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Abstract

Universal health coverage (UHC) has been identified as a priority in the sustainable development goals
(SDG3J)butit is argued here that this only possible if the health workforce is educaiagdand values

a public health aproach @ the primary health caréPHCJevel. Encouraging@mmunity participation

by developing &ritical awareness of the social determinants of health amplporting communitieso

take action is neededCommunity health workers (CHWS) have the po#drit act as agents for social
change to improvehe health of rural communities if trained and supportegpropriately This study
investigates the optimizationof public health skills, knowledge and practices of health worketise
PHClevel in rural Cambodia.lt is anticipated that this study will afford new insights to inform

stakeholdersf the factors impactingn the development of public healtivorkforce capacity

Theresearch engaged twenty CHWSs over two studies using a participatory actiaraieapproach
Over eight participatory workshops and a tday training session CHWSs identified (using photovoice),
implemented and reflected on solutions to community health problenms.addition, ten semi
structured interviews were undertaken with ketakeholders from government and nagovernment
organisationgNGOs}o gain an understanding of current methods used to develappublic health

capacity of health worker® Cambodia

The public health skillsgaps identifiedat provincial and communitjevels included planning,
communication,community engagement techniques amgding initiativeto identify and implement
solutions.Thesegaps are intrinsically linked to Cambodwsotial and political structures, amdltural
valueswhich promote ahierarchical working environmenin addition, & dependency and a lack of
ownership has created a new patronage whitftourages furthedisempowerment and an apathetic
approach to independently tackling community health issues. Fragmented public treatihg mainly
directed by international agents and a lack of financial support to develop sustainable training,
supervision and monitoring negatively impacts public health skill developriieaith promotion and
prevention training is provided to health OAf A& 62 NJ] SNRZ Q0 dlividd thdrKB & A
role as purely curative and removed from the community public health agenda, thus devaluing the
application of new public health skill$he implementation of community participation policies
Cambodia is hindered kyreliance on external agencies arwtural norms of respect, obedience and
fear of challenging the elitéelhe capacity for CHWSs to act as agents of social change is unlikely given

the current policy structure and implementimgvironment.

The health workforcen Cambodiahasthe potential to contribute significantly to thgoal of UHC,

however factors affecting their desire and ability to implerhen public health approach need



addressing. Although many health systems aredrrical in naturethe degree to which people can
innovate, openly analyse processes and procedures and suggest solutions needs to be considered
Identifying ways of supporting CHWs to mobilise and enable communities to be empowered within the
contextualenvironment is requiredas is a better understanding of how to close the kramvgap in

health facility workers.
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Chapter 1 Introduction

The relationship between health system development and the public health approach was categorically
developed in 1978 with the Almata declaration of Health for AWHO 1938). The Director General

of the World Health Organisation (WH@)the time, Halfdan Mabhler, called for a comprehensive model

of primary health care (PHC) that would be universal, equitable and affordable fdftad 1978)Key
principles included community participation, people centered approaches to heaithtackling the

social economic determinants of ill healfWHO 1978)However, in low and middle income countries
(LMICs), comprehensive PHC did not progress as anticipated due to the development of selective PH(
(SPHChat focused on prevaimg or treating the few diseases responsible for the greatest mortality
and morbidity(Walsh and Warren 1980The legacy of this model, although originally imded as a
short-term fix to global health problems, is still evident in LMICs like CamfBdiadier 2016) Vertical

short term programmes funded and implemented byeimtational aid organisations haweeakened

health systems and governance, and fostered an aid dependency which has become embedded into
the social structure and culture of Cambog@hhea et al. 2010, Peou and Pavithra 2011, Plummer et

al. 2013) Furthermore, basic health infrastructure hbsen neglected, rural communities still lack
clean water, nutritional food, sanitation, adequate housing and safe environments for children to
develop. Malnutrition in a food secure country such as Cambodia is unacceptable, yet ongoing, with
over 50% of wmen and children in some rural areas experiencing ané@aabodia National Institute

of Statistics et al. 2015Yhe situation in Cambodia is not unusual for LMICs and global organisations
and researchers are advocating for a return to the comprehensive principles of PHC for the very reasons

identified abovgWalley et al. 2008)

As the Sustainable Development Goals (SDGs) begin, there is a renewed focus on health equity an
specifically acieving universal health coverageyHC)(Naimoli et al. 2015, United Nations 2015a)
Having a welfunctioning people centred, communitgdused comprehensive PHC service would allow
for mobilization of public health strategies such as health promotion and education, preventative
health and health literacy WHO 2008d) This would also serve to empower individuals and
communities to take ownership dfieir own health and therefor@reserve good halth (WHO 1986)
Improved health literacy together with empowered commtigs would enable disadvantaged and
discriminated people from poor communities to advocate for better living and working conditions and
to lobby government for better policies to protect healthy people from becomir{ijliltbeam 2006)
Furthermore, to achiev&JHCin LMICs where health workforce shortages are a problem, task shifting
of health service functions from highly qualified professionals to lay community members is

recommerded (WHO 2006) Suggested functions include counselling, drug distribution, testing and
1



some treatment for HIV and health promotiqiVHO 2008c, Smith et al. 2014)he global energy
towards community participation and task shifting has led governments in LMICswvelogp

community health worker (CHW) programmes.

CHWs are lay community membavbio may deliver basic health care services, undertake activities to
promote health, improve health seeking behaviour or empower communities to advocate for health
needs(Standing and Chowdhury 2008, Lewin et al. 20IBgy receive some basic training but acs

health care professional The values behind CHW policies should include contributing to a reduction
in health inequalities, linking communities with health systems and@mgping communities to take
responsibility for their own health through participati¢ingram et al. 2008, Behdjat et al. 2009, Kok et
al. 2015) However, policy development, implementation and success of CHW programmes and
participation policies udes globally depending on interpretatigNaimoli et al. 2015)n countries such

as Cuba, community participation has empowered communities to take control of their own health and
health care system&reene 2003)in other countries community participation is understood more as

community involvement in health initiative@erry and Zulliger 2012)

By taking a broader public health approach and reorienting health systems towards primary health
care, the health workforce, including CHWs in LMICs like Cambodia, have the potential to improve the
health of communities at th&HCOevel and contribute tdJHC(Campbell et al. 2013, Theobald et al.
2015) Thus, there is a need to identify what skills, knowledge @ractices are required to build their
capacity as educators and practitioners who can facilitate the development of public health strategies
and interventions as intended in the Alrdda declaration(WHO 2008b, Campbell et al. 2013pis
includes addressing fundamental health determinants, seeking solutions as agents of change, providing
specific public health services and acting as advocates to improve the health of the communities that
they serve(Campbell et al. 2013, Theobald et al. 2015, Rabbani et al. .2RuB)ic health training,
supervision and ongoing support fthre health workforce is complex and requires further exploratio

if Cambodia is to address health inequalities in rural a(eageby et al2013)

This chapter introduces the research topic area, including the research context of Cambodia, the public
health approach in relation to the Alrta declaration and the challenges associated with developing
public health knowledge, skills andagtices in LMICs. Research aims and questions are defined and

the rationale for my personal research choice based on previous experiences is explained.



1.1 Cambodia

Cambodia has experienced impressive annual economic growth of around 7%, this togethexaltith h
reforms since the 1990s has resulted in improved health indicators such as; declining maternal and
child/infant mortality rates and increased life expectari@ambodia National Institute of Statistics et

al. 2015, WHO 2016a)lowever, despite economic growth, inequalities continue to increase; the rural
poor suffer the most wth diminishing natural resources and are often devoid of basic négdiskley

2011, Schelzig 2014yambodia stilanks as a low income country wii1% of Cambodians living close

to or under the poverty line, measured at $2 (USD) per day, the majority of which live (Gctligizig

2014, World Bank 2014)

Health inequalities coupled with inadequate public health infrastructure, expensive private healthcare
and demotivated, underpaid public sector health staff have resulted in poorer health indicators in
comparison to the western pacific regigBourdier 2016)For example, Cambodia still has one of the
highest infant and under five child mortalitstes in the region with 35 per 1,000 children dying under
the age of fivgCambodia National Institute of Statistics et al. 20M&ternal mortality rates remain

high at 170 per 100,000 live births compared with the regional rate 2923, Cambodia National
Institute of Statistics et al. 2015Lambodia is going through a demographic and health transition, with
a third of the population currently under the age of 15, however with falling fertility rates and increased
life expectancy there is a growth in the agipopulation and 50% of total heal@xpenditure is for the
elderly (MoHRGC and WHO 2012, M&6GC 2015)There is also a dual burden of disease with
communicable diseases like tuberculosis (TB) amongst the highest in the (WtiddrrJones et al.
2014)occurring alongside an increase in noncommunicable diseases (NCDs) which now account for

approximately 53% of deaths per ygdtoH and WHO 2012)

There is evidence of urbamral health inequalitiesfor example,infant mortality rates in rural areas

are 42 deaths per 1,000 live births, about three times higher than in urban §@msbodia National
Institute of SJatistics et al. 2015)Urbanrural health inequalities area consequence of unfair
distribution of income, resources, infrastructure and servitéisited Nations 2015b, Ensor et al. 2016)
Many public health issues arise from; limited access to safe drinking water, contamindtéarsoi

open defecation, dysentery and cholera, the use of biomass fuels for cooking and rising use of motor
vehicles with limited regulation and legislation causing traffic accidentsirecrgéased respiratory
diseasegWHO and MoH Cambodia 2009, Irwin and 2€dID, Brinkley 2011, Soeung et al. 2012, World
Bank 2012, Phalla et al. 2014, Schelzig 2014, Sokcheng and Kimsun 2014, Annear et al. 2015, Cambo
National Institute of Statistics et al. 2015, Hong and Them 2@k&ial determinants of health (SDOH)
such as inadequate education and living wagel social isolation are barriers to sustaining and
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improving rural community health (Soeung et al. 2012)These SDOH trap communities in an

intergenerational cycle of ill healitirwin and Scali 2010, Soeung et al. 2012)

Inadequate health services, particularly in rural areas where health facilities are poorlyroesbadd

to the health burden. Shortages of trained health personnel, often demotivated due to insufficient
wages, a lack of training, supervision, management andldpseent opportunities further exacerbate
health problems in Cambodi@olea et al. 2010, Ingleby et al. 2013, Bourdier 20litjtest data
suggests thathe health care workforce in Cambodia has only 0.169 physicians and 0.79 nurses and
midwives per 1000 compared to the WHO recommendation of\&/BIO 2012)In rural areas, there

are everfewer health care personnel due to mdistribution of the workforce and an unwillingness to
work in remote areagDolea et al. 2010, Ingleby et al. 201Bhis means a higher dependency on a less
skilled volunteer workforce. Variations between and within provinces exist with better and more
services provided in areas of higher density compared to areas of low popul&tisor et al. 2016)
Health outcomes are worse in the east of Cambodia partially due to an increased number of indigenous
groups who lack trusin health facilities, which are also fewer and more difficult to reach, and a
preference to use traditional healers and birth attendafEnsoret al. 2016) In addition, poverty,
ethnicity, geography and language present barriers to accessing health services and information

(Cambodia National Institute of Statistics et al. 2015)

The chosen site of this research is in the neg#ist province of Kra (Figurel). Kratie was chosen
because itis rural, outside of the main tourist areas, exigacinggreater ®cio-economic challenges
and hashigher maternal and dld mortality rates in comparison to other provincggambodia National
Institute of Statistics et al. 2015)
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1.2 The mblic health gaproach

The public health approach is recognised as a critical element for sustainable health improvement,
however, compared to biomedical procedures and the high status of medical professionals it is often
neglected in national health poligkolnik 2012)The definition widely used for public health came
We¢KS a0OASYyOS FYyR I NI- 27
FYR LINRf2y3IAy3 fATFTS NybeBnda998 (K

from theAcheson Repok y mMdpyy I &
being, preventing K S | f (i K

p.3).

The public health approach:

)l

1 Emphasisesollective responsibility for health, its protection and disease prevention

Is population based



1 Recognises the key role of the state, linked to a concern for the underlyingesmmiomic and
wider determinants of health, as well as disease

1 Emphasises partnerships with albde who contribute to the health of the populatigihe UK
Faculty of Public Health 2010)

The three key domains of public health are health improvement, improving health services and health
protection. Riblic health practices should be empowering, effiee, evidencebased, fair and inclusive

(UK Faculty of Public Health, 201@)blic health is a part of health systems defined below:

A health system consists of all the organizations, institutions, resources and people whose
primary purpose is to impve health.Thisincludes efforts to influence determinants of
health as well as more direct healtmprovement activities. The health system delivers
preventive, promotive, curative and rehabilitative interventiaghsough a combination of
public healthactions and the pyramid of health care facilities that deliver personal health

caret by both State and nofstate actorfWHO 2010 p.vi)

The building blocks of a health system are; quality service delivery, adequately trained health
workforce, information systems, access to medicines, robust financing and effective leadership and
governancgWHO 201Q)Health systems in LMICs are influenced by both ir@legovernment policies

and externally by international aid agencies and dorf@gv&lO 201Q)

1.3 Public kealth skills, knowledge and practices in Cambodia

Public health at th&Hdevel in rural Cambodia is mainly the responsibility of health facility staff and
CHWSs under th instruction and support of decentiaéd Provincial Health Departments (PHDs),
Operational Districts (ODs) and international and nationalgovernment organisations (NGOs). PHDs
receive policy guidance from the central Ministry of HealMoHRGC 2008) ¢ KS W/ 2YY
t FNGAOALI GA2Y t 2€ A O& ored@nmlnitySeve pulilicheditiiactitifieSandis they” |
basis for the CHW programme and community participation. CHWSs are known as Village Health Suppor
Group (VHSG) membe(MOHRGC 2008)VHSGs according to the policy should be selected by
community members, serve between-b0 households and be linked with local healtimites (MoH-

RGC 2008 ¢KS Lkt AOe 32+t F2-Nictioding Bydtemiainong/thaNdferenti A y
community structures, and improving the health situation in their viltaged Go ensure the regular
FTit20 2T AYF2N¥IFGA2Yy 0 S0 d6®SHRGO R0E8 pAHFalkhdiptiity Raff | y R
based in health centres arnbspitalsalso have some responsibility for public health activities, however

their position is much more focused on curative care.



Cambodia, like other LMICs experiences a lack of public health expertise due to; prioritization of
developing medical/clinical skillsmited resources, political and economic instability, and unbalanced
partnerships(Zwanikken et al. 2014, Rabbani et al. 20F&irthermore, historical, political, social and
cultural factors present contextual barriers to improving public health compédsnand achieving

community participation(Ovesen et al. 1996, O4sy and Meas 2001)

Camb&RA I Q& KA aid2NE [|cyniplexRvHacBlonmlldgaigsiandl médd recent conflicts
influencing societal relations. Between 19&Bd 1979 under the Khmer Rougen@nunist regime,
Cambodia experienced one of the worst geitles in recent history with approximately a quarter of
the population executed. Personal and political freedoms were outlawed and intellectual cleansing
resulted in the mass execution or exodus of the educated cld&emdler 1991)This has left a legacy

of survivors who learned to hide their intellect from authority and created a climate of control and fear
(Chandler 1991)Currently Cambodia is constitutionally a democracy, but the same Prime Minister
controversially elected in 199 still in powein 2017 with reports of corruption, violence and political
control (Brinkley 2011, Ear 2013%ince the 1990s international aid has poured into the country and
impacted on the development and governance of Camb@d&a 2013)making it one of the most aid
dependent countries global§Chanboreth and Hach 2088) C dzNJi KSNXY 2 NB> /I Y6 2 R/
is strongly hierarchical and rural communities rely on pattbent relations with those in power for

survival(O'Leary and Meas 20Q1)

Participation policies in health, education and development have been largely unsuccessful because of
these contextual factorsvhich have resulted in a reluctance to spealeoly for fear of upsetting the
social balance and losingtablished and needed patronag€®'Leary and Meas 2001, Pellini 2007,
Rushton 2007) Research investigating elements of the CPPH also found that such policies are
dominated by international aid organisations who use community participation as a free source of
labour to acheve donor expectationfRushton 2008)Iin addition capacitgevelopment across sectors

as a result of technical assistance from international agencies has not tran§puoefrey et al. 2002,
Kelsall and Heng025) The CPPH and public health capacity building efforts lack ownership and
leadership by provincial government bodi@den et al. 2005)esulting in a fragmented shotérm
delivery of vertical health programmes that are dictated by external donor f¢@dslfrey et al. 2002,
Annear et al. 2015, Bourdier 201®)roviding effectivpublic health training and education to improve

the skills, knowledge and practices of the health workforce is complex and requires further exploration
if Cambodia is to address Heainequalities in rural area@ngleby et al. 2013)Howeveras is the ase

in most developing countries training strategies in health tend to focutheimitial training of highly



qualified, exportable workers and not on the development of #heiekl health workers such as health

facility staff and CHW#longoro and McPake 2004)
Rabbani et al. (2016 p.8)ate that public health knowledge arstills development is key to

develop cadres of competent and waltlotivated public health workforce; educators,
practitioners and researchers who ask questions that address fundamental health
determinants, seek solutions as agents of change within thaindates, provide specific

services and serve as advocates for multilevel partnerships.

Rowe et al. (2005) proposed thatrther research is needed to gain a better understanding of the
determinants of effective performance of health workers in LMICs. Tunéyer stress the importance

of translating research findings into action that will improve health care through Ministries of Health
and international partnersGoyet et al. (20153tate that there is an urgent need taddress the gap

between research and policymaking to define public hepitbrity strategies in Cambodia.

1.4 Aims and objectives

The purpose of this research is to examine what is required to improve public health for communities
at the primary health care level in rural low resource settings. This research hopes to bettertanders

the knowledge, skills and practices required for health workers to apply a public health approach to
improve community healthlt is anticipated that the research willelineate the contextual and
relational environment in which public health actorsdacommunities are living and working to provide

a broader understanding of the challenges and strengths associated with improving public health in
poor rural communities. It is hoped that the research will provide practical recommendations to assist
reseachers, policy makers, provincial and district level government workers and international aid
agencies to improve health of rural communities in Cambodia. There are two overarching aims with

objectives to guide the research process, as listed below.

Aim 1 To gain further understanding of the public health knowledge, skills and practices required to

build capacity within primary health care in low resource settings.
The researciiocuseson rural health workers in Cambodia. The research objective®are

1 Identify where and what gaps exist in public health knowledge, skills and practices of facility
based health workers and CHWSs.

1 Assess policy translation, especially in underserved rural areas.

1 Analyse the roles and involvement of individuals, communitisganisations and governments

in the development of health workers and CHWSs.



1 Explore how the Alméta approach to PHC is understood and implemented, specifically with

regards to community participation and empowerment.

Following a greater understanding thfe above, identifying realistic, context specific mechanisms for
improving public health knowledge, skills and practices of health workers and CHWs at the local level
in Cambodia is needed. Also, educational institutions and training providers must taraerow this

impacts on the delivery of specific programmes, thus Aim 2 follows.

Aim 2: Investigate the needs and gaps in training and educational provision and identify strategies

and mechanisms of improving public health capacity at PHC level.
Objectives;

1 Identify methods currently being used by training providers to build capacity of health workers
in Cambodia

1 Evaluate which methods and mechanisms are considered effective

9 Critically analyse current methods and mechanisms that restrain capbiglopment

1 Explore how contextual factors impact on the application of skills, knowledge and practices

1 Investigate contextual factors to improve application of public health practices

1.5 Research design overview

With approval from théNational Ethics Committee for Health Research in Cambodia and Liverpool John
Moores University Research Ethics Committee the research employed three qualitative studies. The
research approach was a combination of Participatory Action Res¢@fdRwith VHSGs and semi
structured interviews with stakeholdefacilitating workforce capacity buildinghe use of integrated
methodologies in the development context is advocatedO®sai and Potter (2006yho argue that
complenentary research methods enablesearchers to consolidate strengths, cra$eck and

triangulate information for a truer account of reality.

Studes one and two appliedRAR approactvith VHSG# identify public health problems arekplore
challenges and successes when applying public health strategies to improve the health of community
members. The ideology behind tiARwas to engage VHSGs hetresearch process to encourage
ownership of the findings and building shared knowledge which may inform future pradtibeser

research assistants (RAs) wereresearchers in this crodanguage, crossultural study.

Study threeconsisted of 10 senstructured interviews with key stakeholders from NGOs, government
and international volunteer agencies working to develop public health skills, knowledge and practices

or support community participation mechanisms. The interviews were used to gain amstauging
9



of the public health approaches used in Cambodia, the perceived underlying structures, beliefs and
views of factors that impact on capacity building in Cambodiae research was conducted over two

field trips,four months in 2014 and three maomsin 2016.

1.6 Why me? Why Cambodia?

Having worked in the field of public health for over eight years in the UK, drligme country, | had

a desire to understand the public health challenges faced in low resource settings and challenging
contexts. | alsevanted to exchange knowledge and skills with others working in different public health
environments. Therefore, in 2012 | took a position with a County Health Department in South Sudan as
a public health management advisor where | was required to blidadapacity of the team to manage
health facilities and CHWSs. Thisth@nth experience inspired me to develop a research project that
looked at public health capacity building in LMICs. Whilst in South Sudan, | witnessed external agencie:
coming with preconeived ideas of health development which bypassed the views and ideas of my
Sudanese counterparts. | observed the assumed higher power of external agents and developed a
desire to do things differently. Therefore, | designed a research proposal that we tla&nowledge

exchange through participatory, inclusive and action orientated methods.

Initially my research was to be conducted in South Sudan, however due to a resurgence of conflict it
was ho longer safe for me to travel as an independent researttering previously visited Cambodia,
Iwas intrigued how a counthat had experienced peace for over thirty years had managed to develop

its public health systems and approaches. Visually it was clear that poverty, sanitation, and water access
were stil major issues in this peaceful country. Upon further reading it became clear that Cambodia
needed public health capacity building strategies and so it became the setting for my research. Through
the planning of the PhD project | identified my own valugtem as corresponding with PAR principles

and concepts. Although | was familiar with the role of international agents and government bodies in
South Sudan, | did not have the same level of knowledge for Cambodia and wanted to understand the
views, experiace and opinions of those responsible for developing public health skills, knowledge and
practices. The interview process allowed me to gain this perspective whilst ensuring that those in power
did not directly impact the participatory research. My initiesearch focus changed somewhat during

the first field visit. Initially thought my focus would be with health facility staff, however it became
clear that CHWs were much more involved in public health activities, especially at the community level,

and © they were recruited as the PAR participants.

10



1.7 Outline of chapters

This tapter has set out the introduction aratiginsof the researchchoice and desigalong with he

research aims and objectivebe following chapter outlines are described below.

Chapter wo is a literature review presented in three sections, each of which serves to explore what is
required to improve public health for communities at the PHC level in rural low resource settings.
Section one develops an understanding of the broguldslic health context in relation to PHC and the
AlmaAta declaration and the role of community participation. Section two presents the context of
Cambodia in relation to research aims and objectives. Section three presents international, national

and loal efforts to build capacity in the health sector.

Chapter hreepresents thaesearch paradigm and orientation of the research incluttieygvalues and
principles that have an impact on the research process such as power, reflexivity and positibhality.
methodology is then explained along with the rationale for the research design, the role of research
assistants, research location and ethical procedutese methods are described includipigotovoice,
community asset identification, participatory watops (to categorise and prioritise public health
issues for the development and implementation of action p)aarsd semistructured interviewsThe

analysis process for each of the three studies is provided

Chapterfour presents the findings of all thregtudiesas summarised iffablel. Stud/ 1: Identifying
public health issues and developing an action plan and Study 2: Participatory Action Research
presented ina narrative format describing the intricacies of each workshop followed by a discussion of
the workshop outcomes and reflection$all researchers. The Stakeholder Interviésasn Study Jare

presented by themes developed from thematic analysis of tendtébed and coded interviews.
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Tablel Summary of all studies

Study

Timeframe

Purpose

Connection between studies

Study 1: Identifying

public health
issues and
developing an
action plan

Study 2:
Participatory
Action Research
(creating and
implementing an
action plan)

Study 3:
Stakeholder
Interviews

Chapter ive presents my iterpretation of the findings following triangulation of all three studies. The
discussion follows the structure of the research aims and thus is preseriwd sections. Section one

discusses the public health knowledge, skills and practices requirbdilth capacity within primary

September
to December
2014

January to
March 2016

September
to December
2014

To identify keypublic health
issues faced by rural
communitiesusing
photowiceand to gain a
better understanding of the
capacity of VHSGs to devel
an action plan

Toprovide an opportunity
for VHSGs to display their
public health knowledge,
skills and practices and to
understand the facilitators,
barriers and influences whel
implementing public health
initiatives

To assess the landscape of
skills and knowledge
development efforts and
ascertain learnings gained
from health and
development professionals
involved in delivering
training and education in
Cambodia

The learnings from Study 1
were applied in the design o
Study 2.

The photovoice activities in
Studiesl and 2 identified
public health issues during
two different seasons (rainy
and dry) and were
undertaken with different
participant groups which
added variation and
potential for comparison.

In study 3 thestakeholder
interviews connected with
Studies Jand 2 in the form
of triangulation and
identification of key
thematic areas which are
discussed in Chapter 5:
Analysis, interpretation and
synthesis of findings.

health care in low resource settings. This section has three main parts; Health facility workers and public

KSH{@KY®AGYS

c20
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and mechanisms famproving public health capacity at PHC level. This is pres@mtethtion tothree

main levels, the individual, the organisational and the environmideteel.
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Chapter & presents theconclusions with key findinggecommendationsand areas for further
researchin relation to each level of the health system; national, provincial, health facility, VHSG and

community levelsTo end the thesis is a finadflection of the research process and future intentions.

1.8 Chapter ammary

This chaptehas introduced the thesis and key areas of discussion which will be developed and critically
argued throughout. An understanding of the public health approach and comprehensive primary health
care is central to this research, as is an appreciation of #mows factors that impact on the
development of public health skills, knowledge and practices in LMICs. The research setting of rural
Cambodia is contextually complex and an interesting country to base the research due to the historical,
political, sociahnd cultural intricacies. The next chapter wilicuss the literature surrounding the key
areas of this research including PHC and community participation, the context of Cambodia, and
building skills, knowledge and practices in LMICs. It will alsoidgiighthe importance of country
ownership, an enabling environment and a supportive organisatiasptimisingthe performance of

health workers

13



Chapter 2 Literature eview

2.1 Introduction

This literature review takes a narrative approach due to the broad naturdefrésearch area

(Collins ad Fauser 2005)It is aimed at providing the reader witm averview of the research

context and the various findings and interpretations of current literature surrounding the topic. The
literature review was an iterative process that developed as ttion research unfolded and |

gained a deeper understanding of Cambodia, the health system and local community dynamics. As
described byHerr and Anderson (2005 p.8#)their guide to writing B action research dissertation,

GKS NBaSIFNOK WLINROSaa Aa R2yS Ay NBtlFLlGAzy (2
FAYRAYy3IaTX RSSLISY (GKS dzyRSNRGFYRAY3I | YR LISNXKIL
result, the data analysis watrected by relevant literature and extended through the contribution

of this action research. Therefore the literature review was refreshed at all points of the research
LINEOSaasz WdzySINIKAYy3I GKS NBFf Aaadzsian|digiet |j dzS a
predict (Herr and Anderson 2005 p.88Before embarking on the fieldwork my literature review

focus was around public health issues, policy development and primary health care on the one hand;

and research methods on the other.

The initial review had not prepared me for the interplay between the political, economic,
sociological and historical context. Learning in the field was an important part of the research
journey, as was ongoing literatirsearching, reading and reflection in an attempt to synthesize
findings within a broader reality. The search criteria are explained for each part of the review below.
Search engines included Google Scholar and Liverpool John Moores University jouchatisgie
W5A3020SNDR 6KAOK St AOAGSR NBf SOyl 22dNyIFfasz ¢
aSO0GA2yaT {SOUGA2Y M Wt NRAYINE ISIHftGK /I NB |yR
aSGGAY3IQ YR {SOiRRYKO| W2 dASRAYI AN Figue2 KYBR L

shows a summary of the literature review for Sections 1 and 2.
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ST el Cne Community participatio

History of public Health (comprehensive V's
selective) and CHWs globally

Social, cultural, political

CHWs and participatio Cambodian health Sl szl Eeniile

in Cambodia system

influences on health ang
participation in
Cambodia

Figure2 Literature review structure:Sections 1 and 2

Section 1, Primary Health Care and Patrticipation, provides a historicgresehtday account of

the transformation of Primary Health Care (PHC) in-lamdMiddle-IncomeCountries (LMICs). This
includes thecomprehensive PHC model introduced in the Alvta Declaration to the growth of
selective primary health care and the eventual resurgence of the Alfagrinciples. One of the

key areas of exploration is community participation and empowerment and th&dar associated

with interpretations and application of participation ideals in the context of LMICs. The literature
search included key words and phrases such as; primary health care, selective PHC, comprehensive
PHC, community development, participatiand empowerment, Halfdan Mahler, public health in
LIMCs, bhalth care in LMICs, Community Health Workers, Lay Health Workers, Village Health
Workers, Volunteer Health @Wkers, medicalisation of public health, health(care) workforce, and

participatory, actbn and research.

Section 2, Cambodia as the research setting, provides an account of the Cambodian context,
including the political, economic, social and historical background which has an impact on the
research objectives. These sections were very muateldped throughout the action research
process as new themes and concepts emerged from the data collection and analysis process that
were not identified prior to research commencing. The review then defines the Cambodian health
system, key policies, stragees and initiativeso demonstratethe complex network of agencies
involved in establishingHCand participation in rural communities. This includes the influence of
international aid on the development of public health knowledge, skills and practiods a
community participation in Cambodia. The Community Participation Policy éaithl(CPPH)the

key policy driver for CHWis examined with reference to studies on implementation. The literature
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search included key words and phrases with the prefisudfix Khmer or Cambodia(n) included,;
health system, health care, health policies and strategies, participation and empowerment, doctors
and health workforce, social structure, history, Khmer Rouge political situation, accountability,
decentralisation, huran rights, voting and democracy and democratisation. Terms related to aid
dependency were also searched such as international aid in Cambodia and power of NGOs and
donors in LMICs. | also followed English language Cambodian news pages on social meidig inclu
The Cambodia Daily and the Phnom Penh Post. | read fiction adittion to get a feel and flavour

for the Cambodian persona.

Section 3Building public health knowledge, skills and practigessents literature specific to the
development of pubti health skills and knowledge of primary health care workers and specifically
CHWs in LMIC#-igure 3). Capacity building methods and factors influencing health worker
performance are presented. The purpose of this section is to provide a review of what works and
does notwork when building capacity of PHC workers and CHWSs. Also discussed are thal extern
wider supporting factors thadptimise health worker performanc&earch terms included; capacity
building and ownership, capacity development with international aid, knowledge and skill
development in health, training methodologies, CHW support mechanisms, health worker

leadership, management and supervision and sutomet leadership.

Public health skills, Country ownership
knowledge and Training methods of capacity building
competencies efforts

Organisational
Supportive Good leadership ang support and an
supervision management enabling

environment

Capacty building
challenges in
Cambodia

Figure3 Literature review structure: Section 3
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2.2 Section one: Primary healthreand participation

This section aims to develop an understanding of the broader public health context in relation to
the AlmaAtadeclaration. The evolution ¢ZfHGand community participation is discuss@doviding
definitions, and interpretations globally. CHW programmes and policies of LMICs are presented to
demonstrate the variety of leadership, training, supervision and remuigaratructures between
countries. Context and design factors affecting CHW programme implementation and their impact

on success is also discussed.

In the nineteenth century, the first public health movements began with a realization that people
who livedand worked in poor conditions withoor sanitation were the worst &tcted by crowd
diseases like tuberculosis, cholera, pneumoniaastes and mallpox(Ashton and Seymore 1992)
Thus, the origins of public health were based on the improvementhef sanitation and
environmental conditions of the poorest communities. However, despite public health having its
originsinthis@ LJdzf  GA2Y o6F &SR F LIINRIFOKZ AdG gFa I NBSTEE
by the growth of higktechnology clinical medicine aimed at the individual, such as vaccinations and
immunisationgAshton and Seymore 1992, Green 200B)emedical interventions dominated not
only high income countries, but LMICs through global health strategies promoted by international
organisations such as WHO anllIGEKAshton and Seymore 199X owever, in the 1960s and
1970s, the social injustices associated with this approach wexkedgedand researctighlighted
growing health inequities between and within countrigsshton and Seymore 1992, Magnussen et
al. 2004)

A new determination to advocate for health as a fundamental human right saw a return to the
origins of public health aan approach that went beyond biology to recognise the social aspects of
health problems caused by lifestylesxd environmental factor§Ashton and Seymore 1992,
Carpenter 2000)In 1978 the Alm&ta declaration categorically developed a compnesige PHC
approach which challenged traditional health approaches that previously only benefitted the elite
few (WHO 1978 ¢ KS Y2di2 2F WI SIft 0K T2 NlthefAinaA@me G KS
conference and associated goals and targets werg(ldatl and Taylor 2003, Brown et al. 2016)
Revolutionary principles of community participation, a focus on health promotion and prevention
leading to seklreliance, appropriate use of resources and technolagy iatersectoral actionvere

key featuresn the AlmaAta DeclaratiofWHO B78, Lawn et al. 2008, Rohde et al. 20@8plobal
determination to tackle the wider social, economic, poditiand environmental determinants of
health through a community based, participatory primary health care system wagWit® 1978,
Gush 1979)Top down health campaigns were challenged and new models were proposed to train
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CHWSsas agents for social change and encourage community participation through empowerment
of the people(Gush 1979, Cueto 2004)

Within a yearthe ideals of the Alm#tadeclarationwere challenged as being too broad and vague,

G022 tSy3adkKe (2 AYLXSYSyYyd FyR dzyNBIFfAaAaGAO Ay
O 2 dzy {{WekstSaadWarren 1980, Wisner 1988, Lawn et al. 2008, Brown et al. 20iéjponse,

selech S LINAYIFNE KSIfGK OFNB o6{tl /0 ¢l a RS@St2LIS
GKS FS¢6 RA&SIFaAaSa NBaLRyaraoftS T2N) GKS 3INBFGSai
(Walsh and Warren 1980 p.148PHC was initially proposadan interim solution but with the

support of key international agencies such as UNICEF it soon became the accepted form of PHC for

a number @ reasongWalsh and Warren 19803 obal economicrecession andhe debtcrisisfed
necliberaism and the development of new lending strategies and $tieictural adjustment
programmes (SAP&arpenter 2000)SAPdorced governments to follow strict austerity measures

in favour of privatization and opened up-t@iebted countries to the influence of mukaationals
(Garpenter 2000, Coburn 2000, Fee and Brown 2038HGuited the nedliberal approach, where
costeffectiveness rather than rights and social justice ruled global health strategies. Furthermore,

the SPHG@pproach could provide immediate and measurable results which appealed to funders and
powerful governmentgWerner and Sanders 1997he power of international agencies such as the

World Bank, riternational Monetary FUndUNICEF and other implementing internatibNGOS

meant they had, and still have great influence over government decisions, policies and strategies
which could be molded to suit the aims and targets of donor set outconfé&erner and Sanders

1997, Ear 2013)

The delivery oSPHC is tojlown through vertical programmes chosen by international consultants,
not communities. The interventions chosen wem@wth monitoring, @al-rehydration thergy for
children with diarrhea, teastfeeding promotion and childhoachmunization(Walsh and Warren
1980, Wisner 1988T hese interventions wergupported by UNICE¥#ho later added family spacing,
female education and food supplemenfg/isner 1988) SPHC undermined and stifled the key
principles of the Almda\ta declaratior(Newell 1988) Specifically it did not allow for a primary care
a2aidsSy GKIF{G WNPBY dexim@a corhmlmty dntiNdhdivRlual sediance and

LI NI AOALI GA2Y AY GKS LXFYYAY3IS 2NBF yWHO1O72y s 2
p.2). Instead, the top down approach resulted in communities having little say in what their needs
were and even less involvement in planning and solution findidgll and @ylor 2003)
Interventions were decided and controlled by foreign consultants with technical expéhtismer

1988, Hall and Taylor 2003Furthermore, by focusing on specific interventiotasgeted at
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individuals, group efforts by the poor to advocate fioe basic needs of water and sanitation, land,
shelter, and employment were undermine@isner 1988, Cueto 2004, Jacob 200Ppor
communities were not empowered to take ownership of their health but instead learned to depend
on the international community to send in a{lVisner 1988, Ear 2013)For example oral re
hydration sachets dropped from helicopters in the sky rather than simple homemade solutions
being taught to communities reforced the power of the western worl@Visner 1988)The focus
increasingly became treatment and not prevention of diarrhoea, witilstbasic need of sanitation

and clean water supplies became second@yeto 2004)

Another influential factor tht hindered the development of @mprehensive PHC was the biomedical
focus of health programme@viacdonald 1993, Morgan 200k) Ly { R & SINBI A Gif $ t @z0 f
GKS tdzof A0 | SIKufaKet &.X2018hezieFisfida oma @eople-centred public
participationapproachin health toa biomedical approacts ihighlighted. In their reference to India
they discuss the need to understanthe social, economic and political context in which
interventions and policies are functioning ratheathsimply applying a westereid model of public
health. In western countries, many basic needs are well establishedasattess to clean water,
goad sanitation nutrition and housing, wher as in LMICs often these needs are left unmet. Yet, the
focus remains on technological bioedical interventions that can only provide short term solutions
to the wider public health agend@acdonald 1993, Morgan 2001, Jacob 2007, &uet al. 2016,
World Health Organisation 2016b)

Furthermore leadership and management positions within public health at national and sub
national levels in LMICs are often occupiedniigdically trained staff such as doctors who are ill
equipped to tackle the wider social determinants of health and commugatyicipation(Dal Poz et

al. 2009) Such medicalisation of health services presents barriers to achieving people centered
health care that is focused and organized on the person in the context of his cfafmdy,

community, and culture, rather than diseaggppingJordan 2010)

The Rockefeller Report (1985) highlighted how some countries with limited economic resources
GSNB adAatt ofS G2 I OKAS@S WD2 2iRa, CoSta Rica, Kerdlali [ 2
State in India and Sri Lanka. The report challenged the idea that economic growth alone would lead

to improved population health. Instead the common factors amongst the named countries were;
political and historical commitment to lath as a social goal, strong societal values of equity,
political participation and community involvement, investment in PHC and community based

services and intersectoral linkag@alabanova et al. 2011)
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Qitiques of SPHC aradresurgence in public health theory and practice influenced the Millennium
Development Goals (MDGs), the Commission on the Social Determinants of Health (SDOH) and

2 | hQa NI O2 YcoormpieMeRsivé PHB®uUgh theNB LJ2 NIi Wt NRA Yl NB | S| f G
than Eve@ (WHO 2008d, WHO 2008durthermore, he Lancet Seried! {-Ata Rebirth and

w S @ A arduedih&@ weak health systems restricted efforts to improve health and calledhier
strengthening of health systems through theglementation of effective, comprehensive primary

health care(Lawnet al. 2008, Rohde et al. 2008, The Lancet 2008, Walley et al. Ro@¥@)recently

0 KS WCNJI YiBgiadetldeopagntred health servicdd LINB & Sy G SinthiwWbrldi K S &
Health Assembly in April 2016 highlights a need for countries-toiemtate health system®wards
comprehensivé®?HC through five interdependent strategi€t) empowering an@&ngaging people

and communities; (2) strengthening governance and accountability; (3) reorient the model of care;

(4) coordinating services within and across sectors; and (5) creating an enabling envir@hHiént

2016b) One of the key messages was the need for comitgyparticipation and empowerment

(Rohde et al. 2008, Lewin et al. 2010)

2.2.1 Community prticipation

Community participation is a contested concefitis viewed by some as a form of community
collaboration or involvement in which people, voluntarily or as a result of an incentive, agree to
collaborate with organitions/institutions by contributing their labour and/or other resources in
return for some expected beneffMorgan 2001) Another perspective of community participation

is one of empowerment where a community sets up a process to control its own development, often

described as community mobilisation or peojlentred developmen{Morgan 1999)

Defining what is meant by community participation in health is controversial and dependent on the
users aims. Is the participation gpabcial justice or operational outcomes? Iscammunity
mobilization viaprofessional assessment and dictated actigitir to empower communities to
undertake their own analysis and action®®organ 2001Bhatia and Rifkin 2010, Asha et al. 2015)
Forthe purpose of this research, community participation is aligned withAtinea-Ata principles of

people centered community empowerment that;

requires and promotes maximum community and individual -sdlance and
participation in the planning, organization, operation and control of primary health
care, making fullest use ofdal, national and other available resources; and to this end
develops through appropriate education the alyiliof communities to participate
(WHO 1978 p.2)
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Community participation is featured in many public health policies, programmes and initiatives;
however, research has highlighted that it is often rhetoric rather than reality, with more studies
describing participation as a collaborative approach as opgo® participation resulting in
community mobilization or empowermeriMorgan 2001, Asha et al. 2015, Saprii et al. 2005

of the reasons for this is the tension between organisations wanting to show they are using
community participation methods in their design, and the need to demonstrate measurable
outcomes to prove the value of vestment by donors. Thus the social justice, community led
principles of participation are lost in practice and the power imbalance between professional
outsiders and communities in LMICs is left unaddreq§ambke and Kothari 2001, Rifkin 2001)
Cooke andKothari (2001)argue that participatory development has the potential for tyraramd
discuss howinternational development programmesxercise power due to the political igms
associated witldonor agencies. A systematic review exploring the nataeeguality of community
participation in health systenmterventions in LMICs bjsha etal. (2015)concuded that few
articles discuspower or control in developing and implementing participatory interventions with
communities. The stated that understanding, negotiating and contesting power remains amiss
within community healthinterventions. Kumar et al. (2016dd thatcurrent public health models

talk about public participation but fail to ensure that citizens are fully involved in designing and
implemening policy, programmes aridterventionsresulting in a lack of ownership by the people

and unsuccessful public health interventions.

There are, howeveexamples where community empowerment follows the model of participation
as described ahe AlmaAta conference, such asiniigh S8 f SR 0& W¢KS t S2 LJ ¢
an organisation supported by Dr.Halfdan Mabhler, the pioneer of comprehensivéTPid®eople's
Health Movement 2000)Furhermore, countries such a€ubahave successfully embedded
community participation into health strategies and policies and have seen vast population level
health improvements(Greene 2003) Many LMICs have translated their understanding of
community participation into the devepment of CHW programmes where lay individuals who
often live and work in the areas they serve, act as a link between comnaiaitthe formal health
system. Theimbility to act as the empowering social change agents envisioned in theAthna
conferen®, however,s less well understooddore recently as the Sustainable Development Goals
(SDGs) begin implementation there is anticipation that CHWs will contribute to the achievement of
Universal Health Coverage and other health related goals in L{M@nko et al. 2013, Naimoli et

al. 2015, Theobald et al. 2019)here is an increasing body of literature that indicates an expectation
that CHWSs will help addregeealth burdens through community based acti@®chneideret al.

2016)
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2.2.2 Community health erkers

Defining CHWs is difficult due to the plethora and variety of programmes, interventions and tasks
which vary from contry to country. Bsks can include: management of uncomplicated childhood
illnesses, advice omaternal and newborn care, prevention and treatment of commabhle
diseases such as malaria, tuberculokiB//AIDS and health promotion of sanitary practices and
water treatment(Scott and Shanker 2010, Crigler et al. 2013, Tulenko et al. 2013, Bhutta et al. 2015,
LeFevre et al. 2015, Sapriia. 2015, Schneider et al. 201&) addition, their role is evolving as a
new generation of health issues enges such as necommunicable diseases (NCDs), mental
health, violence and injurf{schneider et al. 2016EHW programmes also offer solutions in the form

of task shifting to address shortages of qualified health professi¢W&tO 2007b, Lewin et al. 2010,
Bhutta et al. 2015, Tran 2015tanding and Chowdhury (20G8)gue that CHW policies are defined

by two main agendagpragmatic and transformativd hepragmatic agend&s where CHWs fill the

gap created by health workforce shortages through task shifting practidé® transformative
agendais where CHWSs create awareness of the social context of community health and work with
communitiesto tackle this through broadergditical means such as advocacy. A WHO study group
reported that (HWs shouldbe: members of the communities where they work, selected by and
answerable to communities and supported by the health system and have shorieingrahan
professional worker§WHO Study Group 1989)

Olaniran et al. (2017 p.8fter undertakinga review of CHW definitionsoncluded that:

they are individuals with an idepth understanding of the community culture and
language, have received standardised-jetated training which is of shorter duration
than health professionals, and their primyagoal is to provide culturally appropriate

health services to the community

Thisdefinition does not include community empowermemdr mobilization but rather indicates a
more curative based medical perspective that does not allude to health promotidrpeevention
aspects of a CHW role or their role in advocating for basic health nkedsiains pragmatic rather

than transformative.

There is evidence thaEHW programmedemonstratetheir value by achieving improved health
outcomes in communitied_assi et al. 2010, Lewin et al. 2010, Perry and Zulliger 2012, Bhutta et al.
2015) Also,CHW involvement in the management of health care facilities has been found to
enhance their responsiveness and utilisation rgtésger et al. 2003, Hossain et al. 2Q@®bott and

Shanker (2010) state that CHWs could be powerful change agents affikated with health

22



systems able to adequately support their work and respond to their insights. Though, current
systems of CHW management are not optimizing their ability to contribute to health improvement
(Kok et al. 2016)The voices of CHWSs are oftgitentor are not considered as acceptable evidence

to shape policy and procedufdlishra 2014, Chikaphupha et al. 2016¢tCHW programmes are
consideredmore successful when they are involved in planning, implementing and monitoring

processes through shared ownership and resou(géfkin 1986, Naimoli et al. 2015, Tran 2015)

The success of CHW programmes is dependent on common design factors sgilastraining,
supportive supervision, monitoring, career development opportunities, clear funding streams and
manageable workload¢Lehmann and Sanders 2007, Jaskiewicz and Tulenko 2012, Perry and
Zulliger 2012, Crigler et al. 2013, De Koning et al. 2014, Kok et al. 2014, Chikaphupha et.al. 2016)
Successful CHW programmes inclélp | R& | S| £ § K 2 @hNinSeMNB 1B manghs df | | A &
training, 3 months fultime followed by 12 months of iservice training Douthwaite and Ward

2005) They also receive a small allowandeve dedicated supervisorand areattached to a
government health facility, from which they receive training and medical sup@esthwaite and

Ward 2005) Simiarly in Iran &-year training period includes theory and practical classes covering

a broad range of topics from health care services to communication skills and social determinants
of health (Javanparast et al. 2011n ThailandCHWSsreceive seven days of training in prirga

health care and 15 days of specializedtbe-job training in health promotion, disease prevention,

and health education followed up with supervision from public health offi¢kadsvitt et al. 2015)

Initial core training packages for CHWs are recommended along with accreditation and financial
incentives(Alam et al. 2012, Tran et al. 2014, Kowitt et al. 2015, Saprii et al..201r CHW
motivating design factors include; clearly identified roles with adequate communication channels
to different levels of the health system, ndimancial incentives such as positive community
feedback, social prestige, and adequatpglies and materialgAlam et al. 2012, Kok et al. 2014,
Chikaphupha et al. 2016)

Studies contend that policy makers and programme managers will herleuipped to develop
CHW interventions if they have contextual insi(Bihattacharyya et al. 2001, Jaskiewicz and Tulenko
2012, De Koning et al. 2014, Naimoli etZz914, Bhutta et al. 2015 ontextual factors that play a
key role in the performance of CHWSs include sewigural values and structures; balance of power

in society; the role of foreign aid idevelopment; the extent of transparency in governance;
frequency of political elections, violence, and coercion; and the level of ethnic fragmentation in
society(Naimoli et al. 2014)A review byKok et al. (2015fpund that economy, environment, and

health system policy and practice including a CHW policy with clear political commitment influenced

23



CHW performance. They further added that health service funclilgnauman resources provision

level of decisiormaking, osts of health services, and the governance and coordination structure
affected the performance of CHW interventions or programmeékaving positive trusted
relationships between all actors; CHWSs, community members and health professionals was also

found tooptimise CHW performandgéehmann et al. 2004)

Furthermore,CHWs have been reported to feel empowered when theyassociated with the

health system and viewed as a credible source of informgtiaskiewicz and Tulenko 2012, Kane
etal. 2016) Toaddress credibility and alignment with the health system several methods have been
suggested in the literature. These include media campaigns highlighting the roles and
responsibilities of CHWs which weiaund to successfully build their image as a crédiource of

health information(Hag and Hafeez 2009Ylass media health campaigns about specific health
issues being delivered at the same time as CHWSs also emphasized their knowledge in the eyes of

the community(Haq and Hafeez 2009)

In manyLMICs, CHW programmes are supported by international agencies. They provide financial
and technical support for capacity building and supervision, facilitate community organisation by
linking health actors together such as health centre staff, CHWs ancothenunity, and provide
management support to health centres and suditional administrative teamgodfrey et al. 2002,
Chanboreth and Hach 2008, Ui et al. 2010, Ear 2048)vever, initiatives delivered by international
partners are often through verticahort-term health programmes with limited geographic coverage
and resourcegLane 2007, Chanboreth and Hach 2008, Peou and Pavithra 2011, EarT2043)
presents risksn identifying longterm solutions to sustainably support CHW programr(lesne

2007, Chnboreth and Hach 2008, Ear 201@grtical health programmesan provide shorterm

health gainshowever,there is aneed for long term investment from the community and formal
health system, as well as a consideration for the social, economic and political systems in place
(Magnussen et al. 2004, Tulenko et al. 2018)countries with newly developed health systems,
verticalisation results in oviap and waste, fragmentation of trainindisjointed roles and tasks,
multiple reporting mechanisms and a confusing array of supervisors creating uncertainty of identity
in health workers, particularly CHWBlagnussen et al. 2004, Bourdier 201Bpk et al (2015)
surmisethat while vertical shoterm programmes continue to direct the work and rewards of
CHWSs, longerm sustainability is unlikelyMogedd et al. (2013)in their report from the Global
Health Workforce Alliance, state that international actors need to contribute together to a
comprehensive systems approach in advocacy, programming, funding, implementing, monitoring

and in building theknowledge base for CHW programmdsble2 shows the proposed principles
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to support countries and their partners in their efforts to harmonise CHW support and minimise

fragmentation.

Table2 Guiding principles to support countries to harmonise CHW supgaftbgedal et al. 2013)

at

ntries,
for

Improve efforts to integrate CHWSs into the broader health system, with a particular
focus on effective linkages between community based and facility based health workers
at the front line of service delivery, so that individuals receive the health services they

need

2.2.3 CHWs as an answer to community participation and empowerment

Thedefinition of CHW<ited above byOlaniran et al. (201Ayvas formed following a systematic
review of CHW definitions but does not include their role in community participation and
empowerment. This may be because there is more literature focused on the role of CHWs as a link
between health facilities and the community with little attention given kit role as agents of
change through empowering communities to be gelfant and act on informed choicébklossain

et al. 2004, Behdjat et al. 2009, Kane et al. 20K@)e et al. (2016dd thathealth programmes

need to take a developmental and empemnent perspective when engaging CHWs and that those

in power, such as governments, should take actions to prevent organisations from disempowering

CHWs during project implementation.

Reported barriers to community mobilization include male dominance didectic community
leadership. Poweimbalancs 0 St 6 SSy KSIf 0K LINRPFSaaA2ylfa 2NJ
participants can also negatively impact the likelihood of empowermeatticularly for women,

young people and marginalised méBaatiema et al. 2013, Bath and Wakerman 20I5fontrast,

it is important to realise that CHWs can and hawgpowered and mobilised communities and good
examples do exigRifkin 2009) For example, maction research project in Iran was undertaken to
identify if CHWSs could support health improvements through facilitating communities to define and
solve their own problems rather than only providing information on health problems. The training
includeddefining participation and its importance in health services, identifying the determinants

of health particularly those related to lifestyle and their amenability to change, and learning
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methods and tools for participatory planniiBehdjat et al. 2009)T'he resultsdentified that CHWs

could facilitate participatory needs assessments in whiclallg@eople collected information,
analysed results and made action plans to address priorities. Local people could plan and execute
activities that lead to health improvements demonstrating that participatory approaches to health
promotion can change lifegke habits among communities to improve both individual and
community health. However, this was an urban study, where choice and influence is perhaps
stronger than in a rural context, and was small scale. The feasibility of scaling up such an approach
and the associated costs is unknown and is a gap in the resedehdjat et al. (2009 p. 1173)

concluded that;

It is now recognised that health improvements are as much a result of what people do
to and for themselves as a result of biomedical interventions. The challenge is to
identify processes whereby individuals and communities find ways to follow a course
of action to produce better, sustainable health. Action research makes an important

contribution to addressing this challenge.

It is clear that the majority o€EHW programmesdo not include community empowerment as a
central aim, but rather focus their training and activities lmmsichealth promotion and linking

community members with the health system.

2.3 Section two: The context of Cambodia

It is important to understand a coyi i NdBn@e#t when investigating health systems, planning and
policy, especially in LMICs where these are also changing ré&@idien 2007) This includes the
economic situation of a country, their political situatiorcluding any democratic fragility and the
historical and current influences on social structure and culi@esen 2007)Having up to date
contextual awareness in a country that is experiencing rapid change throtmiomic growth,

rising inequalities and growing aid dependency is crucial to development processes and for
comprehensive PHC. This section aims to develop an understanding of the Cambodian context and
its impact on participation, capacity building and pakhealth outcomes. This section will inform

the reader ofthe:

1 historical and political structures that impact on community development and participation
in Cambodia,

9 impact of social structures and cultural values of Khmer people in relation to theitapa
and willingness of communities to engage in participatory, democratic processes,

9 role of international agencies icapacity building
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f adNH2OGdz2NE 2F (GKS /FY0o2RAlLY KSFfGK &a@aasSy
Participation for HealtiPolicy e kély Kolicy influencing public health at the primary health

care level.

All levels of the health systemre consideredrom national policy level, through provincial and

district level down to primary health care, communities and individuals.

2.3.1 Cambodia lstory

I YO2RAI Q& KAAG2NE |yR RSOSt2LIVSyd Aa O2YLX SE
influencing societal relations. Between 19515d 1979 under the Khmer Rougen@nunist regime,
Cambodia experienced one of the worst genocides in recetrisvith approximately a quarter

of the population executed. Personal and political freedoms were outlawed and intellectual
cleansing resulted in the mass execution or exodus of the educated c{@sawdler 1991)Under

the constant fear of execution Cambodians perfected the art of hiding or banishing independent
thoughts and criticisms in order to save their lif€handler 1991, De Walque 200%his has left a
legacy of survivors who learned to hide their intellect from authority enedited a climate of control

and fear(Chandler 1991, De Walque 2005, Brinkleg1)0Following the war, Cambodia began t
rediscover and reshape its iditly under the auspices of thenited Nations (UN)Chandler 1996)

who orchestrated the first liberal democratic electiof®erdal and Economides 200Although
constitutionally a democracythe same Prime Minister istill in powerin 2017 with reports of
corruption, violence and political contr(Ear 2013) Human rights abuses are consistentlgoged

by the media(Human Rights Watch 2019y 2015 the Secretary General of the United Nations
WXSELINB&EESR KAa O2yOSNYya&a lo62dzi NBLRNIA 2F 6AR!
society actors, the media, and memberdioK S LJ2 f A { A @iIMbon 2016) JBuEhhinciedty” Q
further reinforce a climate of oppression, reluctance to express critical thought and fears of showing
negativity towards any governmental activiti®ummer et al. (2013pund that the significant gap
between state and citizen furtiiehinders the likelihood of engagement processes. In addition,
speaking out in the westernised way of advocacy is viewed as a form of confrontation and aggression

towards the entity that is being lobbig@’'Leary and Meas 20Q1)

2.3.2 Social and cultural aspects of Cambodia

Key social and culturalpractices present in Cambodia including kinship, social hierarchical
structures, patrorclient relationsand collectivismalso have an impact on community parnpiation

and are discussed he(®'Leary and Meas 2001, Ledgerwood and Vijghen 2002, O'Leary 2006, Pellini
2007, Chen and Chheang 2008)

27



In Cambodia, the social position of an individual is constructed by a pragmatic combination of class,
wealth, edication, political position, skills, age, gender and religious sarftitynmer et al. 2013)

Those who are lower in the hierarchy show deference and even fear to those higher up which is
maintained through a mutually expected way of relatif@Leary and Meas 20Q1This social
hierarchy exists together with strong patratient relationships in which those at the top expect
loyalty and labour in exchange rf@ecurity, physical protectionfinancial and moral support
(Ledgerwood and Vijghen 2002, Ovesen and Trankell 2010, Plummer and Tritt&dygh the
services provided by the patron do not match those of the client, it is the expectation of resources
and improved social status by showing allegiance (political or otherwise) that enables the
relationshipto continue(Chen and Chheang 200&yom early childhood this is reinforced through
teaching obedience and respect of those in authority and accepti®g®@@ LJ I OS Ay (KS
(O'Leary and Meas 2001)jo challenge the hierarchy is to lose face and thus, showing contempt for
the actions ad decisions of leaders is a great {€kLeary and Meas 2001, Ledgerwood and Vijghen
2002, Michaud 2005, Chen and Chheang 20@)ch a social structure has implications for
development and particularly to participation idedfS'Leary and Meas 2001, Scott and Shanker
2010) Even when participation is a planned part of development programmes by government or
NGOs, research has shown that Khmer workelsgivie priority to pleasing those with power and
resources rather than to the facilitation of community participatittedgerwood and Vijghen 2002,
O'Leary 2006) In short, @tron-client relationships discourage participation and creates
unwillingness to take initiative without approval from abdledgerwood and Vijghen 2002, Rusten

et al. 2004, Pellini 2007, Chen and Chheang 2@D@&sen et al. (1996uggest thatuch social
structures are often not fily understood by international organisatiotrying to impose policies

and ideologies in Cambodia such as citizen participati@ditionally, participation in decisien
making processes and expressing opinions of leaders or government services is more akin to liberal
a2 0ASUASa 20KSNBA 2Wa SMaF G KS O2dzy G SNLI NI OKIF NJ O §
than the colletivist society found in Cambod{&€hen and Chheang 2008 p.10)

Policy documentation and strategies (influenced by internatiorsggencies) suggest an
understanding at the national level of the need for participatory, democratic processes to develop
public services but a wide gap exists between what is said and what is done. Government reforms
are reflecting a willingness to movewards social accountability and providing frameworks for
OAGAT SyQa o ZNatbsaBCeritredr Me®ocritis DeNdpment 2014, Netra et al. 2015)
However in reality government actions do not match their policies and strategies. For instance, the
government has introduced a social accountability framework (ZI1B) to improve service

provisionwhich is currently being rolled out through training and capacity building oinstional
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personnel and civil society. Conversely, at the same time the media reports severe consequences
such as violence, arrests and legislation changes that prevent @éaph speaking ou(Human
Rights Watch 2015, Baligach@hheng 2017)

This conflict of ideals results in communities being fearful of expressing themselves even if
opportunities are presented. This is further backed up with a recent study of three projects aimed
to improve citizen engagement through estishing social accountability frameworks to improve
service delivery in Cambodia, including one in health and one to improve clear water provision
(Netra et al. 2015) The studies found thathe government chooses to control and respond
aSt SOGA@Ste G2 O GNelrdeya 2015ReisDE dondiugeR tha®, S Y I Yy R a

Changes in empowerment and improved stateiety elations are insignificant

because ordinary citizens and the poor remain fearful of exerting their voice, and

because government and NGOs are implementing very wkeaks of social

accountability(Netra et al. 2015 p.vi)

Interestingly this is not reflected in the development of strategies and plans by international or
national bodies. Although community participation has been institutionalised in mainstream
development by NGOs, donors afetWorld Bank, there is little recognition of the complex political
reality of implementing in differing context§vlorgan 2001) For instance, the United Nations
Development Assistance Framework highlights that poverty is linked with a lack of participation by
the poor and vulnerhle in decisions affecting their lives but does not discuss how this may be
supported further or how to minimise barriers to participatiidnited Nations in Cambodia 2015)
National strategies promoting the need for engagement with farmers, women, youth, parents and
guardiansexish dzi (G KSe& aAvyLi e adlaS GKFEG LI NOHAOALI GA 2
(RGC 2014)Rushton (2007 p.BtatS a  patticipiatory processes need to be sensitive to matters
such as sgal status and must be carefully designed in order to limit the impact of status and to

maximise the influence of lay citizens in goveamnhdecisioamaking2

Rifkin (1986)astutely stated that esmmunity participation interventions need to recognise,
understand and manage political influences in order to achreeaningful participation. Further

understanding of how social structuresd cultural beliefdn Cambodia can or cannot fit with

participation efforts is necessary to support principles of people centered, inclusivsufitfent

comprehensive primarydalth care.
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2.3.3 International aid in Cambodia

Since the 1990s international aid has poured into Cambodia and has shaped its development and
governancgEar 2013) making it one of the most aid dependent countries in the wl@banboreth

and Hach 2008AidR S LISY RSy O & dsiuatiarSiFwhighSaRountrsi catihot perform many

of the core functions of government, such as operations and maintenance, or the delivery of basic
LJdzo f AO aASNWBAOSAI ¢AlKD2dzi(Brawihb20@y.2) AR Fdzy RAy 3 |

Aid dependency is an issue for Cambaghaerallyandthe development opublic health skills and
knowledgein particular as théealth sector ifighlydependent on funding and operationalizations
from INGOs andnternational donors (Plummer et al. 2013)Since 2008external donors have
contributed approximately the same share of Total Health Expenditure (THE) as the government,
currently around 18% as shown figure4 (MoH-RGC et al. 2014j)iving them substantial power
YR Ay Tt dzSyOS 2y /I Yo2RAlIQa KSIftGK aeadasSvyo
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Figure4 Total Health Expenditure by source of funding, adapted frgMoH-RGC 2015)
2 AGKAY GKS NBIAZY /| Yb2RAIl QaTHRAsORYNigHeENLISoy(R% (i dzNE
THE) and is significantly higher tharvietnam (2.4% THE), the Philippines (1.8% THE) and Thailand
(0.6%)MoHRGC et al. 2014Pnly 6% of THE was spent on prevention and 0.4% on nutrition with
the majority spent in private health clinics and pharmacies am@ommunicable diseasedoH
RGC 2015)Aid dependency has been reported testrict sustainable capacityuilding, weaken
health systemdevelopment, promote verticalisation of health progmes, dilute government
responsibility, permit corruption, create additional hierarchies and disempower individuals

(Godfrey et al. 2002, Michaud 2005, Biesma et al. 2009, MacLachlan et al. 2010, Ear 2013, Bourdier
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2016) All ofthesenegatively impact on the goal of increasing public health skills and knowledge of

paid and volunteer health workers.

The removal of power from the community to foreign consultants has been asi@amgling
phenomenon where selectiieHChas become subgt to the policies of external agenciasd not

of the communities it isneant to servgHall and Taylor 2003MacLachlan et al. (201@psit that

social dominance by international agencies in LMICs comes from several root causes. For example,
the poor must enter relationships with agencies through neeldgmas donors can pick and choose

who they engage with, they set the conditions for exchange through contracts and have the freedom

G2 SEAG 4 lFye LRAYGP ¢KSNBF2NBI |y AyKSNByi
knowledge, resources and pewregardless of actual credentigdacLachlan et al. 2010, Ear 2013)

These factors amongst others result in an internalized inferior position by health workers who seek

assistance without question from international individuals and organisations.

Furthermore, dependence on larg?tGOs, is partly due to a lackdedicated government funding
resulting in modest input by th&loH (Chanboreth and Hack008, Ui et al. 2010, Naimoli et al.
2014) As international agencies fund health programmes, there is little motivatiogofegrnments

to fund their own activities and to collect taxes for this purpoBar (2013)argues that such
structures ontribute to corruption, do not support the development of leadership for change and
results in a status quo. This is particularly risky for Cambodia as it is on the verge of earning the
status of a middle income country with a target to reach uppeddle by 2030(UNDP 2015)This
status change will lead to a decrease in external aid and require austHined public service
delivery bythe government (Parikh 2015, United Nations Development Programme 208$}uch
more robust policies to build capacity, with clearly identified financial support will be vital to the
sustainability of health workers during the transition from low to middle income coy®eyry and
Zulliger 2012)

234 / F YO2RAl sem KSIf 6K &

The current health system is financed through international development partners (M),

(19%) and out of pocket spending (OOP) which is responsible for 63% of total healthcare
expenditure. Control and prevention of diseases are coordinated and @igpdrat the national

level through independent departments and units, one of whichhie National Centre for Health
Promotion (NCHP). The NCHP is the lead arm within the government for public health with units for
Tobacco and alcohol control, Health Coamitations, Sanitation and Hygiene, Primary Health Care
and Training and Research. The NCHP provides technical support in coordination with Health

Promotion Units of Bvincial health departments (PHDsgationwide. In the past, they have
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provided cross ctiing training on health promotion, behaviour change communication, basic health

education, counselling and intgrersonal communicatiofMoHRGC 2017)

Although the majority of resources (70%) are managed at the national level, Cambodia has a
decentralized government system with administrative responsislifor health at twenty four
PHDsvho govern Operational Districts Ppand provincial hospitalgAnnear et al. 2015, MORGC

2015) Each OD is responsible for 100 000 to 200 000 people served by health centres and a referral
K2aLAdlrf GKFIG RSTEAGSNER F W 2YLX SYSyGlFNE tIF Ol
Health centres and health posts cover between ten to twentyuend people and provide a
WaAyAYdzy tI O113S 2F | OGADBAGASEAQ dranedrétal2FI5)LINS F S
¢tKS KSIfUK 2Nl F2NOS Ay [/ FY0o2RAl ahdyaOfRURASESE QF
Traditional Birth Attendantso ¢ . ! Rharmaists, Laboratory Assistants, Medical Assistants,
Doctors, and traditional healersKru KhmefDewdney 2004, MOIRGC and WHO 20124t the
community level, numerousCHWsand volunteers provide preventive and curative services.

Traditional healers and birth attendants are still used by some remote and indigenous communities.

International donors and NGOs provide technical and financial assistarhealth institutions and
health facilities. Some pooled funds are delivered under the Health Sector Support Programme
(HSSP) of which the third has just begun running from 208 (MoHRGC Annear et al. 2015,
2015) However, some donor funds go directly to health organisations, health facilities or NGOs
working at the provincial and communigvel(MoHRGC 2015Figure5 displays a summary of the
Cambodian Health System.
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Figure5 Cambodian Health System

User fees for both private and public health services are the norm, however Cambodia has shown
commitment toUHCby introducing Health Equity Funds (HEFs) which aims to remove user fees for

the poor(Kelsall and Heng 2015jealth facilities that exempt poor patients with an eligibility card
1y26y Fa | WLR2NJ OF NRQ I NB NB A YoodiNGnGnB mekhddsf 2 ¢ A
to addressUHChave been reported to result in the poorest people receiving the lowestdsteds

of health care provided through public servid&®lsall and Heng 201L5Therefore, in an effort to

improve staff performance, quality and functionality of public health facilities, Cambodia introduced

an internal contracting system. PHDs act as commissioners for performance management of ODs
that qualify as Special Opdirag Agencies (SOA@Kelsd and Heng 2015, Ensor et al. 2016)
Improved performance management of health facilities by ODs is rewarded with geadtagromy

and control over resources and staff manageméKelsall and Heng 2015)Health facilities
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managed by ODs that have been given SOA status were found to perform higher than those who

did not(Ensor et al. 2016)

Driving the health sector in Cambodia is the Health Strategic Plan (M&RRGC 2008a) he first
one, HSP1 ran from 20&2007, HSP2 2063015 has just endednd was focused on three main

goals;

1. reduce newborn, child and maternal morbidity through increased reproductive health care

2. reduce morbidity and mortality of HIV/AIDS, malaria, tuberculosis and other communicable
diseases

3. reduce the burden of ndcommunicable diseas€¢Bureau of Health Economic€ambodia
2008, MOHRGC 2008 Annear et al. 2015)

Five cross cutting buildingdzks are included in the strategy; health system delivery, health care
financing, human resources for health, health information systems and health system governance.
The HSP3 2018020 was still in draft format at the time of writing this research, hosvethe

concept note indicates that a fourth goal of health system strengthening will be added. This reflects
GKS 21 hQa | SIfiK {@&a&a{who 200K TS \WHONJount®y 2ohdperativi A 2 Y
Strategy 201€020(WHO 2016a p.13djighlights four main priorities:

Priority 1. Providing leadership for priority public health programmes
Priority 2. Advancing universal health coverage

Priority 3. Strengthening the capacity for health security

Priority 4. Engaging in muliectoral collaboration and fostering partnerships.

The HSP is implemented througnnual Operating Plat®hich ae developed at the national level

with inputs from the PHD, OD and health centres in the form of proposed activity and budget plans
for the year. Monitoring is in the form of a joint annual performance review with an independent
consultant conducting a midrm review of the HSP of that periodhe Health Workforce
Development Plan 2068015focuses on workforce regulation to improve clinical quality along with

the management of recruitment and deployment of health work@swdney 2004)

The current health system faces challenges in delivering equitable high quality health care, mainly
due to insufficient funding, inadequate management and organisational capacity, a lack of skilled
human resources for healtlessential drugs shortages atite absence of operational guideline

requirements(MoH-RGC and WHO 2012, Bureau of Health Economics and Fina@angbodia
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2013) Furthermore, health worker performance hagen reported to be substandard due to
insufficient salaries, motivational factors, inadequate management and inefficient use of resources
(Soeters and Griffiths 2003, Ingleby et al. 20¥3)other major feature of the Camdian health
system is the verticalisation of health programmes created by donor driven ag€Bdasdier
2016)

The MoH operational manual for the HSP2 highlighted the need for a greater focus on PHC at PHDs
and district level, recognising that previous system strengthening has been focused at the MoH. At
policy level, there seems to be greatlduJ2 NIi ' yR dzy RSNERGFYyRAY3a 27F
WwOo2YYdzyAilie FT20dzaSRQ LINAYOALX Sa 2F O2YLINBKSyah:
tothe Ama! G LINAYyOALX Sa &dzOK Fa WwWOtASyld ¥F20dzaSR |
approachli 2 KA3JIK ljdzrfAde KSFftGK &ASNWBAOS RSt ADSNE
operational manual is a specific item on strengthening community capacity through community
participation and multsectoral responses. And the vision stated within thatibhal Health

Financing Policy states the need for participation of citizerechieve universal health care:

The vision of this policy is to enable active participation of all residents of Cambodian
society through a health system that provides univeéezess to an essential package

of quality health interventions in a regulated health market based on fairness of

contributions and equity in access, thereby providing protection against

impoverisiment due to ill healtiMoHRGC 2015 p.8)

Since 2006 there has been a Community Participation Policy for Hehith was last revised in
2008(MoHRGC 2008)

Ve

235 ¢KS W/ 2YYdzyAdeé& tIFINIHAOALI GA2Y t2fA08 F2N
¢ KS W/ 2YYdzyAdGe tFNIOIAOALN GA2Yy t 2f A OdmnuuditNI | S| f
LI NHAOALI GA2Y YR aLISOATAOItEfe GKS NBESa 27F% /
DNER dzLJQ 0 = | {(NmB-RGC2008, §iNEal. 201The policy states thaCHWs can be male

or female, should be literate, live in the communities they serve and be elected by community
members. Each CHW serves betweerpld K2 dzaSK2f R4 RSLISYRAyYy3 2y
Implementation is supported by PHDs and ODs in termgwétsre and managemeras shown in

Figure 6 Each CHW is associated with a health centre where they should receive training and
supervision and in some cases resources to support their (lahmear et al. 2015)The other

function within the ®PH is that of the Health Centkdanagememn Committee whose aim is to

improve performancefunctionality and accountability of health centreghe factors influencing
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participation of lay community members in HCMCs has been explored by another doctoral
researcher who found that her research foasanged direction upon discovering the dominance

of international agencies on the structure and function of HCRTshton 2008)While there will

be brief references to the HCMCs, the exploration of this aspect of the CPPH will not be explored in
depth as this research is focused on the public health skills amdlkdge of health wdters in the

community and not othe management of services.

Figure 6 originally presented here cannot be made freely available via LIMU
Collections because of copyright reasons. The diagram was sourced from the Com

Participation Policy for Healtlind is referencedtbelow.

Figure6 CPPH outline of management structur@gloH-RGC 2008 p.16)
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Box 1 below describes the variety and scope of skills and knowledge required to undertake the
RdziASa 2F | 1 {Dd LG A& AYLRNIFIyd (2 NBO23IYA:
workers with limited education, some not beyond primary level. Also, VHSGs are often close to the
poverty line themselves, which places them at risk of reducing their income further when much of

their time is spent doing voluntary wofkehmann and Sanders 2007,.&oie et al. 2014)

The CPPH does not clearly identify how it is to be finafibedHRGC 2008)This is a problem as

the allocation of funds from the MoH for the provincial level is only 30% of the (Btalkeau of
Health Economics and FinancinGambodia 2013)This means that local budgets for services are
already stretched and often do not reach PHC I¢&elndy et al. 2009)This unstructured support
means that CHWSs, local health departments and health centres rely on external funding from NGOs
which is often short term, unsustainable and dominated by donor focused outcdAresear et al.

2015, Kok et al. 2015NGO health programmes supported by donors have specified geographic
areas and health improvement aims which dictate the level and type of trammb support
provided to CHWSs.
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Box 1: Scope of worlkfor CHWs summarised from the Community Participation Policy for He
(MoH-RGC 2008)

name,

births




Although published research of CHWs in Cambodlach includes VHSGs and Village Malaria
workers (VMW), is limited, studies have demonstrated that they achieve positive health outcomes
when supported appropriatel{MoH and USAID 2010, CARE Cambodia et al. 2012, Yasuoka et al.
2012) For example, a largscale programme implemented by an international partner to improve
child survival found that by training forsix CHWs and supporting health centres and PHDs t
provide regular supervision with supportive feedback, 2465 children were successfully treated for
multiple symptoms including diarrhea and pneumo(#oHRGC and USAID 201Mowever, the
development partners trained VHSGs directlither than following the training structure set out in

the CPPH which states that PHDs should train health centre staff who should then train VHSGS. This
would have strengthened the health system capacity to develop skills and knowledge of new staff
in the future. This project was in one province only and a dissemination workshop shared lessons
learned and next steps to expand the service with stakeholders, but it was unclear if the MoH would

be able to support this initiative long term.

Although researh has shown the positive impact that CHWs can have on health outcomes, the
programmes often follow vertical funding streaymghich are short term, lack country ownership

and sustainable exit strategies. For example, A E &SI NE yIlI GA2y @ RS
CommunicatioQ(BCC) skills development programme for health centre staff and VHSGs that
included counselling and interpersonal communication training resulted in positive outcomes for
patients and health workergPeou and Pavithra 2011Jhe project trained PHD drOD staff to

deliver BCC training using tools and resources developed with international partners. Furthermore,
BCC forums were developed in all provinces. Whilst service delivery by health workers and health
care seeking behaviour by communities imprdyaigh staff turnover and low motivation from
AYyadzFFAOASY UG NBYdzySNIGA2Y KAYRSNBR GKS LINR2SO
bound, with limited funding and lacked ownership by the National Centre for Health Promotion
(NCHP) as they had led budgetary control and influence over the programme. Sustainability was
further jeopardized by the growing verticalisation of health programmes in Cambodia, where
strategic commitment to deliver such cross cutting skills was dwin@egu and Pavithra 2011)
Theevaluation described doubts that sustainability was possible without the NCHP independently

attracting international funding, however the Centre had pressure to prioritise tasks in the HSP2.

Similarly, a project supported by an international partner assgg the training needs and
challenges faced by frontline health workers and CHWSs in Cambodia showed a lack of consideration

for sustainabilitf CARE Cambodia et al. 20IRgassuringly the programme worked codeatively
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with the MoHG 2 Sy &adz2NE GKS& KIR +Fy | OGAGS €SI RSNAEKAL
priorities. VHSGs were supported to better link with their health facility and to deliver community
health education in their villages. Training materials and raedor community members that
attended education sessions were supplied to the VHSGs to assist them in their educational role and
increase motivation of community members to atte(@ARE Cambodia et al. 201@)hilst this $
admirable, the programme was province specific with limited funding and no clear plans to upscale
the initiative following project completion. It was not clear how VHSGs would be able to continue
educating their communities with any success once theningi materialsand awardswere

exhausted through use

Other barriers to optimizing CHW functioning and performance in Cambodia comes from the
national Village Malaria Workers (VMW) programme to tackle prevention and treatment of Malaria
at the community lgel (Aryal 2015, Canavati et al. 2018) larg¢ mixed methods study in five
provinces byCanavati et al. (2016dund high levels of VMW performance. However, issuesewe
identified such as lack of transportation, inconsistent supply of medicines, lack of supplies such as
bags and IEC materials, and irregular supportive supervision and feedback. VMWs were also
confused between malaria prevention and other health prevemtiadvice. Another study by
Bourdier (2016jound that the use of VMWs in Camtiia presented risks to communities as they
were not adequately trained or supported by the health system and should be focusing on their own
domestic and occupational challeng&election processes were criticised as being biased towards
supporting politcal lineages and family members to maintain patahient relations and secure
prestige or symbolic statuBourdier (2016)argues that such selection processes result in less
motivated health workers and the same volunteers being part of many development initiatives, thus
diluting their efforts to tackle malaria. However, it could be argued that they are making more
efficient use of time by tackling multiple health issues per every family visit and providing a more

holistic approach to health problems.

Nevertheless, positive outcomes in Malaria reduction resulting from VMW activities has led to at
least two studies b anavati et al. (201&)ndYasuoka et al. (2018uggesting scaling up VMWSs to
tackle additional health issues such as respiratory infections and diarrhea. This is also the role of
VHSGs. Such duplication is evidence of how CHW roles and identities become confused by vertical
health programmes tackling one disease at a tiribe Malaria Fogramme is dictating the tasks of

one set of CHWs while government policy is addressing another set with the same aims. In addition,

while short term programmes with time limited funding and support have contributed to developing
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KSIHt 4K @2 NJ] 8SeNdddi hedltht Sedvice NiMiveyy, sustainability and coverage of these

programmes is an ongoing issue.

As the CPPH in Cambodia is largely driven by external agencies with short termeairtis)g
performance barriers are faced including; fragmentation s#rvice delivery and structure,
inadequate financial remuneration and materials, lack of structured professional development
opportunities and regular training, poor supervision and management, low community status and
appreciation and negative patient/camunity member attitudes coupled with low levels of
education leading to a lack of understanding of health messg@gjeisea et al. 2010, CARE Cambodia
et al. 2012, Ingleby et al. 2013, Bourdier 20I8)nctionality and sustainability of VHSGs is also
compromised by the lack of resourcesdable at health centres and success is mainly the result of
greater financial and technical support from NGQ# et al. 201Q) Furthermore, the CHW
programme in Cambodia does not have an accreditation system, an initial training package, or
regular structured ongoing training and remuneration asoramended and found in other
countries (Tran et al. 2014, Kowitt et al. 2015, Sapriiagét 2015) NGOs and government are
advocating for overall health system strengthening to solve this prol{Bi#rajoie et al. 2014)
however in LMICs where health care is focused on medlicative services, CHWSs are not a priority.
Government policies are vague and so the responsibility for the livelihood, sustainability and welfare
of the CHWs who are giving their time, resources and energy to improve the health of their
communities is ldasin a chasm between government and NGOs who have other organisational

priorities to focus on.

In order to address such challenges, a large scale qualitative evaluation of health workers in
Cambodia byngleby et al. (2013uggest that policy makers and partners should listen and apply

the suggestions voiced by &kh workers in order to improve their working conditions and
satisfaction which in turn would lead to improved health catewever, the mechanisms to support
CHWSs and other community lay members to engage in discussion and participate in decision making
processes is difficult within the social structure of Cambodia. This is evident in the application of
Health Centre Management Committees (HCMCs), the other initiative outlined in the ZRBA.
Leaders from the healthentre catchment are supposed to atid together with staff from NGOs,
PHD/ODs, Commune Councils and health centers. The VHSGs identified role is to provide feedback
YR &ddz33SaidAizya O2ft SOGSR FNRY O2YYdzyAdeé YSYodS
delivery at the health centre. d¥vever in reality the meetings do not support the environment of
equality and openness required to voice critiques of service prov{goishton 20073lue to the

replication of social hierarchies, found within society, also being established at the meetings. Men
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are more dominant than women, the rich more powerful than the poor, the elder more respected
than the youth and those higher up in the government system or ingrkor NGOs dominate the

meetings(Rushton 2007)

There is a need to address the ethos, values, processes and structures that can facilitate community
members to feéthey can safely participate in decision making processes, critiques and solutions to
public health issues in the presence of those with po{@t.eary and Meas 2001, Rushton 2007,
Rudton 2008) Similarly a study of CHWSs in India reported that the potential rol@d-divVas agents

of social change and health promotors through effective community participation is stifled by highly
hierarchical bureauatic structures of topdown communication(Mishra 2014) Creating an
enabling receptive social environment where the poor are heard and heeded by the powerful is

necessary for community based acti@ampltell and Cornish 2012)

2.4 Section three: Building public health knowledge, skills and practices

This section presents efforts to build capacity in the health sector within Cambodia and in other
countries. The key competencies needed to develop pubbttth@ractices are presented. Training
methods used to develop public health knowledge and skills are discussed along with methods that
have been associated with positive and negative learning experiences. Additional external factors
that enable health wdters to apply public health knowledge, skills and practices are then discussed.
This includes country ownership of capacity building efforts, thedlrfer a supportive government

and an enabling environment and the requirement of effective strong supmotadership,
management and supervision. Finally, a brief summary of research related to the challenges

associated with building capacity in the Cambodian context is provided.

2.4.1 Public health knowledge, skills and key competencies

The skills and knowledgeeeds of PHC workers and CHWs differ across and within countries and
are dependent on the context in which they are work{figlenko et al. 2013However some key
competencies have been identifiedwanikken et al. (2014 their research to validate public
health competencies in LMICs, suggests that the following seven competesinould be applied in

LMICs when designing and evaluating public health capacity building initiatives:

Policy development

Planning and management

1
1
1 Leadership and systems thinking
1 Communication

1

Assessment and analysis
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1 Context sensitivity

1 Community andntersectoral working

Each of the competencies are broken down further and highlight the need for training programmes
that encompass nottechnical, cross cutting and context specific skills. For instaoncemunication
should usea variety of culturally gpropriate approaches to disseminate public health information.
Health workers and CHWSs should have the ability to assess population health status and identify
health problems, risk factors, related social determinants, and determine néedsziew on CHW
programmes in LMICs also argue that training should cover knowledge of environmental,
psychological, economic, cultural and social factors that affect h@ladthmann et al. 2004Having

the ability to assess and engage community actors and key stakehpldeluding from different
sectors can also help health workers to gain support to improve health outcomes through
intersectoral workingZwanikken et al. 2014).ikewisel.ehmann et al. (2004uggest that CHWs
establish links with workers from other sectors such as agricultulgsaion, water supply, housing

and social welfare in order to have a more community based intersectoral, horizontal approach to

health issues

Other competencies reported to optimise CHW performance include Wesatth and clinical
knowledge decisioamaking, planning, situation awareness, interpersonal communication
expertise, and teamwork abiliffHaq and Hafeez 2009, De Koning et al. 2014, Scott et al.. RiliB)

et al. (2012jdentified nine competencies specifically for CHWSs:

CHW role and history
Communication skills
Interpersonal skills
Informal counselling
Servicecoordination
Capacitybuilding skills
Advocacy skills

Technical skills

© © N o 00 bk~ 0D P

Organizational skills

Following implementation of training focusing on these competencies, CHWs reported improved
confidence and intention to utilise and implement new skills to motifyway they workedRuiz
et al. 2012) However, the study did not follow CHWSs post training to assess if their work was

modified or improved in anyway.
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The mix oftechnical and nostechnical public health knowledge and skills development for
community level health workers enhancesdtworthiness, acceptability and credibility in the eyes

of the communities they servi@®e Koning et al. 2014)e Koning et al. (2014)und that a balance

of both theoretical classoom based training alongside practical on the job training with supportive
supervision andfollow up is necessary for effective capacity building of close to community
LINE SARSNE® C2NJ SEFYLA SRel | BozE KGR @NPSNBEQAZRY 6
community asked questions relating to technical knowledge of emerging diseaslesas Congo

Fever and Avian Flu to which they could not respond as these topics were not a routine part of their
curriculum or trainingHaq and Hafeez 20Q9Jhe same study identified a gap in training of non
technical interpersonal communication skills, especially with males on family planning, convincing
TB suspects to make use of diagnostic facilities; and talking about HIV/AIDS and other sexually
transmited diseases (STDs). This example highlights the neededmiar assessments of
competence and training needs which is lacking in many CHW progra(@woeedo et al. 2014, Tran

et al. 2014)

2.4.2 Training methods
Crisp et al. (2000)entified four approaches to capacity building in health:

(1) a top-down organizational approach which might begin with changing agency policies
or practices; similar to the Cambodian example

(ii) a bottomrup organizationh approach, e.g. provision of skills to staff; more often
delivered by NGOs

(i) a partnerships approach which involves strengthening the relationships between
organizations;

(iv) a community organizing approach in which individual community members are drawn
into forming new organizations or joining existing ones to improve the health of

community members.

The authors add that the fourth approach, of which is central to this research, is challenging for low
resource communities without support to develop theiillskin leadership, decisiamaking, conflict
resolution and the ability to articulate shared visions. Although CHWSs are not always an organisation
within themselves but rather a policy driven initiative they are still acting in a community organising

role and so it could be argued that they also require the above skills.

Initial training followed by regular ongoing refresher training is said to be essential to the

performance and quality of service provided by CHWshmann and Sanders 200However
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reviews of CHW programmes bghmann et al. (2004ndRedick et al. (2014pund that although

the duration of training programmes for CHWs was published the approaches and methods used
within the training were not clear. The review did find evidence afltal@arning principles within

the literature including; learner centered, experiential, community based, problem orientated, self
discovery, analytical emphasis and context appropriate. Also referenced was the use of storytelling,
drama and song used am aducation tooLehmann et al. 2004)raining approaches specifically
used to train health workers include role playdjdactic irhouse training, PowerPoint
presentations, case study approach, lecturing, learning from printed materials, mobile
technologes/computers such as tablets and phones, team based approaches, clinical practice
sessions, peer to peer learning and problem based learning and participatory méemisu &

al. 2009, Jaskiewicz and Tulenko 2012, Nsona et al. 2012, Bluestone et al. 2013, Willock et al. 2015)

Participatory and action oriented training techniques have been identified as an effective means of
eduating, motivating and empowering community workers as well as creating new knowledge
through collective social actiofBehdjat et al. 2009, Asuquo and Eto@16) Such participatory
approaches were shown to; provide a collective identity and strength of solidarity, develop
intergroup empathy, increase the ability to critically analyse structoaaises of inequalities and
address health issues in the commun(iBehdjat et al. 2009, Scheib and Lykes 2@k3iquo and
Etowa 2016)Ruiz et al. (2012p their training based on nine competencies identified above used
techniques that view participants as both teacherddrarners, emphasizing learning through
learners' experiences and experiential learning methods that model CHW approdabesr
organisations and NGOs work with LMICs to develop capacity in the form of training and technical
assistance using a variety @bproaches such as; professional training, peer assessments, process
consulting, performance contracting, executive coaching, mentorship and international

organizational collaboratio(tGoldberg and Bryant 2012)

Positive experiences resulting from training methods were associated with clear language,
knowledgeable trainers with practical tips and interactive teaching metl{&@sniru et al. 2009,
Bluestone et al. 2013Negative experiences were reported when; training needs were not assessed
prior to design and delivery, health workers were not consulted on contextual and other barriers
and didactic instruction was useKamiru et al. 2009, Redick et al. 201@¢her factors that
facilitated learning included targeted, repetitive training that provides reinforcement of important
messages, opportunities to practice skills and hadsms for fostering interaction, and choosing a
setting that is similar to the work environment and allows for practice and feed{ilokstone et

al. 2013, Redick et al. 2018ecommendations to improve the quality of CHW training programmes
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include coordination amongst training providers, including NGOs, civil society organizations, and

governments and regular monitoring of CHW competencyubtothe use of préests, posttests,

and selfassessmen{Redick et al. 2014 able3 provides a summargf the literature of public

health competencies, training styles, methods and other influencing factors.

Table3 Summary of public health competenes, training styles, methods and other influencing

factors
Competencies Training Training methods Other influencing factors
styles
Technical skills Learner Community based @ Targeted training
centred
Planning and Experiential ~ Problem orientated = Ongoing refresher training
management
Leadership and Self Story telling Reenforcement of key
systems thinking discovery messages
Communication and Analytical Drama/song Opportunities to practice
interpersonal skills emphasis skills and knowledge in a
timely manner
Assessment and Didactic PowerPoint lecturing Delivering training that is
analysis reflects the context
Context sensitivity Reading Case study approact Delivering training in a work
information context
Community Practial Learning from Constructive feedback
engagement/defining  handson printed material

participation
Intersectoral
working/service
coordination
Advocacy skills

Identifying social
determinants of health
Participatory planning
techniques

Peer to Peer Mentorship/coaching

Participatory Peer assessments
and/or action
oriented

Interactive

Process
consulting

Coordination among training
providers

Regular monitoring of
training needs

Health worker involvement
in developing training
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2.4.3 Countryownership of capacity building efforts
Goldberg and Bryant (2012 p.@jopose that building capacity in a LMIC should be owned by the

host country and definedsa

a continuous and participatory process undertaken independently or in collaboration
with external partners to empower the organization to systematically identify and
respond to its institutional needs and the needs of the population it serves in order to
better meet its stated mission and goals, solve problems, implenchiainge and

increase efficiency

However capacity building efforts largely driven by external donors in LMICs means that country
ownership has become compromised, presenting risks totiermg sustainabilityCrisp et al. 2000)
Capacity building efforts iLMICs can and do benefit from external resources and technical
assistance, however the aim of that support should be to nurture and build orstiemgths,
resources and problersolving abilities already present, without creating a dependd@tisp et al.

2000) Capacity building by international agencies may be improved if they followed value principles
suwch as those from theParis Declaration for Aid Effectiveness including country ownership,
KENY2yATFGA2y 0SG6SSy AR 2NHlIyAalGAz2ya yR 13
strategies, operational frameworks, systems and proced(@sCD 2005, Fuijita et al. 2011)

2.4.4 Organiséional support and an enablingwronment

TheUnited Mtions Development Programme (20@8yue that, building the capacity of individuals
alone is not enough and that having a wfelhctioning organisation and an enabling environment

are two other key factors required to build capacity in a sustainablewn®@a An enabling
environment allows people and organizations to function and includes rules, laws, policies, power
relations and social norms that govern civic engagem@atnpbell and Cornish (2012)gue that

to truly achieve empowerment of marginalised individuals, an environment that legitimately
recognises voice, provides a safe atmosphere and promotes confidence to speak to an audience that
has a clear interest in taking them seriouslyésessay. It is the enabling environment that sets

the overall scope for capacity development. The orgatidn, in this case governmeris where the
internal structure, policies and procedures determine effectiveness of capacity building. It is here
that the benefits of the enabling environment are put into action and a collection of individuals
O2YS G(23SGKSNY ! b5t SELXLFAY GKIFIG WiKS 6SGGSNI |
INBIFGSNI GKS LI GSyYy {UNDR200®R2 NJ INR gAYy 3 OF LI OAGeQ
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2.4.5 Leadership and management

To improve public health skills and knowledge application, effective leadership, management and
ongoing supportive supervision are requirdcehmann et al. 2004, Lehmann and Sanders 2007,
WHO 2007b, WHO 2008b, Raven et al. 20F8)y instanceRowe et al. (2005highlight that
strengthening of district healtimanagement teams can quickly improve performance of much
larger numbers of frontine health workersAs summarised in the Technical Brief by dNreies,

WHO and the World Bank:

CHW programmes can succeed if they are based on appropriate planning and
management; this includes having realistic terms of reference and expectations, short
and midterm planning, regular supportive supervision, effective logistic support,
linkage to the health system for referral when needed, and reliable estimation of

resouces required to make them wol{ran 2015 p.2)

Active government leadership with gd programme management is a key factor in successful CHW
programmes that is often neglected in research and pracfRaven et al. 2015)0ne of the
challenges for effective CHW management is the disjointed funding streams led by different
organisatios which leads to #llefined ownership, accountability and management responsibilities
(WHO 2007hb) Opportunities to develop leadership and nagement skills of subational and
health centre staff is often hindered as NGOs undertake management roles or provide short training
for managers to meet their needs which may not be consistent with the actual needs of managers
or be culturally appropri@ (Dal Poz et al. 2009%tudies have identified the need for socially and
culturally appropriate training in management that is undertaken in the place where managers
work, with the team they work with, addssing practical skills faced every d&jlerman2003,
Raven et al. 2015)n contrast, leadership training in LMICs, if it exists, tends to focus instead on the
technical and operational skills of planning and budgeting rather than the ability to inspire and

motivate others, to mentor, and to lead@anisational change procesg@xire et al. 2014)

2.4.6 Supportive supervision

Supportive supervision is a key influencing factor on health worker performance following training
efforts, however research has identified supervision as a gap in many CHW progrgDeni€sning

et al. 2014, Tran et al. 2014upervision in national CHW programmes is often not defined, costed
or planned for from the beginning. As a result supervisors are often unclear of their role in
supporting EIWs and lack the capacity to be an effective supervisor due to misunderstanding and
absence of trainingVHO 2007h) When supervision is a pliaed element of CHW programmtee

focus tends to be on collection and analysis of data, and less on quality assurance, performance
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evaluation and feedbac{Condo et al. 2014, Tran et al. 2014, Kane et al. 2GL8)hermoe, the

skills necessary for supportive health worker supervision atrailonal levels such as; making
positive suggestions for change, problem solving with health workers, building on previous
supetrvisory visits, negotiation, communication and delegatiene found to be deficienfTavrow

et al. 2002, Rowe et al. 2005, Hernandez et al. 204portant aspects of supervision include a
two-way flow of information and acting as a positive role mail¢HO 2007h)A review of literature

from six LMICs on CHW experiences found that supervision tended to emphasize fault finding rather
than capaity building through constructive criticisrKane et al. 2016)In LMICs putive
supervision by subational staff was found to damage essential links between health workers and
state and demotivate individual&Enwereji 2012, De Koning et al. 2014grnandez et al. (2014)
argues that it is not simply a lack of skills but also the orientation of managers to supervise and
monitor staff, for instance either in a controlling manner or cooperative in nature. The authors
found that an understanding of the hef G K g2 NJ] SNR& ySSR& LINRPJARSR
humanized, supportive relationshiaven et al. (2015 their study of CHW management in five
African countries found that supervisors based in health centres played a major mkniaging
CHWSs and are central to the management process but in reality, their involvement with CHW
programmes was low. The authors call for a more coordinated approach to human resource

management of CHW programmes so that CHW expectations and programsevare met.

2.4.7 Capacity hilding in Cambodia

Capacity building for public health in Cambodia has three main routes; at the acddeatjthere

is the National Institute for Public Health (NIPH) which provides Masters degrees and short courses;
The NationdCentre for Health Promotion, MOH which provides public health training, mainly to
PHDs and ODs, and the international community that provides technical assistance and capacity
building to all levels of the health system. Ongoing capacity building anehdsion of health
workers follows a hierarchical cascade model of delivery known as Train the Trainer (ToT). The
National level are responsible for training the sub national level who then train the health facilities.
Health Centre staff also have respdnility to train and supervise VHSGS to deliver health education

to community members. Feedback and reporting from the community level is then transferred up

the ladder through the various levelsloH-RGC 2008Y his is depicted below irigure?.
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Figure7 Communication system for training and feedback

Within this system is a complex network of international agencies that deliver technical and non
technicaltraining, however the training is often disease specific, focused on targeted geographical
areas, with timelimited resources and funding. Literature has highlighted that capacity
development as a result of technical assistance in Cambodia has not texh@podfrey et al. 2002,

Kelsall and Heng 201%3odfrey et al. (2002 p.355jated that

Unless donors develog coherent strategy (rather than competitive, projeelated
salary supplementation) to deal with this situation, the record of technical assistance
in developing capacity will continue to be disappointing, and an escape from aid

dependence will be postmed.
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An indepth report by O'Leary and Meas (200Bxamined development practice within the
Cambodian context in relation to influences of conflict andefgn development. Although the
research is over 15 years old it provides important insights on the restricted understanding of
development agencies regarding the provision of culturally, socially acceptable strategies to
improve capacity. Following 43 iméews with advisors, trainers and educatofiiom 31
organizations, and 35 NGO staff the authors concluded that capacity development approaches and
interventions are not enabling Cambodian people to develop their capacities to have greater control
overthei NJ ft A@SA>Y NI GKSNJ GKS& I+ NB R2AQLBarydfdaveas (K S
(2001)predicted that this was fostang a dependency and maintaining the status quo rather than
promoting change and empowerment. Of equal importance was the unconscious nature in which

well-meaning practitioners were creating this dependency.

2.5 Chapter ammary

This chapter raigissues assaated with implementing comprehensive PHC values and principles,
particularly community participation within the complex social, cultural, political and historical
context of Cambodia. Both internationally and nationally through policy guidance and strateg
direction, there are clear efforts to support community participation, however, the rhetoric is not
met with action or a supportive, enabling environment. International aid and a top down vertical
health system appears to be hindering the sustainableettjoment of public healtlin Cambodia.
Key public health competencies required to develop capacity of health workersriieal and
lessons learned from similar LMICs indicate thatticipatory, inclusive and experiential learning
methods improve learing. Developing effective leadershipith supportive, supervisory skills is
another important factorfor building public health capacityrhe following chaptediscusses the
PAR methodology used, the key values and principles associated with this paraigithe

methods employed in all three studies.
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Chapter 3 Research gradigm, methodology and methods

This chapter presents the research paradigm, methodology and methods applied to address the
research aims and objectiveShree research studies werendertakento explore the aims and
objectives. Studies 1 and 2 applied afficipatory Action Research (PAdpproach with VHSGAs

this is a cross cultural, cross language stuflgsearch Assistants (RAs) were recruited as co
researchers for studies 1 and 3tudy 3consisted okemistructured interviews with public health
stakeholders working to build capacity of health workers. The research was undertaken over two

field trips, the first in 2014 and the second in 2016

This chaptecritically discussethe resarch paradigm, epistemological and ontological stances and
orientation of the research. Key values and princigle®ARare explored including, equality and
power, positionality and reflexivitgnd quality and credibilityThe methodology is then explait
along with the rationale for the research design, the roleR#s research location and ethical
procedures. Finally, the methods used includipiotovoice, community asset identification,
participatory workshops, action plan development and sstnictured interviewsare describedIn

each section, each of the three studies are explored.

3.1 Researcharadigm, ontology, epistemolognd orientatiorof PAR

PAR aims to create a space for researcher and participants-poociuce knowledge and where
relevant action for changgChambers 1994, @8im 2016) The ideology behind PAR was first
introduced in 1945 by Kurt Lewin who argued that communities and individuals affected by a
problem should be actively involved in researching solutifiiadon et al. 2007, Chevalier and
Buckles 2013)In the 1970s the emancifmy educator Paulo Friere and social researcher Orlando
FalsBorda further developed PAR through their belief in supporting poor and marginalised
communities to acquire a heightenednsciousnessf the forces affecting their lives so that they
may take ation (Carr and Kemmis 1986, Kindon et al. 20@rgire (1970)llustrated that poor
people can and should be able to conduct their own analysis of their own reality. Their work,
amongst others, inspired the key values and principles of PAR such as democratic education and
learning pocesses, emancipation, social justice and equéBtpwn and Tandon 1983, Chambers
1983, Carr and Kemmis 1986, Bradbury 20Tsihce this time many others have contributed to PAR
as a cdearning research process, between communities and researabigespblem identification,
action and reflection leading to further inquiry and action for cha(@®wn and Tadon 1983, Carr

and Kemmis 1986, Chambers 1994)
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When PAR is done successfully the result should be to empower and build confidence in the
LI NI AOALI yiQa oAt Al &Kindoh et @22907)Ns i dzéndnoré portan22 O A | f
when working with marginalised or vulnerable groups who are unlikely to have an impact on
development decision making and implementatifoning and Martin 1996, Desai and Potter
2006) This means acknowledging and addressing inherent power differentials between researchers
and participants(Kindon et al. 2007)a challenge when researchers come from high income
countries with resources and prevailing power based on a history of colonization and aid

dependency.

PAR draws on the paradng of criticatheory andconstructivismamongst other¢Baum et al. 2006,
Denzin and Lincoln 2013yom aitical theory, ontological underpinnings include a focus on the
struggle for power and the desire to create change for the benefit of those oppréBsattin and
Lincoln 2013)Critical theorists use critical reflection difie social reality to take action for change
by questioting the cultures that they studyBaum et al. 2006} ikewise, participatorypragmatic
and actionoriented theoreticalapproachedocuson the need for transformative action based on
the democratic participation between rearcher and participant§Denzin and Lincoln 2013)
Constructivists believe thanowledge isconstructedthrough our lived experiences and relations
with other members of societyhighlighting the need faresearchers to particgte in the research
process with participants to ensure we produce knowledge that is reflective of their réadityzin
and Lincoln 2013All of theaboveontological and epistemological belidighligh the vast aray

of principlesthat cross theoretical stanceend arealsovalues within PARAs such,Kindon et al.
(2007 p.13)proposethat Wi K S ah Sriology dhat suggests that humdneings are dynamic
agents capable of reflexivity and seliange, and an epistemology that accommodates the reflexive
OF LI OAGASA 2F KdzYly oSAy3a gAGKAY GKS NBaSkND
PARadds that it is not enough to understand the world, but to change it for the b§@seenvood

and Levin 1998)

The theoretical paradigms mentioned above along with matheis engaged in PAR including
Feminism, Bststructuralism and Marxism have led to the view that PAR is not simply a methodology
but an orientation to inquinfKindon et al. 2007PARs considered by somesa paradigmin itself,

that embodies a particular set of concepts under which researchers opgate and Kemmis 1986,
Minkler and Wallerstein 2008Y hese include respect for diversity, community strengths, reflection
of cultural identities, powesharing, and @learning (Minkler 2000) The ontological and
epistemological views that | took for this research aesed on thetheoretical elements stated

above and the values &fARas a way of conducting research. This includes:
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i addressing power imbalanceand seeking to create, where possible, environments of
equality in theinterest of sharing knowledge,

1 enabling the development of consciousnesspafticipants RAs and mysetb facilitate
transformative actionto reflect and take further action,

1 acknowkdging and addressingny own and other@positionalities through practicing

reflexivity in the interest of credibility and depth of understanding.
Each of these values is explored in more depth below.

3.1.1 Equality and power

A fundamental issue within PARti®e balance of power and the need to recognize that the
researcher and participants both have situated and experiential knowledge that can benefit each
other and to create as much as possible an environment that promotes eq(l&ditpieliMiller et

al. 2009) As described biarnieliMilleretal. (20093 G KS NBaSI NOKSNR& NRf S |,
informal, anttauthoritive and norhierarchical atmosphere in which participants and RAs are able

to explore their research area. To provide wKatmmis (2006 p47BS&E ONAR 6 Sa | a Wl 072
space in which emerging agreemeraad disagreements, understandings and decisions can be
LINEOf SYFGAASR YR SELX 2NBR 2LIyfeaQo

PAR projects in cross cultural, cross language settings have often struggled to create equality with
participants.Caretta (2014¢onducted cross cultural, cross languagesgsh with RAs in Kenya and
Tanzania and found that despite all intentions and attempts toamstruct her hierarchical position

amongst participants and RAs their perception and distorted expectations towards her did not
changeKemmis (20063tates that it is far from easy to establish the social and discursive conditions

in a project where peoplean equally, openly and fearlessly ask and answer gquesfiditteness

and Barker (2004uggest that researchers accept that a common ground is only ever fleeting and

that social hierarchies exist and cannot be modified by ideological staflesesefore, in the interest

of negotiating prevailing power differentials and to better understand how the RAs and my

positionalities and power impacted on the research process, reflexivitjkesas

3.1.2 Positionality

Positionality is the wider historical, pidial, economic, religious, social and intellectual context of a
person that affects both interpersonal relations and qualitative research proc¢skssiam et al.

2001, Temple and Edwards 2002) t I NIi 2F | NBASI NOKSNRA& LI2aAi
themselves and are viewed by others: as amdieisor outsider, someone with power or who feels

powerless, or coming from a privileged or disadvantaged situation. For instance, | arrived in
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Cambodia feeling like a privileged outsider as a white, middle class, educated woman with funding

to travel andNB & S NOK Ay [/ FY02RAF® L LISNOSABSR GKS v
identified themselves as outsiders in comparison to the VHSGs. As noted above, they were urban
educated professionals, which elevated them in the eyes of the VHSGs who Kafledt Ww¢ S OK S
regardless of attempts by the RAs to challenge this power imbal@wano and Khatri 2017)

Edwards and Alexander (201K)A 3 K A A K {edarthery hayedainiRaGitdittheOal

YAt ASdz FYR | FSSt F2NJ 0SKIFI@A2dz2NE +FyR @It dsSa ¢
researchers do not seek to create a falsely positive model of their community to protect reputations

and do not equate their own experiences withe participants which may result in the omission of

certain information feeling it would be taken for granted. Therefore, the positionality of the RAs as
somewhere ifbetween insider and outsider researcher has advantages from both sides of the
argument As will be discussed in more detail the RAs were able to advise on codes of behaviour
and values as well as being inquisitive about the rural lifestyle and challenges of the VHSGs which

might have been missed if they had been recruited from the rurad.are

3.1.3 Reflexivity

Reflexivity differs from reflection in that it is not only a process for making sense of an experience
but is an entire attitude, a state of mindMcGee 2002)It involves an immediate, dynamic and
continuing seHawareness that reminds the researcher to deconstruct their positionality with the
aim of producing a more trustworthy, transparent and honest account of the resé¢gnalay 2002,
McGee 2002, Finlay and Gough 200®actichreflexivity such as keeping a research diary allows

for the recording of thoughts and experiences, before, during and after data collection and analysis.
Such diaries may include choices or decisions made, reasons for these and personal reactions to
research situations and relationshig&ough 2003, Bradbury 201#sking difficult questions about
2yS80a Odf G§dINBEL SYPGANRYYSyiGs az2O0Alf +FyR LISNAZY
sense of ourselves in the research procg&aheringbn 2004) Another method is verbal collective
reflexivity in research teams or with research participants, which promotes open discussions about

how different positionalities are affecting the research. Both methods were used here.

Reflexivity is impdant for all ceresearchers; translators, RAs, peer and community researchers
(Edwards and Alexander 2011, Caretta 20L#grature on the implications of engaging RAS in cross

cultural, crossdnguage research is growifiglaherty and Starcova 2012, Caretta 2014, MacKenzie

2015)and in some part this can be attributed to a shift in theoretical perspectives concerning their
impact on the research process and auttes(Temple and Edwards 200RBesearch assistants and

particularly interpreters were traditionally viewed aeutral transmitters of messagésemple and
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Edwards 2002)More recently research has recognised theirer@s active participants in the
research procesélemple and Edwards 2002, Berman and Tyyska 2@li$)now clear that their
postionality is likely to have ammpact on the research; understanding how and in which way is a
growing area of interesfTemple and Edwards (200Byough their own experience of working with
interpreters highlight the need to understand the positionalitfyall involved in the research and

KIS O2AYySR GKS GSNXY WIiNRLES adzaSOGAgraGeq (2

W[ A1S NBaASIHFNOKSNEIZ AYOGSNILINBGSNER oNRARYy3d GKSA

QX
QD
o
N
(@]
(QV)
0p)
O
=

interview and the research process. The resedicKk dza 6 S02 Y S
adzo2SOGAGAGRQ O6GKS AYyGSNIOlAzya o0SiGeSSy |
interpreter), and this needs to be made explicit. Rigorous reflexivity in research where
researchers are working with interpreters requires anlergtion of the social location

2T (KS A(Yenfd\hiNEBiaRINIOW p.11)

A lead researcher is most often an outsider whereas research assistants are normally positioned as
insiders in that they may share similar language, gender, race, geographical location and cultural
backgrounds with the participant@Merriam et al. 2001, Edwards and Alexander 20Bging
reflexiveabout positionality including the insider/outsider status of the researchers (both lead and
assistant) can facilitate an understanding of complex cultural differences and power imbalances that
are often present between researcher, research assistants aniicipants(Merriam et al. 2001)
Edwards and Alexander (204dgntify that power relations between assistant researchers and lead
researchers are fluid and change throughout the course of the research period. Thmsistitat

lead researchers have more power during conceptualization and recruitment but less during data
collection when insider knowledge and language are required, and during other phases power is
likely to be fluid and changing. Likewise, the power dyita between RAs and participants will also

change over the course of the research process.
Recording eflexivity in Study 2

During the planning phase of Study 2 | was aware of my own need to include reflexive practices but
also to encourage and capturke reflexive accounts of the RAs as part of the research process. So,
when training the RAs on the principles and concepts of conducting research within a PAR paradigm
| introduced the concept of reflexivity. As the training progressed and we got to kaowather |

would highlight when RAs were being naturally reflexive, explaining that we would be capturing our
reflexive activities in some format once the project started. We decided together to try using voice

recorders on the RAs phones to record theiflexive thoughts. | explained | would keep a written
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journal where | would record my own reflections. They felt this would not suit them and expressed

a preference for verbal methods.

After the first session on the way home in the Tuk Tuk we excitgdlike about meeting the VHSGs
and what we felt about the session. The RAs were hyper reflexive of their own facilitator techniques,
what they had learnt, how they had transferred skills from their other normal jobs to the research
and what they would do ffierently. It was evident the RAs were natural at reflecting on their own
capabilities, fears and aspirations for the project. | was pleased that | would not have to structure
specific questions to prompt reflexive practice as they did this automati@dily.discussions gave

me a chance to ask further questions about the session, about cultural practibieh | did not

fully understand and for the RAs to ask questions related to the methodology or health. However,
when the RAs attempted to record theihoughts later on they found it uncomfortable, thus
inhibiting their natural ability to be reflexive. Recordings were short and read stiffly from prepared
written sheets. We discussed this difficulty and how we might do it differently and decided to do
reflective sessions verbally without recordings but to record our final reflections after the project
ended. | continued to write a reflexive journal capturing some of the discussions from the Tuk Tuk
rides and other conversations. These will be presentédviing the account of the workshops. On

one occasion, we used flip charts to record reflections as there seemed to be many from that

workshop session.

3.1.4 Quality measures for PAR

Terminology traditionally used in quantitative research, such as validityrerability, has been
adapted to better align with PAR values and is now often referred to in terms of trustworthiness
and credibility(De Koning and Martin 1996)rustworthiness and credibility are assured through a
systematic and rigorous data generation/analysis process, responsive reflection including
reflexivity, and a documentedccount of the research process whilst researcliBrgdbury 2015)
Methods include checking data collection with participants to ensure it accurately reflects the
meaning, keeping a reflective journal/diary of research activities, engaging researchers and
participants in reflective activities, refleciron and addressing power dynamics where posgibée
Koning and Martin 1996, Bradbury 2015, kinget al. 2016) All of these were included in this

research process and are reported in the findings section.

The quality of PAR research is linked to adherence to the key values and principles associated with
the inclusive, democratic, eéearning nature of the PAR paradigiMinkler and Wallerstein 2008,
Bradbury 2015)To further ensure the research was credible and trustworthy key guidelines and

literature for ensuring and assessing quality were used and reflected (lgrael et al. 1998, Mercer
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et al. 2008, Springett et al. 2016h the interest of ensuring research credibility and trustworthiness
| have applied the five principles shownTiable4 as suggested bieikkinen et al. (2007 their
F NI AOES W OlAzy wSaSINOK Fa blINNIGAGBSQD

Table4 Quiality criteria for action research adapted frotdeikkinen et al. (2007)

Principle of | Analysis of the history of actionow has the action evolved historically?
historical
continuity

Employmenthow logically and coherently does the narrative proceed?

Principle of | Subjective adequacyg KI i A& GKS NBaSI NOKSNDa
Reflexivity research like?

Presumptionsx EAO AOA OEA OAOAAOAEAO0EO DO/
reality?

Transparencyhow does the researcher describe his/her material and methg

Principle of | DialoguelK2 ¢ KI & G KS NBaS!| N Kabdub &ith dtheisA
dialectics Polyphony:how does the report present different voices and interpretations
Authenticity: how authentic and genuine are the protagonists of the narratiy

Principle of | Pragmatic quality. how well does the researcéucceed in creating workab
workability practices?

Criticality: what kind of discussion does the research provoke?

Ethics:how are ethical problems dealt with?

Empowermentdoes the research make people believe in their own capabil
and possibilities to act andhéreby encourage new practices and actions?

Principle of | Evocativenesshow well does the research narragivevoke mental imageg
evocativenes§ memoriesor emotions related to the theme?

Not all the guidelines could be satisfied entirely, thus recognition and discussion of the limitations

is presented.
PAR limitations

Following my experience in South Sudan, | had decided on a participatory research paradigm and
the research questions befe engaging with the VHS@sindon et al. 2007, Mercer et al. 2008)
Some literature posits that for fuind meaningful participation, seffiobilization by participants
who then seek out the researcher as a resource rather than a researcher identifying a problem (as

is the case here) is necesséiflerr and Anderson 2005, Kindon et al. 200#wever, it is not always
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possible to achieve this level of commitment early on in a doctoral degree, especially when ethical
approval is required first. There are many action research projects from doctorédstutiich have
resulted in publications and added to the literature on a variety of development giéaxs and
Anderson 2014)Still Iwas aware of such limitations and likécintyre (1997)n her PAR project
exploring racial identity with white teachers, | experienced feelings ofdeeibt concerning the

purity of the project.

However, | rationalized that there are levels of participation byesearcters and participants that

exist on a continuum within the literatureKindon et al. (2007@ndMclntyre (1997kuggest that as
f2y3 4 GKAa A& NBO2IAyAl PRR ik goRan IsRd? NdsraféreS whileli K S
recognizing the limitations of not involving participants in the initial research proposal or the writing

up phase | endeavoured to ensure that while in Cambodia, the VHSGs were involved in decision
making processes sh as deciding timings, venues, workshop topics, structure and exercises,

though I still battled with questions of ownership, power relationsaoalysis and emancipation.

Being away from the university setting and supervisors meant that | spoke novtivthacademics

but with the RAs about these challenges. At times, | felt a need for a more academic opinion but in
hindsight perhaps being isolated from outside influences meant the research remained situated in
the actual context. Another quality faatoof PAR is that that both the researcher and the
participants benefit from the research proce@dercer et al. 2008) Although it was clear how |
would benefit from the research as a doctoral student, | sjimed throughout how the
participants and assistants would also benefit. Through being a reflexive research team, we could
identify potential benefits and orchestrate training for both the VHSGs and the RAs. Without being
aware of the limitations and pential strengths of the research, such opportunities might have been

missed.
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3.2 Methodology

This section presents the methodologies employed for all three studaglies 1 and 2 are
presented together and Study 3 is presented separately. The rationale for the research design,

research location and ethical procedures is also providée. timeline of the research process is

shown inFigure8.

September Est.ablish I_inks _ Recr_uit Begin
with Kratie interview TS
2014 PHD and ODs participants
Recruit and . Begin
train Research rfgﬂﬂ%gg% s Photovoice
Assistants with VHSGs
November Continue Plan Train RAs for
2015 interviews workshop PAR workshop
December Complete Conduct PAR
: J Return to UK
2015 interviews workshop
January Return to KLrIz;]tii(eW;nD RZﬂg'éggsGs Recruit and
2016 Cambodia Staff photovoice train new RAs
Februar Revise action Implement
ebrua y hﬁ?oal}rlgeh s agggguﬁ:n plan with action plan and
2016 P grap P Village Chiefs reflect
Meet with PHD staff Final
- Cltrir;ﬁlerlr;in; nd PHD staff to deliver workshop for
refle c? o — discuss training to reflections of
9 findings VHSGs the project

Figure8 Timeframe and activities fofield research

3.2.1 Methodology foStudies 1 and 2
In health PAR has been presented and applied as a mednglgge the gap between research and
practice, to promote social justice and create the conditions necessary for communities and
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individuals to have control over the determinants of heglire Koning and Martin 1996, Cargo and
Mercer 2008) PAR has been applied to a broad range of topics in public health and the methods
used within the process have included community asset mapping, participatory evaluagiobliof
health programmes, community monitoring of health service quality, and advocating to address
determinants of poor health including unclean water and sanitation and environmental pollution
and participatory health policy resear¢hlinkler and Wallerstein 200&emmis et al. 2014, Baum
2016) PAR within phlic healthis based on a cycle of action and reflecti@ig(re9) that aims to
improve health through working collaboratively with the people who are most affected, who in turn
take actions to improve their own heal{Baum et al. 2006, Cargo and Mercer 2008)e reflection
process allows researchers and participants to identify and make sense of an experience, situation
or practicewith the aim of understanding and improving it through collective discus@toGee
2002)

Reflect and
create an
action plan

Implement

Identify Health

: Action Plan
issues

Re-implement ~ Observe

Reflect and

Re-plan

Figure9 Action/Refledion cycle for health

This process was employed partlysindy 1 and fully in study ®ith VHSGs as participanta both
Studies lealth issues were identified using photovoice (detailed below). The VHSGs then categorised
the photographs and prioritised one or two issues to focusfation plans to improve the selected
health issuesvere produced in both studiesStudy 1 was complet at this point and results were

used to inform the structure and format of study 2 which took place in the second field trip. Study
2 took the research process to the final stages identifieéFigure9, that of implementation and
reflection. Rarticipatory workshopsvere employedas a means of reflecting on the implementation

of the action planre-assessing and senplementing where necessaryhis took place ovesight

workshops withinten weeks Thisresulted in atwo-day training sessioon behaviour change
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communicationwhichwas delivered by PHD stafthe processes of Studies 1 and 2 are summarised

in FigurelO.

v

Study 1

Categorise Prioritise public 5 workshops to
photographs into health issues and Develop an reflect and revise
public health choose one or action plan action plan
themes two to address implementation

Photovoice used

to capture public
health issues

Study 2

v

Figure10 Overview ofStudies 1 and 2

As studies 1 and 2 were iterative processes, analysis included a mixture of approaches. An
independent thematic analysis of the photographs from study 1 was undertaken by myself to gain
an understanding of the public health issues faced by rural commanitieereas the analysis for

study 2 was largely done together with VHSGs and RAs. The PAR workshops in study 2 uncovered
several phenomena that were explored further upon my return to the United Kingdom by widening

the scope of the initial literature rewe
Recruitment and role of Research Assistants

Four RAs were employed for the research in Studies 1 and 2. They were recruited through online
social networking sites and by advertising through NGOs and known contacts. In study 1, two RAs
were recruited,one from Phnom Penh and the second in Kratie on a part time basis. Their role was
to guide participants through the photovoice and workshop process. A third translator also assisted
in the workshop so that | could understand the general flow of conversand add suggestions

where appropriate.

In Study 2, Sothara and Sophal (pseudonyms), wemresgarchers and had a much larger role.
Sothara and Sophal were chosen as they were local to Kratie Province, spoke good English and
demonstrated a passion fgrarticipation and their rural contemporaries. Many others applied for

the role but the majority lived in the administrative capital of Phnom Penh and | felt the research

should remain as local to the community as possible. Also, | anticipated that tiveoRkisbe more
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means to live in the province of Kratie. The first assistant recruited was Sothara who then identified

the second RA who was a known colleague gt felt comfortable with. | considered it important

that the two RAs would be happy to work together and this proved a crucial point in the research

as they were able to openly discuss the research without fear of judgement from each other.

Two RAswere employed for Study 2, thus offering different communication styles and the
opportunity to discuss and agree on their interpretations of the workshop dialogue in their own
language ready for translation to Engli@dzano and Khatri 2017literature has highlighted that
there is no one meaning to be taken from experiences of the social world and sodaerbe no
one translation, emphasising the need for two viewpoinffemple and Edwards 2002)
Furthermore the availability of one RA to translate at the workshops enabled me to understand the

workshop flow and offer advice when required.

Sothara (female) has a university degree and good English literacy skills with some experience of
working with English sgaking researchers as a translator. Sophal (male) also has a university degree
and experience of working with English speaking tourists. Both RAs were, edharated with

access to a better standard of living, infrastructure and services compared WHB&s; and both

were computer literate and owned IPhones. During the research, | stayed in the hotel where Sothara
worked which meant she could access me at all times with potential questions and | could work
around her schedule with ease. Sophal and Settiead no experience of working in the field of
health and although they had both used public and private health facilities, they were unaware of

the existence of VHSGs.

Sothara was first engaged in the research on the J&nhuary 2016 and Sophal was tét&d three
days before the first workshop session. The training sessions began immediately after recruitment

and continued throughout the research process. The following training topics were included;

Understanding PAR concepts and principles
Community aset mapping

Ethics and confidentiality

Facilitation and communication techniques

Understanding the health structure in Cambodia and the role of VHSGs

= =4 4 A4 A -2

Technical health language in English and in Khmer (provided by a Khmer Medical Doctor
working for an NGO)
1 Reflexivity
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1 Understanding power dynamics in PAR

1 Working as a research team

Training sessions used PowerPoint presentations, guidance sheets and open discussions with the
use of flip charts. The RAs for Study 1 also conversed with the RAs from Studgl@ tbem
understand the challenges associated with the workshops and provide culturally appropriate tips
for photovoice, community asset identification and action plan creation. This took place without my

input in Khmer.

3.2.2 Methodology for Bdy 3

A semistructured interview schedule was used to interview a total of ten participants. Possible
participants were identified initially through a Google search of health organisations in Cambodia.
Recruitment of participants was done by email, telephoneward of mouth. The recorded
interviews were transcribed verbatim and organised in NV{(R©®hards 19990pen coding was
used to identify themes and sub themes which were checkemss interviews to identify
commonalities(Vaismorandi et al. 2013Further details of the analysis procem® provided in

section 3.4.

3.2.3 Rationale for research design
The rationale for the research design is based on mgetie reseach objectives. Studiesand 2

aimed to address the following research objectives;

1 Identify where and what gaps exist in public health knowledge, skills and practices of
facility based health workers and CHWs$.was hoped that the PAR process presented an
opportunity for VHSGs to display the public health knowledge, skills and practices they had
gained, without feeling they were being assessed or instructed by outsiders. Rather the
approach removed them from outside influences of control such as goverrahami NGO
staff and provided them with a space for collective analysis and problem solving. My role
was to observe and record what solutions, if any, would materialize without direction from
others. Through the use of creative methodologies in a works®ifing, it was expected
GKEG +1{Da YR NBaSINDKSNE O2df R 60SySFAG ¥
shared some tools used to analyse a situation in a step by step process which had the
potential to influence future analytical processes ussdVHSGs. In exchanglee VHSGs
shared their knowledge and experiences of being a VHSG in rural Cambodia, helping to
situate the research into a broader context and providing an opportunity to understand

their knowledge and skill bas&tudy 2 also invesgfates the application of action plans in
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the community setting thus providing a stage for VHSGs to demonstrate their skills,
knowledge and practices.

1 Explore how the AlmaAta approach to PHC is understood and implemented, specifically
with regards to comnunity participation and empowerment. The Community
Participation Policy for Health underlined the need for VHSGs to engage community
members in solving health problems. Through the use of photovoice, it was anticipated that
VHSGs could easily display théfe world and how they interacted with community
members. The aim of producing an action plan also presented an opportunity to understand
how they may or may not mobilise or empower communities to address hpedthlems in
their villages. The actiongmh implementation and reflection phases set a platform on which
to learn how VHSGs engage with community members and how they may or may not
organise and mobilise villages to improve health outcomes.

T Assess policy translation, especially in underservedral areas and explore how
contextual factors impact on the application of skills, knowledge and practicese VHSG
role is identified as part of the CPPH. Through the implementation of the action plans, a
wider understanding of how policy objectives aa@pported, monitored and delivered in
relation to contextual factors, health actors and community organisation was expected.

1 Analyse the roles and involvement of individuals, communities, organisations and
governments in the development of health worke and CHWsThrough the reflection
process it was hoped that VHSGS would discuss the impact of outsiders on their capacity
development and application.

1 Investigate contextual factors to improve application of public health practicdiswas
hoped that VE$Gs would provide insights through the workshops on the ways contextual
factors either hinder or support their work to inform the development of strategies and

mechanisms to build public health skills, knowledge and practices.
Study 3aimed to address th&llowing research objectives;

1 Analyse the roles and involvement of individuals, communities, organisations and
governments in the development of health workers and CHVEsch interviewee had a
very different experience and role of working in Cambodianyrelso worked with differing
partners. By exploring their own job roles as well as their views on working with others it

was hoped that a better understanding of the various roles would be gained.

The following research objectives were hoped to be achievedtas/iewees have experience of

developing public health skills, knowledge and practices. It was anticipated that they would have,
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to a greater or lesser extent, identified gaps and learnetctvimechanisms worked (or did not) for
different levels of health workers in the contextual working environment. Although it was
understood that their portrayals would be subjective, it was hoped that they would provide a
comparison from different pointsfoview which could be triangulated with Studies 1 and 2 and

further investigated in relation to international literature.

1 Identify where and what gaps exist in public health knowledge, skills and practices of
facility based health workers and CHWs

1 Identify methods currently being used by training providers to build capacity of health
workers in Cambodia

1 Evaluate which methods and mechanisms are considered effective

1 Critically analyse current methods and mechanisms that restrain capacity development

1 Expbre how contextual factors impact on the application of skills, knowledge and
practices

1 Investigate contextual factors to improve application of public health practices

3.2.4 Research location

Studies 1 and 2 took place in rural Kratie. Kratie has an estimdi#d % peoplavho live in 255
villages with a population density of 31 people per square kilom@iamistry of Planning Kingdom

of Cambodia 2013Kratie is situated along the Mekonger bank which floods the land regularly
bringing with it many public health concerns including increased risk of communicable diseases such
as diarrhoea, injury and an increase in vediorne diseases from amplified mosquito populations
attracted to sagnant water(Torti 2012) In addition, transportation is difficult and often requires
crossing rivers by boat which comes at a cost. Roads can alsodéwarnessible in the rainy season
placing additional barriers to accessing food, supplies and services. With regards to the SDOH, Kratie
women in comparison to other provinces get married at a younger age, have higher fertility rates at
3.6 children per wman and 20% are pregnant by the age of(C&mbodia National Institute of
Statistics et al. 2015) ess than half of women deliver their babies in a health centre and Kratie
experiences one of the highest undire child mortality rates at 80 deaths per 1,000 live births
(Cambodia National Institute of Statistics et al. 20¥gptie also endures higher rat®f poverty

and domestic violence than other provincgsambodia National Institute of Statistics et al. 2015)
Health Administration is decentralised to oRéliDand twoODs Kratie District and Chhlong District,

with management responsibilitiespecifically fohealth centres an€CHWmanagement.
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Some of the interviews also took place in Phnom Penh, the capital city of Cambodia as the
interviewees were associated with national government departments or with NGOs and volunteer

organisations who had their headquars in Phnom Penh.

3.2.5 Ethics

Before the research began, full permission was sought and gained froniNatienal Ethics
Committee for Health ReseardioH, Kingdom of Cambodi#@ppendix A and from the Liverpool
John Moores University Research Ethics CommitReseticipant information sheets (Appendix D)
were issued ifenglistwritten formatfor the interviews and consent forms (Appendix E) were signed

before the interviews took place.

Before arriving in Kratie, the PHD director was sent a letter requestinpigsion to undertake
research in the province, the approval letter sent back was translated to English and may be found
in Appendix F. Before beginning the PAR, VHSGs received verbal and written participant information
sheets translated from English (Apukx G) to Khmer (Appendix H). Consent forms were also
verbally explained in Khmer with opportunities to ask questions. The consent forms were translated
from English (Appendix 1) to Khmer (Appendix J) and signed before the VHSGs began the PAR.

Ethics refited to the use of participatory methods and photovoice

Before engaginin the research procesthical considerations of using photovoice and participatory
methods were consideredWang and Redwooedones (2001summarised some of the ethical
considerations of using photovoiceuch as$a LISOG 2 T LJSraidyéfprés@ritationIdh g O &
people or situations angotential disclosure ofnformation that subjects do not want revealed.
These considerationsereraised in the camera training session and participants and RAs discussed
the importance of informing an individual of the purpasietaking the photograpland asking their
permissiorfirst. If under 18 years a parent or guardian was to be askedhe photgraphswere

only used for discussion in the workshops and whigaPHD Director and Health Promotion Officer,
many of the ethical challenges were minimised as the public were ngew the photgraphs. An
ethical incident regardinthe privacy of the photographs is discussed in the sectReflexivity of

0 KS wl The idsBefofSepresentation was minimised as participants were to provide their own
subjective view of health pblems and were able to add context to the photographs by describing

each photo to the RAs.

As PAR is a flexible, socially responsive and emergent process, | was required to make ethical
decisions throughout, an aspect | had read and understood beforeriegt the field. Some
considerations were addressed by the ethical procedures of the University and Cambodia, however
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others emerged during the research process which are discussed as part of the narrative
(particularity the reflexivity sections) of thenflings chapter for studies 1 and 2 and in section 4.3.4
W5AR GKS | OGA2Y NB&SI NOAs expiiBed Bihdon & WlR20A p39)a 2 OA |
LI NOAOALI yGa YR NBA&ASFNOKSNE WYydzad O2z2yadlydfe
a1 GKSvyaSt@gSay WwW2kKIG 1AYyR 2F OKFy3aS 3Syid Y
| did this with the help of the RAs and by enigggn reflexivity agarratedin the findings sections.

3.3 Methods

A number of core methods were used in this research including;-seadtured interviews,
photovoice, community asset identification, categorisation and prioritization of health issu&s) act

plan design and implementation and reflective participatory workshops followed by facilitator
feedback. The participatory workshops in Study 2 developed throughout the PAR process and are
included in the findings section to improve flow and understagdof the iterative nature of the

research.

3.3.1 Photovoice

Photovoice entails the use of photographic images taken by the community to capture cultural
practices and social conditiofg/ang et al. 1996, Castleden et al. 2008)otovoicewas used as a

tool to enable CHWSs to identify health issues observed every day in their local viRhgeésvoice

was first introduced byWang and Burris (1997 p.3685:

a process to which people can identify, represent, and enhance their community
through a specific photographic technique. It entrusts cameras to the hands of people
to enable them to act as o®rders, and potential catalysts for change, in their own

communities. It uses the immediacy of the visual image to furnish evidence and to

promote an effective, participatory means of sharing expertise and knowledge.

Photovoice is now a common method usedthin health participatory researciCatalani and
Minkler 2010) A review of photwoice use in health projects concluded that it contributes to a
greater understanding of communiti@assets and needs and to empowermei@atalani and
Minkler 2010) It also emphasizes ownership by participants as they decide how and what images
to capture(Kindon et al2007) Photovoice has been used in other studies in LMICs such as Kenya
where the method was used to demarcate the heaitated needs of a small rural community
(Kingery et al. 2016 An evaluation of the use of photovoice in a community based participatory

research project with indigenous peoples found that thethod effectively balanced power,
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created a sense of ownership, fostered trust, built capacity, and responded to cultural preference
(Castleden et al. 2008)

Photovoice took place with VHSGs on two separate occasions, the first in October 2014 (PV1) and
the second in January/February 2016 (PV2). Both photovoice activities involved the identification
and categorisation of health isssi@xperienced in their viiges The results from both PV1 and 2

are presented together in the findings section to provide the reader with a more holistic overview
of health issues faced by communities in rural Cambodia The photovoice process adapted the steps
highlighted bywang (2006and can be found iffable5.

Table5 Photovoice process

Step 1: Select and
recruit a target

audience

The research is for a doctoral project with the aim of disseminating to p
makers and actors in community participation and CHWs thro

publications and research dissemination.

Step 2: Recruit a
group of
photovoice

participants

The VHSGs were initially selected in cooperation with ODs and F
Centre Chiefs. A total of ten VHSGs successfully took part in Study
eight VHSGs in Study 2.

Step 3: Introduce
the photovoice
methodology to
participants, and
facilitate a
discussion about
cameras and

ethics

The researcher and the RA travelled to the health centres and VHSG |
to provide information about the study. Due to travel difficulties
accessing VHSGs to distribute cameras, the project was urdeal] consent

was obtained and camera training was provided at the same point in ti

Step 4: Obtain

informed consent

Participant information sheets and consent forms were issued verbally

in written format and signed before any research activit@sk place.

Step 5: Pose initial
theme/s for taking

pictures

Through the RA, the VHSGs were asked to take photographs of things
community that might cause ill health or things that if improved or m:
better would enhance good health. We therskad the participant to
suggest examples of what they may take photographs of to ensure
understood the theme. Once the aim of the research was fully unders

the cameras were left for periods of one to two weeks depending
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availability in Study 1In study 2 the cameras were owl left with
participants for threedays due to time restrictions and a shift in focus fr

identifying community health problems to implementing solutions.

Step 6: Distribute
cameras to
participants and
review how to use

the camera

Basic camera training was provided, including how to frame a subject
zoom and focus and change batteries. The participants then took se
practice photographs to ensure they were confident with using the cam
As the VHSGs were maimonsulted in pairs they also supported each ot
with instruction and advice. One camera was issued to two VHSGs, ho
in some cases VHSGs lived too far apart to share and so worked sepe

The RAs phone number was provided should any issues aris

Step 7:Camera
collection and

photo discussions

On collection of the photographs, participants verbally described to the
what the photograph represented. The RA immediately described in Er
what was being discussed. The timeliness of the diation allowed the
researcher to ask further questions to clarify the understanding of

photograph.

Step 8: Meet as a
group to discuss
photographs and

identify themes

This part of the project was undertaken in a workshop as a group.

group wagpresented with a selection of photographsthe workshop and
they began with open discussions about what was taking place ir
photographs, what health issues were being depicted and the causes (

problem.

Step 9: Categorise
health issues,
prioritise one or
two and develop

an action plan

Each of the two workshop groups analysed the photographs and gro
them into categories that they then gave a title. Each group member
asked to choose a photograph that represented what was the n
important public health issue to them in their village. They were also a:
to identify a photograph that represented what public health issue wc
be possible to improve. Finally, as a group they were asked to iden

public health issue that they would fos on for developing an action plar
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3.3.2 Communityasset identification)ercise

The premise of community asset identification is that communities can drive development
themselves by identifying and mobilising community assets that already exist. Thiactahe
personal assets or skills, institutions, physical structures, social groups and community relations
between members and between external organisations, agencies and government institutions.
Traditionally public health community development prograesn research and servigehave
F20dzaSR 2y Ineedd2déficidayids (nBdpioblems. This approach was critiqued by
Kretzmunn and McKnight (1998)ho argued that this resulted in shdvantaged communities
seeing themselves as clients of wiedling services provided by outsiders, thus constraining their
ability to problem solve within their own environment and resources. They were consumers of
services, with no incentive to be proders. This is particularly a risk in Cambodia as one of the most
aid-dependent countries in the worldin contrast to the needs based moddretzmunn and
McKnight (1996jecommend an agt based model that leads tine development of policies and

activities based on the capacitieskillsand assets of poorer communities

The aim of this exercise was to move the groups away from thinking that the researcher was there

to solve problems antb frame the session around what the community can do for itself. To begin
GKAa LINRPOSaa GKS 3INRdzE 6SNB | a]1SR G2 ARSYGAT
trained and provided with guidelines prior to engagyiparticipants in the exercise.

Sudy 1 requested that VHSGs discuss and write down community assets. In Study 2 this was
progressed to asset mapping as a tool for greater discusAgs®et mapping works with participants

to draw a map of their area, recording on itetlassets within theommunity, hereby highlighting

the attributes and potential contributions of social structures, institutions and community
members, irrespective of age, gender, or social position and showing where opportunities for
collaboration exist for mutual gaiMathie and Cunningham 2005)jhe details of this session are

provided in the narrative for Study 2.

3.3.3 Participatory wrkshops
To design the pdicipatory workshops, | referred to several texts for ideas and suggestions, both
before and during the fieldwork, which were then discussed with the RAs for feasibility. Texts

included:

1 Community based participatory research for health: From process to out¢elin&ler and
Wallerstein 2008)
9 Participatory workshops: sourcebook of 21 sets of ideas and activif€sambers 2002)
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9 Participatory Action Research: Theory and Methods for Engaged EriGhieyalier and
Buckles 2013)

1 The Action Research Planner: Doing Critical Participatory Action Re¢kKaromis et k
2014)

The participatory workshop for Study 1 was predesigned as it was only one session with clear aims.
The workshops for Study 2 were designed on short notice due to the iterative nature of the
workshops. Each session was not planned until the iptsvsession was complete. Themes that
emerged from one workshop helped the researcher and RAs decide on the structure of the next
workshop. The participants also inputted into the delivery structure of the workshops when they
wished to demonstrate a padilar issue. Study 2 consisted of eight workshops and adayo
training session, each workshop used different techniques and methods. The RAs facilitated the
participatory workshops (in Khmer) which were followed by a debrief session to discuss (ih)Englis
their interpretations of the workshop dialogue. Key themes developed out of the debrief were
reported back to the participants at the next workshop for verification. The discussions grew
organically from that point with a few prdetermined open questins should they be required.

Figurell provides an overview of the process and the key people involved.

Present themes
to VHSGs for
verification

=

Figurell: Action/ Reflection Cyel
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Each session was recorded on either an LG2 phone or a Sony IC Recorder. The recordings were used
during the feethack sessions with the RAs and,rae prompts to recall the workshop discussions.
During the sessions if one of the RAs translated a conversttat | wanted to understand better,

| wrote down the location point on the recorder for reference later. In addition to the workshops

with the VHSGs, there were three meetings held with the Technical Unit Director and the Health
Promotion Officer to dicuss the outcomes of the PAR sessions and ways to address some of the
challenges faced by the VHSGs. Because of this, two days of training was provided by the Director
from the Technical Unit and the Health Promotion Officer. Workshop procedures anugfrfddom

each session are presented together to capture and define the intricacies of the sessions. An

overview of the dates and session content is provided in the findings section.

3.3.4 Categorisation and prioritization

Each of the groups in Studies 1 and 2lgsed the photographs and grouped them into categories
that they then gave a title. Each group member was asked to choose a photograph that represented
what was the most important health issue to them in their village. They were then asked to identify
aphotograph that represented what public health issue would be possible to improve. Finally, as a

group they were asked to identify a public health issue that they would focus on for developing an

action plan.

Photographl Organising photographs into public health categories
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3.3.5 Developing an action plan

Each of the groups in studies 1 and 2 developed an action plan on a template that was prepared by
the facilitators. The template only consisted of headings. These were; MS3witition,
Resources/equipment, deadline and person responsible/involved. The template was adapted from
one delivered by the Rural Development Department for Village Chiefs. The headings were in Khmer
and should have been familiar to some participawtso were also Village Chiefs. In this manner,

the processes of the government were being mirrored for consistency. The details of the
participatory workshops that reflected on implementation of the action plan in Study 2 are provided

in the findings sectionsaa narrative.

3.3.6 Semistructured mterviews

The purpose of the interviews was to assess the landscape of skills and knowledge development
efforts and ascertain learnings gained from health and development professionals involved in
delivering training and ediation in Cambodia. A sessiiructured interview schedule was developed

in the UK to address thaims of the research (Appendi} ®hich was approved by tHeverpool

John Moores University Research Ethics Committefore going to CambodiaA three stage
theoretical sampling methodvas used to ensure thatrelevant intervieweeswere selectedto
contribute to the development of theoriesn the research aredGreen and Thorogood 2004,
Robinson 2014)

Stage 1, convenience samplingd recruitment email(Appendix B)vas sent out to a variety of
organisationsidentified through a google search, whmrkedin the field of healthin Cambodia. A

mixture of replies came back and initial meetings were set up to discuss the interviews further.

Stage 2, deliberate selectio@n arrival in Cambodia further links were established through these
networks and possible interviewees were reamended.Interviewees wereelectedbased on their
likelihood to generate data of more relevance to the concepts that were emeigitige initial
interviews For example, initially only international organisations were being targeted for the
interviews dwe to their focus of building capacity, however two national level health sector
employees were identified as having key roles in public health capacity development and so the

opportunity to interview them was seized.

Stage 3discriminate selection: Seléoh wasbased on the need to fill in knowledge gaps and to
test emergingareas of interestFor examplepne interviewee did not have a direct role in health
developmentbut did have roles in developing community participation as part of a democratic

process which seemed relevant to the research and so they were also interviewed.

74



The interview schedules were slightly adapted to ensure the questions were relevant to the
Nt SNIDASSSSQa LRaAlGAZ2Y D | adapeer NBE 2F (GKS (2LA 03

Table6 Summary of interview schedules

Interviewee International Government Employee International
type NGO/volunteer worker democratic
development volunteer
Interview The role of the The role of the The role of the
topics participant and the participant and the participant and the
organisation they organisation they worked organisation they
worked for for worked for

Experiences of working Key policies, operational Experiences of working
with government bodies plans and procedures with government

and individuals influencing work plans

Knowledge of policies  Relationship with other  Citizen participation in
related to public health  ministries and Cambodia

and PHC organisations

PHC functioning in PHC functioning in Challenges to
Cambodia at the Cambodia at the participation in health

provincial/district level  provincial/distict level
Interventions tackling Education andraining Government plans to

wider social initiatives for health encourage citizen

determinants of health  workers and active participation
community volunteers

HealthService Training formats and Experience and

improvement at PHC experiences for public understanding of key

level health at the PHC level government policies

related to primary health
care or public health

Public health kowledge Community participation Challenges to building

and skills at a locével and influence on health capacity in Cambodia

decisions and plans

Education andriining Health promotion,

initiatives for health prevention or education

workers and active interventions

community members

| SFEOK ¢g2N] | SFfOGK ¢2NJ

knowledgegaps, knowledgegaps,

challenges and solutions challenges and solutions

Perceived gaps of

knowledge, skills and

application of public

health practices.
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An iterative approach to interviewing was used, where a theme that arose in one interview was
used to inform future interview areg€hhea et al. 2010nterviews were recorded using a Sony IC

recorder and a LGG2 phone recorder.

3.4 Analysis

Analysis was undertaken for each of the three studies independently. After independent analysis
triangulation identified commonalities and differences which were interpreted and discussed in
relation to literature. Triangulation of data combines data draévam different sources, at different

times from different people and can be used to compare and contrast action research with
interviews (Flick et al. 2004)Triangulation consisted of comparing and contrasting interview
transcripts, cross referenced with other interviews, VHSGs accafite workshops, eflexivity
sessions with RAs, translated flip charts, photographs and discussions with the PHD Technical
Director and Health Promotion Officer. As highlightedRbigk et al. (2004yisual data may be
triangulated with verbal data as an independent source of information. The analysis proeess d

out repeated concepts for exploration in the analysis and interpretation chapter.

3.4.1 Studies 1 and Zhptovoice analysis

The photographs collected for study 1 were categorised by the participants in the workshop but |
also individually categorised th@hotographs into themes. Notes were made during the
conversations with VHSGs about what was being represented in the photographs and these were
read back to ensure the RA agreed with the description. These descriptions were analysed along
with the photogrghs and placed into categories for Study 1. Photographs of the same scene were
only categorised once unless a different public health issue was identified. Some photogitephs fit
into more than one category and were included in as many categories aselesnt. These
categories were compared with the categories chosen by participants for validity. In Study 2 | did
not analyse the photographs as this was part of the ongoing PAR process. However, in the findings

section | do highlight differences betweeWPand PV2 for the reader.

3.4.2 Study 1 wrkshop analysis

For Study 1 each RA provided an account of the workshop and translated flip charts with community
assets, public health categories, priorities, solutions and action plans. The debrief sessions involved
the RAs listening to the audio recording of the workshop and reflecting on the conversations that
took place. Whilst each RA reflected individually, | typed up their summaries and read it back so that
they agreed it was an accurate account of the sesdiabso audio recorded the debrief sessions
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and relistened to them later to identify key points. The translated flip charts and the RAs written
and verbal acounts were uploaded to NVivihematic areas were developed for the community

assets and actionlans and the verbal accounts added context.

3.4.3 Study 2 workshop analysis

For Study 2 the workshop sessions and reflexivity are presented and analysed in a narrative format
to create order and ensure a day by day understanding was achieved by bringingetogéth
evidence. Therefore each workshop methodology is immediately followed by findings and
reflections. Greenwood and Levin (1998)ate that narrative structures of local knowledge
exchange act as a mechanism to construct, learn, convey and apply action research. However, to try
to minimize the gap between the narrative tband the reality | haveresentedvoices from the

participants and RAs as well as from my own perspective. This includes;

9 transcriptions of recorded reflexivity and feedback activities by/with RAs,
9 accounts provided by the RAs of the VHSGs discusBamsaudio recordings and from
memory

9 translated written materials from the workshops.

3.4.4 Study 3Interviewanalysis

The process of thematic analysis for the satnictured interviews involved the following steps
which were adapted from literaturéDey 1993, Flick et al. 2004, Saldana 2013, Vaismorandi et al.
2013)and are summarised iRigurel2from Saldana (2013)

1. Read and annotate printed transcripts. As describedlink et al. (2004 p.258¢ KS A Y A
to note, for every single interview transcript, the topics that occur and individual aspects of
these which can be related in a very broad sense to the context of the research
question(s).

2. Manage data by uploading all transcripts to NV[R@hards 1999)

3. Create preliminary dagories based on annotated notes as the conceptual building blocks
from which to construct theoretical structures.

4. Code data by transferring data sections, line by line to the appropriate category using open
coding to identify commonalitie@/aismorandi et al. 2013)

5. Recontextualise the data in terms of the categories, developing-catbgories where
necessary and revising category names to ensure the name reflects the interview data

segments
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6. Organise categories into main themes by linking data and identifying substantive

connections and interactions between categarie

Figure 12 originally presented here cannot be made freely available via LIMU
Digital Collections because of copyright reasons. The figure was sourced from
Saldana (2013).

Figurel2 Codes to theory model of interview analysis

3.5 Chapter summary

This chapter presented ththeoretical bases for the research process and explained thewP AR

paradigm is threaded throughout theesearchdesign,data collection and analysis process. It
KAIKE AIKGA GKS AYLRZNIIFIYyOS 2F O2yaARSNAy3I 2ySQ
researchers are part of a reflexivity process that encourages credibility and trustworthirtess.

multiple research methosl are detailedhlong with a rationale of how they aim to meet tlzéms

and objectives.The following chapter provides the key findinfyjem the analysiswith some
contextual background. Eastudy is presented separatesp the reader can clearly understathe

various stepsakenand how the findings evolved.
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Chapter 4 Findings

This chapter presents the key findings from all three studies. The findings from Study 1 are

presented as follows:

1 A summary of the photovoiéeesults collected during Studies 1 and 2depict public
health issues faced in rural Kratie.
1 Findings from the two groups who took part in the initial workshop conducted in 2014. This
includes:
o0 Categorisation of public health issues idéatl in the photographs
o Prioritisation of one or two kegublic health issues for exploration
o0 Identification of community assets

o Development of an action plan

The action plan was not implemented in Study 1 as the focus was to better understand the public
health issues faced in rural Kratie and to develop an tstdading of the capacity of VHSGs to
identify solutions and develop a plan. This was then used to inform Study 2 where the action plan
was implemented. The VHSGs in Studies 1 and 2 were recruited separately due to the lengthy time
gap betweenthe studies.As Study 1 was conducted in 2014, it was unclear who would still be a
VHSG in Study 2 which took place in 2016. Therefore, on the advice of the PHD staff, recruitment
exercises took place twice and are described in each study. The findings from Stagy&santed

in a narrative format with each workshop method detailed and followed with the workshop

outcomes and reflexive accounts of the process. The narrative consists of:

Accounts of 8 workshops

1
1 Account of meetings with the PHD Technical Dineand Health Promotion Officer
1 Account of a training workshop thatas led by the above PHD staff

1

A find reflection of the PAR process

The findings from the sensitructured interviews in Study 3 are presented in themes with contextual

background where required.

! All photographs with identifying features have been blurred for confidentiality reasons
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4.1 Study lidentifying public health issues and developing an action plan

Study 1 was implemented in 2014 and consisted of VHSGs undertaking the photovoice exercise
followed by one workshop to categorise and prioritise public health issues and devekogiam

plan. Theworkshop participants were separated into two groups, each had an RA who had been
trained on facilitation techniques and the methodsed A third facilitator translated some of the
discussions that were taking place during the workshop so that | could understand the flow of topic
areas and offer advice where necessary. The workshop consisted of four sessions as summarised in

Figurel3.

Prioritising an
important and
feasible PH
category

Organising
photographs into
PH categories

Identifying Developing an

action plan for

community Assets improvement

Figurel3 Study 1 Summary of workshop session

A debrief session was undertaken with each facilitator separately to discuss their experiedces an
interpretations of the workshop dialogue. The debrief outcomes vagsesummarised in a written
format at the timein English This provided important insights on the workshop process and the

characteristics of the participants.

4.1.1 Participants

A total ofthirteen VHSGs were selected in collaboration with @& Director and Health Centre
Chiefs to take part in the Photovoice stage and 10 successfully took part. Three could not commit
further for personal reasons. The recruitment process aimed to sele@GgHrom a range of
backgrounds to ensure transferability was achieved as much as possible. Variations included;
cultural (Muslim and Khmer communities), geographic (rural and town), and environmental

(surrounded by river or central land mass) differences.

Thirteen VHSGs from Kratie district (n=8) and Chhlong district (n=5) associated with six health
centres attended the workshop. Ten were involved in the photovoice stage and three additional
were invited to join the workshop at a kat stage. The additial inviteesincluded two staff from

Chhlong administrative OD as there were only three representatives from Chhlong OD attending the
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workshop ad it was felt there should bgreater representation. The third additiahinviteewas
suggested by a VHSG whet on an island as her partner in the Photovoice stage could not come.
The VHS@howas invited and attended was from the same island and understood the health needs

of that community.

Figureldd K26 & LI NIAOALIYGAQ GONROGdziSEad alfS | yR
were generally lowwith participants having attainedp to grade nine education. Seven of the
participants also already had a level of mawn their communities as they we either a Village

Chief or a bputy Village Chief. The mean number of years as a VHSGs was 12 years. It is worth
noting that this high level of experience is not the norm for most VHSGs. For instance, an
independent evalation for another project undertaken hypyselfin Mondulkiri province found a

much larger turnover of VHSGs, with an average of only a year as a VHSG. This may have had an
impact on the level of skills and knowledge of the VHSGs in Kratie province.réfsdach was

conducted iranother province the outcome miglhiave differed greatly.

Age range
26-65
(mean 47)

_ Education level
8 from Kratie OD/ maximum of gradg

5 Chhlong OD

VHSG

Attributes
Time as health
7 Village Chiefs o volunteer- range
Deputies 4-24 years (mean
12 years)

7 female/6
Male

Figurel4 Attributes of VHSG participants in Study 1

During the issuing and collecting of cameras, observations and informal conversations were
undertaken with the VHSGs where additional information was elicited. The conversations were
unstructured and the direction of conversation changed with each intervielowever, the

conversations helped situate the VHSGs into a wider context. A summary of the conversations is

found inTable7.
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Table7 Conextual background from VHSGs

Motivation for being a VHSG

The main motivation expressesas care for their community. One VHSG who had retired
was a Village Chief said he had to do it as he was the only one in the community who
time, others ha to work and had families to look after. His position meant he could ati
training and had the time to sharexformation with the community.Other more intrinsic
motivations includd building seHconfidence, enjoyment, learning about health and haviag
previous experience in health either as a volunteein@hort-term paid positions.

Public health topic areas previously covered by VHSGs

I Communicable diseases including TB, Malaria and Dengue Fever

9 Reproductive, maternal and child health includprggnancy screening, heaith
pregnancy and child birth, child vaccinations and immunisations, Vitamin A
supplementation and family planning

9 Lifestyle issues including abstaining from tobacco and alcohol while pregnant and
secondhand snoke

1 (Mal)Nutrition

Hygiene and sanitation and diarrhoea

9 Clean Drinking water

=

Training Formats

The training formatsvere workshops, training sessions and meetings. Mosinirgy sessiong
were associated with some small payment which varied depending on length of session ang
to the venue. For example, $25 fotwo-dayworkshop and 2500 Riel for a meeting with tra
costs of around 40,000 Riel. Four major NGOs were mentioned asgygroviders along with
the PHDand hospitalsurprisingly the healthentres were not mentioned as a training provide

VHSG roles and activities

TRS G SNY WaLINBI R4 uysel toddgsdriBeNdgibler to hifgr@ health centres as t
what hedth issuesvere occurring in the community and to inform coramities of the activitieg
that were happening in the health centres. They communidat&h community members on
one to one basis and in organised groups depending on the directions fromigieabtraining
provider. This also meatitat VHSGs lthto travel considerably. Activities include
1 signposting community members for diagnosis and treatmantsealth @ntres
1 rallying community members for vaccinations or education sessions
i identifyingpeople that neeed poor cards (a card to access free health care) to en
they were not missed out when thewere being issued
1 visit people with poor cards to assess their health needs and direct them to the h
centre
9 search the village for anyonehw had a cough for longer than two weeks as a mear|
identifying TB and send them to the health centre.
9 educate agricultural workers who sleep overnight, to take mosquito nets and put
over the tree to cover them and their hammocks while they sleep
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Competing roles and responsibilities
The VHSGs experientether demands on their time. This varied depending on age, \
commitments, child care duties and other civil duties. For examplesrsVHSGsvere either a
Village Chief or adputy Village Chfe These roles have demands that possibly clash with \
duties or facilitate them. For instancpartofaX £ f I 3S / KA ST Ghe dedebpnent
needs of a community and if some of these are health related then they are in a good pasi
advocate for change. Also, Village Chiefs are well respected and so may have more influer
community members when instigating individual changbs and child care duties may maks
difficult to engage in the duties of being a VHSG. There wdsree in the recruitment for this
research in that one participant could not attend the workshop at the same time as her
partner as they shared child care responsibilities. This could result in training sessiong
missed. Another example was fraanVHSGvho was a carer for her husband who was sick;
explained that it was not possible for her to travel out of province to attend training as she
not leave her sick husband unattended.

4.1.2 Participatory workshop from Study 1

Identification of public health issues in rural Kratie by VHSGs

I have highlighted some differences between the photographs f&tadiesl and 2 to situate the
knowledge in a specific tim® enablethe reader to comprehend changes in seasons and VHSG
interpretations of the instructions. The photographs from PV1 were taken during the rainy season
and so featured flooding and resulting mosquito breeding grounds, whereas PV2 took place during
the dry ®ason after several months without rain and so featured a lack of water from wells which
were either dysfunctional or had dried up. In PV2 many more photographs featured poverty as a
major public health issue while this was less of a feature in PV1. IteR\ghrticipants took 247
photos over a period of several weeks in comparison to eight participants taking 96 photographs
over three days in PV2. The reduced time for photo collection in PV2 was due to research time
constraints and the need to focus onetlPAR process and outcomes rather than addpth
identification of public health issues. As the public health issues fromPdgkercises were similar,

the categories are presented together to provide a more holistic view of the public health issues
experienced in rural Kratie from two groups across two seasons. Eight categories are labelled below

in Figurel5with example photographs. Explanations of the categofalows.
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EURRNN

Community-environment Schoolenvironment Household-environment

Hygiene-and sanitation Uncleanwater Lifestyleffactors

Poverty Malnutrition

Figure15 Photovoice categories from Studies 1 and@l photographs with identifying features
have been blurred for confidentiality reasons)
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4.1.3 Photovoice categoridsom Studies 1 and 2

Community environment

Unsafe play areas for children were a concern including areas with stagnant water pools and areas
with long grass or many plants. These areas were perceived as breeding grounds for mosquitos
increasing risks of malaria and dengue. Children were attractéitetse areas to play and often care
givers would be at work so unable to monitor children. Also voiced were concerns of drowning,

shakes and bacterial infections from swimming with buffalo in large water pools.

Children playing near a stagnant wateropl and hunting for frogs

Rubbish, either in the community or in mounds on the outskirts was photographed clearly. The risks
highlighted by the participants were availability of breeding grounds for mosquitos, danger to
children who searched for items tels or eat and bad smells. One VHSG also highlighted that this
was more of a problem durinidpe rainy season as the rubbish could not be buiit.Photographs

with identifying features have been blurred for confidentiality reasons.
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Rubbish tip area whex animals and children played

School Environment

/| 2y OSSNy a 6SNB LI NIAOdzZ NI & F20dzaSR | dRudnpgR OKA
toilets whilst in school. In schools where there was a water well, it was felt it was too difficult for

the pupls to use or the well was not maintained so the water was not clean or smelled bad. If there
was no water in the toilet the children would use the field near the schoahdrrainy season,

human waste would be washed into water sources contaminatingithe

School toilet that did not have water
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Household Environment

The main issue represented was rubbish in and around the household. This was a very visible, easily

identifiable public health issue.

Child cooking in an unclean area and waste colledion the floor under the kitchen area

The participants did speak about an agency that was responsible for rubbish collection but thought
they did not do their job correctly. They mentioned that the rubbish was not cleared away effectively
and was often noburned as is the expectation. Many households discarded rubbish around the
household and did not collect it at all. The rubbish from under the houses, which are on stilts, mixed
with animal/child faeces and water left over from the rainy season. This pineduced a green

sludge that could be seen under and around households.

Green sludge under a house
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There were fears of children playing near sludgy areas and that it provided breeding grounds for
mosquitos. There were also pools of water and evidence of flooding under households creating the

same fear of mosquito increase and bad smells.

Waste handlinggenerally was viewed as a problem, animal waste, human waste from open
defecation and waste from cooking, bathing and washing. Without an effective means of removing

waste from the households there were many potential public health risks.

Poor householdgvere also brought up as a public health risk, particularly the cleanliness of

households and the lack of space to separate eating, sleeping and cooking.

A house lived in by a poor family with no separation of rooms

Hygiene and Sanitation

Hygiene andsanitation issues were depicted in different forms, often pictures of people eating or
drinking were captured and explained verbally. Many of the children were not appropriately dressed
and this was raised as an issue of skin exposure causing possibiesjnjnosquito bites and
exposure to bacteria and worms. There were links between children playing in dirty areas and not

washing their hands before eating or drinking.
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Children eating without washing hands first after playing in dirty areas

Food prepaation areas being unclean was a concern, especially where the food was sold to the
public. Often food selling areas were on the ground, near rubbish, sludge and animal faeces causing
diarrhoeaoutbreaks in areas of the community. Food sellers and housaheltibers were also

pictured eating with unwashed hands and without utensils.

Lack of toilets in community venues and households was linked to human waste contaminating the

water sources.
Unclean Water (contaminated or untreated)

Accessing clean water ihe dry season was an annual problem. Water filters were issued by NGOs
in some households but required maintenance and regular cleaning which did not octheyso
would kreak and become uselesghe wells in the dry season dried up and many were brol@neS
families bought water from a truck but at $7.50 per contaittés was unaffordable to many. The
VHSGs were educating villagers to have improved hygiene when they were not able to get water to

wash themselves or clean cooking equipment.

Many household were equipped with water containers and wooden covers that were meant to be
set upon a raised platform to be used for drinking and cooking. However, many water containers
were not covered and so animals would drink out of them or insects would be fipatithem,
thereby contaminating the water. Some were dirty and sat on the ground near waste or rubbish.
Some photographs depicted wells that were working but surrounded by rubbish and waste. These

children were depicted drinking untreated water.
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Children drinking unclean water

Lifestyle Issues

Lifestyle issues was not a common feature. Smoking was the main issue and was pictured near
children and in closed surroundings, exposing othersemond hand smoke. VHSGs froni Pe¥d
received training on secohdnd smoke but some in PV2 had not and were unaware of the dangers.
Alcohol was viewed in only three photographs and the onlytigklighted was injury that might

occur when drinking and doing building work.

Child at risk of secondhand smoke
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Malnutrition

Poor nutrition was depicted in several ways such as a small fish that would feed an entire family, or

a child who appeared thin.

One fish this size to feed a family resulting in malnutrition

An elderly woman who was pictured alone was placed in the nutrition category as the verbal
description explained how her children did not assist in cooking and she could not cook for herself
so experienced malnutrition. Many of the nutrition photographseveaken by one participant who

had expressed a conceabout malnutrition on her island when the camera was delivered. Being

on the island also restricted access to food as travel across the river cost money which some families
could not afford. They redd on others who brought a selected amount of produce to the island at

inflated prices.
Poverty

Poverty was not created as a category by any of the groups but was a key feature described in the
photographs. Therefore, | felt it was necessary to adsl éisia category for the completeness of the
research. Poverty was depicted through photographs of families in poor housing conditions. The
descriptions alongside the photographs provided the information necessary to understand the
poverty situation. The fdowing quotes help to understand the issues related to poverty and all

came from PV2.
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Poverty resulted in malnutrition, increasec W¢ KS FIF YAf & wAYy (GKE
sickness and insufficient necessities like foc have knowledge, motivation or power ti

and clothing.

AYLINR DS GKSAN £t ATSa

WoiKS LIAOGAZINE aK2g:
enough food or clothes, not growir
LINR LISNI & ®Q

YW{KS ws2YSYy Ay | LK
children also sick as there is not enough fc
sotheyare 8 I | Q

Homelessness from poverty was also capture W{ KS Kl a 2y S OKAfR

a2 aKS R2SayQid adl e
child stays in another village. The lady mo
from one house to another doing house wc
or something, for food and somewhere
at SSLIvQ

Elderly poor people hae no one to care for W{ KS A& 2fR FyR &aacC
them so were sick from malnutrition and living money, she is poor, her home and her o

in unclean homes.

hygiene is poor, she is not clean and her hc
Aad y20G Of SIyo awtassie
0KS LINRBOGEfSYDQ

W{KS Aa 2fRSNJ YR L
organisation or anyone to help her to give t
az2yYsS vYzySe 2N ¥F22R

Family sickness resulted in children being take Why f @ (G KS O Sthids thdidxild

out of schools.

attending school. Parents get sick and so
1AR& KIF@S (2 62N o

Poor families did not have enough moneytog Wt 22 NJ f | R&8X gKSy &K
to the health centre or hospital when referred. centre but not enough mwy for

GNI YAaLRNIIFGA2Y DQ
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Y{KS 3JI2Sa G2 KSIFfti
OKAf RNByQa KSIfakK |
provincial hospital but no money fc
OGN YALRNIFGA2Y DQ

wrtf OKAfRNByYy 3ISiG ¢
they do bring them to the health centre, b
sonetimes they need referral to the provinci
K2ALAGIE odzi I £+ O}
GFr1S GKSY®Q

Insufficient income or job instability. One phott ¥ ¢ KS& @wKdzaol yR | yR
depicted a group of men sitting around, the enough rice because they are sick a lot anc
told the VHSG that their job was to transpor they are not strong enough to grow rice
logs fromthe forest to the people but now the work on the farm, so they collect cow faec
government had stopped logging in the are as a way to earn monegt & St f ®Q
putting an end to their jobs so they had to thinl

of a new way to earn money. They were worrie W[  R&  OAY GKS LA O«
about their children in the future. Others alsc burning, [herlhusband goes to [théarm all
highlighted risks associated witnot earning a day and sleeps away, so the woman is al
sufficient income to sustain the family. and has to work hard, when the women wc
too hard and they are pregnant it is a risk
0KS o0logoQ

WY¢ KS Kedrind Wayk Bo the old lady trie
to earn the money to have enough to lo
after them.

(All photographs with identifying feature:
have been blurred for confidentiality reason

Other Issues

Only a few participants highlighted clinical concerns, s due to the RAs explaining that patients
were not to be photographed as the research was investigatingdhiaital issues. However, some

still felt it was necessary to highlight some issues. The main one was that they had asked a
community member who ppeared ill to attend the health centre but they would or could not due

to financial and family restrictions. Two community members had a cough and there were fears of
TB.

Lack of care for children and the elderly was photographed several times. Ther@ nigksthat

children were not cared for when their parents had to work, either selling items or work in the fields.
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The children were not monitored during these times and if they were it was by other siblings or

grandparents with varying capacity to be@od caregiver.
Study 1 and Study 2: Summary of public health issues in rural Kratie

A summary of the main public health issues and associated causes identified through the photovoice

exercises in both Study 1 and&e provided inTable8.

Table8 Summary of public health issues identified through photovoice

Public Health Issue Cause
Malaria and Dengue 1 Increased rsquito larv@ and mosquitogrom;
I Unkempt grassy areas,
i Packaging waste and general rubbish left in
community, poor disposal infrastructure
1 Stagnant water from flooding under kitchens a
near homes
1 Inadequate or lack of clothing and shoes
Risks oflrowning in stagnant water areas
Children playing in unsafe areas
Snake bites
Poverty trough unemployment, disability arafje
Lack of access to nutritional food
Lack of access to clean wateot boiling or treating water
Broken or unclean water wells, contaminated wail
sources from dirty clothes or rubbish nearby
Poor sanitation practices when eating and preparing foc
9 Inadequate housing allowing dust and dirt to blow into t
house and oneoom for sleeping, eating and socialising
I Open defecation because of no toilet or no water to fl
toilets
I Flooding bringing human/animal faeces into water sup
and living areas
I Human faeces and animal faeces sometimes stored

Accidental incidents

Malnutrition

Risks of faecabral diseases
and infections

= =4 4 -8 - -8 -9

=

manure
9 Inadequate ordck of clothing and shoes, particularly wi
children
Social determinants of poot 1 Care givers working full time and unable to care
health children/parents

1 Neglect lack of social servicesd poverty
Insufficient income
9 Poor housing

=
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Community Assets

Six areas of community assets were identified as can be sdegurel6.

6.Improved
infrastructure

5.Community
support and
cooperation

1. Education
opportunities

Community

Assets

2. Improved
4. Community Health
Talents knowledge
and behaviour

3.
Organisational
help

Figurel6 Summay of community &sets identified by VHSGs

1. Eduation opportunities for children and students to further their education included a
Muslim organisation that sends children to Malaysia to study. Anoi8Gxplained how
the children had access to a shared computer and were able to attend schoolsgoahbga
to further their knowledge.

2. Improved @mmunity infrastructure included new roads, toilets, wells, clean water tanks
and health centres.

3. Organisational helpconsisted of groups such as rice banks, animal feeding and sharing
schemes and affordable toilets schemes where the community were given materials to build
and sell toilets at vastly reduced rates.

4. Community support and cooperatiotheme demonstrated theO2 Y'Y dzy A & Q& | 6 A
support each other in times of need. An example was given of how the community would
help when there was an accident taithg the injured person to the healtheantre.

Community leaders were mentioned as advocates for change. Btante, a road was
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constructedbecause othe community leader approaching a Viethamese organisation for
adzZLILR2 NI YR alAy3 FT2N GKS O2YYdzyrideqQa 022
was given of a small group of community members who saved mangsther that could
be drawn on if a member needed financial help.

5. Community talentsvas a small theme and only two talents were mentioned, that of a wood
carver and that of farming.

6. Improved health knowledge and behaviouvas one of the main themes andcinded;
improved hygiene and sanitation, use of toilets, increased care of child health and increased
health seeking behaviour. The role of VHSGs in improving health knowledge and practice of

citizens and Village Chiefs was also discuasaghasset
Categorisation and prioritization of public health issues

Each group member was asked to choose a photograph that represented what was the most
important public health issue to them in their village. The photographs chosen belonged to the

categories of urlean water, lack of hygiene, unclean environment and nutrition.

Participants were also asked to identify a photograph that represented what public health issue
would be possible to improve. The photographs chobetonged to the categories of unclean
environment, wnclean water,and tygiene. The main reasons given for choosing the photographs
included the ability to educate communities and children on hygiene issues, how to avoid mosquito
bites, dress appropriately and how to clean water. The two categohiesen by the groups to focus

on in the action plan weranclean water and lack of hygiene.
Action Plans

The two action planandwritten summary of the debrief sessionssorganised into thematic areas
using NVIVO software. Included in the analysisevsetutions that had been discussed throughout
the various stages of the workshop, this ensured that the full capacity of the VHSGs to identify

realistic solutionsvascaptured.
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Photograph2 Action plan for Group 1

Action pan for Group 1

Activity (solution)

Resource/equipment

Responsible/involved

Spread out info to community
about using clean water

Posters, big and small,
shack, incentive like soap fq
washing hands

VHSG, HC, Authority, other
organisation

Educate the people to boil water

Kettle or pot, money

Villagers do it themselves

Ask organisation for water filter

Filter

Namedorganisation

Authority and VHSG lead the
people to make the fence around
the water source

People in power and fencin
material

Authority, VHSG and villager

Authority and VHSG will make a
meeting with villagers to make a
proposal to get a well for clean
water

Document with thumb
stamp of the people

VHSG, authority and villager
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Action plan for Group 2

manage the plan and the
activities in the plan and to
do an evaluation to share
what they learnt from doing
the activities

stakeholders,
water to drink,
pen and book

Activity (solution) Resource/equip| Date Responsible/involved
ment

Provide health promotion inf Trainers or| Jan or Feb as | Village Chief

village about hygieng facilitator, not harvest Organisation

(drinking clean  water| materials, season VHSG

cleaning food, how to mak( posters HC staff

water safe) They can use the tool from hom
or ask villager to provide jug
once.
Poster from HC or organisatid
and one VHSG has a pos
already

Provide education house h Trainer and| Same as abovg VHSG, Village Chief and alfté

house poster centre staff and villager with hig
education who joins in lots g
activity in village can respond {
be a trainer. HC give poster
organisation that works with
hygiene or PHD or VHSG may h
too

Stakeholder meeting to Venue, Every three VHSG, HC staff, Village Chief af

months

anyone involved in the activities
model mother

Increase participants in

Provide advice

VHSG and Village Chief and

pond or well

building well or
pond, a ludget

health promotion sessions | to family Deputy Chief to tell the
members participantsto come, the
villagers are busy
Request water resource, Material for Whenever the | Rural @velopment Bepartment

commune
meeting is

and request a budget from an
organisation and ask for a small
amount from rice bank and Chiel
of Commune can plan it with
Provincial Bpartment and
organisation
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Theme 1 Healtieducation and Promotion

This theme was the most featured. The VHSGs planned activities to provide health education to
individuals and families. The VHSGs recognised that health education was part of their role but also
that the wider community had a respeibility to educate and promote health in their own
environments. School teachers, health centre staff, organisations, Village Chiefs and mothers within
the community were mentioned as possible educators. Community members with higher levels of
education verealso mentioned. Health education topics included personal hygiene, washing hands,
boiling water, using water filters, using mosquito larvae Kkiller, cleaning water containers, correct
rubbish storage and using toilets. Children were cited specifically group that should receive
education, particularly on wearing clothes and shoes, avoiding areas with high mosquito
concentrations, disposing of rubbish in bins and washing hands with soap. Education formats
included house to house education on a onedtoe basis analassroom education. One VHSG

stressed the importance of doing this in coordination with the local authority.
Subtheme: Tools and communication materials

In order to educate effectively a number of items were required, this included comtioric
materials such as leaflets, posters, demonstration equipment and small incentives such as soap.
VHSGs also felt that they needed training guides to help them become better educators. The
participants identified possible sources such as borrowing mqgent from villager haseholds,
gaining posters from healtleatres and Local Authority and one CHW inforrasdhatshe already

had posters which could be used.
Theme 2 Media and community health promotion

This theme identified wider communication methods such as using media like TV or radio to send
messages to the community. Community group health education and promotion sessions featured
as a method for communicating to a wider audience. This method waadyl used by VHSGs,
however gaining enough participants in the sessions was a challenge. To solve this, it was suggested
that Village Chiefshould promotethe sessions to increase attendance. The topics suggested for
this were personal hygiene, drinkirand eating hygiene standards and risks from poor waste

disposal.
Theme 3 Communityaordination

The participants reflected how community coordination could lead to change if organised. For

example, in order to maintain a water well, it was suggestedai@bupbeidentifiedasresponsible
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for ensuring the water source is protected and maintained. Similarly, it was thought that the VHSGs
together could lead a group to build a fence around a water source to prevent animals and humans

contaminating the souwre.

The participants felt that if the Village Chiefs, health centres and organisations worked with them
they could help villagers understand the risks to their own health through poor public health
practices. It was thought that if the villagers undersdabese risks they would be more likely to
attend education sessions. One participant shared that the community could be brought together
for a rubbish cleaning event where everyone was involved in cleaning up the village. It was
highlighted that the VHSG<£hiefs, villagers, monks from the local pagoda and teachers in the

schools should be involved to be role models for the children to follow.

Included in this theme were activities that reflected the ability of VHSGs to utilise advocacy
techniques. One dahe activities within the plan was to make a proposal for a well to be installed.
Once the proposal was developed they would seek a thumb print from local villagers in support of
the proposal which would then be taken to local authority. Group 2 suggesiatbthing similar

but added that the proposal should be taken to the commune meeting held monthly and supported
by the Rural Development Department. In addition, a budget could be obtained from an

organisation or the local rice bank to further support th®ject.
Theme 4 External Support

Throughout the workshop, it was evident that the VHSGs were reliant on external support for
projects particularly anything that required a budget or resource which they could not access. For
instance, it was suggested thaater filters could beobtainedfrom a Muslim organisation and a

budget could be accessed via an organisation that represented that particular public health issue.

One participant spoke of the importance of the rubbish collection service doing theiojoéctly.
The CHW thought that education was needed for the service provider as they did not ensure the
rubbish was tipped into the hole which had been dug for this service, also that they did not burn the

rubbish correctly.
Theme 5 Technical solutions
This theme encompassed the more technical, practical application of activities. These included:

1 Clean water through boiling, leaving it in the sun or use a water filter
1 Ensure everyone has a clean water container
1 Encourage the purchasing of toilets thrdulgpcal schemes
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Bury human faeces if no toilet

Wash hands with ash if there is no soap available
Use mosquito larvae killer in stored water

Burn rubbish in the can before it overflows

1 Have punishments for children who litter

= =4 -4 A

Facilitator reflections

Thefacilitator from group 1 struggled getting her group to design an action plan. She reflected that

there was a focus on finding money to implement any solutions and stated,;

We¢KAE aSadaA2y A& Y2NB RATFTFAOdMA G idnfamdy GKS 2
people always find a solution that focus on the budget cause some solution can be done

without money but the people always depend on another like organisation and

A2 PSNYYSYyiQod ¢KSe R2 y20 0KAYy]l ¢KFd GKSe& OF

There was one VHSG who joined titeup in place of his colleaguéierefore he had not taken
part in the photovoice section and so was not aware of the entire project. However, he dominated
the group with concerns that every activity must be directed through the government. The RA

explaned;

W¢KS RA&OdzaaA2Y Ay ( theése wAdNiBRedzhdicigantdhadayd F A O dzf
said that when other people want to give idea, he said first you have to talk to authority

because in Cambodia village before starting anything you have tatesk authority,

SPSy GF1Ay3a LK20G2a GKS& akKz2dzZ R Fail || dziK2NRi
G2 &l F2NIKSELI FNRY +y 2NBIYA&LGA2Yy odzi KS

She added that without the help of an organisation the VHSGs can only help edudajeraad out
the information kecause all the solutions are the same. They do not have the ability to access

material or equipment or to create a clean water source.

The facilitator from group 2 reported that participants were engaged in the researcplaydd to
their talents. Some were more involved in writing ideas down and others chose to just verbally

contribute.
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4.2 Study 2Participatory Action Research

The participatory action researatas implemented in 2016 and consisted of eight workshops, two
meetings with PHD staff and a twiay training session, each workshop used different techniques
and methods as detailed belowigurel?). In the past, most work byHSGs had been directed by
local government and NGOs where fmenceived outcomes such as a focus on child vaccinations or
use of mosquito nets, were the basis of their work. They had limited space and opportunity to try
and implement changes independentbf structured organisations with specific instructions. |
anticipated that through the creation of this space, VHSGs could be creative, explorative researchers

who are leaders of their own eproduced plans without the restrictits imposed by external

=8
-
He mem

Figurel7 Summary of Study 2 activities

agents.

The workshop sessions and reflexivity are presented in a narrative format to create order and ensure
a day by day understanding was achieved by bringing together all evidence. Theegith
workshop methodology is immediately followed by findings and reflecti@Gmeenwood and Levin
(1998)state that narrative structures of local knowledge exchange act as a mechanism to construct,

learn, convey and apply action research.

4.2.1 Participants
Study 2 took place between January and March 2016. Before arriviragribdlia, the Director of

the Technical Unit at KratifHDwas informed of the researchy a RA from Study 1 and was
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consulted throughout the project. The Technical Director selected Thmey Commune for the
research location for three main reasons; 1. it wasl, 2. the VHSGs were not functioning as well

as in other Communes and 3. they had less input from NGOs and so would benefit from being
involved in the PAR project. The Kratie OD Diretterlth Centre Chief from Thmey healtmtre

and Thmey Commun€hief were contacted and informed of the researgé.our request,the

Health Centre Chief selected eight VHSGs from four different villages for the research. These were

contacted by phone and the first workshop was arranged at the health centre.

Eight Vi DA& ¢ SNB NBONHA (SR 6K2 6SNB GKS WAYAARSQ N

part in the research in Study 1. This was not known until the initial meeting. Most VHSGs worked in
the agricultural sector and had minimal education, most only tonpriy school level. The VHSGs
differed in experience, gender, age and social position and because of this there were internal power
differentials. Two VHSGs held positions of power due to their elevated hierarchical status as elders,
Deputy Village Chiefand their vast experience as health volunteers. Duringlwekshops,the

other CHWs would look to them for answers to our questions before replying themselves. The RAs
also looked to them for support when they needed to motivate or explain parts of th&skop

that were more challenging. Despite the power differentials the older CHWs were not dismissive of
younger, less experienced CHWSs; indeed, they provided at times much needed leadership skills.
Table9 shows the characteristics of the research participants. Pseudonyms are used for anonymity

purposes.

4

TableOwS & S NOK LI NGAOALI yiaQ OKIFNIOGSNRaGAOaA

Participant Gender Age Experience as a Other roles Distance
volunteer health from health
worker centre
Norn Female 53 20 years Deputy Village Chief 6.5km
Lena Female 58 6 years Farmer 2kms
Sophat Female 53 20 years Farmer 5km
Tha Female 24 6 months Farmer 5km
Sambo Male 65 20 years Deputy Village Chief 2km
Nita Male 59 15 years Farmer 5km
Phaly Female 24 3 years Farmer 5km
Tey Female 25 6 months Farmer 2km
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4.2.2 PAR workshops

Workshop 1 (Jan 26th, 201@)Introductions, consent and camera allocation

The first workshopvith VHSGs tooglace at Thmey healtteatre. The RAs explained the principles

of shared knowledge in a PAR project, photovoice and the research commitments and
remuneration. After some brief introductions, it was established that Norn, one of the more
experienced VHSGlsad been part of the research in 2014. She explained that after the research
ended last time she decided to follow some of the action plan through andesuit the pagoda

and school were kept cleaner and the overgrown bushes wéatlied as breeding gunds for
mosquitos were chopped down ltge/ | YO 2 RA Y wWSR / NRaa 2y b2NyQa
experience working as a health volunteer and was a Deputy Village Chief, she was clearly respected
by the other VHSGs. She shared her experiences o lpeirt of Study 1 with the group, giving

examples of the photos she had taken.

The prepared participant information sheets and consent forms were provided and read out by
Sophal. VHSGs asked questions and all agreed to take part, consent forms were Signed.
thought it was best to read out the consent form and to explain each section so they understood
what confidential and anonymous meant. Some VHSGs expressed the desire for their names not to
be included in the research write up. VHSGs age, germt&tion, experience as a health worker

and regular employment was reated.

The VHSGs were asked to take picturesnyttding in the community that magause poor health

or health problems or prevent a person from being healthy. The VHSGs were inforntetea
must seek permission from the person (or parent/guardian in the case of a child) before taking their
photograph. The RAs then handed out one camera between tw8G#&Hand assisted them to
practiee taking photographs. The VHSGs were given three dayskie photographs in their
respective villages. The VHSGs chose thewertshop location which was a mipagoda not far

from the health entre.
Workshop 2 (Jan 29 2016) Camera and photograph collection with verbal descriptions

All three cameras we collected in by the RAs and uploaded onto two computers. A total of 94
photographs were returned from all eight participants. The VHSGs described what was taking place
in the photographs which Sophal and Sothara recorded in Khmer and later translaidehiglish
for my understanding. During the descriptions, the RAs asked questions to further understand the
context depicted in the photographs. After the descriptions, each VHSG was asked to choose five
photographs which they felt showed important puldtiealth issues. While Sothara finished with the
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last few photograph descriptions, Sophal had informal conversations with the VHSGs to get some
background information on their regular activities. These were noted down in Khmer by Sophal and

later translatedto English, some of the findings from those conversations are included below.
VHSG tasks and responsibilities

The roles and responsibilities matched those form Study 1 and so will not be repeated here. VHSGs
stated that their work came from NGOs, the MdPHD/ODand the health entre. They were
required to learn technical information, then teach or inform the villagers and in some cases, follow
up with a report. At the time of research, they were working mostly on reproductive, maternal and
newborn health éllowing a fourday training session provided by an international NGO. Other

responsibilities reported by VHSGs from this study can be foumdbtel0.

Tablel0Roles and responsibilities reported by VHSGs from Study 2

from

FT2N

During the research process the VHSGs had been asked by health centres to find any children under
the age of five years so they could measure their height and weight and provide vitamin sachets.
The VHSGs were not part of the measuring process but staygaserve. They were not trained or
recruited to provide advice on the vitamin sachets or to support families using them or improving

nutritional eating habits.
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Reflexivity following Wérkshop 2

There was evidence during the photo collection process soate of the VHSGs viewed us as an
external organisation that brought funds to improve health. NGOs, for many years, have provided
services, goods, training and infrastructure to improve health. Being an outside white researcher
from a highincome country reated this anticipation. During the initial training sessions with the

RAs | had to ensure they understood that | did hot come with a large budget for the VHSGs to access,
NF §KSNJ 6S 46SNB LINPGARAY3A | 0O2YYdzyA O dacd& & LJ C
/P YO2RAIYaQ gAGK2dzi GKS AyLldzi YR AyadNuzOdazy
informally as a simplified way of communicating the need to investigate possibilities without specific
input from NGOs, stuck for the remainder of thesearch. | had explained that as Cambodia
increased its income and began to develop from ailo@ome country to a middkncome country

that many NGOs would leave to support countries in more need. They understood this and showed
areal interestinth RS 2F W/ I YO2RAlIya KStLAYy3I /FY0o2RAL
explained this to the VHSGs. However, it took time for the VHSGs to accept that | really did not come
with funds. This was evident in the photographs taken by one VHSG that depimte families,

women and elders standing in front of inadequate housing. She said the people in the photographs
GSNBE FalAy3a YS FT2NI KSfLI G2 LINRPGARS Y2ySeéesx F2;

reflection she stated;

X6 KSY GKS zd dicire &fttHerS [pabiKvillagers], they think that our
[research]team [can] help them by either money or [give] other thing to them, because
GKSe IfglreaxNBljdzSald wdzae G2 KStLI GKSY o0dz Y
or [give] the money for them
| felt my positionality had influenced the photos being taken and the VHSG wanted to help these
families by showing their need to me through the photographs. | asked the RAs to once again explain
that the project was research based and that funds were an@ilable, but that during the next
session we could discuss what other ways were available to help the poor families. Managing
expectations was difficult and challenged my ethical position regularly, was | promising to deliver
Wo SG G SNI KS beingithet®? Anathet dkainpléokthis occurred when the smpagoda filled
with villagers, as the VHSG asked them to leave she had to explain that | would not be providing

gifts, Sophal explains;
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X aKS wiKS +1 {D86 aiG22R dzLJ IthatRhisBIndd@ving OGS NE 2 y S
GKS 3IATFTET GKAA A& 2dzad GKS 62N} FyR AdQaz A

not for them so then they leave.

The association between beiag outsider and bringing gifts or aid was so engrained and | had to

be aware of this throughout the research process.
Reflexivity of the RAs role

The location and space used for workshops had to be thought through, preferably (I thought) a
politically neutral space was required. However, in the interest of deconstructing poal@nces,

we asked the VHSGs where they would like to conduct the workshopsiendhose a migpagoda
(wooden structure on stilts without furniture, electricity or water) which was also open to the public.
Workshop 2 took place there. The photographkea by the VHSGs of public health issues were
sensitive in nature. Within minutes of the workshop at least 20 vileded entered the mni-
pagoda and immediately collected around the laptops showing the pictures. The ethical implications
were clear and $hared my concerns with the RAs and requested that they politely ask the villagers
to leave. However, | had not understood the cultural implications of who should remove the villagers
within the context of the hierarchical society of Cambodia. Even thdugtew from reading and
20aSNDAY3I (GKFdG /1 Y0O2RAlI KSfR adNRy3a G2 KASNI
translated into reality at the community level. The RAs told me they could not ask the villagers to
leave, it would be disrespectful atlkdey were uncomfortable with me asking them to take control.
However, they solved the problem in a culturally appropriate manner by seeking the help of Norn.
She then instructed the VHSG who was active in that village to tell the villagers to leavedba,Pag

it was her village antherefore her responsibility. | learned two things, one that there was a leader
amongst the VHSGs who would continue to lead the group throughout the research and two that |
had to relinquish control and trust the RAs to hansileiations. From this point | understood that

the RAs would facilitate and navigate such cultural differences aftbaerty and Starcova (2012)

state, would be the conduit for all interactions no matter how trivial.

Workshop 3 (February ®1 2016) ¢ Asset mapping, photograph analysis, public health issue

selection and identification of root causes

| produced a workshop guide English and trained the RAs on the methods used. They spent time
discussing the guide together and translating it to Khmer for ease of delivery and cultural

appropriateness. The session was broken up into sections which angbgdesbelow.
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Ground Rules
At the beginning of the workshop the VHSGs and RAs together, established some ground rules;

Come on time

Phone on silent

No talking outside the workshop (this referred to confidentiality)
Be focused

Not talk about the photo tather people

No interruptions (when someone is speaking)

= =4 4 A4 A - -

Everyone has the right to speak
Community Asset Mapping
The RAs facilitated the sessibased on the following dialogue:

W2 S NBE F2Ay3 G2 RNI G | YILI 2F & 2adayy SAE € | IS
about your villages, these are called community assets. These should not be just related

to health but just anythng that is good. For example, pagoda actiaols. We want to

understand what makes your community a good place to live, what is spboiat the

people in your village, what makes your community strong and makes your villages

work together. In order to address problems, we must first identify our strengths. We

must appreciate what we have before we focus on what we need. So, from amw st

thinking about the positive things about your village, your workplace, your pagoda, and

@2dzNJ a0K22fa FyR Llzi GKSY 2y GKS YI LIOQ

Following this the VHSGs began to draw the map initially without prarRpistograpi3 shows the

finalised version of the map.
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Photograph3 Map of Community assets

The RAs felt that at first the VHSGs did not understand what community assets wese drey

gave the example of a rice bank. The VHSGs immediately marked all the rice banks on the map but
struggled to identify community assets without additional prompting. For example, VHSGs identified
toilets and water wells as assets (which they addethe map) but not schools. A discussion took
place with the RAs to further clarify what a community asset was and then they began to write down

several organisations which are listed along with their functiohablel1.
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Tablel1l Organisations named as community assets
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VHSGs were asked to name other community assets not associated with TN&b@sl2 shows

these;
Table12 Community assets named by VHSGs

NE F2NJ
al and

sold

>
D

The RAs and | reminded the VHSGs of these community assets when designing the action plan and
asked that theythink about how these could help them improve health. They discussed the
Commune Fund but dismissed it as something that was used for roads or schools and they spoke
about the youth group but felt that they were geographically too far away to make a difter

Further discussions did not result in actions to incorporate the assets.

=
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Categorisation and health issue selection

Following the asset mapping exercise participants were given the selected printed photographs and
allowed time to discuss the plagraphs and what they depicted. They were then asked to place
them into piles of similar health issues and to label each pile as a health category. Then, as a team,
they selected one or two health categories, to try and improve through the design and
implementation of an action plafPhotograph4 and Photograph5). This process was similar to
Study 1 except the participants were aware that the action plan would be implemented following

production.

.

Photograph4 Public health category list

Photograph5 Two VHSGs organising photos into public health categories
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The categories from both groups are listed below with example photographs and descriptions.

{2LKIf Q&

ANRdzL) ARSY (i AMguelB AAE OF 6S32NASa

1. Diseases from poor health
practices and environment
(Malaria, Dengue, Diarrhoea,

intesitinal)

2. Malnutrition (from poverty)

3. Lack of water or unclean water
(dirty water under a house,
unclean wells, no water in toilet)

4. Poor Hygiene (garbage left on
the ground, not washing hands
and food prepared near dusty

5. Children playing in dangerous
places

6. Animal Faeces not stored
correctly

ground

Figurel8 Public health categories identified by Sophal's gro9ifall photographs with identifying
features have been blurred for confidentiality reaspns

N

TheOl G SI2NASE FNRY {2LKIFfQa 3INRdz2LI OFYS $AGK (K

1. DiseasesCaused by mosquitos breeding in stagnant water under kitchens and near homes,
in discarded rubbish and in areas of darkness such as where rice is stored. Diarrhoea and
intestind diseases are caused by poor hygiene practices.

2. Malnutrition. A result of poverty and not enough food.

3. Lack of water and unclean wateA result of unclean or broken wells. Some wells have dirty
clothes or rubbish around them creating a hygiene risk.

4. Poor hygiene Rubbish discarded near the pagodas. Inadequate housing which allows dust,
dirt and rain to blow in the house. Preparing food near the dusty, dirty ground. A deceased

person buried in the ground near the house. Rubbish on school grounds.
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5. Children play in dangerous placesThey jump over concrete posts and around wood which
is heavy and could hurt them.

6. Animal faecesThis is collected and stored near the house to sell as manure.

{20KF N} Qad 3INRdzL) ARSY (A Figue®. F2dzNJ OF 6 S3a2NRSaA |

1. Living and eating is not clean

(not washing hands, unclean 2.Unclean environment (around
clothes, food prepared on the the house)
ground)

3. Toilets not clean as not
enough water

4. Wells not clean or dry/broken

Figurel9 Public health categories identified by Sothara's gro(gdl photographs with identifying
features have been blurred faonfidentiality reasons)

¢KS OFiGdS3I2NRSa FTNRY {20GKFNIQ&a 3INRdzLI OF'YS 46A0K

1. Livingandeatingisnotcleam 2 4 ¢l KAy 3 KIyRa gA0GK az2l LJd :
a lid. One lady sold food to customers which is not prepared hygitiyi Families use well

water without filters or boiling. Cooking takes place outside the house where dirt and dust
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contaminates it, food is prepared on the ground such as noodle pressing. Not enough
clothes and shoes so families and children are always d

2. Environmentnotclea® A YLJ Olila 2y GKS @Affl ISNRA KSI f(
malaria, dengue and throat infections. Uncut grass and trees provide mosquito breeding
grounds. Houses have rubbish and animal faeces around them.

3. Toilet notcleanbecause there is nhot enough water so the villagers practice open defecation
resulting in insects transferring diseases from the faeces to their food.

4. Wells are not clean or dry/brokeicausing bacteria and mud with bad smells. Animals sleep

near the wells mixing faeces and water. Wells broken or run out of water in the dry season.

Interestinglyy SA G KSNJ ANRB dzLJ ONBIF GSR | WLIR22NJ 2NJ LI2 SN &
the photographs were being described. The two groups then came togethliederided the two
KSIHfGK AadaadsSa (KSe g2ddZ R tA1S (2 F20dza 2y F2)
AyOf dzZRAy3 Of StytAySaas TFTdzyOtiAz2y FyR &l SN aK2
GAGKAY @AtflFaASNDRE K2YSao

w220 Ol dzAiSANJ 2INPWd SYZAQ YR Wdzy Ot SI'y SYy@ANRYyYSyYy

The two groups together discussed the root causes of the two health problems, these are presented

below inFigure20 and Figure21.
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Not enough water: Root_<
causes

r

Unclean water and_<
wells: Root causes

N~

ain the village there are many wells but they dry up in the dry season
oMany wells are broken

oI'he wells are not dug deep enough so they dry up and have no wat
this is because they dig them by hand but if they used a machine to
there would be enough water.

ohe wells are sometimes given by NGOs but they break and the vill
R2y Qi KIFI @S (KS G22ta (2 FAE (K

uif the NGOs came and worked together with villagers to build the we
then this would work better as the villagers do not need a lot of help
some at the beginning then the villagers can take over.

«Mud around the water wells

oFarm animals sleep around the wells which brings mosquitos and fli
causing malaria and carrying bacteria

wlhe villagers drink unboiled, unfiltered water
wlhere are no water filters

¥ GSNJ O2y Gl AYySNER KI @S
malaria and dengue

Figure20 Root causes of water problems

Unclean environment: _<
Root causes

w/egetation around the house provides breeding grounds for mosquit
and when the children play around the vegetation they get bitten and
malaria and dengue

wrhe broken wheels from cars and trucks are left near the house and
provide breeding grounds for malaria

where is mud and dirty water around the house
wrhere is rubbish and animal faeces around the house

uiNot enough holes in the ground to store the cow faeces which is solg
manure

uSome villagers dont come to the health promotion sessions about
hygiene because they are busy at work or they are on other business

Figure21 Root causes of unclean environment
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Reflexivity from workshop 3

When listening tothe audio recording fromm each group, Sophal translated discussion which
occurred between the VHSGs while Sophal was away from the table on a phone call. The discussion
highlighted that one VHSG was suggesting that they choose a category that was &asiest
implement in order to make their job easier. | wrote in my diary;
Ly {2LKIfQa | 0aSyOS (KSe& RAaOdzaaSR OK22aAy13
would not have to do as much work. We were both surprised by this and felt that the

PAR ethos was peaps not working as well as we had hoped.

However, as we continued to listen to the conversation, other VHSGs spoke about choosing a
OFGS3I2NER o0lF&aSR 2y AlGa AYLRNIFyOS G2 GKS 0O2YYdzy
highlighted is that pehaps the VHSGs held back in our presence. We speculated on the reasons for
this. The project was still in its infancy and so perhaps the VHSGs did not feel comfortable enough

to be completely honest. They knew each other very well but we were outsidesy.ray also not

have wanted to offend us. This lead onto Sophal reflexively assessing his observations of the VHSGs

behavior and his own positionality, | wrote about our conversation in my diary;

Sophal said he also felt that they [VHSGs] watched anekavéir his response before
making decisions and he felt perhaps his response was not always correct. He felt the
VHSGs were not responding to their true feeling but rather saying what they thought
was the right answer. Sophal feels that he can say sonwgthihas a facial expression

and it can change the course of the whole conversation or decisions made by the VHSG.
They are relying on him to choose the right thing. Sophal gave me an example, during
the mapping session the RAs knew nothing about thegeland so the VHSGs fully

took over, however once the RAs show they have any opinion at all the VHSGSs react to
this. Sophal and | discussed this and feel we need to give more space to VHSGs without

so much facilitation in order to get a realistic outcome.

Sophal could identify that his insider and outsider transient position in the research meant that he

was impacting the research process and was worried that this would bias the research in some way.

| was unsure what was the best advice in this situaind struggled with the PAR ideology versus
research outcomes. We were a research team together so could have some influence but if we were
OKFy3aAay3a GKS NBaSINOK 2dzid2ySa oFaSR 2y FI OAl
the findings or miglading VHSGs to answer in our favour? We discussed this together and decided

the following;

117



After our feedback session in the evening we decided to change the structure of the next
session to allow more freedom and independent activity for the VHSGs cilledirot

to facilitate the action plan but to ask if they would be happy to make an action plan
and then leave them to do this while we waited outside in the tuk tuk. We thought this

might allow for a more honest planning session and free flowing discuggeiy diary)

Workshop 4 (February'8 2016)¢ Assessing possible solutions to root causes and producing an

action plan

This session continued from Workshop 3. The RAs presented the flip charts from the previous
session displaying the root causes of th® health issues they chose. The VHSGs then discussed
possible solutions to the root causes which are presented below. A basic action plan was then

constructed with actions to be completed by the following week.
t NELI2ASR a2f dziA2ya Wday OPSH iyS NG yLANENRTySNSay i O v R

During the solution finding process, the RAs asked VHSGs what also could be done without NGO
adzZLIL2 NI G2 AYLINROGS KSFHEGK Ay (GKS @Aftflr3Sao ¢f

repeated. The following solutions were suggested

Not enough water and unclean water and . .
i nclean environment: Solution
wells: Solutions Unclean environment: Solutions

oEducate the villagers to remove the mud wPPeople need to join together to clean the
from the basket wells (mud builds up and environment
blocks water flow)

«Cut the trees or forest around the houses
wOrganise a collection of money from the

e i i vl o i e o el wCover mud around houses with dry soil (mud

provides mosquito breeding grounds)

uEducate the villagers to use dry soil to cover
the wet mud by the wells (mud provides
mosquito breeding grounds and attracts
animals to lay in it)

uBurn car wheels or place them in a garbage
hole (discarded wheels provide mosquito
breeding grounds)

wMake sure each family in the village digs a
hole in the ground to put the cow faeces (the
acceptable way to store this manure)

wContinue to educate the people to drink
boiled water or safe water

Challenges and limitations to solutions

From this a discussion about improving these health issues took place and the following themes

arose.
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Activities already taking place and out of scope for VHSGs

There were already several activities taking placelanned, by agencies or the government, to fix
wells or to build more. For example, some VHSGs had already made a request to the Commune
Council, along with the estimated costs, which was put forward by the Commune Chief to the
Ministry of Rural Devefament. If the request was accepted it would be built into the plan for the
following year. Once a proposal was submitted in this way the VHSGs could only wait to see if it had

been accepted and would go forward.
NGO dependency

There were discussions altaaternational organisations coming to supply items or support and a
clear dependency on NGOs was evident. For instance, they said Red Cross would come and clean
the environment, Save the Children would fix maternal and child health issues, Oxfam wao@d co

and provide wells and another NGO had said they were going to build an additional ten wells. One

VHSG suggested we wait for these organisations to solve the esde®t try to fix them ourselves
Lack of respect from villagers

The discussion about solutions started off with a focus on education for villagers on healthier
practices. The VHSGs discussed that health education was not enough and often did not result in
changing behaviour amongst villagers. VHSGs reported that theyné influence or power over
villagers who challenged them as to who they were to tell them what to do. This was a particular
problem for younger, newer VHSGs who repeatedly said it was easier for the elder VHSGs who had
the duplicate role of being a DepuVillage Chief as the villagers would listen to them. In addition,

Tey (a younger less experienced VHSG) had not been elected into her role by the community as was
the identified procedure in the Community Participation Policy for Health. Instead thdopise

VHSG was no longer able to do the role and Tey was told to take on the role by the Village Chief.

VHSGs felt that the villagers would only attend group health education sessions if there was a
promise of a gift or some money, otherwise theyhadli§ Ay OSy A @S G2 O2YSo ¢
Y2 LI NIGAOALI GA2YyQ gl a Fftaz2z NBLSIGSR yR 221SHF
behaviour change with poorer villagers was particularly difficult as they had little time to listen to
health informaton and to follow healthy practices as they spent all their time searching for income
possibilities and working when possible. The education level of community members was often low
which further challenged their ability to understand complex health infation. For example, some
community members were not familiar with linking poor health practices to ill health such as

washing hands before eating or after toilet use.
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Engaging Village Chiefs

The VHSGs stated that their respective Village Chiefs or degdutia their villages (who were not
VHSGSs) did not follow good health practices themselves even though the VHSGs had spoken to them
about it. As they were leaders this impacted how the community responded to VHSG health
education and advice. Some VHSGsawet comfortable asking their Village Chiefs for support and
even fearful as they had experienced negative attitudes such as being told they were too young and
not to be disrespectful by challenging elders. We discussed engaging Village Chiefs inatah rese

by inviting them to a workshop where we could present the research findings to date. Some of the
VHSGs stated the Village Chiefs would never come without payment. They told us that we were seen
as an organisation and organisations paid for the tim¥idhge Chiefs. They also highlighted that

they as research participants were given a small amount to participate and the Village Chiefs would
therefore also expect money. The RAs and | explained that Village Chiefs were already paid by the
government fortheir role andtherefore did not need additional remuneration, unlike the VHSGs as
unpaid volunteers. We also highlighted that Village Chiefs had an interest in improving the
development of their villages and that this could be part of that role. It wggested that they ask

them and if they said no, then nothing would be lost. The VHSGs seemed dismissive of the idea.
Other barriers

Other barriers to improving community health were a lack of resources, equipment or tools to fix or
build wells, a lack ofkills or knowledge to fix pump wells, a lack of motivation from villagers to
clean, maintain and fix wells and finally other demands on the VHGSs time such as work and family
commitments as well as attending training and undertaking activities from \tB® MoH and

health @ntre.
First actionplan

This task proved more difficult compared to study 1. The VHSGs had spent a long time discussing
barriers which may have resulted in a more negative mindset. The RAs and | reminded them of the
community assetshiey had identified in the previous session and asked that they think about how
these could help them improve health. A basic action plan was constructed with actions to be
completed by the following week. However as can be seen below, the timelines weteasd the

steps were not broken down into smaller actions such as how were the villagers to be recruited to
KSt L) Of Sy 6KSy GKS w2Sff [/ 2YYAGGSSQ YSG | yR

However, as this was the end of the session wead#tto see what would happen in the following
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week and reflect on the implementation process and the action plan itself at the next seEaia.

13 shows the action plan developed by VHSGs with minimal input from the RAs.

Table13Action plan 1

Activity Participants Resources Date Responsibility
Clean the village The villagers and Knife, digger, 06.02.16 VHSG and Village
Village Chief axe, basket, Chief

broom and

plastic bag
Inform Village Village Chief, As above except No date Village Chief and
Chief before villagers and plastic bag VHSG
doing anything VHSG
Educate people Villager, leader Remove mud 07.02.16 Village Chief and
toknowabout 2 F G KS Y from basket well VHSG

lack of waterin / 2 YYA G G S or the pump well

the commune

Reflexivity from Workshop 4

The RAs and | began to understand the challenges experienced by the VHSGs when trying to perform
their roles. The hierarchical nature of Cambodian culture hugely disadvantaged the younger less

experienced VHSGs and this manifested in disrespect fromerilag

The RAs and | had another discussion about how we were still perceived as an organisation by VHSGs
and that no matter how many times we tried to challenge this, the opinion remained. | reflected on
the fact that | provided the VHS@®&th a small amant of money ($10USD) for attending the
workshops. Although this was meant to cover travel, child care and possible loss of income, it also
re-enforced both the RAs and my position of power. This was a challenge as morally | felt it was right
to provide renuneration for their time, but it also presented barriers to breaking down power
structures. | was placed in the same category as a NGO worker, meaning that | came with funds and
an agenda that the RAs and patrticipants would do their best to help me Wiik. preconceived

view of my role caused confusion as to the purpose of the research. Initially the RAs and | spent time
trying to create an equal environment desirable for a PAR project, however as the research
progressed | realised that | visually, aldilnd financially represented an individual with more

power.
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Workshop 5 (Februar@th, 2016)¢ Village Chief attendance and action plan reflections

The RAs and | did little planning for this workshop as we wanted to give space to the VHSGs to
discuss themplementation of their action plan, however on arrival this changed for two reasons.
Firstly, the VHSGs had not conducted any activities from the action plan due to the Chinese New
Year and malaria training, secondly two Village Chiefs were in attendéfegvere told that three

had been invited but one had a previous commitment.
Village Chief attendance

Two VHSGs took it upon themselves to invite their Village Chiefs. We had not prepared for this so
the session changed. Thus, the RAs showed some keethdiscussed from the previous weak

the form of a tablg(Table14) and asked if the VHSGs thought the table was an accurate summary
(the summary was in Khmer). Tsammary also presented key discussion points for the Village
ChiefsThis also served as a way of bringing the Village Chiefs up to date with our discussions without

naming any VHSGs and so protecting their input.
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Tablel4 Themes identified from Workshop 4




The summary sparked some debate that it was not only poor families that did not attend or engage
in healthier practices but some wealthier families also had poor hygiene and clgaaitiges. This

was added to the summary on request.

One of the elder more experienc&HSGs who was also efbty Village Chief and had a lot of
experience felt that everything that could be done to improve the health of villagers was already
doneandth G AG o6t a y2¢ Ay GKS KFEyYyRa 2F GKS 3I20SNY
was the same VHSG that had tried to steer the group towards an easy option when picking the
categories. This was not discussed further and did not hinder the progrdssmeftearch but rather

was an indication of his reluatae to work independently fromayernment or organisations.
Second action plan with Village Chief input

The Village Chiefs together with the VHSGstrectured the action planThe Village Chiefs haoh

impact on the action plans due to their knowledge of planning. | was aware of their familiarity with
making action plans as during my previous fieldwork | had attended a session where Village Chiefs
were trained on assessing development needs and peduan action plan for presentation at the

/| 2YYdzyS YSSiGAy3aaod ¢KS +Affl3IS / KASTQa AylLdzi K.

and one Village Chief suggested breaking the plan down by villages. | wrote in my diary;

One Village Chief saiti$ not out of scope to fix wells and even said he had and would

again, sell a cow to fix or build a well. However, he was very domineering and strong

during the meeting. He cared about the village a lot and the VHSG in his village said he
supported all ativities and was very active. The RAs felt that he was very good and
adzLILR2NLIAGS a | Attt 3S / KASTFP X¢KS aSO2yR
VHSGs who had stressed her bad experiences when trying to educate in the community

and she had said héfillage Chief was not supportive so | was pleased to see him there.

It gave us a chance to engage the Village Chief in supporting her efforts. The RAs got

across to the Village Chiefs that NGOs would not be here forever and this project

allowed the VHSG drVillage Chiefs to think of ways for villagers to help themselves.

The Village Chiefs left the group after about an hour and the VHSGs continued to reflect on the new
action plans and the activities that had taken place during the wé8éie VHSGs recognised that
they had different needs in their respective villages and discussed what should be addressed. This
personalised the plans and made them more relevant and realistic. The specifics around the number
of villagers to be involved andhat they would be doing was also madlearer Norn who was well

respected in her village arttherefore more likely to be able to raise money from villagers, knew

124



that she would approach 62 families. She was confident that the majority would contributéibut

was evident that some families did not have the money she would not ask. Tey identified that only
40% of villagers used the particular well referred to in the plan and so would gather them together
to help clean it. Phaly and Nita thought theiragiers needed education around the importance of
cleaning and maintaining cleanliness around the well and so identified education as a plan. Finally,
Lena and Sambo felt the hygiene in the home was more of an issue for their village and would
educate 20 farties who they identified as problem households. Sadly, two VHSGs had been
involved in traffic accidents and were injured so could not attend this session. One of these had
been taken to Phnom Penh and hospitalised so could no longer take part in thealesBaadlines

for actions were within a week (except for Norn, who would fix the well after 2 weeks) and so we
arranged to revisit them a week latdPhotograph6 shows the action plan which was produced in
Khmer andlrablel5translated to English by the RAs.

Photograph6 Action plan 2
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Tablel5 Action plan 2

Activities VHSG People Resource/Equipment  Date Person
Involved Responsi
ble
Village: 1 broken well Norn 62 Raise the money from Start VHSG,
families  villagers to buy tools  raising Village
in the from the Ministry of money on Chief
village Rural Development 12" Feb
and fix it
on the
26" Feb
Village: Clean one Tey 40% of Shovel, rubbish basket 11" Feb, VHSG,
well (the west one) the and broom. Buy from one day to Village
there are 120 families village Ministry of Rural clean Chief,
and only two wells Development. Burn the
rubbish or keep in a big
hole.
Village: Educate Phaly villagers Shovel, rubbish basket 9" VHSG,
people to clean the  and and broom as above  educate  Village
well Nita 14" start  Chief
cleaning
Village Educate the Lena 20 Rubbish basket, plastic 13"Feb  VHSG,
people to understand and families  bag, broom, lighterto  to Village
the problems like Sambo burn educate  Chief

clean around the
house and in the
house like clean
kitchen

Shared knowledge and experience

After the action plans were complete the Village Chiefs left the group. Discussions that took place
after included advice from the more experienced VHSGs as to how they have handled challenges

and negativity from community embers in the past, | wrote in my diary;

A major part of the workshop was more experienced VHSGs giving advice and examples

2F J22R LINI OGAOS Ay (KS O2YYdzyrdéd b2NYy KI a
ways of getting villagers to implement healitmprovements. She had a cousin who

would not clean up mud under her house, she told her again and again about the health

risks but nothing happened so she collected Red Cross members and students from the

school and went onto her property and they cleaitath. She said her cousin was so

ashamed she never let the mud build up again. Sometimes she has difficult families who
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62yQi fAAGSY odzi AaKS 165L1 SRAOFGAY3 GKSY |
she says she arranges an education session dtghkth centre so nurses and midwives

back her up. She was advising the new VHSGs to always go with the Village Chief until

they gain respect. The new VHSG had a lot of abuse from her villagers and struggles to
communicate with them. The RAs advised the MHSGs to spend time with Norn to

f SINYy FTNRY KSNXWY ¢KS& w20KSNJ 1 {Da6 FSStf b2l

difficult to spend time together.

There were also discussions about the Village Chiefs attendance without pay. The RAs highlighted
the disbelief from VHSGs that the Village Chiefs would come without payment and suggested we
aK2dzZ R Fff fSINYy GKFEG AF ¢S R2y QG GNBX 6S R2Y.
0S LlaarofSd ¢KSe RA&OdzA &SR (KNG ADALRIGMRZSRY a S/
manifests in the abandonment of some actions which could make a difference.

Reflexivity from workshop 5

The RAs and | discussed the idea of power, Sophal said he feels for the first time that money does
not mean power and thatither can exist without the other. We discussed the differences of power
between the Village Chiefs and the differences in their behaviour, dress, voice, volume and
confidence. They both had power as Village Chiefs but at different levels, one commataaftidat

and became involved, the other distanced himself and remained very quiet. We discussed how the
quieter Village Chief still commanded respect even though he did not appear to have money. For
example, when they were discussing the challenges Tegxysiencing, the VHSGs offered advice

to Tey but did not suggest anything to the Village Chief about how he may help her, even though it
was clear that Tey required his support. The other VHSGs did not feel it was their place to instruct
him. We wonderedhow the relationship would change, if at all following the workshop. We
discussed the changes in the action plan and although the new plan seemed more detailed Sothara

was not sure how they would doin reality with all the barriers.
Recording key rdéxivity points

The RAs and | decided to record our reflections on a flip chart as there seemed to be many and this

helped us to focus.
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e i ace (U
o7, HSG ¥ VU
ﬁimsgﬁ:fu Scueo L

v A -

{2LKIfQa NBFfSOGA2ya AyOfdzRSR GKS F2tf26Ay3T

1 Feels the relationship has been built today between the VHSGs and RAs

1 The commune office was the best place to have the workshops because the VHSG see
themselves as the frontline to health in the villages and this is a commune concern. To have
an impact you need power so commune office can give this.

b2NXYFE GF 2 WWIRNIYRYBSBIZGA2Y QX 3IAPSa K2LIS | a
Money is not always the solution, in this case power is stronger

All actions named Village Chief to be involved so they [VHSGs] have power

We can read [and] plan, but in realithings change

We need, pssion, skill, knowledge and practice

= =4 A4 A4 A -2

The more we learn about personalities, more reflections, [we understand more about] the
processes of how to change behaviour

1 The more we get to know each other, the more confidence and enjoyment we get from the
worksh@s

1 More problems, means more solutions, means more learning
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I Gets harder as each session presents more problems, see many problems in villages and
those problems should be solved by villagers not outside organisations

1 The project has a lot of headache but the end will be one of tle biggest learning

experiences

We have a good motivational team and partner and leader

Good experience

Money [wages] is not the motivation for being part of the project

Feedback relieves stress

= =4 4 -4 -

| will apply this learning to myotirs, talk generally about the villages and the reliance on

organisations.
{20KIFNQad NBFfSOGA2ya AyOfdzZRSR (G(KS F2ft2¢Ay3aT

1 Learnt so much knowledge from Norn from workshop to workshop

1 Happy to see Village Chiefs so they can help VHSG do actions

1 In future afier the research they learn to help themselves and caomerate with village
to resolve by themselves, because of confidence and knowledge, this is a new way of
working for them, she hopes they will continue to practice after

1 [The VHSGS] start to practiimmplement actions] for us and the research but over time will
they change habit to continue after research?

1 [There is] a lack of government support, VHSG and village make request but they never get,

like [a new] school.

Government help rich but not poor.

If everyone [all VHSG] was like Norn everything would be ok

Some VHSG only talking [about actions] not doing [actions]

= =4 4 -

This work is unlike others that get easier every time, but this work as we work gets more
difficult, not much time [between workshopsp think of [next] steps

1 [The] workshop is easier to understand [as its in Khmer], after [during reflection] is harder
as in English

1 Reflection is difficult, [fvorry about doing it right, havao confidence

My own reflections in this session were shortiere to my own reflexive diary, however | shared the

following with the RAs

1 RAs are using terminology not heard of 3 weeks ago

1 RAs feel inspired by Norn
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1 [RAs] believéhat Cambodians should look at solving own problems

1 [l am] still seen as a leader
| wrotein my diary

He [Sophal] commented today that for the first time, he sees that power can be greater
than money. That the VHSGs personalities and individual differences make all the
difference in changing behaviour. They have been learning from anothecipabout
knowledge, attitude and practice and | watched as they reflected on how this is
influenced by each VHSGs position in society, their experiences, ability to understand

behaviour and people and communication technigues.

Workshop 6 (February 15t2016)¢ Reflections on the week's activities and visits to each VHSG

village to see progress and challenges

This workshop, as with the previous one, had minimal planning as we prepared to give time for
VHSGs to talk about their experiences of implementirggaction plans in their communities. This
G2N] aK2L) ¢l a + OKFffSyaS F2N) aSOSNIt NBlFazyas
he was not able to come with us to the workshops for a few weeks, so Sothara had the difficult role

of facilitating the workshop without help, communicating to me and listening to the VHSGs. When
reflecting on implementation of the action plans, further barriers were discussed. The VHSGs asked
that Sothara and | visit their villages and on convoy we all visitedvitiages, discussing various

public health issues. In one village, we drove around several roads to assess the issues and successes.
In the other three villages, we looked at water wells that were mentioned in the action plan as
needing cleaning or fixingVhile at the wells | observed the VHSGs interact with the villagers and
wrote about this in my diary. | asked if there were any other actions we could do as a team and the

VHSGs were not forthcoming, they said there was nothing else they could do.
Workshop discussions

During this workshop, the VHSGs seemed reluctant to talk with us about their experiences in their
GAftlF3ASad ¢KSe G2fR dza WGKS LIXIYy A& R2YySQ> 2N
hadoccurredduring the process they agn focused only the barriers generally, not on their progress

in relation to the action plansthe VHSGs were focused on the challenges they faced in their roles

and appeared reluctant to discuss the action plan implementation but rather to continumeslg f

on barriers and not solutions. The less experienced, younger VHSGs received verbal abuse from the
local community and were challenged as to their authority to instruct on health practices. Some

were not supported by Village Chiefs who could enhanegr thuthority through association and
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ended up implementing the action plan alone without help from the community. The VHSGs began
to show signs of demotivation. As we discussed the barriers, it seemed the obstacles were too much
for them to overcome andhey started to doubt their ability to do the role at all. The process of
reflection had produced this doubt when previously it had not been an issue. The sessions began to
have a negative focus. | feared for the project and questioned my own ethical ggacs the
information was important to the research but was disempowering for the participants, the

antithesis of PAR.
| wrote about the session in my diary;

The workshop today was difficult, when we arrived there was very little energy in the
room and VI3G seemed quiet. We started by asking how they got on with their action
LX Fya YR (KSe& 2dzad NBALRYRSR gAGK wesSa A3
action plans were focused on fixing wells and cleaning up the environment around the
wells andeducating people in the community to clean their own homes. Norn had
collected money from residents to fix the well and was going to fix the well by the 26
b2NyQa SELISNASYOS: LR6SNI YR LRaAAGAZ2Y YI 1S54
her own villge. The way the VHSGs are structured means they do not have a sense of
being from the same group but more affiliated with their own villages. Although Norn
tried to share her experience with the younger new VHSGs there was no sense of being
part of a shard group. One of the main reasons for this | think is the lack of any
structural government training programme. The VHSGs that had taken up the position
six months ago had only received training from Save the Children and some from Red
Cross when they visill the villages. When | asked the older VHSGs what training they
had received from the government they said never, only NGOs. Even the election
process seems vague and Tey was selected by previous VHSG, not elected by the village.
When | asked if they havixked wells in the past or organised mass clean ups they said
they had and once a month they tried to organise this clean up. We explored the idea
2F GKS OArAftlraASNA Of SIyAy3 dzd GKSANI I NBEF IS
work. Thevillagersaly Qi f AaGSy IyR AF (GKS&@ R23X (KS @&2d
through the rubbish bags and throw it out again. We discussed discipline of children
YR L ¢l&a G2fR GKSNB Aa y2 RAAOALEAYS 2F OK
Alcohol was also mentionesdlot in the aspect of houses that are not clean, they are
Fta2 LR22N) YR WwillTeQ a2 R2yQd Of Sty dzdlood ¢
being listened to. However, they have never received any training about communication
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or behaviour changel described to them today some of the models in neighboring
countries like Thailand where they receive training, an allowance and some materials.
They felt a small allowance would allow them to offer incentives to villagers who would
then attend trainingsessions. After two hours of reflecting on their challenges, they said

| should go to the villages. | agreed immediately and we all went to four villages.
Visiting the villages to reflect on the action plan implementation process

The VHSGs proposal to go the villages presented a new way of discussing their action plan
implementation experiences. Sothara translated the VHSGs whilst in the villages and afterwards we

discussed the events further. Following this | wrote in my diary;

b2 N}y Qa @A tively tilSbutdh gne rbd was much rubbish, she said this was
because of a wedding. The rest was fairly clean and she was proud of her area. The next
village we were taken to took us to a well that had been cleaned per the action plan, it
was still messput apparently better than before. It had a lot of swampy water around

and the VHSG there said he was going to ask the Village Chief for a pump to stop this
happening. While we were stood at the well, Norn spoke to the villagers around [even
though it wasnot her village] and told them they should keep this well clean. She was
educating throughout our trips to the villages but the others were not. They seemed
reluctant to talk with their fellow villagers. Once again, | noticed that knowing how to
communicée is a vital part of being a VHSG and not all had this skill. We went to
another well that had similar problems and spoke to the villagers there, two adult
women there told us the reasons for keeping the wells clean was because you could
become sick andhat last year the people came to clean everywhere but this year not.
There is a dependency on outsiders to come clean and organise and not much of a sense
of personal responsibility. The next two villages we saw efforts to keep wells clean with
rubbish bag hung up and boxes, some used some not. The wells in the poorer villages
were very busy and it was evident they were not enough. | asked if there were any other
actions we could do as a team and the VHSGs were not forthcoming, they said there
was nothingelse they could do. Two VHSGs planned to fix wells but the other younger

newer VHSGs were at a loss.
Reflexivity of Workshop 6

Several points of interest arose from this workshop which linked to previous workshops and would

impact on the next action. Thrgh the process of reflexivity, | tried to deconstruct what had
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occurred in this workshop and others, how my own positionality had influenced my interpretation

of the situation and the context in which we were working.
Communication challenges

During the arly stages of the research, participants actively took part in the photography and
planning processes and openly discussed the various challenges and solutions. However, the
problems arose when trying to explore the VHSGs experiences of implementingtithre glans in
GKSANI NBaLISOGABS GAftlraASad {20KFNI FyR L KFR @
RAR GKS LIy 32KQ W2KIG $2N] SR 8Stf 2N RARyQ
experiences did you have when implementingkh® G A 2y LJ I yYKQYX K2gSOSNJ 6S
adzOK +Fa WAl sla FAYSQS Wy2 LINRofSYQE WAl Aa R2
of what had transpired in the villages and continued receivingword answers rather than the

cKk RA&aOdzadaAzya GKIFIG KFEFR LINB@GAz2zdzate GF{1Sy LXIFO
attitude, why there was a reluctance to discuss what had happened during the weeks of action. |
asked Sothara to rsetructure the questions and although she ttishe also seemed confused and

G2f R YS akK$S gl ayQi adNB ¢KIFd L 6lFyiSR® L KIR
research workshops/interviews in the past and was confused by the short answers | was receiving
here. It was not that participants we reluctant to answer questions but seemed unable to provide

detailed, opinionated, critical accounts of an experienced situation.

In addition, although it seemed apparent that the VHSGs did not know how to communicate their
experiences when sitting im¢ Commune Office, they did suggest that | come to their villages to
show me the reality. This may have been an easier way to critically reflect and one which they are
more familiar with. At thevillagesthey showed me the state of the wells, the boxesags they
had provided for villagers to put rubbish in and the difficulty in getting the villagers to use the
disposal mechanisms. | was also able to see the relationship between villagers and the VHSGs, while
Norn was very vocal and teacher like, theethremained silent and even avoided contact with the
other villagers. Some of the villagers were shouting things at our group which the VHSGs ignored,
from my own observations they did not seem positive comments. | asked what they were saying but
the VHSG told me they were asking what we were doing there. Sothara and | felt sympathetic to
(KS +1{Da NRtS G(KF{i NBIdANBR 4&adzOK O2yFARSY(
communication techniques to educate to wider groups when their social standing was not
NBaLISOGSR® ¢KS &a20Al € A0NHzOGdzNBE 2F KA SNF NOKe
respect, even without speaking Khmer | watched as the villagers stopped their conversations to
tAa08y (2 b2NYyQa s2NR&S 4&KS mdanicaor. WabHKed NeBiaolS O
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O2YS gAGK dza G2 ¢SedQa @QAfftl3IS Fa adza3aSaasSR oé
of offering Tey advice, Norn simply spoke with the villagers. The VHSGs did not function as a
homogenous group and viewed theihallenges as theirs alone, there was no sense of shared
ownership between villages, even though they were part of the same Commune. This reflects the
findings from Ovesen et al. (1996)¢ K 2 ¢ Mhah Sverl household is an island: social
2NBFYATFGA2Y YR L} g SNl Guésoibaaiadi® found tiat tNdisNdiak /|
structures of Cambdia were not grounded so much by geographical location or social organisation
(such as being a VHSG in the same commune) but by cultural and ideological structures such as
hierarchy. The social distance between VHSGs is furthemfigrced by a lack of @fmal induction,

core training programme or organised meetings across the VHSG community. NGOs work with
VHSGs on different topics in different areas meaning that the role of one VHSG is not necessarily
synonymous with a VHSG in the neighbouring villages lack of a VHSG community structure
results in the loss of shared experiences which may improve the performance of younger new
VHSGs.

After the visit to the villages was over, | tried to better understand what cultural factors were in play
that | was ot appreciating. My first step was to ask the RAs why they thought the answers at the
commune office were short. The RAs highlighted that the open questions | was asking were not the
W/ I YOR2RALY 61 8Q FYyR SELXIAYSR K peaof qudstors | wak &2 6
asking and struggled to imagine what they would answer in a similar situation. | decided to take time
for some deeper reflection and began to realise that | came from a very different world, one which
is more open to offering opiniondeelings, criticisms and reflections. A world that supports and
encourages open criticisms of governments and services through evaluation and appraisal and is all
part of the liberal society and consumerism model in which | lived and worked. Followsrugitical
seltawareness, | returned to the RAs to further explore their life world and how we could change
2dzNJ adetS G2 adaad GKS W IFYO2RALY 61 &Qo

The RAs and | discussed other ways of communicating and decided that | would discuss with them
what we woud like to know more about and they would spend time discussing in Khmer the best

way to support the VHSGs in providing a richer report of their experiences.

The discussions, although negative in nature, were situating the research into a widepasliaal

and cultural context. Demonstrating how the hierarchical system embedded in Cambodian culture
could be a barrier to changing behaviour, how the structures within government did not support
them and the financial inequalities within and between vidladhad a distinct effect on health

behaviours. Still my initial response was concern that | had created this negativity so close to the
134



end of the research period. | postponed the next meeting with the VHSGs and during this period

considered the impact ahe research on the VHSGs morale and the role of outside agents in their

plight.
Meeting with Provincial Health Department staff (February22016)

After consideration and discussion with Sothara, we concluded that outside advice and support was
required. The VHSGs had highlighted a lack of support from government institutions, insufficient
funding and gaps in training around behaviour change tectesqiiherefore, we decided to take
some of these discussions to the PHD Technical Director and Health Promotion Officer who we had
been involved with at the beginning. Sothara was very nervous about this meeting and so | prepared
a promptguide Box?2) for Sothara to translate into Khmer ready for the meeting. Sothara found
the meeting challenging as some of the language was quite technical and she did not always have
an English translation. Also, Sothara found it difficult to translate quickly and the PHD staff did not
give her much time to do this. We recorded the session and afterwards engaged the services of an
RA from Study 1 to help with translation. We used thetplyraphs to illustrate to the PHD staff
some of the public health problems identified by the VHSGs.
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Box2 Summary of workshops for PHD staff

We have worked for the last few weeks with VHSGs to understand public health problgrag
community using photography, to make an action plan to try to improve those public h
issues and to discover the barriers for VHSGs when trying to improve health in their villag
VHSGs were not instructed but given freedom to select and aéiser own plans.

The VHSGs selected public health problems associated with a lack of water and uncleatr
b2 Sy2dzaK ¢gSftfasx ¢gStfta GKIG R2y Qi 2N
The second issue was keeping the villages clearbbfsh, stagnant water pools and clean hom
such as kitchens and areas where children play.

Each week we met with the VHSGs to ask them how the action plans were going an
demonstrated many challenges

¢ +Aff13ISNA R2y Qi NB aadSalaady & Killgehidf ar &ldedzsd
VHSGs who are young and new to the role receive negative behaviour from villagg

I Some Village Chiefs support VHSGs but others do not listen to their advice

T ¢KS ySg +1{Da R2yQl (y2¢ rKahdarenatprdiiedWit
support of materials, information or training to change behaviour

9 There is no uniform to identify them at VHSGs and the villagers do not always trus
they say

9 Lack of training for public health issues, current trainingydndm Save the Childre
about maternal health

1 Lack of understanding about how to change behaviour in communities

9 When asked about training from the PHD/OD the VHSG could not remember ever
training, however the Community Participation Policy for lteaays there should b
guidane and training from the healthentre through the OD and PHD.

Possible Questions

1. We would like to ask you what training is planned for VHSGs and what training ha
delivered in the past?

2. How can we support VHSGs to deittrole better and to have more respect and pow
in the communities where they work?

3. Once NGOs are no longer in Thmey, what will the VHSGs do? How will they devel
skills?

4. With a small budget, what training or support could the PHD/OD/Health ptomastaff
offer?

5. Could the health promotion department support them better?

The following headings provide a summary of these discussions along with some quotes provided

by the RA who translated the audio recordings of the meetings.
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Behaviour Change

The PHD director stressed he was fully aware of the ability of the VHSGs to identify health problems

as they had been trained and had been monitoring the situation for over 20 years. The PHD were
also aware of the health issues in the villages and thatviB SNBA RARY Qi | f gl &a f
He gave an example of hygiene, stating that villagers listen and understand hygiene practices but
R2y Qi OKIy3aS GKSANI 0SKIF@A2dzN¥» 1S FSSta GKIFG
change behaviour like prize or certificate for families who have healthy practices. Furthermore, he
stressed that changing behaviour takes time as it is linked with wider traditional community

practices, income and necessity, he explained;

So changing behavior is the mosffidiflt problem, not only the hygiene in the village

but also getting services from the health center. We explain and spread out
WAYTF2NXI GA2y8 (2 3ISG LINB3IyryoOe OKSO] dzLJ o dzi
SAMARITAN, they build the waiting hofepregnant woman but there are women

K2 R2Yy QG 02YS 2y G4AYS YR AyaidiSIFIR RSt AGSNI
[A] strategy to make the villagers respect the VHSGs needs more long time because it is
involved with tradition, habit, and economy. If they agkrs] have less income,
®R2Say Qi YIFIGGdSNB K2g¢g YdzOK ¢S SRdzOF S GKSYZ
money. We make an appointment to give vaccinations [for the children] but they have

32yS G2 GF1S OKAfRNBYy (2 {dhepsad theyhdedtoF 2 NJ ¢ 2
G2N] 2 AT (KSe& R2y QiU 62N]l = y2 NAOS (G2 SIdx{z2
should encourage and support to make VHSGs [to be] more active. It means the salary

for VHSGs.

The PHD director explains it would be betteviHSGs had their own budget and action plan as they
would be responsible for it themselves with technical support from the PHD and OD. He explained
that the government is preparing such budgets for other development areas like school
YIEyF3aASYSy s catanyiyiad &affiSkRglzviolence and road construction but not for
health. If the Commune Chief and Village Chief have a plan they implement and monitor it by
themselves, this structure would be better for the VHSGs. However, this was not part of the
government plans as yet. He agrees that the VHSGs would benefit fetint3 identifying them as
KSItGK @2tdzyiSSNE FyR (KId (KS&@ ySSR Y2ySe G2

137



Training

The PHD explained that they have delivered trainingkS®s during the last two years, even if it
was instigated by an external organisation, the PHD stated they were involved, along with the OD
and health centre. They spoke about training related to; identifying children with Pneumonia,
maternal and child hdéh, malaria, TB and diarrhea, all supported by external organisations, but in
partnership with the PHD. However, after training was delivered there was not a budget to support
the VHSGs to deliver or for the PHD to supervise and monitor change. Hégaxample of clean
water use, a monthly report reflecting the number of families who use clean water after receiving
education is required to monitor success but there was not a budget for this. The Health Promotion
Officer informed that VHSGs are enthastic immediately after training and for the first week they

will practice whatever they learnt but after a week they return to normal practice as there is little

motivation to continue.

In order to deliver any activities, the Health Promotion Officerthase flexible and adapt training

to fit in with external organisations as there is insufficient money coming from the government. In
Cambodia, if an organisation or another department want a government staff member to assist in
providing trainingorany OG0 A @A Ge&> GKS aidl FF YSYOSNI Fajla F2N
they do not see this as part of their normal day to day work, even though it is government business
and in their working hours. The Health Promotion Officer explains how she adaptsadnk to

others;

When we [PHD] go to work or educate in one place we always go with an organisation
0S0lIdzaS GKS 3I20SNYYSYyid R2SayQli KI@S Fyeé Y2y
the organisation because when people from the PHD go with us we neeag tihgin

much money [Per Diem]. Sometimes we go with an organisation, they have money to

give to the participants too. Like Save the Children we go with that organisation, we
O2yySOUG 2dzNJ g2N)] GAGK GKSY 20KSNBAAS ¢S g2y
try to tie in ou work with the organisations.

The VHSG role

The PHD director felt the VHSGs were not really volunteers, that they only offered to do the role
because they did not have much personal work to do and for the financial reward that comes from
training. He compared the VHSGs to that of other countrielatbvisited that also had CHWSs such

as Thailand, Malaysia and Korea. In these countries, he reported more willingness and motivation

to do their role. He suggested for example that the VHSGs in Cambodia would not participate in my
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research if it was nooi the financial remuneration. For the last 20 years, he has been trying to find

a strategy to make the VHSGs work without giving money. If the VHSGs are given communication
material, it is not distributed by the VHSGs unless some money comes with ihigyakte suggests
GKFG LISNKFLEA a2YS 1 {D&a R2 62N)] 6A0GKz2dzi Y2ySe
a Village Chief, however he states that even Village Chiefs are difficult to work with and when they
go visit them, many are drunk. The \@&so have to hire someone to do their own paid work when
GKSe& 02YS (G2 GNIXAYAYy3d FYyR O2YLX LAY AT GKS t15
training them. In addition, even the Health Centre Management Committees identified in the
CommunityParticipation Policy for Health only take place in the health centres where NGOs are

working as they support the meeting technically and financially.

After discussing the various elements, | explained that | could fund a small activity and asked what
they would suggest. It was decided that the PHD Director and Health Promotion Officer would
deliver training on behaviour change communication over two days. They had previously delivered
a programme similar to this which could be adapted for the VHSGs. Wedbiiprat | would return

in a few days to discuss the budget and structure.

Workshop 7 (March 4, 2016)¢ Reflections on the week's activities and introduction to behaviour

change communication training

Only five VHSGs attended this session, one wadnshithspital, one had another meeting and one

was with her daughter whose baby had sadly died. This workshop began once again with Sothara
asking about the action plan and then discussing what changes may have occurred as a result of the
action plan and oumeetings. Sophal was still with his wife and newborn so unable to attend, leaving
Sothara to facilitate the workshop alone. We recorded the session and Sothara translated as much
as she could about the discussions so | could understand. We discusdeainimgy being offered

by the PHD and they were enthusiastic to take part.
VHSG reports from implementing the action plan

TeyReported that she had been going to the villagers houses to tell them to keep the village clean
and their house, however she saftht another NGO had a project that just started which was to
educate people to clean their houses, their kitchen and their clothes. The NGO had a meeting in the
GAE L3S o0dzi ¢Se& RARYQO 1y2¢ Al o6l a KIFILLSYyAy3
village. The NGO had selected from the village a number of volunteers to educate the people. Tey
had been to the well where she had placed a box for people to disposerthaiish to prevent it

becoming unclean again, she said she went every day tcheeppeople to clean it but if she misses
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I RFe (K88 R2yQd R2 Ad® {KS KR 688y 3J2Ay3 6A
previously reported a lack of support from him. He was also one of the Village Chiefs who attended

the workshop earér on. She told us;

The Village Chief and | tell them [the villagers], if they leave the water outside the well,

the pig comes to sleep there in the water. Before this project the Village Chief joined

with me to educate the people sometimes and sometin®siR2 Say Qi 3I2d b2gs K!
goes with me all the time, but before | go I tell him first the topic that they need to talk

about with the villager. Like if maternal health | tell him what to say after | say it. Before

this project, | used to tell the villag® dig a drainage ditch across their house but they

aFAR WAGQA y20G 2dzNJ gStf a2 ¢S R2y Qi OF NBQX
I RN} AYIlI3S RAGOK G2 Ft2¢6 | ONRPaa OGKSANI K2 dzi !
alF AR AT (&rBs8 thdk holseiheyRMll Be fined 20,000 riels each and then

they dig the drainage ditch. The drainage would run through half of the village through

many house, like half of the village. The Village Chief said this just to scare [them] he

R 2 S & yipfine theBl f

When we asked her if there was a difference in the Village Chiefs involvement since the project

began she replied;

He used to come some but now he comes more after the meeting [workshop]that he
joined. He used to be more [too] busy but nowishmore involved. The Village Chief is

more involved because if someone needs to borrow from microfinance they need him
to sign some documents. He is at home to do the microfinance and so | can ask him

more.

SamboHas been educating villagers to cleanitt®mes, however most of his time had been taken
up with a new project to build a road which he had requested in 2013 and was only just coming to

fruition. His role a a [2puty Village Chief had taken over most of his time.

When | asked the group what @hges had occurred since the project started they referred to
outside organisations who had made changes rather than those from the plan. Sambo said the
villagers were cleaning their house better but that it was a result of Red Cross monthly meetings

with villagers to educate them.

Tha eported that although she wanted the well cleaned, it was done once but it became dirty again.
Ly FRRAGAZ2YS adGr3yryd 6FrGSNIsta O2ttSOGAYI | NP

' yYR (GKS@& RASRhayblocket iy dlso tw Wells out of three were still broken. Tha said
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also that since her accident she was unable to move around and educate the villagers to clean the

house.

When Sothara and | attempted to ask what they thought about the projeatat they understood

about the research aims the responses were limited. Nita said that it was for me to see if the villagers
changed their bad habits to make the villages clearer, others said it was a good project and they will
continue to educate aftek &G A& 2@SNJ Wi2 OKIFIy3dS (GKS o0FR (KAYS:
tell me the project was good but could not define what they meant by this. After several attempts

to re-phrase the question, | understood the answers would not change. The respiftsgsneric

and similar to the previous workshop where they were keen to tell me the plans were done and

successful regardless of the reality.

Sothara and | spoke to the VHSGs about our conversation with the PHD. We suggested that the
VHSGs over the weskhad told us more how they were affiliated with NGOs rather than the
government. They corrected this and stated they were well aware that they were part of the
government health system and in contrast to previous statements around training, now reported
they had received training from thedalth centre, PHD and OD about maternal and child health

topics.

We also shared that some of the PHD thought the VHSGs were mainly motivated by money and
asked if they thought this was true. Tha was very passionatespebthis belief, she gave examples
where organisations had asked her to come for training without payment or gifts and she had gone
anyway, several times, even though other VHSGs stopped going once they realised there was no gift
or payment. Tha said thanly some VHSGs were like that and although she had only been in post
six months she wanted to learn and would have come to the workshops in this research without
payment. Other VHSGs said if there had not been a payment they would have checked éithey w
busy with other work, if they had not been bysiiey would have come, but they were busy
workingthey would not have been able to. Nita who had been a health volunteer for over 15 years
said he will take the payment if it is there but willstiv& A F y20G & A0Qa KA&a R
a Deputy Village Chief which involves elements of health development and he also receives

payment.

We discussed the training being offered by the PHD and they were enthusiastic to take part. They

all agreedo attend.
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Reflexivity from Workshop 7

At this point | questioned the initial principles | had aspired to achieve when undertaking a PAR
project. The participants were not as aware as | had hoped of the research aims, meaning that the
project still remaned vastly in my control. In addition, | had taken the decision to engage the PHD
independently without first discussing this with the VHSGs. My reasons for doing this was a sense
of responsibility for the VHSGs wb#ing and to ensure they would also l&dit from the research

(which is part of the PAR ethos) but it also meant | had taken over some detialing,
2S2LJ NRA&GAY3I GKS LldzNAGe 2F GKS t!w | LILINRF OKo®
compromised by the lack of options avaikalmue to the context at that particular point in time.

There were many factors impacting on the VHSGs lives and so on the research process. | understood
that without payment the VHSGs could not take part. Through living and observing the rural life in
Krafe it was evident that there was no spare time from work which they could use to participate in
unpaid research. Every day was a struggle to earn enough to support families. In addition, the high
frequency of road accidents had already taken two of eigttipipants out of the research and a
GKANR RdzS (G2 | OKAtftRQa RSIFIGOK® wSYFAYAy3 KSIfi
regularly discussed health problems or deaths in their families. The very thing we were researching
was a barrier to partipating in the research. Furthermore, the VHSGs had demands from NGOs,
the health centre and the community which was their main work. | had provided a space to
investigate what would happen without these influences but they were still around them evegry da

| was asking the VHSGs to add to their already busy lives, and they were trying, but it could not be a

priority against so many other more pressing priorities.

This finding is mirrored in other community based projects where students find that thiesaf

a setting hinder the involvement of research participants no matter how enthusiastically they may
have signed up at the beginnirtgerr and Anderson (2014commend that researchers must react

to this by continuing to honour the values underpinning PAR even when faced with the lived reality

and constraints of the setting, | tried to do this as best as possible.

4.2.3 Behaviour change communication training session (Mafthridl 1%")

The training took place at the PHD building over a period of two days and was provided by the Health
Promotion Officer and the PHD Director to a lesser extent. Seven out of eight stt#S@sd along

with Sothara. | attended the workshop for the second day and asked another RA to come and

translate for me. The training materials cogd the following over two days:
1 Definitions of behaviour change communication and theories (five staiggsange).
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1 Communication techniques and media use. According to the footnotes of the training
material this session was originally produced by UNFPA and the National Centre for Health
Promotion.

1 The role of VHSGs including increasing health seeking loelnawiorking with health
centres to coordinate outreach activities, attending meetings at the health centre,
exchanging information between the health centre and the village, and identifying families
eligible for poor cards.

1 Environmental health and hygiemractices and their impact on community and personal
KSIfGKd ¢KAE aSaairzy ¢éla 2NAIAYyLFffe& LINERdJzO
YR gl a AyAdArftte OFffSR WC22R KedaASyS F2N

1 Safe water for driking and washing including bacteria and disease education and how to
communicate this information to villagers.

1 Multiple choice preand posttest to measure changes in knowledge.

Examples of the PowerPoint slidesed may be found in Appendix Khe sessions included
participatory interactive techniques such as role play, where one VHSG would practice educating
the rest of the group who would act as villagers, posing difficult questions. A problem tree was also
used to demonstrate the ideas of rboauses and solutions. The influence of outside agencies in
their design was evident as some of the materials showed more western styles of water supply such
as porcelain sinks and some of the diagrams had English words next to them. Printed resolrces suc
as leaflets on Cholera, handwashing, second hand smoke and personal hygiene were given to the

VHSGs during the training.

Communication techniques included how to speak to people in a polite respectful way, beginning
with personal introductions. Tipsdluded not turning your back away from the person you are
speaking to, looking directly at the person, not pointing fingers at people and waiting until other
people finish talking before continuing. Also, how to use the pictures on the leafletsafoece

what was being communicated.

The role play method was interesting as the problems presented by the pretend villagers were an
insight into the experiences of VHSGs. For example, Tey took her turn to role play educating the

villagers below.
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Role play Hager WL 2dzad o0AGS Y& ylAfa FyR R2Yy(
Tey: WLT &2dz 0AGS @2dzNJ yIAfa &2dz A

RSy 3dz2S> @&2dz Ydzald dzasS ylFAf Of AL
Role Play Villager W2 K& R2y Qi @&2dz IABS Y ST HXKNER yi 2
Tey: W 2dz YdzAG 02NNRg GKSY FyR (St ¢

The Health Promotion Officer picked up on the fact that Tey named diseases that were not
transmitted by biting nails and asked if she had ever receiragding on disease transmission and

she said no. This indicated that some VHSGs are giving out incorrect information due to the lack of
1y26t SR3IS yR AyO2yaradSyid GNIAyAy3aod Ly | RRAI
struggled to read the fiormation on the leaflets, the instructor tried to reassure Tey that she was
doing a good job and asked the other VHSGs for feedback. They readily suggested she show the
pictures from the leaflets instead. The Health Promotion Officer also told the VH®&E&g are not

certain about the education they are giving then they must not give it, that giving wrong information
was not good. The Health Promotion Officer, like the RAs suggested that the VHSGs learn from each
other and again this was dismissed. Aratbexample of the independent nature of VHSGs work and

their lack of affiliation to each other. Even when VHSGs live close to each other they do not seem to
62N] (23SHGKSNXY C2NJ AyaidlyOoSz Ay ¢SeqQa @Aaffl3as
communicate with Tey and to some extent tries to keep Tey out of projects resulting in missed

opportunities to receive training.

¢KS 1 {Da ¢6SNB IFa{SR (2 NR{tS L}XlIe& loz2dzi aS0O2yl
secondhand smoke. The Health Pairan Officer realised there are huge gaps in the knowledge of

the VHSGs around health issues and skipped over the sdwomtismoke section.

At the end of the session the Technical Director returned to give some final messages. He advised
the VHSGs wonkith people in power to gain respect from the villagers, like the Village Chief, the
Commune Chief, the health centre and any organisations. He explained that they have the health
knowledge and should go to the Village Chief to ask them to tell the vidlagdisten. As he was out

of the room during most of the session, he was not aware of the lack of health knowledge of some
of the VHSGs.

4.2.4 Second reeting with PH'echnicabDirector and Health Promotion Officer

Following the training Sothara and | methvihe PHD staff again and discussed their opinion of the

group.
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The VHSGs had communicated to the PHD Technical Director the challenges they were having when
trying to engage the Village Chiefs in their work. The PHD director understood this and explained
that the Village Chiefs think that health is the work of VHSGs and the VHSGs thought it was the
Village Chiefs job to support them and gain villager support. He had reassured the VHSGs that he
would contact the Village Chiefs and ask that they suppontth&he Health Promotion Officer also
explained that new VHSGs always had problems, but once they had successfully delivered a health
programme/project to the villagers, they gained respect and the dynamic changed. The Technical

Director had been an advoiafor tackling VHSG challenges and was sympathetic to their situation;

For [a] long time ago, not now, we made suggestion, we collect the problem [from

VHSGs] and give to the PHD Director to make [a] suggestion to authority

[Village/Commune Chiefs] support [them]. Especially when | join provincial meeting

once a month. | suggest to authority, that the Village Chiefs have to cooperate and

support outreach activities and other activities of VHSGs, this is first. The second is we

also have made budgettvity plan for [a] year to strengthen [VHSG programme], like

training or revise about communication, behaviour change, and also encouragement

OY20AQ0FGA2y8 LXIYy tA1S o0d@Ay3a o0A0e0fSz ¢

suggested at the workshop nohly Kratie province also other province[s]. They have

difficulty to ask the VHSGs to work because little sponsor [funding]. In the big

O2y FSNBYyOS: (KS& wO2yFSNBYOS | G4iSyRSSae KI

funding]...
The findings from this resrch are not new for th€HDsand discussions at national conferences
regarding support for VHSGs have taken place but the funding does not follow. The PHD Technical
Director asked that | write about these problems so they have some proof and can use the

information to advocate for better conditions for the VHSGs. He told us;

2 S KIF@gS Sy2dzZakK R20dzYSyid wiNFYAYAYy3I YIFGSNRI
02 LINPOARS (GKSY (GKS (NXAyAy3asx S@Sy GKS KS
unless there are suppoaind cooperation with NGOs. NGOs provide the budget and

we, technical team, process for the health center and also VHSGs.

We asked the Health Promotion Officer and Technical Director whether they thought the training
from the two days would help the VHS&H if they thought the VHSGs would educate the villagers

following the information they learnt;
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28§ R2yQil (1y2¢ &Sz 6S ySSR (2 20aSNBSe 2S5 K
to observe to know how do they do (Health Promotion Officer)

| think the seven [VHSGs] they have willingness but it is not for long time. They came to

join the training and [if] there is money to support [them] they are happy. When they

go back during for 1 or 2 weeks, they can help or do something but after that they will
become like befodé F 2 NJ SEI YL S ¢S KI @S €SI FtSG F2NI GKS
for them for example 3 days, they can do it. But for normal day generally not active

because they are busy to do their [paid] job.
Workshop 8 (March 18) Final reflectbns

This session involved discussions of what VHSGs had learned from the BCC training and final
reflections of the PAR project. The session began with a drawing exercise where VHSGs drew some
of the things they learned in the BCC training session explained the meamig behind the

drawings.

Tablel6andFigure22shows asmmary of the main learning areas from attending the BCC training.

Tablel6 Learning points from BCC training
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Figure22 Quotes from VHSGs highlighting key points from BCC training

When asked if the training had affected how the VHSGs felt about communicating with villagers,

Tey replied,;

XFFEGSNI GNIAyAy3a L GKAYy] (GKSe& w@AftflieISNEB gA
GKFrYy 0ST2NBxX LRfAGS g2NRad . SF2NBE 6KSy L8
WoSF2NBE L RARYQG R2 tA1S dGKIFG FYR RARY QO RA
FYyR a2 (GKS@& YIeé& 0StASPS I a LngKhatdBaveda2 YSG KA Y
better way to explain to educate people about hygiene, | learned from the teacher and

| remember because she spoke slowly.

Having the leaflets gave them a tool which they could use to reinforce their messages and help them
communicate withcommunity members. One VHSG commented about the training style of the

Health Promotion Officer;
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The difference is the way they [PHD staff] communicated and | had never learned about good

behaviour to educate and communicate, like introductions, speak¥ (i f 8 > af 2¢f &z y

Following the training reflections, we asked the VHSGs to do a timeline of the research activities to
remind them of the processes we went through, we helped prompt their memory to ensure they
recalled enough detail to reflectWe then asked what, if anything was completed from the plans. It
was difficult to decipher if there were changes due to the action plans or from outside influences.
We asked the VHSGs to choose a photo that would help them describe any cidhgiestagraphs

with identifying features have been blurred for confidentiality reasons.
Tey

Tey said the villagers can use all the water wells now and that because of her education one well is
clean but the other is not. Tey chose a picture of a broken well belaehwdan be seen behind the
motorcyclists and explained she is trying to get someone to fix it. She also said there is not enough
wells to provide water for all the villagers. Norn advised that she bring this up at all village meetings
and Tey said she wasready telling every organisation about this problem in the hope that someone

could help.

Nita reported that around 5860% of villagers understand that they should clean their house and

that he would continue to educate others. He had also spokeheodVillage Chief about collecting
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money to get a pump to remove the stagnant water around the well. However, he said the Village
Chief lives far away near the fields so it was difficult to get him involved in activities. He said the
villagers that went tavork at the fields also had houses here but he could not educate them as they

were away most of time. He did not choose a photo.

Tha

Thasaid now her well is fixed but it was not because of the action plan but because the villagers
fixed it. She chose a pige of another well that was broken and she expressed plans to help get it

fixed.

Norn

Norn stated that because of the action plan she had raised money to fix the well and that she was
now working with the school to fix a well so the toilets would have a water supply. The picture below

represents the school toilets.
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Phaly

Phaly chose the followingpicture with cow faeces and rubbish and explained that after her

education, as part of the action plan and her work with Red Cross, it is now clean.

Sambochose the following photo of a child playing on the ground who could become sick. He

reportedthat after educating the family they tried to ensure the children did not play on the ground
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and so they are not sick as often and thus can save money on health care. Sambo added that the
villagers were cleaning their house better but that it was a restiRed Cross monthly meetings

with villagers to educate them.

Lena

[ Sy ph&@tdishows a stagnant water pool that attracted animals to come drink and lie in it. Lena
said he incorporated our action plan with the rural development plan to build a road sketa

them to use the extracted dry soil to soak up the water.
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Finally, we asked what the VHSGs thought about using Photovoice, only one VHSG commented;
WgS Oy GF1S LAOGIINE 2F gKIG 2yS LISNE2Y 4&°¢
RAaOdzaad 2A0K LIK2G2 ¢S OFly dzaS Ad G2 ARSyld

We explored what the VHSGs thought of the action plans they had produced at the beginning. This

question was diffictland once again the format of the questions seemed unfamiliar. We received

Il yasgSNBR adzOK & WAGQa 3A22RQ YR ¢gKSy GNEBAY3

remained quiet. We decided to ask them to compare and discuss the action plan prodyced b

themselves initially with the one produced after the Village Chiefs came to the meeting. They

reflected that the first plan was more general ideas and the second plan had more actions and had
added who was responsible as well as dates. When we showed ttie assets they had identified,

Tey highlighted that they did not include teachers in the plan and she had forgot about this. Norn

K2 KIR Ylye &SINBQ SELSNASYOS Ia || KSIHftOK @2

first time the VHSGs had evtried to make an action plan. She thought it was a good idea. Tey

added;

| am interested in this project and | learned a lot and | have done some things that |
have never done before. It helped me understand about hygiene and health care and

helped me nderstand myself and the community.

We ended the session with some final comments from the VHSGs whitehated their view that
L ol a a2YS2yS G6A0GK LRS6SNI YR LINAGAT SIS gK2 NB

Norn:  Thank you to your organisation fhelping us and the researchers that come

to the commune that help us to create a plan and | can do some part of the plan and

finish some of the plan. I will still continue to do this plan to make sure that everything

is getting better. Please come backaagand again. If not soon at least once a year. It

gAft KSELI d&a (G2 0SS AGNRY3IASNW  2dz 6yl (2 2dz

strong enough, please come help me to be strong enough.

The VHSGs experience of the project varied, with sormgbeore involved than others. Experience

as a health volunteer, status and general life experience played a role. Norn and Tey at opposite
ends of the experience spectrum were engaged in the research process the most. Tey although
selected to be a VHSGthout initially volunteering was keen to improve her role and actively took

part in the research but the majority of her input evolved from frustration and negative experiences.
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Norn served as a role model and leader throughout. Her shared experiencenamtekige helped
educate her fellow VHSGs. This communicative space enabled this to take place, however | suspect

now the research is contgte these links will be lost.

4.3 Overall reflexivity of the PAR process

4.3.1 Reflexivity of the research process with RAs
TheRAs and | discussed the research journey and how we progressively understood each other with
time. As described by Sophal, who thought we moved closer to understanding each other as the

research went on;

X y26 L (GKAY]l ¢S 020K  duRiGdsdand yoir poin I & @ 2 dz
understand my point, all we have to do is experience it together!... So when | understand

Y2NB 2F @2dzx L FSSt tA1S Ye g2N)] Aa 3ISGiAy3
odzi AGQa 3ISaGAyY 3thdubedaGaluTerdtdndm®reld 2 RSIEE g6 A

C2NJ AyaidlyoOoSs az2y$s 2F GKS ljdzSadAazya L KIR ada
greQ YR AlG G221 a2YS GAYS F2NJ YS (2 dzyRSNREG!
the questions would not resulh in-depth answers but my positionality limited my ability to see

K2g | ljdzSadAaz2y L LISNOSAGSR & aAYLIS FyR aidNy |
@2dz SELISNASYOS 6KSy GNBAYy3 G2 AYLX SYSyira,i KS L

political and contextual differences, Sophal reflected:

XAY [P YB2EKAIQS || 20 2F ¢glea 2F aléAy3a GKAY
WiKAE Aa NHZRSQZ K S NBtweer Ddpetnyirig bidmvRich ward]s] 2 K § NJ
& 2 dzQNXB dnds) oh Whatrsés@tlydu get. Suy feeling is that if you try to speak

a bit rude sometimes, um, a bit more simple, more cut through, the more conversations

6S KI @S5 GKS o0SGGSNI I yagSNwae ¢S ISiXo

| think most of the thing[s] that we found out for our easch was

dzy SELISOG SRXdzy SELISOGSR O2y@SNELFGA2ya tA1SX i
went down a little bit, you know just normal conversation.\@men all the question[s]

are prepared to ask them, [we get the] same answer but [if] we just spedkrough,

we found a different thing all the time.

The difficulty with action research is the unpredictable flexible nature which means that a
researcher must react to a groups responses and preparation is minimal. When there is the added

complexity of coss language and cross culture, the difficulty is increased. Research Assistants must
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be reactive and make decisions about what information is important and how to facilitate the
direction of the research. In addition, a central component of PAR is tiigydb be critical of a
situation, however in Cambodia being critical goes against political, historical and cultural values
and beliefs. Typical open questions exploring feelings and experiences did not translate well and
Sothara also struggled with uatstanding how to translate these questions as she too is
Cambodian. As Sophal said earlier on, using more direct questions in a relaxed conversational
manner resulted in better thick descriptions. Sothara was very good at this relaxed unassuming
approachto conversation, but my prepared questions hindered her ability to apply this approach.
Finding a balance between having some structure and enabling the RAs to use more culturally
acceptable ways of communicating was a challenge. Sophal tried to expkimjdbrney of
understanding how my background and control of the research made it easier for me and left them
sometimes guessing;
X L FSSt tA1S L R2yQl dzyRSNAGFIYR S@OSNBUKAY
experience, you have that experiengeu wrote it down so you can feel like, just like
€2dzQNBE (GKS gNRGSNI 2F | ad2NB a2 LQY Gl 1Ay3
3dzSaa tf GKS 20dx S/ 2140 A1dkiS dj2ded@ad A 2y a s odzii & 2c
F2NJ YS L R2y anjlkhoyw theanswkr fBoth B2S Wik K I G Qa s Ke L
G2 a1l @2dz FyR (2 OKIFffSy3aS @&2dz gAGK &a2YS

Sothara found this type of research challenging from beginning to end,;

ltmeant A1 S F2NJ 20 KSNJ g 2 ek & ¥vo welSitymean $hat @ 2 N 2 y €
gets easier from one week to one week, but work with you from beginning until the end

still difficult, the same.

Sothara stated that each workshop presented more challenges, whereas when she had worked as a
translator for nterviews in another project the challenges were at the beginning but over the
research period it became easy. With PAR the challenges were ongoing for Sothara. Sophal was
much more confident in challenging some of my suggested approaches which therogéderce

for Sothara to follow suit, an advantage of working with two RAs. In the above quote Sophal explains
that he can predict some of the responses from the questions | suggest using as he is familiar with
Cambodian culture. Sometimes he would tell that my question will result ione-word answers

ever though it was an open question. Sophal and Sothara would discuss how the question could be

phrased differently to elicit better answers or how they could use a different technique.
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We discussed the elfienges of trying to establish an equal environment for open discussion and
Sophal reflected on how this was not possible since we were outsiders and seen as teachers. The
villagers respected us and so our status remained elevated. Sophal felt that dbule have
established a relationship more akin to friendship, we may have received medepth

conversations;

¢KS NBflFIGA2YAaKAL) KIa 0SSy odzAf dXFKKKXgStft
GSFOKSNJ YR L 1y2¢ (G§KS& NPBpaythetrespe® b3S Ol Y S X
which means the more they respect to us the less uh, benefit, the less answer, the less

2dzi LJdzi ¢S 3ISGX LGQa 2dz&Aald fA1ST 6KSy G(GKS@& NE
they say they have to think, like you know answera@t lj dzSad A2y Ay I | K FN.
y2i | 02dzi GKA& yR GKS dAyASad GKAy3Iazr GKI

bit rude, cut through makes simple, makes it friends, more result that comes out.
| asked if they thought it was possible to creatich an environment of equality, they replied;

Lia KINRX AGQa F NBIf OKIFIffSy3asS F2N GKAaZ L
OF NNASNI L GKAY1X 6{2LXKIf0O

QJLISOALTffTe F2NJ GKS gAfflF3ISNE GKSeXnAa¥ az2yvysz
they [must] will obey them. (Sothara)

We discussed why the RAs were called teacher even though the knowledge came mostly from the
VHSGs. Sothara explained the word teacher is a respect position and the VHSGs wanted the RAs to
know they were respected; does not mean they teach them, although she also added that we did
teach them;
XgKFIG dKS® aSS Aa dKId ¢S GSKHOK (KSY G2 0dz
OKAY1l Fo2dzi GF1Ay3 LK2G23INILIKaE FAYRAY3I 2dz

teach hem every step through.
Sophal described how he would do the research differently next time;

LFXAT G GKS 68S3IAyyAy3d L dzyRSNBRGFYR | a YdzOr
O02YS IyR Sttt GKSY:Z w21 6S I NB I &adwzRSyd &z
have been doing and we will write down and we will tell our teacher, we have another
(S OKSNJ 0t dZ3KaoXx{2 GKFd o1& GKS& OFy TF85¢
YR GSFOKAY3 dza FyRX , S KXodzi 6S Qfaz2 HKIGA 1 S
we get now! (laughs)
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Positive aspec of being part of the research

Sophal reflected on the skills he had learned from being part of the research such as the process of

making an action plan, brainstorming ideas and using drawing techniques;

X this kind of research although doing with the health and you know with health, but

AlQa 2ysx AGQa 2dzad tA1S F2NI SOSNEUOKAY3A Ay f
02 82d2NBESE FOPOPEKS LINRPOSaasz 0SO0kadiesraiii KS LINE O
a02NYAY3Is 68 KIEIR LXILYysS & RN} ¢ G(GKAy3Iaz AlGQa
fA1S L aK2dA R KI @S dzaSR (GKAa F2NJ Ye o0dzaAySa

w»

now. Without this researgh know nothings about that.

Sothan expressed that she learned a lot of information about healthy practices and behavior,
especially around maternal and newborn health which she shared with family and friends.
Alsq the RAs opinions of government services was challenged by what they dedunieg

the research process. Sothara said she will now use the public health centres and has already

tried to convince her family to do the same;

.dzih F2NJ) vyeaStF: @&2dz (y2¢6 tA1S 0SF2NB L R2Yy
nothing, butafter 3 2 NJ] A GK &2dzx gKSYXGKS FANRG GAYS
and then when | see my family like my niece, when they like not, not well, | just tell my

mother that, just bring her to the health centre, but she said that she not trust the health
SYGiGNB |yR ljdzaO1fe& OoONAYy3I KSNI (2 GKS ®GOLINRGE
GAGKSE L 62N] SAGK @2dzx L 2dzad FK tATSXEAL1S
G2XtA1S G2 OdNMzaG ff GKS KSIFIfdK OSYiNB:zI 2dza

| had na expressed to Sothara whether | thought private or public services were better or worse,
but Sothara had spoken with health care professionals from the public facilities and with the VHSGs

and made her own opinion.

Both RAs knew very little about healthstems in Cambodia before the project, they were familiar
with private health clinics which both they and their families used but not about public health
centres or VHSGs. Sophal reflected on his opinions of health care and life in rural communities

changel;

XFft L 1y2¢ Aa tA1S GKS NBINBG FSStAy3da F2N
0SOFdzaS L ySOSNJI GNASR | KSIfiK OSYGNBXL yS¢
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think there was a connection between the health care and the people who tive in

NHzNJ f O2YYdzyAile odzi y26 LQ@OS R2YyS NBaSI NOK
C2NJ 42YS NBlaz2zy AlQa wKSIfidK aeadisSvyaeyvYdzOK o
FT2NJ SEF YLX S5 dzKXAdQa Srae (2 SRdzOeainS GKS &N
about something when they get told from the health centre and from the VHSG and

then when they get problem all the things [services] is like there, so better and then now

that they have connection in health centre and hospital in the province, towhe so

if there is a problems, they quickly make a phone call and there is an ambulance take

GKSY KSNBXaz2z Yeé NBINBG 61Fa&a oNRy3IsS L +fglea
I NBFQX AF L O2YLI NB G2 GKSANI fKebtaa et ST GKS

4.3.2 Influences on PAR projectsiiasscultural, crossanguage ettings

Reflexivity continued after my return to the UK and | began following up threads of thoughts that
were not fully explored while in the field due to constraints of time andueses. | went back to

the literature to develop a deeper knowledge and understanding of the Cambodian historical,
political and cultural forces, which | had struggled to grasp when in the field. My reading prior to
arriving in Cambodia had been a more gri history; with a stronger focus on public health and
RSOSt2LIYSyided ! FGSNI £ GKIFIG é6la ¢6KIG L ¢la (K.
NEIFRAY3 SKAOK YIFe KIFI@S SylroftSR I oNRBFRSNI FyR
While h Cambodia, | read accounts from survivors of the Khmer Rouge, | visited information tourist
areas that depicted the realities of the past and | spoke to many people. On my return to the UK, |
read fiction based in Cambodia that provided colorful accowdftthe culture and provided an
imaginative literary voice. | read books written about religion, power and moral order, about

It Y02 RAF QA RSLISYRSYO: 2y LYyGSNYFGA2YEE AR Iy
Rouge. All of these helped me to umdind the life world of the participants and what | had
observed during the research process. | better understood that critical reflection as a method in
itself went against the grain of the Cambodian Culture as did challenging hierarchical structures tha
provided security through established patrafient relationships such as between a community

member and Village Chiefs or the PHD.

The normal role of CHWs is limited to transferring information from NGO training to the community
and not to question aitiation or reflect on experiences. There is an embedded culture of pleasing
SEGSNYyLE 13SyOasSaT KSyOS (KS NBaLRyasS 2F WR2Yy(

show success regardless of the reality. The reflective methodologies that egatral feature in
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PAR practice also did not come natural and were not culturally aligned to the current Cambodian

context.

Being Cambodian, Sophal and Sothara were able to understand the gaps in communication between
Y& YSUiK2R&a | YR stindidy AtQuad dlotylitiQthe Rdey/ dreGtdtd a more relaxed
environment and particularly when Sothara took over with a gentler more conversational approach
that narrative of their true experiences unfolded. Their approach aligned with the woranfs

(2008) with Cambodian development workers who also found that pushing local people to
participate canactually bring about negative effects, while being patient enabled participants to
become more involved. In hindsight, it would have been better to have more time with the RAs prior

to meeting the VHSGs to discuss with them Cambodian traits and possiéch approaches, but

time and availability was a pressure. Without the RAs the research would have gone stagnant and
remained a predominant western model and not true to the principles of RkeRlenbergBuskens
(1996)argues that western constructed methods can be a starting point but that the challenge
NBYFAya (2 WwWO2YS dzLJ 6 A GK ( Kt§in sfudtion, takingJeubkHidy A I G S
60L& YdzOK & &2dz Olyo Ayid2 O2y&aARSNIGAZ2YQ o0& Si
is what Sophal and Sothara did on my behalf and my power focused on ensuring they could do this

by providing and facilitatign space for them to be reflexive together.

4.3.3 Power guctures

| arrived into an aid dependent nation where external organisations, from high income countries,
had dominated development and held power over government and people. Theréfare, as a
white, western, educated woman from a university, had presumed power that was defined even
before | arrived. On arrival, | remained in power as | instructed the initial design and implementation
of the research process and methodologies. At this point in timisked compromising the
emancipatory and nothierarchical knowledge production aims of PAR as, regardless of my
conscious desire to relinquish control, my own underlying positionality and project aims made it
difficult for me to let go. However, as thesearch progressed the RAs spotted the errors in my
methodological approaches and began to challenge my design and so a power transference took
place from me to them. As highlighted Martin (1996) when power seks to dominate it is met

with resistance and Sophal who was the more confident of the two RAs explained how he needed

to challenge my approaches in order to better the research outcomes.

Perhaps it is how such resistance to dominant power structuresidléd that determines whether
power can be a dynamic and fluid fordeucault (1980argued that power is exercised and not

possessed, but | possessed power even before the research began due to the context | was working
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in. However, as suggested Blartin (1996) by exercising less power during the research process, a

more dynamic power arrangement of structural dominance and subordination by participants and
researchers is achievable. However, | cannot say that the power | held at the begirasireyer

FdzZ e yS3IIGSR +ta S@Sy Ay GKS FAYylLIf NBTFtSOGA2ya2
NEFTSNNBER (2 dza a WeSIHOKSNR® ¢KSasS gSNBE (G SNY:
embedded in the social structures of CambodiasTkia historical feature of Cambodian social

organisation which is explained well ®yesen et al.1996)

WgKIFG FLIISFNAR G2 | 2SaiSNYSNI +a O2yaSNBI GA
about change is basically a function of the quest for order, for restoring and/or
upholding the ideal social and cosmological order which is a prominent feature o

YKYSNJ Odzf §dzZNB YR g2NI R GASHDQ

This is counter to the vision of PAR which is to bring about social or community change yet | was
asking VHSGs to challenge established social order and to disrupt power structures which they had
relied on and practiced foyears. Challenging, critiquing and reflecting is counter to the Cambodian
notion of learning as explained Bjth Huong K2 02 YY Sy (1 & ( Krpdrtandersygivenl Y 6 2 |
G2 NBOAGFOGA2Y NYGKSNJ GKIFyYy G2 NBTI(&Oiedby Gvedery R G 2
et al. 1996) Undertaking a PAR project within suah established social and world order was
challenging. However, the RAs acted as negotiators and bouwedasgers with special insights into

the complexities of implementation, changing the research into one that was more culturally
acceptablgHarris 2008)Our views of the power held by VHSGs also changed. Sophal reflected that
previously he had pitied the rurpbpulation but now considered them as resilient; whilst remaining
sympathetic to their challenges. | felt the same. This concept of empathy versus pity is echoed by
Enria (2016)vho argued that while it isssential for outside researchers to identify his/her privilege,
GKAA 2dz3KG y20 G2 NBadzZ &6 Ay SaaSydAlfiriaiy3a (K

4.3.4 Did the action research project end in social change?

When | started the research processet out with clear action research principles and ideologies
with the objective of social changeGreenwood and Levin (1998jescribed how the
action/reflection cycle should result in the participants learning new things about the problems they

face, thereby revising their understanding of the situation. This poses threeigogest

1. Did the PAR result in a revised understanding?
2. Was it conducive to improving the VHSGs situation?

3. Was the goal of achieving social change reached?
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The VHSGs utilized the shared space to exchange experiences and discussed ways of handling
difficult situations and as a group presented these to people in power, mainly the Village Chiefs and
the PHD Technical Director. Norn aired her concerns that theg¥iChiefs were not facilitating
villager cooperation and the PHD Technical Director agreed to speak with them and encourage
support. Furthermore, the VHSGs received training and some tools to improve communication with
the villagers and learned new gkilaround action planning and problem solving. However, the
context in which the VHSGs were working could mean that after the project was completed they
return to the status quo. It is difficult to measure if long term social change was achieved or even if
it is possible given the external influences on their woNygreen (2010argues that PAR as a
method, when led and initiated by university based researchers who occupy multiple positions of
power andprivilege, has limitations in achieving the ethical and political aspirations of a PAR project.
Nygreen identified three critical dilemmas in such PAR projects; power, authorship and scale that
limit the political and intellectual possibilities. Inde¢de scale of the research here was small, just
2yS NBASFNODKSNE y2d4 F+ GSIFY 2N 2NBFYyAal GAzZ2Y
comparison of undertaking PAR for the first time as a doctoral student compared with PAR projects
post PhD has led theughor to believe that researchers should curb their enthusiasm and consider
reconceptualising PAR as one of many tactics of critical research for social change. Not to say that
the research does not have valuable outcomes but rather that the ideals sougtRAR project are

not always achievable and at the PhD level are often part of a longer learning process.

Following submission of the thesis | will consider it my ethical duty to share the knowledge and
experiences of the VHSGs with those in powemtlgh dissemination of articles, short summaries

in Khmer and where possible presentations. | aim to reach those in Cambodia with some power at
national, subnational and local government as well as NGOs working with VHSGs to contribute to
some social changié possible. However, the authorship of such documents will be mine and the
VHSGs are unlikely to be part of this. Some of the VHSGs also wanted to remain anonymous for
various reasons and so would not like such ownership of the research. Rather itutitisrs it was

better to share their problems as a VHSG community rather than as individual struggées.
research so far has answered many questions about the public health skills and knowledge of VHSGs
and the macro and micrpolitical forces at play hich will be part of the wider research dissertation

but also disseminated more widely. Was social change observed in this research is a crucial question,
is social change always possible? | would argue that in order to achieve lasting social change, other
factors have to also align at that particular point in time, such as place, engrained culture, politics

and local structures.

160



4.4 Study 3Stakeholdemiterviews

Semi structured interviews were conducted with ten professionals working across disciplines but
with some or all aspects of their jobs linked to public health developraenitizen participationn
Cambodia. The interviews were undertaken at their workplace or in a local café/restaurant in English
and lasted between fortgywo minutes and one hourral thirty-two minutes. Findings are preserte

with quotes from interviewees stating their job rad@d whether they are international or Khmer. |
chose to identify these traits as it provides indication of the cultural backgrounds and
positionalities ofthe interviewees that may affect their answers. For instance, interviewees from a
western liberal background may present ideas differotn a Khmer national who understands

the intricacies of the Khmer people. All internationals were from Europe, Australia or North America

except for one interviewee who was originally from another southeast Asian country.

4.4.1 Participants

The interviewees condid of staff working for international NGOs (1 Khmer, 2 internationals),
International volunteers (3), International volunteer programme leads (1 Khmer, 1 international)

and Public Health professionals working for national government departments (2 Khmer).
International volunteers were experts in their field and supported government staff and civil society

to develop capacity as identified by-@dountry partners anddid not come with a substantial budget
International NGO workers had more of a programugu, part of which involved building capacity

at national, subnationabr community level. Khmer nationals worked for international volunteer
2NBFYyAalFGA2yas F2PSNYYSyd dzyAda yR AYGSNYLF GAz
experience worlng within the field of health in Cambodi&our main themes are identified with

subthemes as shown ifiablel?7.
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Tablel7 Interview themes aml subthemes

WIraining

winternational support and capacity building
wl_eadership

uPlanning, management and problem solving
uSupervision and monitoring

wMonitoring through community engagement

awinsufficient application of public health skills
and knowledge

uExamples of public health skills and
knowledege application

«Mentorship/coaching
wOngoing refresher training
oParticipatory teaching methods

Donor, NGO and
international
volunteer
influence on the
Cambodian health
system

ubonor and NGO funding

W/ erticalisation of health programmes
wAdvocacy

wAid dependency

4.5 Theme 1: Capacity building structures, barriers and strengths
This theme highlights the views of interviewees on past and current experiences of government and
NGO structures of training, supervision, monitoring and evaluation in the hsetttor. Strengths

and weaknesses of such structures are discussed with examples to further represent the situation.

4.5.1 Training

The reported model for training of government personnel is a cascade model referred to as Training
of Trainers (ToT). Some vdidas occurred in which National Government Units directly trained
health workers at the community level or the OD/PHD trained VHSGs without going through the
health centre first. An interviewee from a national unit explained the hierarchical natureipirga

162



hdzNJ &b/ 1 t8& 226 A& 2yfteé R2 GKS GNIAyAy3a G2
sometime also the district, Operational Health district and those people are the ones
gK2 adzZllll2aSR (2 R2 GKS GNIAYyAy3a (G2 @2 dzy Xz
most of the time they do the health centre uh, uh, separately and the volunteer
aSLI N GStes GKAA Aa 2dNE 2dzNJ KASNI NOKé 2F N

official)

This hierarchical structure was also followed for approval and permissionmsef projects. For
example health centre staff insisted on waiting for guidance and acceptance from the PHD or OD
before they became involved Bny new activities or training offerdoly NGOs. Likewise, the PHD
would seek instruction and guidance frontiomal programmes before acting independently. It was
also suggested that Health Chiefs in health centres would be reluctant to receive training for

anything that contradicted manuals issued from the national level,

| think that any any foreign NGO comihgy G NBAYy3I (G2 GSIFOK GKSYZI &
Ay GKS a2l X dK LRfAOASaT GKS I1SIHEtGK / SyGNB

international public health volunteer working at district level)

Although the cascade model was the norm for governraémtaining, (INGOs and volunteers
delivered training in an ad hoc manner at various levels of the health system. External agencies
generally contacted a governmental body for permission to begin new projects but they
implemented training at whichever leV was relevant for their project. Some international

organisations followed the ToT system;

XFOO2NRAY3I (2 GKS FdZARStEAYS 2y ylFriA2yl{ LNE
the ToT to PHD staff and, so when we [international volunteer organisationgl sl
to provide the training to the health centre staff we cooperate with the PHD (Interview

8, Khmer, NGO Regional manager)

Some organisations did not adhere to governmental training structures, especially when donors
were prescriptive in who they wiskdo train and where. This means that the national level was not
always involved in designing training and delivering it through the cascade system. For example, the
below quote shows that although permission was sought from the PHD, and health cenped hel

with coordination, the NGO delivered training directly to the VHSGs missing out the above levels.

Yeah, for example right now [named NGO)] provide the training to VHSG in in some
health centre and we [local NGO worker] cooperate with PHD staff andafiRos

provide this training, facilitate this training uh, health centre staff just provide
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coordination and facilitation about the administration process. (Interview 8, Khmer,

NGO Regional manager)

If cascade training was followed the NGO would have¢chithe PHD level to train health centre

staff and then VHSGs, thereby building the capacity at all levels. In cases where the ToT model
gl ayQi ¥F2ff 2SR Eomktifesindwsbre @ BitativashappeaidyiiBhe community
which they could haveupported further if they had also been trained. Most interviewees stated
that they ensured the PHD level were aware of their activities with VHSGs but this did not necessarily
mean the information was passed to health centres or ODs or that PHDs wectydinvolved in
delivery, possibly missing opportunities to strengthen the overall health system. One international

volunteer explained communication with PHD/ODs did not always result in direct involvement;

We would sit down with uh, a representatigbthe OD or the PHD, discuss with them,

We¢KAA Aa oKIG ¢S glyild G2 R2QXQ271 0GKFGQ& TFA)
explain] how do you address their concerns, uh and then you just submit your work plan

AY 6NAGAY3Id . dzi XRERBOGYy2&lI 6 KEB RARXYRW(ISNIIA

public health volunteer working at district level)

When asked why PHD/ODs had minimal involvement in delivering training, the volunteer expressed
that a fear of losing funding and an inability to fund actatiafter the training restrained their

involvement;

um, | think maybe they may be afraid to pass up the opportunity by directing too much,

dzy RANBOGAY3I bDha G2 R2X L YSIys &a2YS$S az2vys$s
knowledge in, even though they may rfrdve the facilitation skills that we would

consider to be adequate in a western context, they do have the technical knowledge,

odzi AGQa 2dzaix SOSYy AF @2dz 0dzAft R dzLJ 6§ KSANI O
to do it without funding, they wlilnot be able to go to the communities or the schools

2NX GAGK2dzl FdzyRAY3IS (KS2QONB OSNE RSLISYRSY

international public health volunteer working at district level)

Other concerns about the cascade model of trainiregewoiced such as a lack of quality training
skills and materials that were not always developed suitably for the community level due to

insufficient capacity at the PHD level;

Provincial department, they lack of capacity to develop good material togim]tthe

KSIHfGdK OSyYydNXS || y Basicallyth¢ @@acitgig stilttyhiied Brisdme o

provinces so they need regular monitoring, support, supervision to make sure that they
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can handle the same quality of training to lower level. (Interviewhindf, national

government official)

One international volunteer organised a training session on interpersonal communication and
invited some health centre staff to then cascade the training later. However, only six out of ten staff
came meaning that someellth centres missed out. This was echoed by national staff who stated
that only one or two staff from health centres were invited to training sessions. Also, interviewees
explained that health workers did not have the skills to deliver effective traittingthers. One
volunteer commented on the style of training used by health centre staff when preparing VHSGs to

deliver health promotion in the community;

Xe2dz (y26 Al0Qa || OGSNE RANBOGAGS GelIS 2F LIN
just holding tfe flip chart or holding you know the pamphlet and just talking and talking

YR GFt1Ay3aT a2 GKFG RARYQG 3ISG GKSY wzxl {Da
G2 ale (2 GKS O2yYydzyyiaildeod {2 e2dz 1yz2s (GKS
participatoryumA 1 Q&> GKSe& R2y Qi (y2¢ Kz2¢g (2 dzaS LI N

5, international public health volunteer working at district level)

This reportedly impacted on the confidence of VHSGs to deliver health promotion sessions to large

groups in the commuity and could result in a reduced number of VHSGs delivering the sessions.

4.5.2 International support and capacity building

NGOs and international volunteers were reported to build capacity and support national
programmes on a variety of topics including RMERV//AIDS, health promotion and education,
behaviour change communication, technical and clinical skills, management and democratic process

at national, sub national and community levels. NGOs and volunteers also worked alongside national
government to spport policy and strategy development, implementation, monitoring and
evaluation. For example, interviewees stated that they were working to support implementation

and functioning of the Community Participation Policy for Health. Other NGOs ensured tikeir w
addzLILJ2 NIISR GKS WwClkad ¢NIO1 LYAGAFGABS w2l R al LJ

were reluctant to go outside this framework.

At the national level, NGO workers and International volunteers based in Phnom Penh worked
closely with theMoHand specific units such as the National Centre for Health Promotion, Maternal
and Child Health unit and HIV/AIDS unit. One international volunteer also worked alongside
Cambodian colleagues to support democratic development which was aszoss projet. Their

roles were to build capacity by providing support and advice to national programme staff to improve
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programme implementation and systems management in relation to specific funding and outcomes,

for example;

...our mission is to save lives and &tper with the Ministries of Health in developing

countries, um, to provide the assistance that they feel that they need, um, and to help

GKSY AYyUSNLINBUG GKSANE @&2dz 1y2¢ UGKSANI adNy
operations and into programmes, thate sustainable um. And in a way that also is,

you know every day and in every step of the process is building the capacity of of the

Ministry um, and of of the national programme staff, um to do their jobs
O0SGUSNXOLY(GSNIASG o b badwdkihg & hajonalildve)y | € LINE 3 N

Although the same interviewee referred to the government as an extension of their team rather

than the other way around;

X® ¢KS ylFidA2yFf LINRINIYYS adlFF INB Ffyvyzad
g2NJ az é 2tdwiew B R@Xntetnatignal programme lead working at national

level)

Another example was a request to NGOs and international organisations to assist in the
development of the National Health Accounts, which for some time was advocated for by donors
and N®s. The interviewee also spoke of the importance of waiting for national staff to be ready to

move an activity forward,;

z

XFd a2yYy$sS LRAYy(d KS wdzyAd RANBOG2NB YAIKG &l ¢
NEIFR&QI odzi Ay Ay | DRIHAY SI 2FSIGNMISKE ENIRY &
GSQNBE 3J2Ay3A (2 R2 GKAAQ® OLYUGUSNWASSG o bDh

national level)

Furthermore, NGOs implemented and evaluated pilot projects funded by external donors. If
effective, they coordinated ith the Ministry of Health to roll them out nationally. For example, the
curricula for Midwifery Coordination Alliance Team (MCAT) meetings was being trialed by different

NGOs in different regions with an aim of creating one for the national governmexaapt;

GSQNB | Oldztte GNBAYy3I G2 3ISG G23SGKSNJ YR ¢
parts of the country, cause it was crazy to duplicate, you know and hopefully we can

RSOSt2LJ I a2NIl 2F O2Y0AYSR OdzNNR @daiddzy K& (¢
0KS aAyAadNBzZ ¢SQff 62N] 6AGK GKS aAiAyAradNe

page. (Interview 7, International NGO director)
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At the community level, international volunteers helped (often with local translators) to build

capacity of healthentre staff and volunteer CHWSs;

Our [volunteer] public health advisor, they work at the community level, they work with

health centre staff, they build capacity of the health centre staff and they work, they

work with the community level to organize thaitting with VHSG in order to build their

capacity, especially on their own responsibility [or initiative] and on disease
LINEBGSYGA2yX O6LYGSNIBASSG dpX YKYSNI 22f dzy i SSNJI a

NGOs developed tools and guidelines for implementing the Community Participatidteédth,
however the area of focus depended on which NGO was developing the guideline. For instance, the
health centre management committee (HCMC) is responsible for monitoring overall health centre
performance and quality, but an NGO with a focus of reprtive, maternal and child health

developed guidelines for this area only;

X woS8 RSGSt2L) G22ta FYyR LINRG202fta&a F2NJ I NBI
SEA&GD® {2 F2NJ SEIFYLXS dzy KSIftdK OSYyidNB VY
standardised trining package for them for reproductive, maternal and neonatal
KSHtdK® {22 6SQONB RS@OSt2LMAy3I (K2asSs F LILX &
0SXIFIR@20IG4AYy3 YR RAAASYAYlIFGAYy3a GK2a&aS +d
other stakeholders to use and ally for the national programme to take up. (Interview

7, International NGO director)

Interviewees explained that NGOs and international volunteers identified and filled procedural and
quality gaps. For instance, an annual monitoring exercise that tale® @t health centres by

national and subnational government did not have a measurement for quality of service delivery
and so an NGO took on the role of developing a measurement tool, however it had not been adopted

by the MoH as yet.

4.5.3 Leadership
Interviewees felt that capacity building efforts were more successful if the leader was strong and

committed to the project and to the wider development of their department or organisation.

X2yS 2F GKS Y2ad AYLRNIFIYd FrOGaNBYX®! fROO
leadership with more | suppose, open demaocratic process of participation, so someone
dKFG R2SayQid ¢lyd G2 K2fR GKS dzyrz R2SayQi «
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someone that wants to share the knowledge and wants to build, truly thelteams

capacity and allow is flexible open (Interview 10, International volunteer manager)

This was echoed by another interviewee who had supervised many international volunteers and

found that a leader who was committed to change was a key factorojegirparticipation;

XGKS 5ANBOG2NI K gK2 KI @S | adNry3a O2YYAGYS
the organization, working with those people, really we can see the change you know,
because there is encouragement from the director... (InterviewhBeK Volunteer

Manager)

The importance of having a supportive senior leader in place was also linked to hierarchy in a health
system where no activities took place without the approval from the senior level. This meant that

the chain of command had to betact and fully functioning to implement positive changes;

{2YSGAYSa AlQa KIFEINR (G2 Y2@0S (KAy3Ia F2NHI NR
LINE GARS @&2dz 1{y26 | LIINBGIE 2y &a2YSHIKAYyIXD |
O2YYlIyR GKIG Fda3OSARY amyA Fi KIKES NBKIaA ya 6 K2 Qa Y+
Ad y2G FILOAECAGIGAY3 Ay &a2YS sl &3 SAGKSNI (K¢
2dzi YR R2 ¢gKFEGS@OSNI GKS& ¢glyid (2 R2X (KSe
obstruct, some of those interven2 y 8 X OLY G0SNIWBASS o bDh AydSNYyLl

working at national level)

A need to have strong leadership that applied clear disciplinary/management policies was reported

need for health worker management;

X6S NBI dzA NB & i NRlgadersiip yor knowvad,yivé haveytdRdevelop

policy in place and we need to enforce the policy to make sure that the staff are

FTdzy OGA2yAy3 Ay GKSANI NBfSX a2 ¢S ySSR G2 O
from the top level first, the senior people &etMinistry of Health to to really really

force policy to make sure that the staff, implement their own responsibility. (Interview

9, Khmer Volunteer Manager)

An interviewee explained that without disciplinary actions for health workers who do not hfil t

roles and responsibilities, there was no incentive to change their behaviour following training;

..they have evaluation [of health workers] but [its] just [a] comment not [a] fine or not

[a] punishment (Interview 8, Khmer, NGO Regional manager)
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The sime interviewee felt that capacity building of PHD/OD staff to manage, monitor and evaluate

was the responsibility of the national staff;

X GKS aAyAadNe 27F I SHfGK &aK2dAR LINRPOARS S
coaching to the PHD to build their cajig to high, to to the quality management yeah,

in that field. (Interview 8, Khmer, NGO Regional manager)

Interviewees expressed the importance of engaging national staff in identifying and developing

capacity building agendas. For example;

Xaz2 olieSrpbef@@ thegizgo to capacity build them [PHD] they need to discuss
with them what training they need to do their work better and then they try to organize
the training based on ah, capacity building around the partner. (Interview 9, Khmer

Volunteer Maager)

Likewise, another volunteer engaged health centres and VHSGs in selecting training programmes to

suit their needs;

X ¢S alAR KSNB Aa | fAad 2F G2LA0a GKIFdG ¢S
breastfeeding, we could do you know, sterills& y > 2NJ W2 K| § R2 @&2dz GF
Y2NB AYLENIFYGKQ FyR &2 (KS& OKz2a$ Fyz2y3ad

international public health volunteer working at district level)

Pressurising organisations into undertaking specific capacity buidiaigises did not work and it
was felt that external agencies must avoid this to ensure ownership remained with the national

partner;

Xodzi &2 LMzZAKAY3I:Z tA1S 2dzad GKI G LINBaadz2NB
offering, | think to partner with tam and you really see the benefit and they need to be
given the space to um, to make it their own. (Interview 3 NGO international programme

lead working at national level)

One NGO worker felt it was important to suggest ideas but to wait until the leadsrready to
engage. She explained how she introduced ideas without enforcing them and stated the importance
2F | £ SFRSN) Syadz2NAy3a bDha 2N SEGSNYyIFf R2y2NHE |

X i a2Y8 LRAYdG KS YAIKG atre Ww2Q50bu@iAR2AV
I O2dzLX § 2F 65814 2NIAY | Y2ydGKS 2NJ Ay | &8
R2 GKAZQX KSQff 1AYR 2F aKdzi R2gy O2y@SNEI
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2 dz
I
|

I R2y2NJ 2NJ Fo62dzi KS al &@a tsikabautCambodja2z i | 0
GKA& A& I /FY0o2RALF LINRPINIYYST (GKA&A A& y2i
GKS2BQNB ¢ NB GKIFIG GKA& Aa dzZKXI GKS@QNB K

(s}

international programme lead working at national level)

Professionhinternational volunteers who came with their own personal development agendas
could present a risk to national ownership as they had preconceived ideas about what they would

like to implement. Managing these expectations early on was deemed necessary;

X the focus is the partner organisation and often most importantly is the community

YR GKS 0SYSFAOAINRSAT a2 WwWe2dz2NJ NRPES Aa o1 O
X2 adzZlJl2 NI GKS K2aLWAGEHE G2 YIF1S GK2aS 2dzi
0St2y3a (2 @&2d2Qd OLYUGSNBASG mnI LYGSNYylFGAZ2YL

4.5.4 Planning, management and problem solving

Interviewees articulate that building capacity of personnel requires the ability of senior managers
to plan, manage and solve problems. The knowdedigd ability of senior managers within health
centres, hospitals and the PHD/OD to plan and manage facilities and health initiatives was described

as minimal with little support and opportunity to develop these skKills.

XUKSNBE Aa @S Nkdthining orf what iiindehdsI® bela hds@tdl Hirector,
gKFG AG YSItya G2 0S I YIYyF3ISNE F fSIRSNE |

International volunteer manager)

A lack of opportunity to develop problem solving and management skills byrHgalttre Chiefs

was reported;

Xo 20 2F GKSY OKSItfUK / KASTase R2y Qi KI @
| SFEGK /SYydNB / KASTa R2yQl 1y2¢ Kz2g (G2 YIyl
have the power to do anything over disruptive employees, yow kf they always have

G2 188SL) I32Aay3 (G2 GKS h5 G2 Fal T2N KStL) (2

volunteer working at district level)
The ability to problem solve was also identified as a skill gap for other health workers;

XiKSe R2 ¢ erdblerfisbgn§ skiflsKthey just think, they will present you with
I LINRPoOofSY o0dzi GKSe gAtf ySOSNI IAQPS @2dz | &:
R2y QG 1y2¢6® LGATX L R2y Qi 1y26 YIe&oS a2YSUGAY
0 K S 2tthihk ¢nerview 4, International volunteer working in a rural hospital)
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Lacking the ability to think critically to solve problems was thought to be a common skill gap in
LMICs;

X 6KSy L o6& Ay olFly20KSNJ [alL/ 83 pagogl&e | NB |
GKSe R2y Qi 3IAQPS az2fdziAzya G2 GKS LINBofSya i
fFrO01 2F ONRGAOIE (GKAY1Ay3aX!yR ONBIGAGBS GKAY

International volunteer working in a rural hospital)

Similarly, the hility to take problems and critically address these by coming up with solutions was

thought be challenging for some Health Centre Chiefs;

The capacity to then do something with those results [from supervision visits], just
thinking you know whenyougeedgy (2 a2vYS 2F (KS KSIfdiK OSy
a small team, quite inexperienced, lots of different demands, not enough time

(Interview 7, International NGO director)

Supporting managers to develop processes of-regléction, analysis and critical itiking was

thought to be challenging due to cultural factors;

X 2 aGSL)I 60FO1 2dzi 2F GKIG NRES 2F fSFRSNE
2dzi AaARSX &2 -ONA GADIY2NE RAStyT f @eGAOFE | 062dzd |
am|, Whyisthi& I LILJISYAYy3IKQ yR (G2 KIFI@S (KS &dzLJi2 NI
f221 Stttz &2dz {y26 Al YI& ySSR OKFy3aSa gAi
confronting area to work in because also we have in Cambodia like in many other
countries, there g systems, there is hierarchy, there is cultural uh elements um

(Interview 10, International volunteer manager)

Lack of availabty, due to time constraint®f busy directors and managers also hindered capacity

building efforts;

Xaz2 7F2N 2 dzNdoldntesflim@mdgemeantiadvisdr the challenge has been, the
5ANBOG2NI Aa OSNE O2YYAUGGSR o0dzi A& GNBAY3I (2
multiple hats and he has to provide training, he has to provide leadership, he has to

attend conference withhie government when its mental health, so his time is so

fAYAGSRXOLYGSNIBASSG mnx LYGSNYFdGAz2y It @2t dzyi
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4.5.5 Supervision and monitoring

Supportive supervision and monitoring following capacity building efforts was understood as a
necessity to measurthe effectiveness of health interventions and improve service quality provided
by health workers. In the past external donors through the HSSP2 would fund supervision activities
at the provincial level, however fears that this was not promoting sustaibhalésulted in the
withdrawal of funding for this task. An interviewee explained that if their NGO required supervision
to support an outcome then they had to fund it in that area or it would not happen as the
government was not providing the budget fdrig. Without supervision from the PHD/OD, some
NGOs were not able to achieve their aims and so funded the activity short term. Supervision
ONBFSNNBR (2 KSNB la WF2fft2¢ dzJQu gl a 2yfe L3
or an NGO;

| think they [PHD/OD] demand per diem to support them so that they can travel to
F2ff2¢ dzZlJs dzadzZrftfe A0Qa y24 FdzyOlA2yAy3a AT
YEGA2YFE LINPINIYYS XOLYUGSNIASSG P> YKYSNI +2f¢

Although health centre personnelere perceived as having plenty of training, they received little

supervision;

X NARIKG y2g L aSS Ylye GNIAYyAy3d odzi KI @S y2
do, they do, supervision to the health centre but not frequently yeah, some can two
timespdNJ @ SFNE 2yS GAYS LISNI @8SIENE &@SFKX oOoLYyGSNI

Although supervision and monitoring was factored into the health system in the form of monthly
integrated Service Checkilists, it was not carried out on a regular basis. It wisfélie checklist
approach did not adequately support supervision duties and did not result in actions to improve

performance;

X0SOldzaS &adzZLISNIAAAR2Y dzadzrfte YSIya ftAa0a00d
and they fill in their checklistktl & R2Say Qi AYLINRGS GKS O LI OJ
ANRPdzyR® ! YR &2 @&2dz {y26 AF (KS@QNB FAft Ay
0KS 2L NIdzyAide G2 RA&AOdzaa GKFG 6AGK GKS Y
making a bit more of th@pportunity and do more of that participatory supportive

adzZLISNIIA&AA2Y 6KAOK A&ViQiui KESTQE¥BY NIt XiKBI MSIEY
GKS | OGA2y LIXIFYyyAy3a GKFG F2tt2ga GKFG FyR |
ddzLILI2 NI 0 SOH dAIR YA TIQDPy2 2dz (Y26 a2z e&2dz IS
actually, what do you do with those results? (Interview 7, International NGO director)
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Checklists were described as very prescriptive and resulted in PHD supervision being centered
around thechecklist and not on developing the capacity of the health workers. Supervision skills
were also criticised by interviewees as lacking in constructive criticism and solution focused

instruction making it difficult for health centres to improve delivery;

XiKSe8 ®w»h56 R2y Qi 2FFSN) adzLIR2 NIz GKSeézX @&2dz |
82dzNJ 4a02NBa dzlJs &2dz 0SUGUGSNI 3SG &2dzNJ a02NBa

GKFG R2SayQd Syidl At OdzidAy3 R2gy ran2dzNJ AyOS,
0KSY K2g¢ K2g |NB KSIfGK OSYdNB GFdaAKG G2 O
LR AAGADBS FTSSRoOoIFO] 2N O2yaiNUHzOGABS ONRGAOAAY
GSNE LlzyAUGADBSXXAF GKS h5 | Qldz tfteresla I f
constructive criticism, offered more support um, | think that would also generate a

sense of pride (Interview 5, international public health volunteer working at district

level)

Furthermore, supervision of volunteer CHWSs such as community based distsi§GBDs) of family
planning products should come through the health centre but as one interviewee explained, this did

not happen because of a lack of communication and support from the PHD;

X t15 y24 AYUNRRdzZOS GKS /.5 (centreinstS KSI 0
communicate with CBD and the CBD working by themselves and the health centre
g2NJAYy3 o0& (KSYyaStg@gSax odzi KI@gS y2 02yySOi!
adzZLLR2 NI FTNRY GKS KSHfGK OSYGNBX SOSys AT (K
0KS @2f dzy G SSNI ¢ A 8,Khme2 NGOREgdakmadagey) G S NIIA S &

4.5.6 Monitoring through communitgngagement
Ensuring accountability and transparency to improve health worker capacity to provide safe, quality
health services was reflected by one intewee who explained that the national government have
internal contracts whereby ODs can qualify as Special Operating Agencies (SOAS) by better managing
the performance of their health facilities/staff. The reward is that the OD can have more autonomy
overfinancial and other resources which acts as an incentive for them. An interviewee alleged that
the facility performance was measured through health centre scorecards which have a question
relating to community satisfaction of the health facility, howevewas felt that the level of
questioning did not always result in answers that were reflective of the community;
WGKSNBQa | GAye 0O02YLRYSyil 6KSNB GKSe& 32 |yR
that always comes out 9000% satisfaction so | am not Sur 4 KI 6 Qa Sy dANBft &
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(laughs), you know I think someone from the Ministry of Health comes and asks you if
82d2OQNE al dAAFTASR gAGK 82dzNJ £ 201 € KSFEOGK FI (

(Interview 7, International NGO director)

In addition, reently (2015) the National Committee for Shlational Democratic Development
(NCDD) has introduced a Social Accountability Framework which aims to allow citizens to analyse
government supplied information and to undertake monitoring and assessment of @anlicces

and government performance using medctor scorecards. Expected standards of service,
governance and performance are to be displayed on posters. Health is one of the sectors being

monitored through the scorecard. One interviewee gave an examglated to health;

[information will be] put on those posters so that citizens can read it and see how their
KSIFfGK OSYGNB 2NJ GKSANI a0Kz22f 2N 6KSANI O02Y
about uh uh how many staff do you have working in your he@lfiy i NEBX A G A€ £
in those posers and, and its readable for the, for the ciizand they understand

probabyz. A F (G KSe& | NBIX dzKXI O2YAy3d G2 GKS KSIf (K

help them. (Interview 2, international volunteer working atioaal level)

By displaying the information to the public, health targets that have been in place for some years

were taken more seriously by government officials;

Xodzi Ay KSFftGK GKS& FNB dzZKX NBFfte FSStAay3
redly, ah, performing according to those targets, everybody is much lower in their
performance and they feel that if it [public posters] is implemented now that they will
be [put under] a lot of of pressure on them to to to raise their performance (Interview

2, international volunteer working at national level)

Such accountability could result in more realistic targets being set and allow the public to challenge
government health workers on inadequate services and poor staff attendance. Interviewees
explainedthat health centre staff will work at a private facility as well as the government facility,
splitting their time between the two resulting in health centres being closed when they should be

open.
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4.6 Theme 2: Public health skills and knowledge application

This theme encompasses two stiiemes which present how insufficient application of public
health knowledge and skills is an issue in Cambodia along with some of the reasons behind this and

some good examples of public health knowledge and skill applicatio

4.6.1 Insufficient application of public health skills and knowledge

Generally, interviewees felt that whilst there was a good level of public health knowledge and skills
amongst health workers, there was a lack of application in the work setting. Bffoatddress this

had been undertaken by the national government through training and incentivisation of health
workers. For instance, training on patient care, counselling, interpersonal communication and
behaviour change communication had been deliverethieyNational Centre for Health Promotion.
However, application of such skills and knowledge was reported as an issue. Interviewees discussed
possible reasons behind this. For example, health centre staff had been trained by the NCHP to
tackle tobacco isas with patients coming in for respiratory problems, however following training

the staff did not apply their new knowledge when back in the work environment. It was thought

that engrained culture was part of the reason;

XgKSYy (KSe& 3Si WKBEOWKNIAWAYFBIGKEKES AN AT L A&
O2dzyaStftAy3a &2dz {y2¢Xodzi L &SS K

1y26s o0dzi GKS& IINB y20 lotS G2 G2 R2 GKFG X
the the the NCHP but the health protiem centre, but at the, at the programme
WINF¥AYyAy38 GKSe faz2 AyOfdzRS a2yYS (AyR 27F d
8SU KILWSYSRX® AdQa aidatt ftA1S GKS GKS 0Od

national government official)

Interviewees felt that the concept of patient centered care was not understood by health workers
and that a curative medical model of assessment and treatment resulted in missed opportunities to
provide health education and promotion. One Interviewee expl&iR 'y AY G SNYF GA 2y

observations from working at a district hospital;

According to what our volunteers have seen is a patient comes in, they get told what is
GNRPYy3 gAGK GKSY (KS& 3ISi 6GoEKSNIK SefortsRA D A Iy
to do um, education about you know breastfeeding for example, about how to care for

your health noiXSqii KSNB gl ay Qi GKIFG LI GASyd F20dza OF

volunteer manager)
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This minimal communication and lack of health education leemvhealth facility staff and patients

was also seen at the health centre level and during outreach by a volunteer programme manager;

The health centre staff usually only do very uh, very uh, minimal work on providing
SRdzOF G A2y (2 GKSSyLBES 2VdrCKS (UAKYSSE 2R/2 YUkl (aXJ G K S @
on education, not educating to the people also. (Interview 9, Khmer Volunteer

Manager)

One volunteer explained that hospital staff could offer new mothers health advice but lacked

personal initiative to do so;
IGKAY 1 (GKS& OYARGAGSaEAB KI @S GKS (y2¢tSR3IS 0o
GKAYT1TAY3 X AYAGAFGAG®S G2 R2 (KAa 220X G2 R2
L Y I FANBG GAYS Y2U0KSN) 42 L Rengiblily (y26 41
G2 GSIOK YSI odzi GKSYy GKS& ySOSNXOLY(GISNWAS
rural hospital)

Some interviewees thought that demotivation prevented health workers offering health advice and

that their profession was purely for financiadig and did not have the necessary caring element

required for health care;

For public health skills, you can give them [health workers] as much education on PNC,

b/ X dzKX AYyFSOGA2dzaz RA&ASF&ASAaI ydziNARGA2Y S 0
know,w YGAY3I (2 GNIyatras GKFG SRdOFGA2Yy Ayh2
I fAY1lS GKSNBQa YA&aary3d NBFf Y2GA0FaGAazy (2
INB tA1S GKFG dzKsS o6dzi AG edzai asSénas G2 YS
S 1y2¢ AlG G2 0S® I SNBE AiGQa | FAYLFYyOAlLf &SC
volunteer working at district level)

This was further explained by another interviewee;

XGKSe KIgS (GKS 1y2¢fSR3IS &2dz |fo@mationad OF dza S
programme like from the Centre for Health Promotion they provide training to them,

iKSe (1y2¢ K2¢g (G2 R2 Al o0dzi GKS& (GKAy]l GKSe@
get like per diem support, you know, in terms of the work with N&®y have specific

LINE2SOG (GKSe gAaff R2XT AT y2 LINR2SOG GKSy i

Volunteer Manager)
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Two interviewees commented that individuals needed to feel valued and awards (financial or

otherwise) did this;

Xthere needsto®dl aSyasS GKIFIG WgKFEdG L R2 YIGGSNERQ o

programme lead working at national level)

X Ay (GKS K2aLRAadrt ¢S AYyGNRRdzZOS NBO23ayAlAz2Yy
giving them recognition award for the good job that they hadene, so we
RARXOLYUSNIBASG nx LYGSNYyFdA2ylLf @2tdzyiSSNI 4

However, the awards approach did not result in sustained behaviour change;

Yes, it increased motivation to the staff but then, you know after a while, when we
finished awarihg, two or three months later | noticed that they go back again to their

old habits. (Interview 4, International volunteer working in a rural hospital)

In 2016, there was an agreement to increase health worker wages but at the time of interview this
had 4ill not materialised. Another interviewee felt that even with a small wage increase, improved
motivation would still be influenced by a lack of professional development opportunities and

recognition;

X S@Sy AF (KSe& 2FFAOKI iikKk&ENBQG RdAANIYyREKayA
see them really like having a true capacity building opportunity with like, you know um,
ftA1S Fye 1AYR 2F Y20AftAde 2N lye {1{AYR 27F dz

(Interview 3 NGO international programneat working at national level)

The lack of communication and poor patient interaction is also thought to be influenced by the
hierarchical social order in Cambodia which situates poor, uneducated people as subordinates. It is
such populations that accesheaper government healthcare facilities. One interviewee suggested

to health workers a way of empathizing;

Wl 2¢g ¢92dAd R &2dz F8Sf AT GKA& KILWLSYSRE @&2dz
TNASYRaAaKOOOWASS (KS LI GASYd arsmdnelpdor, 32 Y852y ¢
you know unemployed, no money uh, no education and theia thé NS @SNE 06St 26
Therefo6 L &2dz 1y26s (KSe OKSFtOGK 62N] SNBEG TSS¢
[should get] less care yeah, so its ah, what we call you know avioeinal change, a

mental attitude, you have to change your way of thinking so that is going to take a long

time... (Interview 10, International volunteer manager)
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An interviewee added that she also felt that language barriers between Khmer and indigenous
populations together with low education levels of patients and community members made it

frustrating when health workers tried to educate and so demotivated them;

| think also having to deal with a population that is, that has lower education um, that

has Anguage barriers, that you have had to repeat several times, how to take a
YSRAOIGA2yX GKSe aGAfft R2y Qi R2 Ad LINPLISNI @
R2y QG dzy RSNEGFYR 2NJ 0KSe& R2y Q0 dzKX dzYs (K¢
frustratingK ® {2 L GKAY1=Z A0Qa y20G Ay GKSAN ylI (dz
SRdzOF A2y a LINI 2F GKSANI dzKXI dzYz GKSANI 22
the biomedical care, um that is seen as part of their jobs, um and I think just patient

that patient care orientated, which we still struggle with at home, um, is a foreign
O2yOSLJi (2 GKSY FYyR KSIFIfdK SRdzOFGA2y> 6Stfzx
02 dzyRSNEGFYR 42 6Ké 020KSNKQ OlunfedrSNIASG |

working at district level)

Also reported was a lack of identity by health centre workers as being part of the wider community

health agenda;

X a42YS 2F (KS KSIFIHftGK OSYdiNB R2yQi (KAYy]l GK
health yeah. TheysaKtr ¢ A G A& | O2YYdzyS odzaAySaaz WAl
odzaAySadaa Aa (2 LINPODARS ljdzatAade aSNBAOS Ay

Khmer, NGO Regional manager)

Promotion of public health skills and knowledge was also hindered tdugublic health
management roles reportedly filled by medically trained staff often resulting in a focus on a curative
medical model of delivery. However public health as a-mmdical discipline was increasing as

higher education within public health wdbecoming more popular;

Now public health is getting more popular than before, you know like, many student
gyt G2 fSIFENY LldzotAO0 KSIfIiKZ (KS& 3INRgAYy3I A&
4SS (KS OKlFy3aSa XLydaSNDA Sficam> YKYSNE yIlF GA2Y

Improved institutional factors such as better wages, supportive supervision and monitoring and high
quality, regular training with greater coverage were listed as possible solutions to move health
workers towards a more people centered health eaapproach which would include health

promotion and education;
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How do we change thisZontinue training, continue uh supervision, monitoring and

adzLILR2 NI FyR Y2adhfte o0SOFdzAS GKS@ R2y Qi NBIf ¢
[knowledge and skillsWe have many health education counselling regarding to
nutrition, uh, antey’ I G+ f o6dzi AGQa y2G NBFffe SFTFFSOGALDS
a1Aff Ayid2 LINFYOGAOSX¢KS 3IFLIE o6A3 3IFLI A& N
training today is suf€ient, the training today is not yet sufficient in terms of coverage

as well as the quality... they know that what will benefit them, so with many factor

around like the low salary, the the system, everything to make them discouraged, less
motivated, s0o2 YSUAYSa (KSe& 2dzaid R2yQi OFNBX FyR A
gKFEG G2 R23 (KS@& 2dzald R2yQl R2 A0®do0LYydSNIWAS

4.6.2 Examples of public health skills and knowledge application
Examples of good practice were shared by rivitavees where individuals and even entire health
centres had made efforts to improve community perceptions and relations with the health centre.
Efforts to improve facilities were then communicated to village women to increase facility usage. A
volunteerworking at national level gave an example;
X GKS KSIFIfUK OSYyOREYNY ROE(G RAR ayutfthdwi 2RSA NJ
clean it is. After, they invited people to have a look and they promised that there would
always be ahhh skilled uhhh midwife avhl@etc etc, then people started to to visit
iKS KSIFHfGK OSYiGNB o0& dK:=E Ay GKSANI 28y O2YYd
0dZAf RAY 3 dzLJ YR Y2NBX OLYUGSNWASG HZ AYyaGSNyl

Another interviewee explained how the regions where she worked health centres have improved

hygiene and sanitation and staff attitudes towards patients;

Right now we can see the change of the health centre staff, right now the attitude of
the staff is improved, and the management, thelle centre management is also uh,

is better than before, yeah, and the the communication about the health centre and the
PHD is really better than before. Yeah and the, | see | see the health centre environment,
the hygiene and sanitation is improved ion® health centre (Interview 9, Khmer

Volunteer Manager)
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4.7 Theme 3: Capacity building methods and support for application

Ly G SNIA S g S Svihat frén@doés FourSiganisation offer to mabel health workers

or community volunteers at primary hedi K O NJ Rh&BBrSét Is (sed to deliver that

GNF AYyAy3IKQ

Mentorship or coaching on the job was most discussed as an effective but costly way to increase
capacity. Group training using participatory technigues such as practical-oanglercise to test

the ability to implement new knowledge and skills was also believed to make a difference. Shared
learning and working collaboratively was suggested as another mechanism to improve capacity of

public health knowledge and skills.

4.7.1 Mentorship/coachig
International volunteers played a key role in providing on the job mentoring and coaching along

with encouraging reflective practices as described below;

One to one mentoring, so uh, the the Nurse Mentor, she spends time with different team

members andhen goes through the daily scenario and discusses what maybe, maybe

GKFG A& 3JF2Ay3T WIiKFG Aa OGdztte NBIffe 322
82dz GKAY] Ada tFO01AY3aIKQ a2 (KSeé KI @S Gkz2a$s

volunteer manager)

Sometimes volunteers provided a more practical mentorship approach;
X@2f dzy i SSNJ 1KS& OK22a$ (G2 LINRPOARS GNIAYAYST
know, by working with them, alongside with them, hand and hand practice with them
and irtroduce them how to do something for example emergency aid, uh, if they have
any patient they will work with them and show them what to do (Interview 9, Khmer

Volunteer Manager)

One interviewee suggested that if mentors were available to highlight headiimqtion/education
opportunities in areaklife work situation that health workers would better understand when and

how to take a more people centered approach to health care;

...it would be great to just to have somebody almost work with them on sitieeatime
and point out to them this is an opportunity for you to discuss this [health
education/promotion]. (Interview 5, international public health volunteer working at

district level)
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Another form of mentorship was reported where NGO staff stayed oghtrat the health centres

with midwives to improve their practical skills in rdiéé¢ situations;

X2dzNJ a4 FF gAaff 32 (2 GKS KSIfGK OSYdGNB | yF
YR dzKX LINI OGAOS (23SGEKSNX® Yubwith fredSush Sy OS |
NGO they do that and the capacity of the midwife is improved so right now we bring

this experience to this project to improve the quality. (Interview 8, Khmer, NGO Regional

manager)

The importance of delivering training that is context sifie to rural life was depicted through the

example of midwives;

Xe2dz KIS G2 32 FyR FLILXe& ¢KFG &2dzQ@S t SI NJ
St SOUNROAGES dzKZ 82dzQ@S 320 | 6K2tS Tl YAt @
youyourlifecould S Ay RIFIY3ISNE dzYs @2dz R2y Qi KI @S Nz
and pump, you might be the only one around. Um, so | think that what could help is to

K gS Y2NB LIS2LX S 62N)] 2y &aAdGS 6AGK GKSY dzy
troubleshoot the conrl i A 2y a XOLYUGUSNIWBASG pX AYOGSNYIl GAZ2

working at district level)

Another interviewee highlighted the importance of supporting VHSGs through ongoing coaching to
improve their confidence;

X6S YySSR (2 LINRB@GARS it BemitKidbild dzéirsconfidénde y 3 F 2 €

0SOldzaS AT @2dz R2y Qi R2 F2tt2¢ dzllx (GKSe ai

people, so after training we need to do follow up, we have to go and meet them and

stay with them while they conduct the education®$ LIS2 LS S a2 20 KSNBA &
have the confidence to do this work by themselves so we need to do follow up support

from the NGO. (Interview 9, Khmer Volunteer Manager)

However, it was felt that such mentorship was not always available for lower cafltee health

system;

.dzi L Ffaz2z FSSt tA1S GKSNBQa Fy dzvr GKSNBQa
kind of approach, where what we really need is more of a kind of, like more of a kind of
mentorship approach or at least that willingnesdike go to, go down to that level, go

to those people and spend time with them (Interview 3 NGO international programme

lead working at national level)
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{2YS FStd OGKIG YSYUu2NBRKALI akK2dZ R 0SS | t20Ff L
was ®en as a temporary fix. For example, senior staff could act as mentors to junior staff. However,

fears that team working in Cambodia was not strong enough to support this idea were shared;

Xl 0dzRR& aeaiG8Ys a2 AT (KA aobepadnErwithta G KS 240
junior staff so this senior can be a mentor to the junior staff, this should be happen yes

odzi GUKSYy Ay GKS 6FNR L R2yQi &4SS Ay GKSANJ
ASSXOLYUSNIWBASG n3X LyGaSNYlhaspital)y £ @2f dzy § SSNI ¢

Likewise, a desire for nationals to deliver mentoring was echoed by another interviewee;

XgKFEi ¢SQNB (GNBAYy3I G2 R2 y2¢6 Aa KI@S YSyi(?2
expats but find a role model organisation that is doing really well iaracolar area
YR O2yiGNF OGAYy3 (GKSY G2 R2 YSYid2NAy3a gAlGK

International volunteer manager)

Although interviewees thought mentorship worked well in the workplace, it was thought that senior

managers were reluctant tcdhare their knowledge with others as it would reduce their senior status;

X @2dz KI gS 0SSy -20yeals duire ke seridh dodtof, thdre2idNdn m p
opportunity to go for a directorship position and then you get transitioned toxiadl

thesidzr GA2Yy A& GKFG Ay Yryeé LXIOSa RANBOG2NA
0KIG GKS& KIFI@S 3ALAYSR gKAES (GKS& IINB Ay (Kl
knowledge is power is control and knowledge is not shared most of the time (Interview

10, International volunteer manager)

The quote highlights that reluctance to share knowledge could hinder capacity development of new

managers which would better prepare them for future management positions.

4.7.2 Ongoing refresher training

The interviewees recogsed the need for ongoing refresher training to combat high turnover rates
as well as to update and refresh knowledge and skills. However, it was felt that this was not

supported at policy level,

X ¢KFEG 2yS GNYAYAYy3 A-goinyshgrvisidn/ rfczshérdmakeS y SSR

up all the time. Sghese are the role of our uh, [our] centre but if, if our role is not really

NEFft SOGSR Ay GKS aidNXaGS3aaAod LXIFYyXsS R2y Qi KI

sometimes very difficult when the staffleiN2 @A Yy OA I t € A1S Y2@S 2dziX?

I NBFNB&AKSNI F3AFAYyXaz2zYSGdAYS FFGSNE (G4KS> (GKS
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R2SayQi KI@S 06dzR3ISG (G2 O2yRdzOG F2NJ GKS G
government official)

One interviewee stated that héth workers from the hospital had requested more regular refresher

training;

X® (KS& adz33SadSR Y2NB GNIAYyAy3a tA1S GKIFG
and then, so they will not forget. (Interview 4, International volunteer working in a rural

hosptal)

At the community level, it was thought that skills and knowledge were retained following training
but that high turnover rates of VHSGs meant that training must be offered regularly to cover

newcomers;

XGKSNBEQa KAIK {dzNY 2 @S Nithat knowddde deX witk g’ >~ & 2 dz
20KSNJ £1 {D 0(KFd fSFOXOLYUGSNWBASSG pX AYUiISNYI!

district level)

4.7.3 Participatory teaching methods
Participatory practical training was believed to be a good way to improve skills and kigevdad
was applied by staff at the NCHP when trying to improve relationships between health centres and

patients;

X 82dz G§SIOK GKS KSFHftGK adr¥F K2g G2 GNBFG L
counselling process and more thiabout compassioh 6 2 dzii X o, Bat Kahingis

very participatory ... we take the field work of the daily activity of the health centre and

we bring that and we discuss with health staff to see the behaviour (Interview 1, Khmer,

national government official)

However, sme interviewees reported a lack of participatory training methods by government and
some NGOs. Group presentations using flip charts by an instructor seemed to be more regularly
applied;

L YSIy GKS t15 (SFOKSa f A1 S notklthéiccultirk S h5 @GS
G2 dzAS LI NIOAOALI (2NBSX @2dz (y2s SOSYy wAyids$s
approaches (Interview 5, international public health volunteer working at district level)

This was consistent with another interviewee who indicated tthet PHD had been involved in

delivering training that took participatory approaches but was unable or unwilling to apply the new
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techniques independently and that a revision of the training material and curricula from the national

level might encourage thme;

X GKS ylLaGA2ylFt OdNNRA Odzt dzy y28i LINRPGARS NBI
provide it, to provide education uh, provide the training by participatory approach yeah.
LGQa 2dzald AGQa 2dzad AF L aSS3 NeGRefighal Y2 NBE A 3

manager)

Likewise, another interviewee statédat a revision oturriculumto include participatory exercises

may improve practice;

CSEKE fA1S L gl a awlsr{Ay3a G2 GKS R200G2N) G2F
them to see how wean go away from the flip chart and pointing and to do something
StasSQry akKSQa tA1S WL FaINBSQd X (GKAaA Aa Fy ;

AGX OLYGSNBASS pz AYGSNYyLdGA2ylt LidzotAO KSI¢

In contrasta larger NGO stated that participatory approaches were new to Cambodians and needed

time to embed;

X L dKAYl AGQa AGa oloe X @&2dz (y2¢6 |AYR 27F
you know its early days really in terms of instilling a morgigpatory approach.

(Interview 7, International NGO director)
Practical, timely application of new skills and knowledge

The importance of applying new skills and knowledge in a practical and timely fashion was also

thought to be an important aspect ofaining that was currently lacking;

XKIFE@Ay3a GKSY LINF OGAOS:T LINY OGAOS 4AGK @2dzx |
dzKk NBFffe KSfLa o06SOFdzasS F t2d0d 2F GKS GAYS
necessarily practicing right away. (Interviewifternational public health volunteer

working at district level)

Interviewees expressed that to build capacity the person should be motivated and have the time to

learn;

You have to focus on who is willing, who is willing even though they may have the

chdlenge of low salary or um, poor resources, there will always be someone that wants

to learn more, to um, that someone that sees that those needs are real and that they

gyl G2 KStLI 42 AYLNROGS K gKIFIG GKS& R2 Iy
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important element. Find that uh, that person and work with them because they are the

ones that can work with others (Interview 10, International volunteer manager)

When training VHSGs a practical approach was suggested to overcome varying levels of education,
age and learning styles;

X GKS S80St 2F SRdzOlI A2y w2F 1 {Da6 A& f2¢
design the training to meet their level of education, you know28meed to design

training that uh, comes with some picture along with the pi@eafter training but not

give like a whole literature to them, they will not remember. Because some VHSG they

are very old, they cannot remember if you provide whole literature of training to them

but if you involve them with, try to make them active, gmactice and follow up,

behaviour and to do, to do something with them so they can learn, step by step they

will learn something so now we need to design appropriate training to meet their level.

(Interview 9, Khmer Volunteer Manager)

Some interviewees &gl role plays to practice new skills which was received well;
2S RAR NRfS Lleao ¢KS NRtS LXrea ¢gSNB 3I22R
KIS 06SSYy RAFFSNBylU Ay GKAa NRES LXIlFeésx dzv:
volunteering information(Interview 5, international public health volunteer working at

district level)

Furthermore, by taking a more inclusive participatory practical approach, not only when delivering
education but when designing training, facilitated learning.
AndwegothrdzZaK Sl OK | OGAGAGRT Wl 2¢ g2dzdZ R &2dz Y2
F LILINB LINAF G SKQ W22dA R @&2dz tA1S G2 R2 (KA& R
have them practice facilitating using us as audience and then the next day or in the
afternoontS e g2dz R RSt AGBSNI GKS | Oddzrf 62N] aK2 LI
1y26x @&2dz tSIFH@S (22 Ylyeée RIFIéa o0SiG6SSy IyR

(Interview 5, international public health volunteer working at district level)
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Shared learning

Theconcept of shared learning was discussed by several interviewees as a method to build capacity.
For instance, health workers from different provinces or facilities can learn from each other in a

comparative setting;

X YI &06S [healihlcdni?eystffican go to Koh Konfpealth centre]and see

A2YSOKAY3 Fo62dzi GKS Yryl3asySyd FyR GKSy ft §I
GKSANE FNBY GKSANI 2y O2dzy i SNLI NI asx &2dz {y?2
learning from uh, similar environments with Knii SR NBX &2 dzNOSaXo6Lyd S

International volunteer manager)

This type of exchange learning was also mentioned by other interviewees in the form of study tours

to well-functioning health centres or hospitals and even between PHD/ODs in other provinces.

X £A1S Y& LINBGA2dza LINRB2SO0lX L oNAy3dI (GKS (KS
to visit the health centre in [another province] (laughs) to see the management, to see

the staff attitude, to see the service provided in the health centrenen they come

back they improve their management, their uh, staff attitude also. (Interview 8, Khmer,

NGO Regional manager)

7 A

2 KSy RS@GSt2LIAYy3 (K OF LJ OAGe 2F +1{Da I atz2g

XGKSe8 R2y Qi ySSR (i &tthe damélfime, ydi knbvs Bteflpy sk S NE K A
at this day they learn one thing, another they learn another thingtl®y can start to
learn step by step in order to improve more knowledge and skill too so they [VHSG] can

be able to educate to the peoplent@rview 9, Khmer Volunteer Manager)

XE8KS OAYGSNYFGAZ2Yy It @2f{dyiSSNB KSNBESE T al @
aiSLI {2YSGAYSaA ¢S Y20S G¢g2 aasSLa FyR ¢S 13
d2Ys FyR &KS &FAR L R 2oyfidsh thd gased buwé &ny stils S QNB 3
REYyOAY3 YR Y2@0Ay3 TF2NBINR FyR ol Ol 6F NRaAX6

manager)

a
Z
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4.8 Theme 4: Donor, NGO and international volunteer influences on the

Cambodian health system

This theme has four sdthemes and presents the key influences and roles that NGOs, donors and

international volunteers have on the capacity development of the Cambodian health system.

4.8.1 Donor and NGO Funding

A large portion of the Health Sector StrategiarP2 (HSSP2) was funded by international
government aid agencies such as DFAT (Department of Foreign Affairs and Trade, Australia).
However, interviewees reported a reduction in aid funding for the current HSSP2 and the upcoming
HSSP3 due to the withdravaf some major international donors such as the Department of

International Development from the UK.

Having designated funding was the most cited influence on sustainable capacity building, not only
to finance training activities but to provide ongoingfresher training and supervision. Many
examples where capacity building plans were stifled by a lack of budget are preseptedious
themes. In addition, interviewees stated that funding did not reach the lower levels of the health
system such as prawdial hospitals, health centres and the community;
X GKSNBQa Yz2ySe GKFEiQa FFNRdzyR a2 ¢K& R2Say
OSYiNBaK {2YSGKAYy3 GKIG L Fftgleasz &2dz OF yQi
of, if you do, nobody will answer thdt dzZS&3 G A2y XOLYGSNWBASS o bD

programme lead working at national level)

As a result, donors and NGOs funded specific health projects or programmes, including top
salaries, equipment, infrastructure, citizen funds for accessing free hemi#hand research. NGOs
with specific project aims often filled gaps in policy implementation created by insufficient

government budgets to achieve their outcomes;

Xaz2YS 2F (GKS 20G$KSNJ RANBOG FdzyRAy3I G2 G4KS t |
aregd) FAfEAy3a G2 F OSNIIFIAY RS3INBS odzi 6SQNB
gKIFIG 6SQNB GGNBAYy3 (G2 | OKAS@PS GKNRdzAK 2dzNJ LI

director)

Some staff positions were funded or the staff in place would have their castravised to do

additional or different work;

X I 0A 2F I LINR2SOG LI AR alflFNASa 2F adl ¥7

l.:.I
FYR O22NRAYIFGAZ2Y &GFFF Xodzi GKSYy f&a23 ydzNE
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OSY G NBA | & (o0 f 2AdAIQ 35 deNNRYHZ FAA Y3 h54 @O AGK 2
them might have been staff that were already in place but were just, their contract

changed. (Interview 3, NGO international programme lead working at national level)

Incentives, monetary andtloerwise, were paid by NGOs and government in the form of per diems
to attend training, however insufficient funding to implement activities was reported as a barrier to
VHSG functioning. When supported adequately they were active in the communitiesthatitvi

support their interest decreased;

They [VHSGs] be doing the best they can to support and especially when we have [a]
campaign or activity that really engage them and work with them and monitor them

and um, and support them, sbay work for some tim, but when we leave them by

themselves, so the activity become less and less, so some places you have a volunteer
GAGK 2dzald GKS yIF YSAGIQAR 06D I Id£A Baludtaed, el K &IIINZ NIP
work is volunteer, so they can do whatever thentto (laughs) and then the, of course

there is a lack of monitoring as well, a lack of incentives, support, like because the rural
Cambodia[ns] they they are busy doing something, so when they contribute to uh, the

work of the health centre #y also expct something afterjncentive you know.

(Interview 1, Khmer, national government official)

High turnover rates for VHSGs were reported and NGOs had advocated for more sustainable funding
for VHSGs through the Commune Councils as part of the decentaligaticess;
X AXKS FI20SNYYSyYyild R2SayQi KIFI@S 06dzRISG G2 3IAc
AGQa jdAGS OKIFftSyaAay3a F2N GKSY Ffaz2z oSOl dza
for the VHSG, they need to find the work to earn income to supportfémeiy, so they
only can work for a few days a month, but they cannot commit for more because they
need to go out and earn income. And these are usually NGO or national programme,
they pay for transport cost and some small per diem for them when theg tomo
GKS GNIAYyAy3IXiKSe gyl GKS I208SNYyYSyid (2 L
fund through the commune channel, you know, so that they have a budget to support
the VHSGs so the VHSG can functioning well in future but it takes time you know, the
NGO they introduce the idea to the government, they think that in order to make the
VHSG functioning the government should allocate the budget to pay monthly allowance

to them. (Interview 9, Khmer Volunteer Manager)
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4.8.2 Verticalisation of health programmes
Canbodia is very much structured with vertical health programmes working in silo created by

specific donor funding and NGO work streams.

L GKAY]l GKS @GSNIAOFItAAlFNGAZ2Y KlIa 06SSy | NBIf
looking at the way thatthe MiA &G NB A& (AYR 2FX K2¢ Ala 2NHBI
years, the National TB Centre, the National Malaria Centre, the HIV Centre and the

blradAz2ylt alGSNYylLt FyR /KAfR 1 SItftGK / SydNBX
linked of coursetodonorsadd2 L GKAYy{| @6AGK 1 L+xx ¢.3X alfl N
R2Y2N) 6K2Qa 0SSy OSNE LINBAONRLIGIAGS | 062dzi dz
YR dzKX FyR A& NBIldzZANBRX AGa NBIljdzA NBR

international programme lead working at nanal level)

The National Centre for Health promotion is one of the only departments at national level that has

not in the past had a programme specific agenda. Their responsibility laid more in developing cross
cutting skills. Behaviour change communioativas discussed by interviewees as a skill required by
health workers across a variety of programmes including tobacco control, alcohol use, patient
health worker relations, malaria prevention, complementary feeding, nutrition and integrated
management ofchildhood illness. Behaviour change communication was also mentioned as a
requirement for specific vulnerable groups such as garment factory workers, people with disabilities

and ethnic minorities. However, such crazgting skills were not being fundeabrizontally but

rather funded by individual programmes. Plus, the draft HSSP3 was indicating a shift away from this
horizontal approach and becoming more programme focused placing the NCHPs role at risk of
NBERdzOSR Tdzy RAy3d 2 KSy \ghdtSharigesiveralfédistedSattheNCHP | & |
F2ff26Ay3 GKS AYLESYSyldliaAazy 2F 1 {{toKQ &aK$S R

The strategy new, strategy plan is this time is focusing on programmes you know,

XC20dza 2y LINEIANI YY Sculdska N rSatetnal adtl ShilddaéaEh, § dzo S NJ
something like that, for our centre we are not a programme people, we are more cross

OdzidAy3IL 65 FNB adzLllRNIAYy3IE GKA&E A& OSNE N
AGQa 08GGSNI G2 62N] AlYRNDARIANKINIIRRTE KRyWR )
y2i OSNBXL G(KAY]l AGQA AGQA ljdAGS OKEEtSy3Ay
1Yy26X. SOFdzaS dzK X®/ F YO2RAlF AaxXegS INB Y2NB O
OLINBINF YYSag fA1S @[EAaneh ofigi@ifes id thelstrkedy QG K| €
L F Yy XOLYUGSNIBASGE mMX YKYSNE ylFGA2Yy It 3F20SNYYS
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Funding for activities like behaviour change communication, health promotion and educations skills,
counselling, problem solving and supervision were being due to the influence of donor
expectations. For example, a large portion of the funding for NCHP at the time of interview was
focused on tobacco control, an initiative supported by WHO and other large donors, rather than
cross cutting skills. One inteeviee explained that by improving capacity through developing cross
cutting skills, many primary health care programmes would benefit but there was little support for

this approach;

X FTdGSyliAaAz2y aKz2dZ R 0SS 3IAGSYy (2 o@somez Y2iA DI
1AYR 2F ONR&a OdzidAy3a AaadsS 20KSNBAaS LIS2 L
Wg2dz R2 YIEfFINAFQS WL R2 ¢. Q3 a2 ¢S KI @S RAT
the same common uh, business a lot, make sure that people apply thia gkiblic

health to contribute to the prevention of TB, prevention of Malaria, prevention of poor

nutrition so these are the common skill but now we are not yet in the stage of
O22NRAYIFGA2YXL TF8S§¢ GKFEG Ay  LINAYINE KSIHH
chd f SY3SaXoOLYUSNWBASSG mMI YKYSNE ylaGA2ylrf 32 0¢

Even at the community level different CHWs serve different health programmes, for instance
community based distributers (CBDs) deliver family planning interventions, Malaria workers hand
out mosquio nets and prevention advice, VHSGs do both in some cases and more. There is a lack of
coordination between programmes when employing the help of volunteer CHWs who have had little
training in health promotion and education skills. One interviewee exgthine challenges of trying

to coordinate silo programmes into a single plan;

LiQa w/ 12 LINE 3adlsomé partRulalilydmdnie 8f tha ikfécBous diseases
arequitesillSR 060 SOl dzaS GKS@QNB TdzyRSR Ay | @SNIAOI
thad 2 K4 GSyRa (2 KIFLIWSYy Aa (GKSeqQff SyR dzLJ
TB programme, and a plan supported by UNAIDS for their HIV programme um and
6SQOPS wbDh6 06SSy GNBAY3 (2 KS$Sdukdovi kiSiy G2 Ldzi
an area where | think uh, as | understand it, um, funding is an issue, so just to bring
SOSNBO2RE (23SGKSNI dy F2NIidzyl (18€t& O2atGa Y2ys
S ©bDh6 KIGSyQli KSfLSR GKFG KFELWSYys AdQa

enoughmoney to do it. (Interview 7, International NGO director)
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4.8.3 Advocacy

NGOs have some responsibility as advocates and were influencers of policy decisions. They were in
a good position as they worked with national bodies and at the grass roots level sofeedld
information up the hierarchy. For example, International NGOs often had more power than Health

Centre Chiefs and acted as advocates to influence government bodies on their behalf.

X&az2 6S KIFI@S +y | RO20I 08 NBaLRIySyAR AlfKAAGEE T80 Agt
2N @2dz (y26> Wez2dz ySSR (2 &LISyR az2y$s 27
AYTNI 20 NHOGdINBQ S$OSy AT 6SQONB y2i(s &2dz 1y29
Ministry of health should be, that should be. (Interview 7, Internation® Mi&ector)

4.8.4 Aid cependency

From the quotes above and some presented below, there is evidence of a dependency on
international volunteers, NGOs and donors to fill funding and other gaps in the system. PHD and
ODs, health centres and VHSGs looked to damadsnternational NGOs for support. One volunteer
explained that activities planned at the national level do not happen atnsional level without

NGO support;

Ladz-fte GKS 3I20SNYyYSyid o0dzRISEG (KS@ R2y Qi KI
governmant they depend on NGO support or they depend on the funding from partners
through the project implementation like TB project or Malaria, or HIV/AIDS which they
get the funding from the global fund, so they they can pay per diem rate for OD staff to

do follow up. (Interview 9, Khmer Volunteer Manager)

Refresher training is also mainly provided by NGOs who target a specific group or geographical area
resulting in unstructured training, for instance an interviewee described how only some health

workers receivd refresher training depending on NGO funding;

And some like this institution [named NGO], sometimes they cater for this only amount
2F LI NIAOALIYGA YR (GKSe& Olyy2id AYy@AGS |Iff¢
delivered by NGO because the Minigrf | S f 6K (KS& R2y QG 3IABS Y
[updates], so they depend more on the NGOs who are doing this for the hospitals and

health centres. (Interview 4, International volunteer working in a rural hospital)

An international volunteer programmeadd explained that placing international volunteers into the
government system to build capacity without a budget was difficult due to aepigting financial

support expectation;
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X C2NJ GKS ySg¢ LI NIYSNE GKSe GKAigHerpérKIl G (G KS¢
diem because they might expect that [our organisation] pay more and they always
compare [us] with the big NGO but when we work with them longer they understand

now. (Interview 9, Khmer Volunteer Manager)

4.9 Chapter summary

This chapter presented thiindings from all threestudies. The findings indicatieat health workers
based in health facilities receive training but they do mbwvaysapply the knowledge in the
workplace.Across the health sect@ dependence on external NGOs for instruction &mtingis
evident. VHSGappear to have minimal capacity to independently identify and apply solutions to
community health problemsand face many challenges from communitietheir identity and
credibility in theeyes of thecommunity isstronglyinfluenced by age, statugower, experience and
knowledge The findings also highlight gaps in training, refresher training and supportive supervision
that is constructive anénhancescapacity buildingManagers and leaders are not supported to
develop managemenskills and lack autonomio make decisions All three studies provided
information relevant to the aims and objectives of the research and enabled a health systems

approach to analysis which is interpreted atidcussedn the next two chapters.
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Chapter 5 Analsis, interpretation and synthesis of findings

This research aimed to gain a better understanding of the public health knowledge, skills and
practices required to build capacity within primary health care in low resource settings. It was hoped
that gaps irknowledge and skills required to build a comprehensive primary health care workforce

would be identified and that the role of key public health actors and policies in this endeavor would

be better understood. The research also aimed to recommend strategiel mechanisms to

improve public health capacity at PHC leval€Cambodia The research aims and objectives are

presented inTablel8.

Tablel8 Research aims and objectives

Aim Onec Section 1

Aim two ¢ Section 2

Gain further understanding of the public heal
knowledge, skills and practices required
build capacity within primary health care in Ig

resource settings.

Investigate the needs and gaps in training &
educational provision and identify strategi
and mechanisms of improving public hea

capacity at PHC level.

Research Objectives

Research Objectives

9 Identify where and what gaps exist in pub
health knowledge, skills and practices
facility based health workers and CHWSs.
Assess policy translatip especially in
underserved rural areas.

Analyse the roles and involvement
individuals, communities, organisations a
governments in the development of heal
workers and CHWSs.

Explore how the Alméta approach to PH
is understood and implemented, spifically
with regards to community participatio

and empowerment.

9 Identify methods currently being used I
training providers to build capacity (¢
health workers in Cambodia

Evaluate which methods and mechanis
are considered effective

Critically analyse current methods an
mechanisms that restrain  capaci
development

Explore how contextual factors impact (
the application of skills, knowledge ar

practices

This research applied a PAR approach supported-tgpth interviews to identify key phenomenon

that influence and impact on the delivery of comprehensRidC community participation and
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public health in Cambodia. Working with VHSGs, who are the maiicfhdalth implementers in

rural Cambodia provided an understanding of the challenges and contextual barriers that face
volunteers working in a community participation role. Thedapth interviews with health
professionals helped to situate the role ofdith workers based in community health facilities and

to understand how public health capacity building efforts have been received and applied by
volunteer and paid health workers. The interviews and PAR also served to provide an understanding
of the micio and macro factors influencing public health knowledge, skills and practices, including
national policy, leadership and management structures, working environments and health worker

motivation.

This awareness is also imperative to addressing the sedamdfahis research which is to identify
strategies and mechanisms of reducing the skill gap and improving public health capacity at PHC
level. The interplay between PAR, interviews and ongoing literature reviews has led to the
identification and recommeration of training methods and support required for health workers to

apply public health knowledge and skills in their community context.

This chapter analyses, interprets, and synthesizes the findings with current literatigelivitded

into two sectons to address each of the aims as presentetiaiblel8.

5.1 Sectionl: Public health knowledge, skills and practices required to build

capacity within primary healtlare in low resource settings.

This section will discuss the motivation, training and likelihood of health workers based in health
facilities to undertake public health practices such as health promotion and prevention advice. The
section will then provide critical discussion of key findings related to literature on the level of
public health knowledge, skills and practices of VHSGs. Training gaps and needs are highlighted.
Finally, the section will provide a more general discussion about community ipafit@s in
Cambodia and the ability of lay community members such as VHSGs to engage in participatory,

democratic processes as agents of social change that are valued by decision makers.

511 | SIFf 0K FFrOAfAGE 62Nl SNBR YR LMzfAO KSI
When fist undertaking this PhD, the aim was to explore the public health knowledge, skills and
practices ofhealth facility workergtrained practitioners based in community health centres and
hospitals) However, it soon became clear that health facilities natgidertake public health roles

such as health promotion and that it is the VHSGs who are the main public health actors. The
interviews further clarify thisThe concept of a peopleentred, health promotion and prevention

approach to healthcare is not uatstood or implemented by health workers at health centres or
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hospitals. The interviews uncovered a peived view that health facility workers focused on
curative care onlya focus commonn other LMIC{WHO 2016h)Having a curative focusan
damagepatient-healthworker relationshipss they becomdimited to the moment of consultation
rather than developing an enduring personal relationship that provides comprehensive, continuous
people-centred cargEppingJordan 201Q)Peoplecentred care means hayg a responsibility foa

LIS N.E Ieaftidaiong the life cycle including tackling determinants efidilth and seeing people

as partners in managing their own hea(fppingJordan 2010, WHO 2016b)

The AlmaAta declaration acknowledged that PHQhis first level of contact foindividuals, the

family and communitfWHO 1978)It is at this point that health workefsave an opportunity to
facilitateempowement ofindividuals and families through knowledgeddamealth promotion in the

spirit of selfreliance and selfletermination (WHO 2016h)However, healthworkers minimally
engage with the publiand do not apply the knowledge they have learned from NGO and
government training. Interviewees perceive that this is not dwe inability or a lack of
knowledge/skills but due to application barriers such as; a lack of compassion, perceived superior
positioning, low education levels of community members and low motivation of health workers.
Improving motivation amongst staff iseported by several interviewees as key to improving
application of skills. Consistent with other research findings in Cambodia and LMICs, motivation is
said to be affected by institutional factors such as low salaries, a lack of discipline or consequences
for poor performance and little recognition of good work from superigignderson and Tulloch
2008, Ingleby et al. 2013)An interviewee working at the national level summarised how

motivational factors affect implementatioof skills and knowledge;

The gap, big gap is around application... they know that what will benefit them, so with
many factor around like the low salary, the the system, everything to make them
RA&02dzNI 3SR fSaa Y2U0A0l GIS\NESS a2y R 2AY0S (R 2rSsay Q
(KSe R2yQiG |y26 6KIG G2 R2s GKS& edad R2yQl
WillisShattuck et al. (2008)dentified key motivational factors as financial rewards, career
development opportunities, ongoing training, facility infrastwe, resource availability,
management and recognition/appreciation of good performameélecting the findings in this
research The link between health worker performance and motivation is well established and
within Cambodia, several contracting mettoodave been trialed to improve motivatidoeters
and Griffiths 2003)This includes inteal contracting through Special Operatingitd oreven direct

contracting of Health Centre Chiefs which has shown improved health worker performance and
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facility use. However, this has not as yet been implemented nationally and does not address the
other factors affecting application of public health piaes. For instance, even when staff work in
private clinics, althouglsommunication with the public was perceived by interviewees as better
there was no evidence of applying public health practices like health promotion or prevention
advice. If healtHacility workers do not see themselves as part of the community and they feel their
role is purely curative, they are unlikely to apply public health skills regardless of increased
motivation. Healthfacility workers seem to be unaware of the public healthpeoach and the
evidence here suggests that they do not understand where the variety of public health training they
have received fits in with their worhey also do not have a cleamderstanding ofvhat people
centred community health care and the cept of comprehensivé®’HCmean in practice They
function within a hierarchical model of diseasgented medical care systems that is unsupportive

of partnerships and team work between different health workers and community members
(Lehmann et al. 2004)

5.1.2 Mind the gap; closing the gap between knowledge and application

The gap between knowledge and practice is the first step to addressing public health knowledge
YR aiAffta ySSRa 2F NHzNIF f-Rel A a@NR $ NBEIdza §/a& OF K& P
between what is known about a health issue or intervention, and what is being alomat this in

either health promotionor disease preventiofiDavison et al. 2015)he knowledggractice gap

amongst health workers has been reported in literature but mainly in respect to clinical application

of guidelines and trainingGrd and Grimshaw 2003, Rowe et al. 2005, Chakkalakal et al..2013)
There is a shortfall in literature relating to the application of public health skills and knowledge by
health workers based in health facilities. However, literature parallels can be drawedmclinical

and nonclinical application of knowledge. Historically, development practitioners have assumed
that a lack of knowledge and skills was to blame for poor performance of health workers and so
efforts have concentrated on delivering traini(igowe et al. 2005 here was evidence of thiikom

the interviews however,despite training healttfacility workers, the translation of theories and

learned skills into practicevas difficult, a phenomenon found by other research in Cambodia
(O'Leary and Meas 20Q1Ynderstanding the organisational norms, values and beliefs of a health
workforce are key factors to changing practices of health professigivad and Bower 2000,

Rowe et al. 2005, Davison et al. 2QIH)e interviews suggest that heaftcility workers do not see
themselves as part ahe wider community and so it is perceived that public health skills are outside

their scope of workAs one interviewee state®d 2 YS 2F GKS KSIFfGK OSydNB
are the part of the community health yeah. They say that it is a commuaieibyi S&da sz WA (1 Qa
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0 dz& A yh$haisege® community health affected thye wider social determinants of health such
assanitation, poverty and poor health practices is the role of the commune councils and outreach
workers like volunteersr VHSGs. Their perceived role is to provide medical services to people who
enter the health facility. Teaching public health skills and knowledge to health workers based in
facilities is pointless if they do not see the value in application. Thereforegapes not entirely
based on knowledge and skills but on the value, credibility and acceptability of applying that
knowledge in the workplace from the perspective of the health woiKanakkalakal et al. 2013,
Davison et al. 2015Understanding the motivation and working context of a Cambodian rural health
worker functioning within a medicalized health systenatttdoes not offer regular supervision,
professional development opportunities or adequate wages will facilitate the understanding of why

training efforts are not resulting in behaviour changes.

5.1.3 VHSGs skills, knowledge and practice needs

Following the undestanding that healthfacility workers were unlikely to deliver public health
practices, the research moved towards understanding the level and needs of public health
knowledge and skills of those that did see themselves as actors of community public, tiealth
VHSGs. The findings from the PAR and interviews show that VHSGs fulfill many public health roles
requiring a plethora of knowledge and skills. Through PAR, some public health skills and
knowledge competency gaps of VHS@se identified; however,the gaps and needs variggleatly
depending on their age, experience and social positioning. This was demonstrated from the quality
of action plans produced by groups in Study 1 compared to Study 2. iMhitgoups from Study 1
produced a very compreheive action plan, the group from Study 2 struggled with the task. Thus,
skills and knowledge gaps are not consistent, but rather exist on a spectrum of knowledge and ability
with less experienced, younger VHSGs on one end and elder, more experienced N H®&Gseer.

Some of the reasons for this are obvious, sucthasewho haveserval for longer have had more

time to accumulate skills, knowledge and experience through training and practice.

Some of the newer VHSGs do not have even basic public hewlthddge due to the lack of
experience and any standardized core training programme. Thaisn is reversed in CHWs from
countries who proide initial training programme<HWSs that serve longer are less knowledgeable
than newrecruitsbecause of charegs and innovations which are delivered to newly trained CHWs
but not updated foronger servingCHWgBennibor et al. 2014)This shows the need for notly

an initial training programme but for ongoing refresher training.

Furthermore, the spectrum of training needs is affected by the VHSGs status in the community.

Holding another community role which commands a higher status and power position with
197



community members, such as being a Deputy or Village Chief, decreases the need for skills such as
conflict resolution with community members, negotiation and trust development as this is already
established with the community. The diverse training needs @®s$itogether with an unrecorded,

ad hoc training structure delivered mainly by international aid organisations, makes the task of
assessing/HSG training needs difficult. dibes however, highlight the fragmented nature of
training, supervision and monitoring of public htalkapacity building efforts. Specifion
technical skill gaps are identified as summarisedrigure 23 and are discussed further in this

section.

Planning

Behaviour changsg Critical analysis

VHSG non
technical skills

Interpersonal
communication

Selfreflection

intersectoral

working Problem solving

Figure23 VHSG no#technical skills gaps

Understanding the health needs of rural communities in Cambodia

Thisresearch demonstrates the aljliof VHSGs to assessd understandcommunity health
issuegneeds The fndings fromphotovoice identifiednumerous healthissues faced by rural
communities many ofwhich are structural and environmental and related to the wider social
determinants of halth. This is consistent with other research and publications and potlessed

by the RG@hich highlight the need to address the SDOH in poor communities in CanfBoeéiang

et al. 2012, Sokcheng and Kimsun 20Y4), the public health approach towards prevention, health
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promotion and protectioremainsundervalued. Access to safe water, excesses of rubbish, poor
waste disposal mechanisms and poor hygiend aanitation practicegcrease the risk ofaecat

oral diseasesand dfectsa T YAf 8 Q& | o0AfAdle& (2 ¢eaN)reatkeaiR | G
intergenerational cycle of poverty and ill health. The concern for malaria is not for treatment but

for the long unkempt grass, stagnant water and rubbish that provides breading grounds for the
larvae.The animal faeces and rubbish @amghe same area where dtiren play causing many health
incidents. Toilets in schools still have no wdterchildrento wash their hands and people in villages

are practisng open defecation which leaks into water supplielselack of social care for children,

the elderly and he extreme poor add to community healtburdens The problems identified
demonstrated the need for a broad public health approach required to prevent and eliminate these

risks.

Intersectoral responses are a key part of addressing health inequalitiesino@a and the Ministry

of Rural Development, Ministry of Water Resources and Ministry of Environreedtto be part of

the process.Some skills delivered by ndrealth sectors could help improve health locally. For
instance, | observed a training workghdelivered by the Ministry for Rural Development for Village
Chiefs who were shown how to analyse local needs and to prepare action plans (with a budget) to
be submitted to the commune council. However, the participants were informed there was no
budget da the current time. While such training is encouragiagd would support a more
intersectoral approach to health, it is important that this is not purely rhetoric to Ifaffilobjective

set by an external donor.

The health issues identified this rese&ch reflect thosecited in other studies of rural Cambodia
including disparities in services, infrastructure andetingbasic health needéSoeung et al. 2012,
Sokcheng and Kimsun 2014, Cambodia National Institute of Statistics et al. @ 5hmet health
needs found in rural Cambodia and strategic plans indicate that a comprehd?idi@esystem is
being abandoned in favour of a selective PHC approach. At the policy level, there appears to be an
understanding of what is required to achieve comprehensive PHC through community participation,
health promotion and educatio(MoHRGC 2008Previous training programmes delivered by the
NCHProvideevidence that health promotion and education skills were key areas for development
and that historically there were efforts to take a cross cutting horizontal approach to public health
(MoHRGC 2017)0ne interviewee working at the national level described her desire to advocate
for this model and had a clear understanding of the need for a more horizontal approach. However,
the financial backing and political will to support this structuaee diminishing as vertical

programmes and external agencies dominate priorities including skill development. While policies
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are written with the help of international support they are rotlowed up with detailed workable
strategies that define realistic budgets and country wide standards. The training descri\detb3s
also reflects a programmspecific agenda with few examples of broader public health skills

development.

The risks asxiated with a selective primary health care approach highlighted in publications in the
80s and 90s are still relevant today. Focus appears to be directed away from the basic health needs
of communities such as sanitation and water supply, adequate hgusiocial services, poverty
reduction and environmental factors. Furthermore, there is a gap in understanding how CHWSs
attempt (or not) to address the SDOH in their interactions with community members and the health
system(Theobald et al. 2015VHSGs highlighted these needs in their communities and discussed
some possible solutits, however efforts and resources to advocate for these were diminished by
the monopolization of their time by internationally driven health initiatives and a strong hierarchical
government system. Internationally imposed health initiatives have been showistort national
policies in host countries by distracting governments from coordinated efforts to strengthen health
systems and to reerticalize planning, management and monitoring and evaluation systems

(Biesma et al. 2009)

Even though research has shown theed for LMICs to develop a more comprehensive
intersectoral, participatory primary health care mod&lacfarlane et al. 2000hat moves away

from a dominatingcurative treatment based moddMacdonald 1993}his has not occurred in
Cambodia. Furthermore, countries that have adopted the selective PHC approach have found that
inadequate policy and health reforms have resulted in a delayelgnieal adaptation to rapid social
change(Grundy et al. 2009Y hus socieeconomic factors of ill health such as those mentioned here

are missed and health inequalities gro®rundy et al. (20093rgue that there is a need for
Cambodia to have greater emphasis on social and political analyses and responses to the reduction

of health inequities.
Assessment and anatys, power and patronage

The literature has identified that one of the core competencies required to build public health
capacity in LMICs is assessment and anglBeisnibor et al. 2014, Zwanikken et al. 20MHSGs
demonstrate that they can assess the health needs and root causes of ill health in their ailldges
that they understand the links between health and; poverty, income, housing, sanitation, water and
food access. They may not be familiar with terms such as SDOH but they fully understand that

environmental, economic and social factors affect the health of theimroanities. Understanding
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the effects of SDOH is promoted as a necessary ability for CHWs within the analysis and assessment
competencyLehmann et al. 2004, Bennibor et al. 2014, Theobald et al. 2B0L%HSGs were active

in this part of the PAR process and edg@articipated in the communication of needs related to

the SDOH. Understanding why and how VHSGs developed the ability to assess health needs provides
a window into understanding why other skills have not developed. When we highlighted the ¥HSGs
ability to assess health problems, the PHD Technical Director was quick to explain that VHSGs have
been involved in identifying community needs for over 20 years so they are experienced in this skKill.
Looking at the wider context, the experience of identifyingd® is enhanced by the presence of
AYOGSNYyFrGA2yFE AR 2NBFYAAlI GA2y A §KI(leonardedal.l & LJ
20100 / I Y 0 2 Reérh depender®yof international aid, highlighted in the literature and in

the research here, preonditions VHSGs to be reado display need with the aim of gaining
resources and new patron relationships. There was evidence of this when one VHSG presented to
YS Yiryeé LK2G23INI LK& RSLAOGAY3A LI2NJ FI YAfASAS

recorded reflection she stad;

X6KSy GKS 1 {D GF1S GKS LAOGdAINBE 2F GKSY
[research] team [can] help them by either money or [give] other thing to them,
0S50l dzaS (GKSe |tgleaXNBljdsSSad wdzaé (2 KSt LI i
toilet, the wellor [give] the money for them.
The VHSG wanted to help these families by showing their need to me through the photographs, in
her eyes | could help in some way. The patthant relationship structure that underlies Khmer
Culture has been transferred inthe new world of development, situating outside agencies and
their staff as new patron@_eonard et al. 2010As argued b@'Leary and Meas (200patronage
encourages dependence, gratitude and maintenance of unequal relations where the client will take
2y GKS NRtS 2F o0SKIFE@AYy3 tA1S | o ThisiatérBetatidf N& 2 y ¢
was renforced by one VHSG who was reluctémtmove past the identification of needs to the
planning stages. He felt that other organisations who had power and resources could solve the
issues, but that VHSGs could only assist tHemn.example, VHSGs were asked to bring community
membersto be assessed for malnutrition andupplementation in the form of vitamin sachets was
dispensed by health facility staff. Whilst health centre staff were involved, VHSGs were not informed
of the reason for the programme or about the sachet use. The VHSGs aigoodgosition to
ensure the sachets are understood and used correctly and to give other nutritional advice, however
they did not receive any training. This leads to frustrations about organisational processes and

relational arrangements that hinders CHW®&iligdy to fully implement their role and gain
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empowerment through knowledgéKane et al. 2016}t also places VHSGs in an inferior position in
the eyes of the community and their exclusion undermines any power they may have felt from
having a VHSG title. Removal of power from VHSGs reinforces the need for patron relations and

could undermine efforts of selmobilisation.

Thus, in the Cambodian context, the empowerment of community members envisioned by
participation policies is replaced by dependence. This fitstwvith2 { S I YR Y ZiéwkHatNA Q &
participatory developmenhas the potential for tyranny; they arguleat the goal of participation in
international development programmes is far from the unjust and illegitenexercise of power

that is found when external agencies come to impose participation ideals. The CPPH was developed
in partnership with international actors and is mainly functional only when they have a need for it
to function. Thus, control and poweemains with outsiders and not with communities regardless

of the development of participation policies. This potentially disempowers CHWs and if they do not
feel empowered themselves they are unlikely to be able to provide opportunities for community
empowerment (Kane et al. 2016)This tyranny mirrors selective, PHC outcomes favored by
neoliberalism and restricts the ideology associated with comprehensive PHC and community
participation (Cooke and Kothari 2001)Other studies of CHWs in LMICs reflect the feelings
expressed by VHSGs in this study such as frustration from a lack of control over their work
environment and of being unsupported which restiisfeelings of powerlessneg€ampbell and
Cornish 2012, Kane et al. 2018HSGs know the health needs of their communities but appear to
be stuck in this assessment and analysis stage, unable to move past identification and onto
independent solution developmenAs such, independentigreating an action plan seems out of
their control and leads to an apathetic approach to health improvement and a need to wait for

instruction from others whom they perceive as having more knowledge, power and resources.
Planning

The ability to plan andoordinate a schedule of activities to tackle prioritized health problems is
another competencyequired byCHW9gBennibor et al. 2014)n addition,public health initiatives

that involve CHWin planning processes increasanership andthe likelihood of sustainability
(Naimoli et al. 2015, Tran 2019 Study 1 the action plans were more comprehensive and the
groups were better at identifying solutions. The reason for the difiees between the groups in
studies1 and 2 is not clear. It may have been that gmeup from Study 2 knew they would be
required to implement the plan or it may be that the skills and knowledge of the groups were just
vastly different. Following Study 1 | felt that thedwledge and skills of VHSGs werisrepresented

in the literaturewhich reported gaps in their abilityYet my research identified that VHSGm
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produceeffective plansHowever, as the plans were not implemeniadstudy it is not understood

if the activities would have gone forward.

In contrast Study 2 found thatA8Gs have minimal planning experience and ability. Their first action
plan was basic and lacked detail spec¢ditheir individual villages/HSGs in this study showed little
motivation or ability to use initiative and take ownershgd health improvementin their
communities. The Village Chi€¢tendance at the workshop helped to create a more robust action
plan as they have more experience of planning then the VHSGs do. Having a close relationship with
the Village Chiefs who are also linked with vokers in other sectors such as education and rural
development may be a better way to encourage intersectoral working. There is evidence that VHSGs
discussed the health needs of communities with Village Chiefs, such as the need to fix or add water
wells. Inthis way, they can be advocates for community needs, but this is dependent on the
relationship that exists between Village Chiefs and VHSGs. The VHSGs here indicttis that
relationship is often weaknd a barrier to implementing health initiatives. Hewer, by engaging

the Village Chiefs in one workshop for a short amount of time, one VHSG found that the Village Chief

worked with her more often.

The absence of planning ability is not surprising when considering that the normal role of VHSGs is
limited to transferring information learned from NGO training to the community and not to question

a situation, reflect on experiences or identify solutions. They are normally not consulted on which
issues should be prioritised, which reflected (when asked) tredrte address the wideBDOH

They are often not consulted on how their initiatives are received by community members or how
their work impacts theiown daily lives. Their role was described as mainly attending training and
delivering health promotion mesages for the period when they were being supported. The PHD
Health Promotion Officer explained that VHSGs were unable financially or personally to support
community health improvement without external help and supervision. Thus, the creation of an
action plan without identified support and instruction was difficult to grasp as VHSGs do not feel
iKSe KIFI@gS GKS OFLI OAGe G2 AYLISYSyld OKIFy3aSo
LI NIGAOALI GAZ2YQ FTdzNIKSNI NBAYTF2NDOdng. | OeyA Ot &

Dependence on aid and the hierarchical organisation of society have contributed to an apathetic

approach towards identifying actions/solutions without first being instruc(edr 2013) This is

compounded by the political and education system of Cambadich does not support

independent thinkingO'Leary and Meas 20Q1As found in Study 1, a male VHSG almost refused

G2 YI1S ty FOGA2Y LilYy @A(GK2dzi FANBRG O2yadzd

uncomfortable for him and he feared the research was bypassing the normal approval mechanisms.
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If VHSGs are not ggowered to act in their communities without approval from government officials
then their role in implementing change and acting as advocates is potentially restricted. Few studies
discuss power and control in developing and implementing participatiomietdions and there is
aneed to understand how to contest such power in hierarchical societies to enhance health in rural

communities(Asha et al. 2015)

There is evidence that some of the VHSGs could make informal plans with a few steps to follow, for
example, Norn planned to collect money and orgatiserepair of a well and to fix a toilet in the
2YYdzyAte GKNRBdzZZK Sy3aF3aiay3d aokKz2z2ft O02YYAGGHSSa |
and status allows her freedom to make small scale plans, even if they are not recorded in a written
format. However, this is not consistent across all VHSGs andyiglependent on the individuals
position in the community, age and experience. If Norn and other VHSGs were better supported to
develop planning and organisational skills as part of a core training programme or ongeéngiae
training through supervisn, they mightfeel more ownership of activities and the needs ideatf

by communities mighbe better addressed. In Ghana, CHWSs have superwdooshelp develop

their skills in planning and creating action plans by meeting on a weekly basis to delegspnto
plans(Lehmann et al. 2004)n Iran CHWSs received initial training in participatory planning with the
aim of mobilising communities to prioritise and produce action plans to address health issues faced
by community members(Behdjat et al. 2009) These were developed and implemented
independently of external influence. In Cambodia, sskilis based training is neglected and does

not seem a priority for NGOs or government who are more focused on technical training linked to
vertically based health programmes. Nigeria also found that CHWSs required competency training to

develop their skiff in planningBennibor et al. 2014)
Critical analysis and problem solving

One of the main challenges to VHSG participation in the workshops from ZStaly, what | initially
perceived, as a reluctance to discuss and analyse what was happening when implementing their
action plans. Initially VHSGs said they were too busy to implement the plan, then they reported
more barriers in the community thahey generally faced in their role, but very little in respect to
GKS O0GA2ya FNRY (GKS LXlyad 2KSYy 68 LISNASOSNBI
Yy2id G2 62NNEQ AYRAOFIGAY3 I RSAANB (2 akKz2g ad:
embedded culture of pleasing outsiders to access funding or resources in a patronage like manner.
My own positionality was associatavith resources and power antdrefore, VHSGs were quick to
try and assure me that they had achieved the actions in the ptgardless of the reality. Similar
experiences when investigating thee&lth Centre Managementathmittees, another function in
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the CPPH were found Bwshton (2007 K2 &Gl 6 SR GKF G WwW. SOl dzaS 27
associated withinternational NGO assistanceedith centre staff members were keen to portray
iKSYaSt @Sa a R2Ay3 SOSNHEIBKAsdistussedin the réftikit®, iy ¢ S NB
position of power had nothing to do with me as an individual but rather what | represented. Previous
NBaSENDOK KIayFeNIWIRIARKIIGE YRSOSE2LIYSyd | OG2NER
participation policies and processes and, in returifier@d an implicit promise of resources to the

3 2 @S NY(RuUShfoir 2D08 p.jithus creating an association between internationals like myself

and resource allocatioMy presence shiftedhte focus away from reflection cexperiences when
implementing the action plan to communicating success in order tesscturther resources. This

reinforcesthe phenomenorof dependence on internationals.

In reality, the visits to the villages showed that the VHSGs efforts to implement the plans had
minimal impact and when we tried to encourage the VHSGs to revise the plans-angleenent,

they felt there was nothing more they could do. The VHSGs indicated that theyHadbility to
problem solve and to learn and adapt new strategies to address negative community health
behaviours. One of the competencies required for CHWSs is the ability to initiatet,dired work

with community and staff to plan solutions to identified health problgBkattacharyya et al. 2001,
Bennibor et al. 2014However, VMSGs seemed unable to plan solutions, and continued to focus on
the problems faced when working with communities. They also seemed unfamiliar with critically
analysing their own role in the implementation process. Learning from reflection of practice in th
field is not an acknowledged concept in Cambodia, rather learning is understood as a formal exercise
to be undertaken in a workshop or through trainif@'Leary 2006)Learning,ri the eyes of the
VHSGscomes from listening to others who are superior in knowledge and power, mainly from
NGOsTheobald et al. (2015)osit that CHWs require training to facilitate critical reflection with
communities, as well as with individuals and households. This may promote the identification of
practical sgtainable solutions and the commitment needed for communities to address SDOH in

rural areas.

In Cambodia, there is also a fear of making mistakes, which means losing face through negative
ONR (A OAAY 2(@Leary200B¥nd sblsking YASGSto create an action plan that may not
work in practice was potentially risky for them. VHSGs chose instead to focus on barriers out of their
control, like community behaviour and a lack of power and resources. This is in line with the social
structure in Cambodia, it is safer to be critical of those below you or equal tg3/baary and Meas

2001) who are not patrons. The VHSGs struggled to identify ways of revising the plan and were
RA&AYAaaA@®S 2F {20KINIQa O2yliAydzSR [jdzSad F2NJ
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techniques The cycle of action research had reached an end for this project due to the inability and

disinclination of VHSGs to move forward and find new solutions.

Moreover, as the workshops focused on barriers, VHSGs began to show signs of increasing
disempowernent. Kemmis (2006) NHdzS&a G KI & WdzysSt 02YS ySgaQ Aa
occurs when thenature and consequences of current situations is explokesimmis et al. (2014
p.113)further statesi K & WGHIKS LIRAYy(d 2F O2YYdzyAOlI GAGS | OlA
KFIyRtS dzysStO02YS ySga AYRAGARdAZA tte& FyR O2ff S
Indeed, the other VHSGs with more power and experience in their communitiesssisthow
historically they too had experienced negative reactions from community members. They were
sympathetic to the challenges faced by newer VHSGs and assisted by sharing stories of what they
had done in difficult situations. Discussions began to meartdrough a number of possible
solutions. However, suggested solutions did not transfer into actions, as even after this exercise
VHSGs struggled to identify ways to revise the action plans and identify solutions. Peaiémg

skills were lacking witmost of the VHSGs in this study and are a critical training need identified for
CHWs to promote behaviour change in communit{Bbattacharyya et al. 2001ne way of
improving the abity of VHSGs to critically analyse a situation with a solution focused, preblem
solving ethic is through iservice training with opportunities to practice solution finding in the

community settingRedick et al. 2014)
Identifying community assets

The identification of community assets did not come as easily to VHSGs as did the identification of
health problems. When discussing community assets, the VHSGs first identified wells and toilets as
assets, as the link bewen health and these facilities was made. When further prompted, they
named numerous NGOs who assisted in public health development and described how NGOs could
and would solve their community health problenghen asked to identify how other community
assets could help improve health at the community level VHSGs had difficulty identifying who and
how, whereas identification of NGOs was an easier respdtigghton (2007 p.16&)so found that
WLYGSNYFGA2Yylf bDha 6SNB a2 AyaildNdHzySyidlrt Ay R
implementing it that HCMCs had largely aho be seen as an international NGO activity, rather
GKFyYy | 32 @ 3ikgiigkeSheie, VRISGS f@rred to NGO programmes of work rather than
government activities even though they understood they were a part of the government health
system. Further mmpting for community assets did result in several being identified, however how
these could link to improving the health of their communities was less understood in Study 2 and

seemed difficult to grasp. Some discussions regarding the use of schootdusdto promae
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health messages took placelinth groups but these were quickly dismissed as being geographically
too far away. Some of the community assets such as rice banks, animal feeding and sharing schemes,
affordable toilets schemes and improvedcass to education shows their awareness of the impact

of other sectors on health.

Developing a community asset approach may be a means to encouragseateral working and
expand the VHSGs ability to identify ways of forming links between sectorslopeg CHW
competencies for intersectoral collaboration with workers from other sectors such as agriculture,
education, water supply and housing has been reported as a critical principle in furthering public

health impact{Lehmann et al. 2004, Zwanikken et al. 2014)
Health promotion, interpersonatommunication and behaviour change communication

Additional skilldbased competency needs for CHWs identified in the literature include interpersonal
skills and communication, situational awareness and understanding of behaviour change
frameworks(Ruiz et al. 2012,d8nibor et al. 2014, Tran et al. 2014, Zwanikken et al. 2@4)ing

the PAR process, skills based gaps were identified such as effective interpersonal communication,
negotiation, political navigation, behaviour change communication, conflict resolution and public
engagement. For example, both thaaérviews and PAR illustrate that some VHSGs lack confidence

in delivering health messages due to verbal challenging by community members as to their status
to instruct others, but also because they lack communication skills. This was demonstrated during
the BCC training reflection session when VHSGs highlighted that they had previously been unaware
of how to; introduce themselves, keep messages simple by using fewer words, and how to listen
and respond to community members. This provides evidence of thed n® improve

communication techniques for VHSGs.

Communication techniques are sensitive to community contexts and any efforts to develop
communication skills needs to reflect thjslag and Hafeez 200Q9%or example, VHSGs faced
difficulties whenmembers said that they could not afford to improve their health practices or to go

to the health centre. One VHSG stated that community members told her that if she supplied the
money to go to the health centre then they would go, but if not to leave tladome. VHSGs were

unsure of how to respond to such comments and how to continue the conversation. Sintirily R &
KSFfGK ¢g2N]SNARQ Ay tlFl1Aadly KFE@S FaliSR F2NJ 4N
Wel NB LR22NE ¢S OFawoian'Rdhly folg is th sefveem@dHand? itk aHd the

T I YA fthé ibe o2ddathdf the mother or newborn is the will of God, inethihe mortals cannot

Ay O S N8B 3h& lafeez 20Q9hese responses are context specific and are a reststigion,
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culture and poor soci@conomic conditions. Interpersonal communication skills which are context
specific would better prepare the VHSGs dlicit meaningful responses. CHWs in Kenya and

Indonesia also expressed a heed for communication andtiegipm training(De Koning et al. 2014)

Another example of VHSGgaining needs was highlighted by their struggle to achieve behaviour
changeof villagers following health promotion sessiongboud and Singla (2012pund that
programmes that failo consider theories of behaviour change rarely result in the desired outcome.

If VHSGs were trained in basic behaviour change theories such as social learning or siadple soci
marketing techniques they miglhtave more success in achieving outcorftéagand Hafeez 2009)

The training delivered by the Health Promotion Officer covered some basic aspects to
communication but did not cover behaviour change frameworks as suggested for CHWSs in the

literature (Tran et al. 2014)
Community engagement and VHSG credibility and identity

VHSGs, as agents of community participation, need to have a relationship with community members
that will enhance villager cooperation and participat{gthun and Mandeson 2008) however most
VHSGs could not achieve this. The lack of any structured induction and training programme, uniform
or ID, resources or adequate support from Village Chiefs has resulted in villager mistrust and
disrespect of younger VHSGs. Fxaraple, one of the key problems identified by both VHSG groups
was the unclean environment within and around households. When the VHSGs attempted to
educate families on the risks caused by rubbish not being disposed of correctly, they faced
challenges. Whe out on visits to the villages, most VHSGs were reluctant to instruct or even talk
with fellow villagers about the rubbish collected around the community and water wells. A study
investigating community participation in dengue fever prevention in Cambaldia found that
villagers were uncomfortable in asking others to help clean the environment or their h@¢hes

and Manderson 2008As VHSGs are first communiteembers before becoming VHSGs they will
haveinternalized the same norms, values and belief systems as the communities in which they
work (De Koning et al. 2014, Theobald et al. 201 )un and Manderson (2008 p.14&gued

that;

Historical, political, social and economic factors have undermined the sustigutions

and conventions in the study villages that could facilitate community involvement. In
particular, poverty and differences in local interests influence the capacity for people
to be involved. Villagers regarded the maintenance of the domestwronment as a

personal responsibility and were reluctant to extend their action to a wider domain.
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Understanding how VHSGs fit into the overall community structure and how they can best
communicatewith villagers in a way that builds trust and doed nome across as challenging is
needed for VHSGs to safely and successfully engage communities in public health practices. This is
supported in the literature as suggested Bbiieobald et al. (2015hat CHWs have to negotiate
gender and power relationships within households and communities in their routine wotie If t
challenges become too great for VHSGs they are likely to take a passive approach to participation

as seen here.

If VHSGs in Cambodia are to make a difference to community level health practices, efforts to
improve community relationships through estaling VHSG credibility and identity as health
workers is requiredMedia ampaigns haveeenshown to improvehe credibility of CHWs in other
countries. There is some evidence of a coordinated media campaign for tobacco in Cambodia where
all levels of tle health system were trained to deliver key messages at the same time, however how
this impacted the VHSGs is unknown. In Cambodia, previous projects have found that VHSG
credibility was linked with higher standards of knowledge and access to essentia(ElieHRGC

and USAID 2010yHSGwho took part in IMCI programmes found their credibility with community
members increased due to the additional training under this progranimeH-RGC and USAID

2010) Therefore, core training with refresher training would also improve credibility.

The fragmented nature of training, supervision and financial support has resulted in VHSGs lacking
identity (Rushton 2007)dentity issues are further compounded by the presence of disease specific
CHWs such as the Village Malaria Workers (VMW). The VHSGs sometimes hevleslaa VHSGs

and as VMWs. There is a clear need to synergize these two groups who are often tasked with same
actions but with differing governance strategies and policies, training and supervision lines. There is

a danger irorganizing CHWs accordirmdiseases, in that the wider persaentered approach to

tackling community based health care and problems is replaced by tackling one issue and not
considering the broader needs of a family. The literature for VMWs discussed widening their role to
tackle other issues such as childhood case management and prevention for diarrhea, respiratory
problems and fevefYasuoka et al. 2012, Canavati et al. 2016)6 dzii G KA & A& € az2
The CPPH even states that VH8@y indude people who already work @&ed Cross Volunteers

(RCV), Community Based Distributors (CBD), Viledaria Workers (VMW), Community Home

Based Care Teams (CHBT), Community Direct Observation of Therapy Watchers (CDOTS), Traditional
Birth Attendants (TBA), CommuniBased Peer Educators for Chronic Disease and Mother Support
Groups(MoHRGC 2008)This myriad of volunteers reflects the vertical approach to health, risks

duplication of training and supervision and is likely to confuse volunteer identify and community
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members as to which volunteer is for which sen(idlwgedd et al. 2013)The VHSGs spoke of work
undertaken by Red Cross volunteers around sanitation and environment. Sometimes VHSGs were
asked by Red Cross and other agencies to be involved and sometimd@gwdi.the PAR research
explained how another VHS@&s selected for a sanitation project but she was not. VHSGs working

in the same areas should be learning and supporting each other, especially when one VHSG is nhewer
and younger, instead it appears that a competition situation arises and volunteerdappisg

around to see who will give the most for training and per diems, keeping the opportunity away from
fellow VHSGs. If the management of all volunteers was coordinated by the PHD and OD it is likely
that a more standardised approach would limit sucmgpetition. Furthermore, the association of
CHWs time as extensions of NGO programmes only, further distances them from the health system
as evidenced heréTulenko et al. 2013%tudies have found tha&@HWs feel empowered when they

are identified by their communities as bej associated with the health system and so this should

be encouraged more with the CHWs in Cambddéskiewicz and Tulenko 2012, Perry and Zulliger
2012, Kane et al. 2016)

This lack of control on their work environment experienced by VHSGs results in attfusieig

back and waingfor instruction for fear of stepping out of line. This is the antithesis of community
participation and empowerment, rather it questions the role of VHSGs as facilitating social change
in communities. The situation could be better controlled by unif@iagnmunity volunteers with

clear policies and guidance, strong leadership and ownership at the provincialNtagedal et al.

2013) Other LMICs countries such as Sierra Leone have situated CHWs as overseers of all
community baed health activities thus preventing fragmented approaches to public health
(Government of Sierra Leone 20123ome LMICs have established community level health
committees to organise, plan and manage all CHWs which prevents oettaedal et al. 2013,

Raven et al. 2015)

Based on the research here, identity and credibility as a VHSG also depesxdzerience, training,

age and social positioning within the village. VHSGs who have a strong identity in the community
could introduce new VHSGs to community membensoothing their transition from a lay citizen

to a community healthworker. Such anniroduction mighthelp clarify the role of VHSGs to
community members as they would be able to supply examples of the work they have done in the
past as an introductionThe health entre is responsible for submitting a list of active VHSGs to the

OD who hen should provide ID cards to be signed by the PHD. If this process was followed the
VHSGs would have a better social standing and be recognised as part of the health system, possibly

easing the verbal challenges from community members. Furthermoreteaigrocesses that do
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not involve communities, as experienced bgy who was instructed to be a VHSG by her Village
Chief, as she was the only person who could read and write, could jeopardize her relationship with
community members. If the community hdeten involved in her selection she may have received
more respect from fellow villagers. Community engagement ttie selection process is
recommendedout managinghis requires careful planning and adaptati@iaskiewic and Deussom
2013)

Wh2 az2ySeés b2 LINIAOALI GAZ2YQ

¢CKS GSN)XY Wb2 Y2ySeés y2 LINIAOALI GA2YQ gl a YS)
Camboda. There was evidence of a belief that Khmer people would not participate in activities
unless there was payment or reward of some kind. For instance, the PHD Technical Director felt that
VHSGs would not act without remuneration. Some of the VHSGs didgne¢ with this. They
expressed a desire to improve the health of their communities and clearlydstag if there was

payment available to attend training theyowld attend but if therewas not, they wuld still come

if work priorities allowed. Thetook offenseat the PHD Directors view and were keen to give
examples of times they had attended training without payment. However, when suggesting that the
Village Chiefs attend the workshop, the VHSGs were initially adamant that they would not attend
without payment. This culture was further reinforced during the interviews when a national Khmer
interviewee explained that unless there was a per diem or financial reward attached to a specific
project, health workers, PHD/OD staff were unlikely to emake new activities. Such angrained
0StAST O2dA R LRISY(GAFIffte KAYRSNI KSFfGK g2N)] SNJ
their work ethic. Instead of being directed by a sense of care and responsibility to improve health
theyweredriven by fhancial gain. This interpretation was also reflected by an interviewee who had
undertaken a survey to understand health worker motivation. She found that elder staff were driven

by care for their community and newer, younger staff were motivated by fiahgeiin.

5.1.4 VHSGs as agents of social change

Whilst| wasexploring the needs and gaps in public health skills and knowledge it became apparent
that there was a requirement to understand the contextual underpinnings of implementing a
participation policy inCambodia. The culture, social structure, history and political arena in
Cambodia affects the ability of VHSGs and other volunteers to participate in decision making
processes and mobilize communities. This is discussed in relation to research invegtigatin

participation policies fsm other sectors in Cambodia whifdund similar phenomena to this study.

211



The CPPH claims to be a patrticipation policy yet in practiciertaking community participation as
suggested in Aimata within Cambodia is challenggd¥ +1 { D& I NB G2 | R@2 0L} (S
wider health needs such as those identified in the PAR workshops, like the need for functioning
water wells, sanitation and adequate nutrition they must have the power, desire and inclination to
influence othersand to be the voice of the community. In sho@HWs themselves must be, and
feel, empoweredKane et al. 2016Yhey also must be listened to and respected by those that have
power and resources. However, participation methodologies cannot be simply imported from
democratic western societies through the design of a participation policy, without understanding
the cortextual environment in which the policy is implementé@vesen et al. 1996, Ledgerwood
and Vijghen 2002)This has been shown through the largely unsuccessful participation and
democratic policies implemented in Cambodia, not only in thalthesector but within rural
development and educatiorfO'Leary and Meas 2001, Pellini 2007, Rushton 2007@ NGO
dominance of participation policies has resulted in community representatives in Cambodia being

left without meaningful involvement in government decision making procegeshton 2008)

hyS 2F GKS FIFLOG2NAR O2yidNARodziAy3d (2 nGdnbodidis A f dzN.
an educational system that teaches children to obey and respect others and never to challenge or
question authority (O'Leary and Mea 2001) Therefore lay community members require a
communication mechanism that does not appear to challenge the knowledge and opinions of elites,
one that must work through the established structural organisation of so¢fitynmer and Tritt

2011). As stated byrushton (2008bhere aretensions between traditional power relationships and

the new relationships required by participatory processes. For example, the younger female VHSGs
who were perceived as lower in social status by community members do not have or are unable to

challenge ach power and so rely on Village Chiefs to raise their influence.

Research has suggested that civilian communication in Cambodia must occur through established
elites, such as Village Chiefs or Commune C{iisnmer et al. 2013)nthis researchall VHSGs

stated the need to involve Village Chiefs in activities and even took it upon themselves to mention

this to the PHD Technical Director during the trainflgimmer and Tritt (201Xpund that formal
committees such as thdCMCs do not provide a safe arena for lay community members to express
opinion, and soVillage Chiefs informally gather information from elder, respected community
members which they then communicaien their béhalf. The authors warn that this method
excludes some views such as those of women o ffoor but generally contributeso the
development process in a positive way. Similarly, in the PAR workshops Norn informally supported
20KSNJ) £1 {Da G2 aLlSI] 2LSyfe {KNPHENKD {SS/I@BAANRI YoS
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them to discuss their problems. Participation facilitators in Cambodia should consioldéelsnof

working through elites, who can speak openly &acilitate safe open dialogue so that the voices of
marginalised community members can beard This would allow information to flow ujnrough

Wal FSQX NARa|l FROSNBRS OKFyySta 2F 02YYdzyAOF (A2,
on, such as this, to encourage community voices to be heard is necessary for community
participationin cultures of hierarchy and political oppressiéinley (2001argues thathe health

crisesin developing countrieis often understood solely in terms of the strategies and policies, with

little attention given to local hierarchical structures of authority.

VHSGs were also faced with political risks. For instance, VHSGs when selecting community members
for health education sessions were criticized by Village Chiefs for choosing merobenfe party

and not the other, when in fact they were trying to control numbers and had chosen randbimely.

place themselves at riskhen making such decisionghich could jeopardize essential patron
relationships and have severe consequenfmestheir livelihood. This fear is further enforced by
historical and current authoritarianism leadership that is maintained through fear, mistrust,
powerlessness and passiv{fp'Leary and Meas 20014ll of the above factors lead to a reluctance

to openly discuss, disagree, question or oppose those in power. CHWSs function within a political and
historical context and policies th&ail to recognise ancddress thee risk sacrificingarticipation

and empowerment principle@Maes et al. 2015fFigure24 presents a summary of the contextual

influences on VHSGs ability to act aswoaunity participation agents.

Challenges face
by VHSGs as
agents of chang
and health
workers

Aid dependenc new patrons

Reliance on soci
elites for
credibility

Social structure
and heirarchy

Disrespectful to

Cultural norms ;
challenge elites

Minimal control
over work
environment

Feelings of
powerlessness

Aid agencies arg

Communities
excluded from
planning stageg

Weak communit
relationships

Independent
thinking not
promoted

Lack of identity a
valuable health
workers

Figure24 Summary of the challengefaced byVHSGs as commity participation agents and

public healthworkers
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The CPPH lacks the values associated with community participation as espousedimaifga
declaration. VHS@sapacity to empower communities to make changes in the interest of self
reliance or to advocate for basic health infrastructure is limited by culture, social structure and aid
dependency. VHSGs are clearly involved in detigenealth initiatives instructed by outsiders or

even PHDs but this does not equate to community participation. The policy states that one of the
202S00A0Sa Aa WtNRGARAYI Iy AYLNRBOSR FTNI YSsH2N]
to promotell KS &dza Gl Ayl oAf Ade @ISHRGE 2098dpOKhé Bndirigh Héd A O A LJ
suggest that this has not been achiev8tanding and Chowdhury (2008yhlight that CHW policies

are defined by two main agelas: apragmatic agenda where CHWs fill the gap created by health
workforce shortages through task shifting practices and a more transformative agenda where CHWs
are social agents whose role is to create awareness of the social context of communityameglth

work with communitiego tackle this through broader political means such as advoddawever,

in the Cambodian case, CHWs are neither of these, they appear to have a greater role of serving as
free NGO labour to implement externally imposed healtlitidtives than of empoweling
communities and influencindecision makers to meet community identified health needs. Whilst

their public health capacity improves through training from NGOs, the sustainability of their
activities, skills and knowledge is tegged. Community empowerment is unlikely under the current

policy and should be revisited considering the accomplishments of other countries such as Iran
(Behdjat et al. 2009and parts of IndigCampbell and Cornish 201®jat have achieed more
meaningful locally led community participation. In addition, as stateldmye et al. (2016 p.27)

CHW programs need to move beyond an instrumentalist approach to CHWSs, and take
a developmental and empowerment perspective when engaging with CHWs. CHW
programs shald systematically identify disempowering organisational arrangements

and take steps to remedy these. Doing so will not only improve CHW performance, it
will pave the way for CHWSs to meet their potential as agents of social change, beyond

perhaps their ra@ as health promoters.

Furthermore, the welfare of VHSGs appears to be overlooked by health actors and government
bodies. As found in the PAR, three outeajht VHSGs could nattend due to health issues for
themselves or their families. They expresskeattalthough they wanted to take part in the research,

if there had not been a paymend attend the workshops they mightot have been able to come.

Daily lives of CHWSs here and in other LMICs are a struggle to find enough work to support their
families,and even with strong motivation to be a VHSG the challenges they face daily present

barriers to their participatiorfLehmann et al. 2004YHSGs should not be pressured to take on roles
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that jepordise their ability to live well, access income or supportiffamembers. Health actors
should engage with VHSGs to understand the contextual factors that may negatively affect their
ability to deliver VHSG responsibilities as well as improve their own personal wellbeing. There is a
global responsibility to ensurenat externally influenced CHW programmes and policies do not
exacerbate inequalities in gender or incofhehmann et al. 2004yWomen from rural LMIC settings

in particular already have considerable daily tasks to ensure survival and sustenance, andilyolunta
undertaking additional roles risks further lost economic opportunitisshmann et al. 2004)Other
studies have found that CHWs functioning on the low end of the socioeconomic scale would benefit
from paid CHWpositions which in turn would improve fdoaccess, reduce economic uncertainty,
and strengthen the autonomy of male and female voluntg@ises and Shifferaw 2011)Vithout
government owned, structured remuneration packages that alleviate sonteeathallenges VHSGs
face when attending training, delivering services or health promotion sessions their daily struggles
are at risk of being amplified. Current fragmentation of CHWs makes it unclear who is responsible

for their welfare and there is a rigkat their needs are neglecte@aimoli et al. 2012)

At present the policy implies that it is a participationlipy when in actuality VHSGs are community
health promoters or outreach workers rather than agents of social change for community
mobilization and empowerment, as suggested by the term participation. Their participatory role has
not materialized and theicapacity to represent the voice of community needs is restricted by

historical, political and social structures within Cambodia.

5.2 Section 2:Needs and gaps in training and educational provision and

strategies and mechanisms of improving public healthotigpat PHC level

Capacity building that is grown and nurtured takes place in; an enabling environment, in
organisations and within individua{fs) NDP 2009) Breaking each of these down in relation to the
development of pubti health knowledge, skills and practices at the community level provides a
starting point to identify strategies and mechanisifios improving public health capacity at PHC

level.
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5.2.1 Individual level

Gaps in training and educational provision for VHSGs

The CPPKMoHRGC 2008 p.20ias a very bef section referring to training and capacity building

which states:

W¢KS t15 YR h5 IINB NBaLRyairofS F2N LINPJAR
the VHSG. VHSG Leaders have the responsibility for coordinating training and capacity
0dzZAf RAYy3a FT2NJ 21 {D aSYoSNE Ay GKSANI gAffl 3Sa

During this research there was no esitte of appointed VHSG leaders with responsibility for
training coordinationand VHSGs did not express any responsibility at all to support other VHSGs.
Even Norn who acted as a leader within the group did not discuss her role as a training coordinator

or VHSG leader. Interviewees and the PHD Technical Director spoke of a lack of finances and
capacity of PHDs, ODs and HCs to deliver training and supervision to VHSGs. This is not surprising as
the allocation of health finances often does not reach PHC &ethe VHSGs are the lowest level

of the system(Grundy et al. 209).

The only other reference to training in the CRRMH-RGC 2008 p.20y:

Bupport for VHSG training can also be carried out by other structures such as NGOs,
MoH, Departments, and National Programs using training packages and/or training
materials for VHSG Members approved by the MinisfriHealth, such as the-l®Cl
Training Curriculum for the VHSL.

IMCI is Integrated Management of Childhood lliness and the t@ifor VHSGs was around
diagnosisand treatment of children suffering from diarrhoea and pneumdMaHRGC and USAID

2010) This was a time limited project undertaken in a specific province and not part of a structured
programme across all provincedthough it was anticipated that following initiedialsit would be
embedded as a core initiativehe funding to support this (to my knowledge) was not fully identified.
VHSGs received mainly technical training on specific health issues such as malaria, TB prevention,
and maternal and child health, mainly from NGOs. However, in Kratie the delivenyede
fragmented with some VHSGs having knowledge and some not and no record of professional

development.

There was disconnect between what interviewees thought VHSGs had already been trained in and

the skills gaps identified through the PAR process. iiteeviews and reports from international
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development partners suggest that training for health promotion and education, behaviour change
communication and developing good community relations, had been delivered to VHSGs and health
workers. The interviewegsroclaimed that the gap was in the application of those skills, not in the

ability. One interviewee explained:

We have many health education, counselling regarding to nutrition, uh;reattd but
AlQa y2i NBIftfe STFSOMXK@&E&Se& &) AXYy GyNia LAF Oi
O0A3 3l LI Aa | NRdzy R FLILX AOFGA2YX

However, diring the PAR process, the challenges VHSGs faced in the community reflected gaps in
their ability to handle community engagement and effectively change community behaviour. The
VHSGs did not discuss ever having received BCC training before and were enthusiastic about the
opportunity to learn this new skill. This contradiction between interviewee beliefthrdactual
knowledge of VHSGs is worth exploring. Firstly, newly recruitd@36 may not have been
presented with the opportunity to attend those specific training sessions, secondly, some VHSGs
may have missed opportunities and thirdly, the VHSGs, intentionally or not, did not mention all
training. They may have decided to kedpeir options open to potentially gaining more skills,
refreshing previous skills and/or gaining financial remuneration by understating the training they
had already received. The VHSGs were aware that training sessions offered a good opportunity of

gainingfinancial remuneration and so seeking additional training would benefit tfisamcially

In addition, the fragmented structure of training for VHSGs means that training varies greatly
between regions and the training spoke of by interviewees may nee lieeen delivered in Kratie.
This isalsoa limitation of the management system for training and support for VHSGs which has
been highlighted in the policy as the ressiility of PHD/ODs and healtlerttres. At the time of
this research there was no reabrof what training had or had not been delivered and so
organisations entexd into contract with the VHSGs muels| did, with little understanding about
their level of skill and knowledge. Initially, after the first field visit, | had overestimateddagacity
due to their ability to create a realistic action plan and identify key needs in their villages, without
really knowing what skills they had to enact a plan. It was not until the last few workshops and the
training days that it became apparent thhe VHSGs had varying degrees of knowledge with most
having minimal capacity for public engagement. Furthermore, it became apparent that some VHSGs
were unsure of how to introduce themselves to community members and others had little
understanding of disase transmission. When we visited the villages, | began to see that only Norn
communicated well with the community while others were reluctant to engage with community
members.
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If PHDs had a better record of training attendance and if internationahpestworked directly with

PHDs to assess VHSG competencies, then it is likely that duplication would be minimised. New
programmes could focus efforts on refresher or top up training rather thedetivering previous
training with different slants dependg on the programme. At the moment, even the Health
Promotion Officer who delivers most public health skills training was unsure of the knowledge level
of VHSGs that attended the training and had assumed they knew basic disease transmission and
what seconchand smoke was when in fact some did not. Ultimately this highlights the fragmented,
unstructured delivery of public health knowledge and skills training and the need to assess core
training needs for VHSGs to optimise their performance. However, the niésnaf external
agencies coupled with the dies of VHSGs to access per diem paymantslearn new skills leaves

them in a compromising position whereby they agree to participate in anything put forward to them,
regardless of its appropriateness and thalnility to implement. The resulting fragmented training
delivered to VHSGs poses a risk to their wellbeing and the quality of the services they provide
(Naimoli et al. 2012) Standardised training for VHSGs should consider international guidance and
research that suggests training should have role and corgpatific contents, be competenagnd
practicebased, inalde supportive supervision, continuing and refresher training, including pre
training, training and postraining stefs, include job aids and ensuteat acquired skills are factored

into the overall CHW roléTran et al. 2014)The stepped apprach to training suggested aboie

also suggested by interviewees who expdairthat any training for VHSGs who have minimal
education levels should be delivered in stages so that they may absorb the information and apply it
before learning something new. The interviewees believe this would help VHSGs to retain the
information for longe. Refresher training is also a key gap in public health training and educational
provision identified by the interviewees. Both VHSGs and health facility staff had discussed the need
to refresh their knowledge after a period of time as they worried theyuld forget valuable
information which would assist them in delivering quality services and health promotion. Refresher
training is as necessary as initial training and is recommended as a key element of CHW and health

worker performancé_ehmann and Sanders 2007, Redick et al. 2014)
Who should develoghe public health knowledge and skills of VHSGs?

Consideration of who delivers training and supportive supervision will influence the ability of VHSGs

to absorb and apply knowledge arstills. One of the interesting findings in this study is how
hierarchy within the PAR workshops facilitated conversation rather than hindered it. This was to
some extent due to the unofficial leadership skills of Norn, the more experienced elder VHSG who
gha taz | Attt 3S /KASTD b2NyQa aljAiattaz O2yT)
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her before deciding how much they would contribute to discussions and how open they could or
O2dzZ RyQli o0S® b2NYy Q& LISNE2 yahdirkthisscask Belpdd [th® RAsiol I ( A
converse with the others. While it is recognised that not all elder, more experienced VHSGs are of
the same ilk and some VHSGs with similar power could replicate the more traditional outcome for
Cambodia which is to comand respect through obedience and following, some people of power

like Norn could be supported to lead new VHSGs. In addition, if the training was delbxered
experienced VHSGs, others miglat able to better associate with them and their experiences. As
Cambodia is a hierarchical society it may be an advantage to have a layered progressive professional
development system for VHSGs from beginners to trainers to supervisors. This would also provide
incentives for personal growth and achievement as well @sing efforts put in by long term
volunteers(Mogedal et al. 2013, Bhutta et al. 2015)

The other benefit of the participatory research with a group of VHSGs is that it provided a shared
learning space. Shared learning that supports participation and knowledge exchanges is possibly a
cost effectiverealistic way of better understanding and tackling the challenges faced by VHSGs.
Although in this case suggestions were not immediately taken on board, a better structured shared
space for learning on a regular basis vamior CHWSs as facilitators mtdiave better results. Such
shared learning is a form of experiential learning which is recommended for capacity development
of CHWgRuiz et al. 2012)The interviewees also identified shared learning through exchanges
between facilities and between health professionals as an effeateans of building capacityhis

supporting the aboveecommendations
Gaps in training and education of health facility workers, Health Centre Chiefs, PHDs and ODs

As found in the PAR with VHSGs, the interviews also indicate thaeobnical skills surcas critical

analysis leading to problem solving, solution finding and ultimately taking initiative to implement
change are lacking in provincial and district managers and health facility staff. For example,
interviewees intimate that while health workeege keen to highlight problems in the work place,

they lack the ability to selfeflect on their own practice and to come up with solutions to problems.

In addition, interviewees speculate that there is little in the form of training for such skills;iefipe

for managers who are often placed management roles with little ono previous training or
experience. As already discussed above in respect to VHSGs, these skills gaps are not only from the
absence of direct education and training but are linkgth the social and cultural values instilled

in Cambodian society. How social structure, cultural valaled political landscape affean
AYRAGARIZ £t Qa | o0AfAdGE YR RSAANB (2 dzaS AYyAGAL
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Hierarchy isan engrained feature of the Cambodian Health System and as described in the
interviews and demonstrated in the PAR, hierarchical structure is highly respected and adhered to.
However, the values associated with hierarchy in Cambodia are so strong thaappegar to

impede the ability of managers and health workers to improve key competencies needed to develop
an evolving public health workforce. PHD/ODs and Health Centre Chiefs seek advice and permission
from above before making any changes or decisiogandiess of how small. As highlighted by one
interviewee, if there is a weak link in the hierarchy, the system is slowed down as a project cannot
continue without approval from the level above. The interviews demonstrate how PHDs/ODs do not

challenge NGQOsne interviewee explained the typical process:

Xe2dz 2dzA &dzoYAG @2dzNJ 62NJ LXFYy Ay GNRGAYIOD
RARX dz¥ L GKAY]l YIéoS GKS@& Yreé 0SS I FNFYAR

much, um directingflGOstodX G®&KNE GSNE RSLISYRSYy(d 2y TFdzy RAY

As NGOs are viewed higher up in the hierarchical structure and hold more power through resource
ownership, challenging them presents considerable aisfPHDs are reluctant to impose controls

on NGOs for faeof losing funding. This response is also likely to diminish ownership of public health
initiatives.

Health Centre Chiefs have little power to manage their staff and all decisioclading the
implementation of disciplinary action on staff when needhdd to come from the OD. Levels of
autonomy are restricted by an overarching necessity to receive orders from above. When Health
Centre Chiefs take initiative to raise concerns to OD staff, they are often confronted with punitive
actions rather than policyor procedual led solutions to problemsThe ability to provide
constructive feedback and supportive supervision is another gap identified by the interviews which
is consistent with literature on the management of close to community provi(l2esKoning et al.
2014) Interviewees feel that Health Centre Chiefs and health workers are not receiving feedback

that could lead to improved knowledge apdactices.

The findingssuggesthat health workers and managers rarely use their own initiative to instigate
changes without instruction. The interpretation by interviewees and initially by myself of health
62N] SNEQ NBf dzOG I y OS wiihdut ifistructi®n was/ dné af luriwillidggBessito/ R |
participate. For instance, an interviewee interpreted the silence she received from health centre
a0FFF FFGSNI A1 Ay3d GKSY (2 LkrasS az2tdziazya G2
know. i@ > L R2y QG 1y2¢ YlIé&oS az2vySdiAaySa L L &ass i

Like me, the interviewe® positionality of coming from a westernised world where independent
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thinking and using initiative is rewarded, makes it difficult tareotly interpret the observed actions

of health workers and managers. This is a phenomenon also descriligdesgn et al. (1996yho
argued that westerners misunderstand the conservative responses of Khmer people as an
unwillingness rather than as a quest to-astablish the social order. This belief is supported by
O'Leary and Meas (200@ho also found that Khmer individuals with a lower status are reluctant to
take initiative unless there is clear approval from above whinlts the capacity of individuals to
instigate necessary changes. In addition, Khmer people have been exposed to a political and
education system that promotefollowing rather than analysid active decision making based on
choice(O'Leary and Meas 2001 urthermore, in Cambodia, the culture is to not reveal mistakes
for fear of judgement and consequendmit making mistakes creates opporitias for learning. If
individuals do not feel safe to try new things or explore new strategies, they will be unable to

develop new solutionfO'leary and Meas 2001)

To build a reactive, supportive environment for public health competencies to develop, health
workers and managers must be open and supported to critically analyse current working practices,
policies, processes and procedures, talgmge these with senior staff and NGOs, to use their
initiative to make changes, even if they are small. However, it is more natural and comfortable for
Cambodian health workers to wait for orders and follow instructions rather than independently
identify needs and solutions. This was reflected in the interviews when international volunteers
observed health workers being inactive, when in their minds there was work to be done. If incentives
with clear links to benefits were in place, health workers chaneir behaviour to seek access to

the incentive, such as the case with a competition to improve health worker performance in the
hospital. The interviewee reflected that after the incentive was removed health workers returned
to the previous status quorhis could have been that there was no longer clear instruction and

orders of what was required.

The question is how to create a health workforce that is trained and supported to use initiative and
challenge elites but also to create a willingness andrdds do so. This is not simply a task that
requires training but one that addresses social structures and cultural values across the health
system. Typical teaching methods employed in liberalised countries are unlikely to transfer directly
into the Camlodia context as using initiative not encouraged in the Khmeulture as it is in liberal
societies, often from a young ag®vesen and Trankell 201®Ithough many health systems are
hierarchical in naturethe degree to which people cainnovate, openly analyse processand
procedures and suggest solutions needs to be assessed and considered. These are key

considerations for developing an enabling environment for public health skills, knowledge and
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practices to evolveThe nontechnical skill gaps of health workers amdnagers are summarised in

Figure25.

Planning

Providing
constructive
feedback and Critical analysis
supportive
supervision

Nontechnical
skill gaps of
e health workers
using Initiative and managers Selfreflection on

and independent )
thinking work practices

policy/procedure
to manage staff
performance

Problem solving

Figure25 Health workers and managenon-technical skill gaps

Internal Training Structures

Internal structures of capacity building follow the cascadedopn model of training found in
Cambodia which is supported by national staff who feel that this is aatfesttive way to build skills

and knowledge. However, flaws in its application resulting from a lack of training skills, resources
and finances hinders #afactory delivery of nationally mandated training programmes at the
provincial and community levels. The interviews highlight that PHDs and ODs do not always have
the skills to deliver training effectively or to develop practical usable resources widahs that
facility based health staff and VHSGs are likely to receive poorer quality traiiikegvise, health
centre staff are expected to deliver training to other health workers and to VHSGs without having
been trained in basic educational principl®aor training of VHSGs results in reduced confidence
and a reluctance to deliver health promotion sessions to community members. If the cascade model
of training is to be effective staff must first be trained and supported to deliver education through

effective teaching and communication.
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During the BCC training session, the person aléatéd deliver training was the Health Promotion
Officer who had delivered training previously in partnership with NGOs and international staff on
many public health issise Her experience was evident, however she discussed her frustrations of
trying to evaluate training and deliver resources to health centres and VHSGs following training
sessions when funds did not support such activifldéee PHD TechnicairBctor expresed the need

to monitor changes in community health practices such as using safe water sources but without a
budget to monitor, he was unsure if the training was effective. The training delivered by the PHD
appeared to be ad hoc, often without structuredithe topic, location and learners changed with
funding streams. Thelealth Promotion @icer spoke of developing an annual plan with a budget

to deliver training to health workers and VHSGs which was submitted as part of the overall PHD plan
but explainedhat even though plans were approved the funds did not reach her level. PHDs appear
to know what training is required to build public health knowledge and skills, however plans were
undermined as external agents imposed training without recognising tleel te fit in with PHD

plans. Thus, there appears to be misalignment between what needs are identified by the PHD and

what is funded.

In addition, whilst there was evidence that NGOs present work plans to PHDs, and some ask them
for advice and facilitationnot all PHD/ODs are involved in delivery. Some NGOs select which level
of the health system to train and do not always follow the cascade training structure. This disregard
of structures results in fragmentation of capacity building efforts and disjdiniees of
communication which possibly challenges the ability of PHDs to manage and monitor staff
development. For instance, by training VHSGs directly rather than following the system of
developing the capacity of the PHD, OD and health centre stafflteed training and supervision,
health centres were unaware of VHSG activities. The relationship between VHSGs and health centres
is critical to their functioning, when NGOs do not work within the established framework, this
relationship is damaged and &akh initiatives risk losing lonterm sustainability. This approach is

also likely to weaken the overall capacity of the health system. As stated by capacity building
research and international development agencies, developing organisational capacity is a

important as developing individual capacftynited Nations Development Programme 2009)
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Figure26 provides a summary of structural provements that could positively impact training to

develop public health skills, knowledge and practices of health workers

Recognition, support and ownership of public health training plans

Financial support to systematically deliver training to health workers

Resources and finances to monitor and evaluate training efforts

Opportunities to develop teaching/educational skills

Adherence to internal training structures by external agencies

Figure26 Structural improvements to develop public health skills, knowledge and practices of
health workers

Training methods

The findings suggest that-gervice training which is delivered -@ite, is context specific and
includes practical, handsn applicationof skills and knowledge is the most effective way to build
the capacity of health workers and VHSGs. Mentorship and coaching methods are used by
international volunteers and some NGO stafidio this As part of this methodology some employ
selfreflectionprinciples to encourage health workers to engage in personal evaluation and problem
solving. One to one or team mentoring or coaching has the advantage of taking place in the work
setting which provids opportunities to practis skills and learn from imndéate feedback
(Bluestone et al. 2013As the mentors are experts in their field of work, the health workers benefit
from having a knowledgeable trainer who can providagpical tips, both factors reported in the
literature to have positive impacts on the learning experie(i€amiru et al. 2009, Bluestone et al.
2013) However, while this technique was applied to developing technical skills there was little
evidence that it was applied to develop public health skills. For instance, to support VHSGs to deliver
health promotion in communities or with facility based healtbrikers to assist their understanding

of how people centred, health preventative and promotive advice may be applied. One interviewee
suggests that osite coaching is a plausible means to improve public health practices in the work

setting.
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The importane of delivering training that is context specific to the rural setting is raised as an
important factor by the interviewees. The learning and application experience of midwives was
given as an example. Their training took place in Phnom Penh with clelrequioped facilities

but the skills would be applied in a rural setting often without water, sufficient equipment or
personal support. This highlights the need to have mentors/coaches that understand the local
context and can provide solutions that areflective of daily working practicg8luestone et al.
2013, Redick et al. 2014The interviews suggest a need to engage Cambodians rather than
internationals in building capacity for this reasoA shared learning approach was also
recommended to improve health worker practice. Examples were given where health workers and
managers visited other weluinctioning facilities to learn from theinethods. me interviewees

felt it was important that learning toolplace from other Khmer workers who work in similar
contextual environmentsThis finding agrees with other research on the importance of learning
from local sources. For instance, south India tréned, locally recruited nurse mentosgsited
facilities allocated to them once every two months, each visit lasting 3 (daysinna et al. 2016)
They trained health workers to develop action plans to address cosgetific needs in small
groups over time which achieved improvements in healtirker preparedness in preventing and
dealing with complications that were common in the af@ayanna et al. 20164 similar approach

to develop health workers and VHSGs could be applied in Cambodia by developing VHSG and health
facility staff mentors. The opportunity to train VHSGs as menteould also provide a reflexive

space to discuss how the participatory, community empowerment role of VHSGs could be enhanced.

The interviews provide support for participatory, interactive teaching methods and express
negativity towards more didactic sgd of education which is consistent with literature evaluating
training methods(Redick et al. 2014)Furthermore, participatory approaches can provide a
collective identity and strength of solidarity, develop intengp empathy, increase the ability to
critically analyse structural causes of inequalities and address health issues in the community
(Behdjat et al. 2009, Scheib and Lykes 2013, Asuquo and Etowa R@E®¥ and international
volunteers were critical othe training methods delivered by government agencies and some
organisation as not being participatory and taking a more didactic, presentational approach. It is
thought by some that the Khmer culture is not conductive to participatory methods of training and
that didactic approaches are more familiar and likely. Once again, the hierarchal structure and
patronage found in Cambodia a factor hereparticipatory training metbds require an openness

to sharingcontrol of sessions with training participants bycenraging and reassuring participants
that they could be free to speak their mind without negative consequences. One way of addressing

this is to be aware of the status ladder that would be established within a group session and to use
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the structure to suport a safe communicative environment. For example, participants with higher
status could be encouraged to lead discussions, paving the way for others to feel safe to contribute
YdzOK tA1S b2NyQa NBfS Ay (KS 42 Ndching thdibdds Kr&é NB @
being introduced to build capacity in Cambodia but that it will take time to emBedssuringly,

the PHD Health Promotionflizer used interactive participatory methods during the training session

for VHSGs such as role plays and peattkills development. The training which had previously
been delivered in partnership with NGOs had improved her ability to plan and deliver both technical
and nontechnical information in a manner consistent with sustainable training evidenced in the
literature. Following training it is deemed important that opportunities to apply new skills are

available in a timely manner so that information is remembered through application.

Interviewees highlight the need for training to be designed to meet the Erarneeds. For instance,
VHSGs are often elderly with minimal education and it is suggested that pictorial trainintp&vith
immediate chance of applying new skills in a stepped approach is better fotdangsustained
learning. To ensure training is dedred at an appropriate level for health workers it is suggested
that training needs assessments are undertaken and that health workers are consulted and included

in designing training materials and curric@iamiru et al. 2009)

Figure27 provides a summary of the factors, suggested by the findings and literature, to enhance

public health training of health workers.

Design training in Develop training curricula
consulation with health that supports participator
workers and stakeholderg learning

Undertake training needs
assessment

Design training to meet Ensure training is contex@M Ensure training is locally le
learning level specific and delivered orsite

Ensure constructive
feedback that promotes
learning

Ensure timely application @l Use metorship/coaching t
new knowledege and skKill support ongoing learning

Figure27 Factors to enhance pdlz health training of health workers
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5.2.2 Organisationaldvel

In public health, the organisation refers to the governments internal structure, policies and
procedures that determine their effectiveness. Thisludes the nationalMoH and relevant
departmentsiunits, PHDsand ODs It is through these governing bodies that the benefits of an
enabling environment are put into action and a collection of individuals come together. The better
resourced and aligned these elements are, the greater the potential fawigg capacityUnited
Nations Development Programme 200%9he following discussion deconstructs the key themes

identified in this research on, supportive supervision and monitoring, leadership and management.
Supportivesupervision and monitoring

Following training efforts there is an understanding that supportive supervision and monitoring is
necessary to affect outcomes. However, budgets to support supervision and monitoring were not
readily available and so dependedfonding from NGOs. This is common in LMICs when supervision
is not a defined, planned and budgeted element in health plans as is the case in théOeR®IHIng

et al. 2014) Whilstsome interviewees recognise thAlGOs funding supervision w&ot a long

term solution, funding was required to achieve their objectives, as the government funding for this
task is not available. This action, howevierrther removes the responsibility from PHDs/ODs and
health centres to undertake supervision duties, thus reducing opportunities to develop supervisory

skills.

When funding was available for PHD and ODs to undertake supervision, the skills necessary to
deliver effective supportive supervision such as coaching, constructive criticism and problem solving
were deficienfas is common in LMICBavrow et al. 2002, Rowe et al. 2005, De Koning et al. 2014)
The research here indicated that supervision and monitoring was conducted using distheck
approach put in place by numerous interventions which limited overall assessment of the health
centre and staff capacity needs. Feedback and problem solving following supervision of health
workers was also challenging and an area identified as a gadill by interviewees. When
performance issues were identified, either actions to improve the situation were not suggested or
were delivered in a punitive manner. Supervision that focuses on fault finding and is punitive in
nature has been reported to negeaely affect the relationship between health workers and
government and to demotivate health worke(&nwereji 2012) It also does not result in the

development of knowledge and skills.

In the CPPH, health centres were allocated supervision responsibilities of VHSGs, however the

interviews found that they often did not know what VHSGs were doing, what training they had
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received and how to support themd pilot project for community case management of childhood
illness found that PHD and health centre staff when trained and supported fully, successfully
provided supportive supervision and skill development that resulted in increased credibility of
VHSGshrough their improved knowledgéMoHRGC and USAID 201This suggests that health
centre staff can and should provide training and supportive supervision to VHSGs following

supervisory training from the PHD/OD level.

A clearoutline of how supervisors should work with health workers and VHSGs with an allocated
budget to support supervisory duties would likely improve ithmotivation and development.
Providing supportive supervision is a key area identified in the managemendevelopment of
health workers and CHWSs but is lacking in low resources settR@gen et al. 2015Without
adequate training to develop supervisory siitlat createa two-way communication process, with
feedback and problemsolving elementsielivered in a manner that does not result in punitive
actions, supervisors will not be able to undertake this ditfHO 2007b, Enwereji 2012, De Koning

et al. 2014) Furthermore, the use of checklists as a means oésuging needs revision. Supervision
means providing feedback to health workers to facilitate their development and refine necessary
knowledge, skills and practices. As supervision is atey process, supervisors would also benefit
from understanding thathey have a responsibility to assess and take actions following supervisory
GraAGAa (2 &adzLILI2 NI GKSANI KSFEOGK 62N]J SNEQ RSOSTE ;

not result in improved practices unless the checkilist is followed up keyhactions.

Leadership and management skills and knowledge required to enhance and sugperpublic

health practices of health workers

Research has demonstrated that sustained leadership development training that is developed and
owned by local healtimanagers improves public health outcon{®ansour et al. 2010Provincial

health managers in Cambodia often come from medical backgrounds and fewuhdeeaken

public health training which serves to reinforce a medicalized, disease focused public health
approach. One interviewee felt that there was a slow increéassmanagement staff undertaking
postgraduate public health trainingyhich follows the global trendZwanikken et al. 2014nd
should be a longerm aim in Cambodia. HoweveFilerman (2003)wvarns that public health
competence and general management competence, although interrelated and essangialery
different skill sets which should be addressed in their own right. In Cambodia, PHDs and ODs are
responsible for developing and managing human resources within the province through training,
supportive supervision and monitoring through the dpption of policies and disciplinary

procedures. Nevertheless, insufficient training, restrictive and sporadic budgets, strict hierarchical
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organisational structures, limited opportunities to develop magmgnt skills and low wages mean

they are not reaclhnig their potential(Dal Poz et al. 200%him and Annear 2013)

Rockers and Béarnighausen (20idntify that education programme$o develop future managers

and onthe-job training programmesfor current managers leads tfewer management skill
deficiencies. Capacity building of managergmvincial and district level wasupported to some
extent by NGOs who elgined their efforts to work alongside PHDs and ODs, but this did not occur
in all cases. In some cases, PHDs would just advise on geographical areas and not be involved in
planning, implementation or monitoring for fear of funding withdrawal. Thus, oppities to
develop ke competencies in management wemdssed, a phenomenon also found in other LMICs
where NGOs play an active role in health developn{&al Poz et al. 2009NGOs also reported
supplementirg wages or even recruiting staff to work at management levels. This weakens
provincial and district level health systems as insufficipaly drives managers to receive
supplementary pay or even entire job rolg#em NGOs and private providersius drawingthem

away from their everyday government duties, leaving others to fill the gap wxiteripay (Bourdier

2016) Overstretched workloadsnd low wages also medinat PHDs and ODs select what they work

on based on per diems and incentives. In contiris Kratie PHD Technical Directiated that

they work in partnership with NGOs to deliver training and that they are involved in the process.
Inconsistencies reported between interviews and PAR regarding the level of PHD involvement

highlight the fragmented nature of management involvemenNi@O activities.

A key point from the interviews was the lack of enforcement of human resource management
policies and guidelines at the PHD/OD and health centre level. The interviews highlight that if health
workers do not receive disciplinary action fpoor quality performance or for not being at the
facility during working times, they have little incentive to change behaviour. The same interviewee
also described a need for PHDs to take ownersifiipnd responsibilityfor managingtheir staff
effectively However, the current fragmented state of health delivery by a multitude of

organisations and NGOs makes this challenging.

In Cambodia improved management performance is associated with clear job roles and definitions,
with functioning ground rules, palies and procedures for condugthim and Annear 2013)Ynclear
management responsibilities were reflected by one interviewee who explained that although PHDs
are responsible for managirand developing relationships between faciligsed health workers
and CHWsdn reality this did not always happen. In one case the PHD who was involved in training
Community based distributors (CBDs) to deliver family planning outreach services, difonot i

the health centre of their role to support the CBDs with family planning products and supervision.
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Without this support, CBDs could not function as intended which risks credibility with the
community, quality and safety of services and ultimately t@agraining resources. Disconnect
between the OD, health centres, and CHWSs is likely to negatively affect overall programme

implementation and in this case resulted in CBDs not being supervised or provided with resources.

The devolved health system reges that managers make decisions independently of national
government, otherwise the system remains a centralized one. Research in Cambodia has shown that
greater devolved responsibility increases local ownership in health management and service
delivery and resulted in provincial level development of rules related to staff performgKogm

and Annear 2013)However, the power to make decisions at the provincial, district and health

centrelevel here was reported as low.

One of the issues in Cambodia whichasreflected in the literature is the reluctance of managers

to pass on management skills to junior team membdtavas perceived that somgenior staff in

hospitals were reluctanto develop management skills with junior staff as this presented tisk
YEAYOGFAYAY3a LIR26SNI YR KASNI NOKe@d hyS AyidaSNBAS;
L32 ¢ SNJ A aThi©eleiiadd® fa Qonsiderable barrier to building capacity withamgeand

producing effective leaders who see themselves as part of a team rather than as an individual
protecting their own position. Other interviewees express the need for leaders to have a team
approach to development that is not centered around mainitagnpower but on instigating change

within their organisation. This is consistent with research on developemgagement competencies

in LMICdMansour et al. 2010, Daire et al. 2014There is aneed for managers to have social
awareness and relationship competencies including the ability to empower others which is often
neglected in trainingDaire et al. 2014)As summarised bylansour et al. (2010 p.&2 KSy (S| Y&
learn and apply empowering leaderphéand management practices, they can transform the way
iKS& 62N] G(23SGKSNIFYR RSOSE2L) GKSANI 26y &2f dz
training alone cannot address the underlying cultural values of hierarchy and security through
maintainng positions of power. A government led strategy tackling professionalsashiequired

with clear guidelines and career development opportwgstihat institutionally develofeaders over

time rather than one off training sessiorfsigure28 provides a summary of the requirements for

PHD/OD and Health Centre Chiefs to build capacity of health workers.
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Team based
Clear job roles, workforce ethic that
responsibilities and supports the
policies development of
others

Greater devlolved
power and
responsibility to

make decisions ang PHD/ OD and

implement policies health chief

to meet local needs support needs

to build capacity

of health
workers

More opportunities
to manage public
health initiatives
from planning to

evaluation

Figure28 PHD/OD and Health Centre @&fimanagerial support needs

5.2.3 Environmental level

Developing public health capacity requires an enabling environment for managers and health
workers. An enabling environment constitutes the broader social system within which people and
organisations functio, it includes power relations and social norms that govern civic engagement.

The findings suggest a need to create a more enabling environment which supports ownership,
autonomyz | OO02dzy it oAt AGe FYyR GKS AyOSy ldrédionfo2z dza$s
the literature points to a need t@mpower individuals to take responsibility for planning and
implementation of public health initiatives and to ensure ownership remains with Cambodians and

not external agencies.
Country Ownership versuaid dependency

The challenges faced by VHSGs and health workers highlighted here, such as insufficient
remuneration to attend training and deliver activities, irregular afetraining sessions without
opportunities to refresh knowledge, inadequate resces and travel difficulties have been reported

to demotivate and reduce performance in other LMiB8&attacharyya et al. 2001, Lehmann and
Sanders 2007, Jaskiewicz and Tulenko 2012, Perry and Zulligerla@2@2nbodia, as is the case in
many LMICs who are largely dependent on international aid, the structure, training, delivery and
support of health workerarelargely influenced by NG®go work independently of each other to

meet the demands of donors. This results in poor planning; multiple competing actors with little
coordination; fragmented, diseaspecific training; donedriven management and funding; poor

links with the healthgstem; poor coordination, supervision and support, and an under appreciation

of VHSGs public health contributiicehmann and Sanders 2007, Naimoli et al. 2012, Tulenko et al.
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2013, Kok et al. 2015, Saprii et al. 201Bhis is in part due to a lack of government funding which
results in minimal input from the national health systé@hanboreth and Hach 2008, Ui et al. 2010,
Tulenko et al. 2013, Naimoli et al. 201#owever, the importance of government ownership in
planning, training, implementing and monitorifgHW programmes has been highlighted in many
international guidelines, policies and technical bri@f#HO 2007b, Bhutta et al. 2015, Tran 2015)
International volunteer programmleads and volunteers also highlight the importance of ensuring
that capacity building efforts are directed by government staff and where possible undertaken by
Khmer nationals. Interviewees also spoke of the importance of ensuring that internationgdsl pla

a supportive role in capacity building and not a leading role. One international volunteer programme
f SIR aGNBaaSR GKS AYLRNIIFYyOS 2F SyadaNAy3 @2f dz
that outputs never belong to the volunteer but todtplacement organisation. NGOs however often

come with a preset agendavhichlimits the level of government controin initiatives and training.

An end to fragmentation

Interviewees and VHSGs alluded to the fragmented delivery of health programmesapacity
building. The research here concurs with findings from other LMICs that fragmentation hinders long
term sustainable development, wastes resources and leads to a lack of ownership by the country in
question(Chhea et al. 2010, greby et al. 2013, Bourdier 2018he MoH is aware of the problems
caused by fragmentation and in the Health Sector PlafitheK I & 2 dza i S @rreSetiveh G a
in-service training system to which health partners will be asked to contribute to avoid
fragmentatio) A & yY(BdHREG 20088 p.14)he Operatinal Manual for the HSSP2 refers

to a joint partnership arrangement that aims to coordinate development partner initia(ives+

RGC 2008b p.53 However, at the provincial level, joint meetings between the PHD and
development partners occurred in some provinces but not in others and the function was more to
inform the PHD of activities rather than to ensure they had ownership and were coordinating
between partners. Reassuringly one NGO staff member interviewedywag to synergise capacity
building efforts for midwives by coordinating with other NGOs trialing different curricula in different
provinces. Theim was to have one curriculumhich could be presented to the MoH with the hope

that it would be adopted. Hwever more involvement from the MoH and PHDs at the planning
stages is likely to support improved ownership, financial planning for long term implementation and
established refresher opportunities. As evidenced by previous research in Cambodia, capacity
building without a longterm financial plan and ownership from the relevant MoH unit results in
programmes being discontinued that tocklot of resources and energy to devel@goHRGC and

USAID 2010, Peou and Pavithra 2011)
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It has been suggested that international aid in low income countries be rediregtegtbnding the

skills built up at an individual level to the organisational level and by transferring ownership to
government as fast as possib{eNDP 2009, WHO 2016bhere has been some effort to do this in
Cambodia through pooling funds of major donorkieh are then channeled tlough establishd
government stategies with the aim of shifting ownership and contridbwever, in pooled funds,
donors can still define specific objectives and have direct oversight of financial management
(Michaud 2005) Some interviewees working at the national level spoke of the importance of
ensuring government leadensere ready to move forward with an initiative which would also
increase ownership. Conversely the same interviewee referred to the national programme team as
an extension of her team. Such terminology reinforces beliefs that NGOs have ownership over
initiatives run through national programme unigqually NGOs spoke of their advocating for needs
identified by community members. While this may achieve results due to their level of power within
the health system, such actions undermine efforts of communigytipipation within the

established government system and do not provide a sustainable answer to participation barriers

5.3 Chapter summg

The above two sections have presented the key arguments that evolvedtfiangulatingthe
research finding$rom all three studiesand relating them to relevantiterature. The overarching
theoretical paradigm oPARhelped to frame thekey arguments.How this researchmakes an
original contributionto researchrelated topublic health capacity building in LMICetuglined in the

next chapter, as arthe final conclusions angracticalrecommendations.
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Chapter 6 Gonclusions and recommendations

This research aimed to gain further understanding of the public health knowledge, skills and
practices required to build capacity within primary health care in low resource settings and to
identify mechanisms and strategies to improve public health capaibhealth workers. The skills

and knowledge requirements identified by the findings were mainly-tezhnical skills including
planning, problem solving, communication, community engagement techniques, using initiative and
identifying solutions. Thes&id gaps were identified at the provincial, health facility and community
level. Whilst some of these can be delivered through training and education, some require
additional depth of understanding as they are intrinsically linked to Cambodian socretztuse,
cultural values, traditional beliefs and the historical and political environment in which skills and
knowledge are applied. Although many health systems are hierarchical in nature, the degree to
which people can; innovate, openly analyse process®l procedures and suggest solutions needs

to be assessed and considered. These are key considerations for developing an enabling

environment for public health skills, knovdge and practices to evolve.

The health workforce, particularly those workingrealth facilities and VHSGs have the potential

to contribute significantly to the achiement of SDGs and particularly UHdbwever, for this to
happen several factors need to be addressed. The findings suggest that there is a good level of
understandingof what skills and knowledge are required to build public health capacity. That
training and education efforts in, for example, health promotion, education and participation are to
some extent being addressed by policy makers, NGOs and provincial/déedders. Howevethe
resulting application of skills by facility based health workers within the current context of Cambodia
is lacking attention and understanding. Health facility workers do not understand or associate with
comprehensive PHC values. Yhi® not see themselves as padf a community health agenda and

are still facused on curative care and thbgalth promotion and prevention activities are mostly
neglected. Consequently, this research concludes that before any further public healingram
educational steps are taken with health facility staff, further research is needed to identify how to
nurture a sense of responsibility towards wider community health development. Some of the
reasons suggested here for this knole gap include cult@l values, insufficient support from the
health system, complex working environments, aid dependency, demotivation and an environment

that is not enabling.
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The implementation of community participation policies in Cambasliaindered by traditional
hierarchical values, cultural norms of respect and obedience and fear of challenging the elite. VHSGs
ability to act as agents of social change is unlikely given the current policy structure and
implementing environment. Identifying ways of supporting VHSGsmbbilise and enable

communities to be empowered is needed.

6.1 Limitations, strenths and weaknesses of using a BpBoach

It is important that the limitations, strengths and weaknesséthe research and particularlysing

a PARapproachare identified Theseare summarisedn Tablel9.

Table19 Strengths, weaknesses and limitations of the research process

Strengths

Weaknesses and overall limitations of the research

PAR provided a shared
learning pace to explore the
barriers, facilitators and
influences on CHWs in rural
Kratie

The number of CHWs engagg
with arelow and province
specific

Other provinces and CHWSs a|
not represented

Reflexivity by researchers
raised questions of culture,
socialstructure, politics and
power in rural and wider
Cambodia

Reflexivity is subjective and
situation specific

Cross language/cross cultura
research has inherent risks tg
interpretation between
cultures

PAR provides a space for
critical reflection of a
situation and personal
practise

Slf-reflection and critical
analysisn Cambodiasa
culturally engrained skill gap,
the shortterm nature of the
PAR did not allow for fther
development of this skill

In-depth critical reflectios of
personalpracticeswere not
achieved

Local RAs can act as both
insiders and outsiders and
are the cultural navigators o
international research

At times having only one RA
during PAR workshops mean
that only one interpretation
was captured due to the
increased demand on the RA

RAs had limited training and
would have benefitted from
being consulted on methods
earlier in the PAR process

Photovoice gave CHWSs an
opportunity to highlight
community health problems
for further discussion and
debate in PAR workshops

Photovoice has eibal issues,
the location where photos are
delivered and discussed mus
be private to protect the
subjects in the photographs

CHWs only had one
Photovoice coaching session
cameras could have been
issued with a migboint
session to discuss any issueg
andpotential questions which
potentially could have alloweg
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for a more considered
approach to photo capture

Community asset
identification process
presented an opportunity for
CHWs to identify positive
aspects in their communities

Community asset sessiomas
too short, a longer session wit
further exploration of how
assets could be wused Tt
improve health in communitie
would have been a benefit

CHWs did not fully understan
the link between assets and
health improvement
opportunities. Prompts from
facilitators to consider assets
when designing action plans
may have resulted in more
specific actions and inter
sectoral working approaches

Multi-method approach
allowed for the developmen
of a health systemanalysis
of public health capacity
building

A broal-based overview
presents areas for further
development but does not
investigate each of these in
depth

The findings and
recommendations provide an
overarching understanding of
the various areas for
improvement, but a more in
depth investigation into each
of the phenomena discussed
would lead to even more
practical solutions to public
health development in
Cambodia

Clear public health non
technical skill gaps were
identified in all three studies

Technical skill gapsich as
knowledge of disease
transitionwasnot explored
further due to the broad
scope of technical expertise

required by CHWSs

Theresearch focused on
crosscutting areas for public
health developmentnot
technical skill gaps

6.2 Originalcontribution to knowledge

This research makes an original contribution to research by taking a broader health systems

analytical approach to understanding what is required to build public health capacity of health

workers at the primary health care level. It has not only identifiduat is required from an
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including state and nostate actors and the context in which health workers are trying to apply

public health skills and knowledgEigure 29and the following recommendationsmphasizethe

need for action at each level of the health system to create an enabling environment and a

supportive organisation which could optimise the performance of health workers.
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This research is also uniques it applied a participatory action research paradigm with the
associated values of social justice, equality andeaoning, so that CHWs and local research
assistants actively contributed to the development of knowledge. This approach to research added
depth of understanding and identified the adverse effects of context, such as engrained traditions,
cultures, social structures and political processes, on the ability, desire and likelihood of health
workers to act as agents of change. This critical gigeitory approach to the research identified

many barriers to meaningful community participation in health and highlights the need to address
these barriers so that community participation policies are not just rhetoric but can realistically be
applied inNHzNJ £ 02 WISAIBNWY2gRQ /| YO2RAlL® | 1S& ¥,
communicative spaces in which communities can actively participate in health decisions and voice

their needs without risking their own welfare.

If UHC is to be achievable, thehtic health approach must be better understood, applied and
supported across the health systerby both governments andniernational partners. Aid
dependency is a risk to sustainable capacity development and has hindered the ability of health
workers andmanagers to independently identify and apply solutions to community health
problems. Their identity and role is unclear and they have been disempowered by the current
structure of aid dominated public health capacity development in Cambodia-ddafiictcountries,
donors and international partners would benefit by learning from the Cambodian experience and
identifying mechanisms to avoid developing aid dependency which has resulted in a fragmented,
verticalized health system that does not support its worke to establish a sustainable, evolving

public health approach.

Figure29 shows some of the strategies and mechanisms that are likely to improve public health
knowledge, skills and practices of health workers in Cambodia argkpte the structure for this
chapter. The contextual factors that require consideration and integration when developing the
recommendations may be viewed in the outer circle of the diagraaohBrganisational level has a

role to play and will be the basis for conclusions and recommendations.
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Develop
management,
planning, team

work and problem
solving skills

Take ownership
of, & coordinate all
community level PH
initiatives

Public health
Provide regular,

skills, knowledge
8 quality training,
& practice supervision and
monitoring for
deveIOPment Health Workers

in rural
Cambodia

Access training
for self-assessment,
planning. problem
solving, communication
& engagement

Improve ability to Develop a working

identify community environment that

assets and work values community
across sectors empowerment

Figure29 Summary of mechanisms and strategies to improve public health knowledge, skills and
practices in rural Cambodia
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6.3 National level

6.3.1 Strategic move towards comprehensive primary health care

One of the main barriers to developing public health knowledge, skills and practices is the selective
primary health care approach found within the Cambodian health system. This has resulted in
verticalized health programmes with disjointed government sitéckling one disease at a time.

While diseases like TB and HIV/AIDS are well funded by external agencies, basic health needs such
as access to water, sanitation and nutritional food is neglected. As the new strategic plan comes into
effect such verticadiation is being further embedded. A community led, irdectoral approach is

needed to address basic public health challenges experienced in rural communities. This research
concludes that government strategies shouldalgn health plans with compreheins primary

health care principles.

A new policy design and implementation approach which synergizes and integrates all public health
actors is needed. The policy needs to be developed with stakeholders so that the needs of VHSGs,
PHD/OD and health cedrstaff who have a responsibility for the training, management and
monitoring ofhealth workersare met. The policy reform process should be government owned and

integrated within the existing health systefAulu et al. 2014)

6.3.2 Community Brticipation Policy for Healtleflorm

In relation to the Community Participation Policy for Health, the findings and analysis suggest that
research has not met with policy design or practical applicafidve research here reflects the gaps

in CHW policy design found in other LM({Danielset al. 2012, Zulu et al. 2013, Zulu et al. 2014)
Policy setting and reform is hugely political, especially so in LMICs where aggmwzies not only
influence agenda setting but also the process of developméBar 2013) As a result, local
stakeholders such as CHWs of all varieties, civil society groups and health workers in health centres
are not consulted and those with more power deyelbe policy without addressing local concerns
(Daniels et al. 2012, Zulu et al. 201Bplicies developed with minimal stakeholder consultation
results in the production of policies that have not considered the contextual influences on
application in practicgDaniels et al. 2012, Zulu et al. 201Bhis seem$o be the case with the
CPPHA new policy design and implementation approach which synergizes and integrates all public

health actors is needed. The following policy reform recommendations are suggested.
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Community Participation Policy for Health rafowith;

a. public health skills needs assessment with ongoing competency needs assessments,
initial pre-service training, developed in partnership with existing VHSGs, that is
regularly offered to new VHSGs and is a prerequisite to practicing in the community
Core training curricula should be developed to enable interactive participatory
methods of teaching,

c. recognition and record of training attended by VHSGs,

d. opportunities to access new training and refresher training identified and controlled
by district vel staff, and delivered by health centre staff or VHSG trainers,

e. accredited VHSGs with visible identification, adequate travel, supplies and tools to
do their job,

f.  mass media campaigns to improve community respect amderstanding of the
VHSG role,

g. visual promotion and support by senior government officials such as Village Chiefs
and Commune Chiefs,

h. clear lines of continued professional development so VHSGs can progress to trainers
and supervisors in partnership with health centres,

i. shared learning oppdunities between VHSGs,

j. training and resources for health centre staff so that they may provide effective
training and supportive supervision to VHSGs,

k. clear lines of financial support that is structured, allocated and protected by PHDs
to ensure accountabty, monitoring and evaluation of activities,

I. Ensure Village Chiefs understand their role in supporting ¥H8@ other

volunteers in developing action plans.

6.3.3 Adequate resources/finance for PHD public health plans

If PHDs and ODs are to function as inteth adequate budgets and funding must reach each level

of the health system. There needs to be a political will to provide adequate resources and funds so
that PHDs may enact local public health development plans. This includes initial and ongoing public
health training, supervision, monitoring and evaluation. Health initiatives are often imposed by
external agencies who are not familiar with local PHD plans which also distracts PHD personnel from
undertaking their daily jobs. Therefore, tMoHand PHDs mst take ownership of external agency
initiatives to ensure agency agendas fit into annual provincial plans rather than the other way

around.
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6.4 PHD/OD Level

6.4.1 Develop managemerglanning, team work and problesolving skills

Leaders and managers lack initiaj power and autonomy over health programmes, personnel and
volunteers. PHDs would benefit from having a better understanding of their roles and
responsibilities and an increased awareness and understanding of how and when to apply policies
and proceduresfor human resource management. Health Centre Chiefs also require more
autonomy and power to implement disciplinary procedures with their staff to improve performance
and motivation. Whilst there is a need to use disciplinary action in some cases thisl seou
balanced with a supportive environment for staff to raise concerns and problems with the aim of
finding solutions. Punitive actions to problems raised will damage relationships and is not
conductive to public health skills and knowledge developméltierefore training that is socially

and culturally appropriate that takes place where managers work, with their teams, to address
practical skills needed for public health development is requiFgigérman 2003, Raven et al. 2015)

A day to day mentorship approach is recommended as it allovigdband error over time resulting

in improved ability to define a problem, set priorities, identify root causes, delegate to others,
develop common goals, utilize flow chart processes and provide corrective feedback as needed

(Bradley et al. 2008)

6.4.2 Take ownership of araordinate all community level public healtitiatives

The plethora of health volunteers functioning in rural Cambodia causes confusion and overlap in
training and implementation ofyblic health initiatives. The impact of externally funded activities
delivered by the various CHWs further adds to a lack of identity of VHSGs. A mechanism to synergise
all CHWs is necessary to maximize their potential in rural communities. Managemigainofg,
activities and monitoring o€HWsshould take place through a central body to ensure effective
coordination and distribution. This could be through the establishment of a community health team

or through PHD/ODs and health centres. Internatictheelopment partners should respect and
honour internal structures of training for VHSGs by strengthening the capacity of PHD, OD and

health centres to deliver effective training and supervision to health workers.

6.4.3 Provide regular, quality trainingupervision and monitoring for healtnkers

The research here mirrors the research findings in other LMICs on capacity building of health
workers such as the provision of adequate funding, initial and ongoing training with refresher
opportunities and suportive supervision. Currently these gaps in provision affect public health
practices of health workers and CHWSs. At present supervision and monitoring skills are constrained

by the checklist approach which appears to have many flaws in application. RHDRDa require
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training and resources that will enable them to; (a) provide participatory, interactive education on
public health skills (b) supportive supervision which includes constructive feedback and leads to
actions to improve performance and (c) amgg monitoring of health workers and VHSGs public

health practices and associated outcomes.

6.5 Health facility level

6.5.1 Understanding of comprehensive PHC and community participation

A necessary first step to improving public health practices in rural commasing to work with
health workers in facilities to understand why they do not apply public health knowledge following
training and how this could be improved from an institutional and individual level. In addition, the
principles of comprehensive PHC ndede understood by health workers or they are unlikely to
be able to see the value in health promotion or people centered @diesad and Bower 2000Y his
should be taught not oncer twice but at every opportunity through inclusion in policies, guidelines
and procedures, promoting the role of health workers as health educators that are part of a wider
community health systentEppingJordan 2010Q)Health workers woulddmefit from understanding

the wider social determinants of health and that they have a responsibility to prakigublic

with information and education so that they have the knowledge to improve their own health

(EppingJordan 2010)

They need to understand that their role does not end at the health centre door, but that they are
part of the community and have a responsibility to address all aspects of health, not purely medical
relief from symptoms. This involves training reforms thatlude peoplecentered care in pre
service education and for more experienced health workerstherjob training, mentoring or
coaching and continued professional development (CPD) to develop understanding and
interpersonal skills necessary to deliver fiakhealth interventiongdEppingJordan 2010)Finally,
political leadership and commitment to the Alrdda principles is needed to truly promote people
centered health care as seen in other countries such as Qaleene 2003)More resarch is
required to understand how and why the gap between learning and application exists amongst
Cambodian health workers, how this gap can be better understood and ultimately narrowed so that

resources and energy put into building public health knowéednd skills are not wasted.
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6.5.2 Training in teaching methods and supportive supervision

Although the CPPH indicates that health facility staff should provide training and supetwision
VHSGs, they lack opportunities and capacity to learn and implement these skills. As highlighted
above at the PHD level, the health facility staff require training to develop their skills as trainers and

supervisors so they may effectively support VHSGs.

6.5.3 Provide support, training and supervision for VHSGs

Following training, health facility staff require resources, materials and structured curricula to
develop the skills and performance of VHSGs. This should be developed by the PHDs in partnership
with hedth facility staff and VHSGs so that the training is context specific and reflects local needs.
For instance, the educational level of VHSGs requires that health facility staff deliver training in a
stepped approach, with pictorial and practical learningthods so that VHSGs may retain and apply

new skills. Training curricula should be designed to support participatory teaching methods that
meets the learner@eeds and can be easily implemented by health facility staff. Health facility staff
must also beinformed through policy of their role as trainers and supervisors of VHSGs with

structured programmes for delivery.

6.6 VHSG and community level

6.6.1 Working environment that values community empowerment and control

One of the steps to achieving comprehensive BRHE€ensure communities are provided with a safe
platform to communicate needs and that leaders and stakeholders with resources and power listen.
Although VHSGs are the identified agents for community participation they feel disempowered, lack
respect fran community members and have little control over their work environment. Patron
client relations and hierarchy stifles their ability to speak openly and advocate for community needs.
Safe communication channels need exploring so that VHSGs feel more tedpjmocommunicate
community needs without jeopardising necessary patron relations. One of the key findings is the
need for VHSGs to have close relationships withgéil@hiefs. VHSGs have the potential to facilitate
planning efforts by Village Chiefs that they meet the needs of the community. Village Chiefs are
political and powerful which may restrict communication from marginalised villagers, whereas
VHSGs have a more neutral political stance. More research is required on how relationships with

peopk in power, specifically with Village Chiefs can be improved to support VHSGs in their role.

Furthermore, community participation policies are being consumed by international agencies and a
result of this is that VHSGs are not empowered to mobilise coniires to address their own public

health problems. Rather there is a growing dependency on external organisation and an absence of
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seltreliance. The Almata principles that define community participation should be reviewed along
with community participion methods applied in LMICs that have successfully achieved meaningful
community participation.Further research is required to address the social and cultural values of

Cambodia that inhibit community participation.

6.6.2 Skills based training in safsessment, planning, problem solving, communicatiuh
engagement
VHSGs were found to be lacking in ftenohnical skills such as the ability to create action plans,
problem solve, communicate and engage with communities and reflect on their own performance.
To improve these skills preservice training package and regular refresher or new training should
be developed in collaboration with PHDs, ODs, and VHB&sing should include opportunities for
VHSGs to critically analyse a situation with a solutamuged, problensolving ethic which also
involves personal and community critical reflections. Training on communication techniques would
benefit from considering context specific communication needs to prepare VHSGs for difficult
questions and responsehdy may receive from community members. Ongoingérvice training
which is delivered oite, is context specific and includes practical, hamdspplication of skills
and knowledge is needed to develop these skills. Further research is required tstamdewhat

is needed in a core training package for VHSGs and who is best placed to deliver it.

6.6.3 Improved community asset identification and kstectoral working

Experience of using community assets to address health issues would help VHSGs to understand
that their communities have strengths and to dissipate the dependence on outsiders for help. The
community asset approach to development is a relatively new concept and one that requires
exploration, time and resources beyond the research here. The VlH&@entify community assets

but additional support is required to develop an understanding of how to apply them to health
improvement strategies. Using this approach to identify ways of working with other sectors would

also foster an intesectoral apprach to improving basic health needs in communities.

6.7 Contextual factors on the development and application of public health

skills, knowledge and practices

Public health development and community participation initiatives show a lack of understanding of

the complex contextual environment that has evolved over years. The political climate since the

Khmer rouge has been tainted with oppression, fear and severe consequences for speaking out. The

hierarchical nature of Cambodian society together with an edoaali system that promotes

WF2ff2gAy3Q 20KSNAE NI GKSNJ GKFy Fyltegaraa |yR A
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and public health skill development and application. Leaders are reluctant to take initiative and try
new solutions that may not sueed for fear of judgement and punitive actions from above. VHSGs
have to balance necessary patron relationships and NGO demands with participation ideals that

present risks to their livelihood.

The dominance of international aid has led to an apathetfmraach to addressing health problems

and a reliance on others who have resources to come up with solutions. The lack of consideration
of context by international agents, policy makers and training providers is negatively impacting the
development of pubti health skills and knowledge, and participation, not only in the health sector
but across disciplines. Therefore, the implications of this research are not only relevant within health
but can offer other sectors in Cambodia and other LMICs, deliberatitvenr developing public
health capacity and community participation in complex environments. More research is required
to understand how such contextual influences can be managed and integrated into public health

training plans so that magers, health wdters and volunteers can maximize their potential.

6.8 Final eflection

| present this thesis as a contribution to health systems research in LMICs on the development and
implementation of public health knowledge, skills and practices. The research journey has
presented many unexpected twists and turns and has had an impact on the lives of the people who

worked on it.

The RAs and | are still in touch and | hear how they have adapted their lives. One RA has now pursued
a Masters qualification in gender and déwement in Thailand and she contacts me to discuss
assignments that have grown from her knowledge in this research. She will return to Cambodia to
work and add to the development of this complex country. Sophal now informs his tourists, from
many countries of the history and impact of the Khmer Rouge, current political oppression and
international aid on Cambodia. He also tells me he provides better informed descriptions of rural
communities, based not on pity but on their strengths. Sothara works wittiameity to build trust

in public health facilities and takes an interest in the health of her community.

For me, | have learned how deep cultural values and traditions impact on behaviour witngog

a conscious awarenesshe practice of reflexivitgnd understanding my own positionality is a skill

| will take forward to other research projects. The use of PAR, although more challenging than |
expected, is still an approach to research which | greatly believe in. Howevet am aware of the
possiblity of participation as tyrannyas power sometimesrpvails and must be recogniseéin

output from this research is a peer reviewed article discussing reflexivity, positionality and power in

245



crosscultural, crosdanguage research in the Educational dctResearch Journal (Appendix L and

M).

The thesis may end here but | am dedicated to the dissemination of the findings, so that they may
be shared with those who could use them most, not just with the academic community but with the
PHD/ODs and VHSGs. ill yoursue funding and opportunities to support development and

dissemination of this research in the pursuit of shared knowledge.
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Appendix A Letter of approval from National Ethics Committee for Health

Researla
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National Ethics Committee for Health Research

ADeren W ey

woe. 0098 JNECUA nemigien, lgl..'ia“b..m.m:r,

Dr. Kimberley Ozano

Project: Identifying the knowledge and skills training needs of public health workers in low and

middle income countries (LMIC). Version N* 1, dated 2™ June, 2014,

Reference: 27" June, 2014 NECHR meeting minute

Dear Dr. Kimberley Ozano,

I am pleased to notify you that your study protocol entitled “Identifving the knowledge and
skills training needs of public health workers in low and middle income countries (LMIC).
Version N° 1, dated 2™ June, 2014" has been approved by National Ethic Committee for Health
Rescarch (NECHR) in the meeting on 27 June, 2014 NECHR. This approval is valid for twelve
moaths after the approval date

The Principal Investigator of the project shall submit following document 1o the comumittee's
secretariut at the National Institute of Public Health at #2 Kim II Sung Blvd, Khan Tupl Kok,
Phoom Penb, (Tel: $55-23-880335, Fax: 855-23-881949);

Annual progress report
Final scientific report

Patient/participant feedback (if any)
Analyzing serious adverse events repoet (if applicable)

The Principal Investigator should be aware that there might be site monitoring visits al any time
from NECHR team during the project implementation and should provide full cooperation to the

74
Regards,

“hai

Prol. BNG HUOT
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Appendix BEEmail to potential NGO patrticipants for interviews

+ LIVERPOOL 75 CENTRE FOR

PUBLIC HEALTH

JOHN MOORES k> ‘\_\ ¥ LIVERPOOL JOHN MOORES UNIVERSITY
UNIVERSITY

Draft Email to potential NGO participants for interviews

Dear whom it may concern,

I am writing fromThe Centre for Public Health (CRit).iverpool John Moores University in England,

United Kingdom. Th€entrefor PublicHealthis a vibrant research and teaching community working

at a local, regional, national and international level. The organisation specialises in applied research
and educational programmes addressing health issues at all levels from policy development to
servce delivery. CPH is committed to a mudlisciplinary approach to public health and works in
partnership with health services, local authorities, judicial bodies, environmental services and
community groups. Influencing health service design and deliesrwell as health related policy,

GKS / SYyGNB F2NItdzofAO | SIftGKQa NBaSI Nagendyl & 06 S
strategies to promote and protect public health. CPH turns information and data into meaningful

and timely intelligenceThe link for more information igittp://www.cph.org.uk!/.

As aninstitution, we are keen to build partnerships and work collaboratively with all levels of the
Health system within Cambodia. As you are an NGO that works with health we are keen to hear your
views. We would like to discuss the possibility of you takargip a research study entitled:

Identifying the knowledge and skills training needs of public health workers in low and middle income
countries (LMIC).

This would be in the form of an interview lasting approximately 30minutes to an hour. We would
disciss public health in Cambodia. If you agree please let me know when is convenient for you.

We look forward to hearing back from you in the near future.

Kind Regards
Kim Ozano
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Appendix Gemistructuredinterview shedule

CENTRE FOR
PUBLIC HEALTH

LIVERPOOL JOHN MOORES UNIVERSITY

+ LIVERPOOL

JOHN MOORES

UNIVERSITY

Kimberley Ozano June 16 2014

Semistructured Interview schedule for the following research:

Title: Identifying the knowledge and skills training needs of public health workers in low arddle income
countries (LMIC)

Introduction to research:

Hello, thank you for agreeing to be interviewed for my research. We will be exploring a few topics during the
interview around public health in Cambodia. If at any point, you are not comfortableesimga question or

do not understand what is being asked, please inform me and we will discuss further or move on. If you would

like to stop the interview at any time please feel free to do so.

Topic 1: The role of your organisation and position in Cardlao

Tell me about your position in Cambodia?

(Suggested areas for prompts if necessary)

I Organisation and aims

Job title and responsibilities

How long have you worked in Cambodia?
Experience of working in Cambodia

Give me an idea of your day to day work?

= —a —a -2

Topic 2: Working with Government
Have you worked with government agencies, if so at which levels?
Tell me what it is like working with government health agencies in Cambodia?

(Suggested areas for prompts if necessary)

1 Experience and understanding of kggvernment policies related to primary health care or public
health

1 Experience of working with Provincial Health Departments, operational districts and health centres

1 What are the challenges of building capacity at that level?

Topic 3: Primary Health Care

What is primary health care like in rural Cambodia?
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(Suggested areas for prompts if necessary)

= =4 A

Experience of working with primary health care providers (public subsidised and private)
Examples of recent programmes linked with primary health care
Do thoseprogrammes work well or not and if so why or why not?
Do health centres follow AlmAta principles of:
o Providing not just selective curative services but also prevention of ill health and health
promotion?
0 Health education, promotion of food supply and pey nutrition; an adequate supply of
safe water and basic sanitation; maternal and child health care, including family planning;
o Involves, in addition to the health sector, all related sectors and aspects of national and
community development, in particulagriculture, food, education, housing, public works,
communications etc.
o0 Community participation in health decisions

Topic 3: Public Health Approaches (nomedical)

SubcategoryWider social determinants of health

Can you tell me about any publiealth interventions that have looked at the widsrcial determinants of

health?

(Suggested areas for prompts if necessary)

1

Social determinants of health such as; education, housing, employment, inequalities. Possible
inter-sectoral working with civBociety or other departments/agencies or advocacy
Family/community engagemeimtrefer to Community Participation Policy for Health, Village
Health Support Groups and Health Centre Management Committees

Lifestyles; health promotion, health education, NCDs

Surveillance and monitoring of specific diseases and risk factors

Subcategory: Improving Services

What is your experience and understanding of health service improvement at primary health care level?

(Suggested areas for prompts if necessary)

il

f
f
f

f

f

Service planing at primary health care level

Integration of primary health care servicegson-vertical programming
Evaluation of public health services and community engagement
Equity of service access and provision

Topic 4: Education and Training for healborkers and active community members
What training does your organisation offer to Melel health workers or community volunteers
at primary health care level?

What format is used to deliver that training?

Topic 5: Healtly 2 NJ $kiNsldad knowledge gaps
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In your opinion what skill gaps exist for health workers at primary health care level regarding public health
approaches?

(Suggested areas for prompts if necessary)

f
f
f

= =& —a

Organisation and Leadership, at provincial health departnagwt health centre level
Assessment and Evaluation of interventions and poor health across the community

Ability to provide health education for communities, e.g. sanitation and hygiene advice, tobacco
and alcohol

Health promotion skills, communicatioangagement, marketing etc

Ability to identify and treat or refer mental health issues

Community engagement techniques, especially for the vulnerable; people with disabilities,
women, minority social groups

Ability to take initiative and work with other oagisations, norhealth based, civil society,
religious institutes

Provide and understand lifestyle advice related to sommmunicable disease as well as
communicable disease

Ability to consider wider determinants of health e.g. where patients work, liveds for access
to medical care?

In your opinion what do you feel is needed to narrow that gap?
(Suggested areas for prompts if necessary)

f
f
f
f

Resources
Time from work
Qualifications
funds

If training is required what format should this take and what resesirare needed for rural health care
providers?

(Suggested areas for prompts if necessary)

1

= =4 -8 —a A

Mentorship

Class based

Class based with reviews
Part of initial curriculum
Bridging training

In service training
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Appendix D Participant information sheet faerviews

CENTRE FOR
| PUBLIC HEALTH

LIVERPOOL JOHN MOORES UNIVERSITY

LIVERPOOL JOHN MOORES UNIVERSITY

Title of Project Identifying the knowledge and skills training needs of public health workers in low and

middle income countries (LMIC)
Name of Researcher and School/Faculty

You are being invited to take part in a research study. Before you decide it is important that you understand
why the research is being done and what it involves. Please take tirraddhe following information. Ask
us if there is anything that is not clear or if you would like more information. Take time to decide if you want

to take part or not.

1. What is the purpose of the study?
This research is aiming to understand more aboutljgulbealth in rural Cambodia and what can be done to

increase the knowledge and skills of public health practice.

2. Do | have to take part?
No. It is up to you to decide whether or not to take part. If you do you will be given this information sheet and

asked to sign a consent form. You are still free to withdraw at any time and without giving a reason. A decision
to withdraw will not affect your rights/any future treatment/service you receive.

3.  What will happen to me if | take part?

You will take part in amterview where you will be asked a few questions about public health in Cambodia.
The length of the interview will depend on how the conversation flows but you are free to end the interview at
any point. The interview will be recorded either by the reg®artaking notes or a verbal recording device and

will be transcribed and analysed by the researcher.

4. Are there any risks / benefits involved?
There are no risks to you taking part.

5.  Will my taking part in the study be kept confidential?

All data will beconfidential and will be kept secure by the researcher. Any data kept in an electronic format
will be held securely on an IT password protected computer. A pseudonym will be applied to your interview so
that you will remain anonymous. Your consent forni beél kept separate from any transcription so that you

will not be identified. When using the information for writing of reports, thesis and publication purposes your

name will not be used and you will be anonymous.
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This study has received ethical approvBIN2 Y [ Wa! Q&4 wSaSIk NOK 90GKAO&a [/ 2YYA

Ethics Committee for Health Research

Contact Details of Researcher Kim Ozano K.A.Ozano@2014.ljmu.ac.uk

Contact Details of Academic Supervisor Rose Khatri  R.J.khatri@ljmu.ac.uk
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Appendix EConsent form fomiterviews

CENTRE FOR
PUBLIC HEALTH

LIVERPOOL JOHN MOORES UNIVERSITY

> LIVERPOOL

JOHN MOORES
UNIVERSITY

LIVERPOOL JOHN MOORES UNIVERSITY

Identifying the knowledge and skills training needs of public health workers in low and middle income

countries (LMIC)

Kim Ozano from Faculty of Education, Health & Community (Centre for Public Health)

1. I confirm that | have read and understand the information provided for the above st
| have had the opportunity to consider the information, ask guestiand have had these
answered satisfactorily.

2. |l understand that my participation is voluntary and that | am free to withdraw at i,
time, without giving a reason and that this will not affect my legal rights.

3. lunderstand that any personiformation collected during the study will be anonymisé~
and remain confidential

4. | agree to take part in the above study

5. lunderstand that the interview will be audio / video recorded and | am happy to prod

6. | understand that images taken byh@ographic means or video recording may K
collected and used in a workshop for discussion related to the research title only
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7. lunderstand that parts of our conversation may be used verbatim in future publicat
or presentations but that such quotedlihbe anonymised.

Name of Participant Date Signature
Name of Researcher Date Signature
Name of Person taking consent Date Signature

(if different from researcher)
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Appendix Hranslation of acceptancetier from Kratie PHE conduct

research
KINGDOM OF CAMBODIA

Nation Religious King
Ministry of Health
Kratie Provincial Health Department

N°% 40 S Kr C Kratie Province, Date:
09 June 2014

Reference a letter from VSO on 30 May 2014, in proposing for a support letter for
conducting a research on Aidenti fying

public health workers in Kratie Provi
Dear VSO6s Health Programme Manager,

Subject: Support for conducting the research to identify the knowledge and skills training

needs of public health workers in Kratie Provincial Health Department

In regard to the above reference and subject, the Kratie Provincial Health Department
have exanmied and supported this research initiative in order to identify the knowledge and
skills training needs of public health workers in Kratie Provincial Health Department, which
will be carried out by VSO health programme in cooperating with phd studentivernpool
John Moores University of England from September to December 2014.

Therefore, | would like to request VSO to send the research specialist to Kratie

Province so thatte can implement his own tasks.

Sincerely Yours,

Dr. Chheang Sovutha

Director of Provincial Health Department
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Appendix GParticipantmformationsheet for PARvorkshops
= LIVERPOOL

JOHN MOORES
UNIVERSITY

CENTRE FOR
PUBLIC HEALTH

LIVERPOOL JOHN MOORES UNIVERSITY

LIVERPOOL JOHN MOORES UNIVERSITY

PARTICIPANT INFORMATION SHEET

Participant Information Sheet foParticipatory Action Research Workshop

Title of Project Identifying the knowledge and skills training needs of public health workers in low and

middle income countries (LMIC)
Kim Ozana; Centre for Public Health

You are being invited to take part inresearch study. Before you decide it is important that you understand
why the research is being done and what it involves. Please take time to read the following information. Ask
us if there is anything that is not clear or if you would like more infomnailake time to decide if you want

to take part or not.

1. What is the purpose of the study?

This research is aiming to understand more about public health in rural Cambodia and what can be done to

increase the knowledge and skills of public health practice.

2. Do | have to take part?
No. Itis up to you to decide whether or not to take part. You are still free to withdraw at any time and without

giving a reason. A decision to withdraw will not affect your rights/any future treatment/service you receive.

3. Whatwill happen to me if | take part?
You will take part in a workshop where you will be part of a discussion about public health skills in Cambodia.

The length of the workshop will be one day but you are free to leave the workshop at any point if you are not
comfortable. Food and drinks will be provided. The workshop will be recorded either by the researcher or
workshop member taking notes or a verbal/video recording device and will be analysed by the researcher and
the group. The results will be reflected kat a follow up workshop to ensure they are accurate. The follow

up workshop is likely to last half a day unless there are major differences, in which case it may last a full day.

4. Are there any risks / benefits involved?
There are no risks to you takipgrt.
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5.  Will my taking part in the study be kept confidential?
All data will be confidential and will be kept secure by the researcher. Any data kept in an electronic format

will be held securely on an IT password protected computer. When using the inéorfioatvriting of reports,

thesis and publication purposes your name will not be used and you will be anonymous.

¢CKA& addzReé KIFa NBOSAGSR SUHUKAOFT | LIINRGEE FTNRBY [ Wa|
Ethics Committee for Health Research

Contact Details of Researcher Kim Ozano K.A.Ozano@2014.ljmu.ac.uk

Contact Details of Academic Supervisor Rose Khatri ~ R.J.khatri@ljmu.ac.uk
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AppendidH Translated version of participant informatidrest for PAR

£ LIVERPOOL | CENTRE FOR
?- CP PUBLIC HEALTH

JOHN MOORES
UNIVERSITY a2 %®  LIVERPOOL JOHN MOORES UNIVERSITY

&

Liverpool John Moores University
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Appendix | Consent form fB¥AR workshops

e L CENTRE FOR
‘7 LIVERPOOL 0% CP PUBLIC HEALTH

JOHN MOORES

UNIVERSITY T 4 LIVERPOOL JOHN MOORES UNIVERSITY

LIVERPOOL JOHN MOORES UNIVERSITY

Consent Form for Participatory Action Research

Identifying the knowledge and skills training needs of public health workerdaw and middle income
countries (LMIC)

Kim Ozano from Faculty of Education, Health & Community (Centre for Public Health)

8. | confirm that | have read and understand the information provided for the above st
| have had the opportunity to consider theformation, ask questions and have had these
answered satisfactorily

9. | understand that my participation is voluntary and that | am free to withdraw at
time, without giving a reason and that this will not affect my legal rights.

10. I understand that ay personal information collected during the study will be anonymiSc«
and remain confidential

11. | agree to take part in the above study

12. | understand that the workshop may be audio / video recorded and | am happ
proceed
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13. | understand that imagesaken by photographic means or video recording may
collected and used in future workshops for discussion related to the research title o

14. | understand that parts of our conversation may be used verbatim in future publicat
or presentations but tht such quotes will be anonymised.

Name of Participant Date Signature
Name of Researcher Date Signature
Name of Person taking consent Date Signature

(if different from researcher)
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AppendixJTranslated version of consent form for PAfRkahops
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