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Executive Summary

Background

Since 2000, Cambodia has shown notable improvements in the areapuaidrctive Maternal Newborn

and Child Health (RMNCHWaternal mortality and undefive mortality rates decreased significantly
together with an increase imirth delivery at health facilitiesHowever, despite these advancements,
remote provinces in theountry have not fully benefitted. For example, in Mondulkiri/Ratanakiri, where
44% of the female population have not received schooling (CDHS 2010), thefivederortality rate of

106 per 1,000ive birthsis twice the national average4®er 1,000live births).

tKS 202S0O0GA@GS 2F GKAAa aitdzRRe Aa G2 3JFLAy 1yz2et SR3AS
and empower them to: (1) Be included in public health systeth;Be part of the health poliemaking
processes; (3) Strengthen the cajfig of local organizations (e.g. IPHIA, AFH, RHAC) to participate in
defending Bunong health rights; (4) Reinforce interaction between the Bunong community, local
organizationsand local authorities (especialHD; (5) Assure the participation of theast vulnerable

sections of the population, particularly women; and (6) Reinforce Bunong assets.

The study provides (1) Analysis of health system in place; (2) Analydiddofielivery; (3) Analysis of
umbilical ord care; and (4) Examination of practicefated to breastfeeding. To achieve this, four types of
data were collected: (1) Literature review of relevant sourc2sP(imary data bynterviewing 113 women

in 13 villagesy(3) Secondary data from available sources; and (4) Qualitative data frooms Kéroup

Discussions (FGDs).

The Bunong traditional belief system and its relationship to delivery, maternal, and newborn health is also
considered. Among the Bunong, iliness is often thought to be caused by adverse spiritual forces, and the
time during and after delivery is believed to be potentially dangerous for mother and newborn. The
traditional beliefs are very persistent, and, on occasion, injurious to mother and child. For example, the
need to perform the sacrificial ceremonies sometimes meant tteached public health facilities too late

to receive necessary care.

The study finds that health facilities (typically a health centre) are definitively not the first choice of delivery
among Bunong women. Absent health workers, limited opening hoursgandrally poor quality services
make these a less desirable option, offering perceivedvalue for money and wasting scarce household

resources. For this reason, for normal delivery women will first choose to delivered by traditional birth
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assistants TBAs) from their own community. In the event of emergency, women seeking biomedical care
often choose to go directly to the private clirtic obtain a better standard of care artd avoid waiting
times at HCand HPs

Trained TBAs are clearly the firstoite for delivery for the Bunong women interviewed. Their reputation
among villagers depends on training received from public health, stafiddition to knowledge in the
spirits and traditional medicine. Community members are confident of their skitkéned TBAs play an
important role in the referral process. In case of emergency they encouraged women to seek rapid care and
possessed sufficient power in the community to have the ceremony to the spirits postponed until the

woman had returned to the véfe.

65% of the interviewees had never been to school, and half of women interviewed were delivered assisted
by a TBA. When comparing women who delivered by TBA, and women who delivefkdldxy Birth
Attendant (SBA), those with higher level of schoglimvere more likely to be delivered by SBA or
doctor(p<0.02): Also, resort to TBA for delivery is correlated to distance from health centre. When service is
available, and particularly when it is free, women are positively changing practice and demontstrainly

to SBAs for delivery.

When comparing women by type of delivery provider, there is a significant difference among the two

groups (p,0.001): women who delivered with TBA are less likely go for ANC visits (see figure below).

Type of Antenatal Care Provided by Delivery Provider

m Doctor or midwife = Nobody Traditional Birth Attendant

56
Women delivered with midwife 2
0

F 37
Women delivered with TB 12

6

The finding on informabn of danger signs is similar: women who are delivered by TBA are less likely to be

informed of danger signs than women who delivered with doctor, nurse or midwife (SBADQH
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Information on danger signs by type of delivery provider

m No ANC m No info on danger signs Received Information on danger signs
2
Women delivered with midwife 10
46
12
Women delivered with TB 21
21

The study findings clearly show that women who delivered with TBA wesdilely to have antenatal care

than women who delivered with SBA, and, in consequence, they were also less likely to receive information
on danger sign€Only a minority of women recognized essential maternity danger sems only 12%f

women identifed vaginal bleeding, andi’> Wo | 6 & & (i 2akJaXaygdr siyh2ddrihg/pE@Ency. In
addition, only 28% of the women identified heavy bleeding, and 16% retained placenta, as a danger sign
during delivery. This reveals a profound gap in knowledge énBhnong community surveyed on safe

delivery and places a considerable restraint on referral in case of danger.

Comparing women delivered by TBA and those delivered by SBA, three significant differences between the
two groups are apparent in relation to bcutting and care, and newborn drying. TBAs were more likely to
use a new razor blade, while SBAs more frequently used scissors (p<0.001). More TBAs ifiedd aukn

the cord than SBAs did

Instrument used to cut the cord in regard of delivery provider

NEW RAZOR BLADE = NEW SCISSORS ~ mKNIFE OTHER
14
Women delivered with Midwife . 40
1
38
Women delivered with TBA 6 9
2

Women delivered by TBA are less likely to have unguent glace the umbilical cord than women

delivered by SBA. If delivered by TBA, these women are more likely to have a traditional medicine compress
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than antiseptic unguent placed on umbilical cord stump than women delivered by SBA (p<0.001).

What was placed on cut cord in regard of delivery provider
Nothing is placed on cut cord
Antispetic is placed on cut cord
Traditional medicine or hash or compress was placed on cut cord
m5 2 yKQaw
44

women delivered withMidwife 33

4
.
28

women delivered with TBA 14

_5

Newborn deliveredy TBA are less likely to be dried than women who were delivered by an SBAO(.

Newborn is dried in regarde of delivery provider

women delivered with Midwife 54

women delivered with TBA 30

For 36% of childrenbreastfeeding was initiated within one hour of delivery. The Bunong mothers often
reported to not havingstarted breastfeeding until one to threeagls after birth. They claimed various
reasons for this practice, such as not having milk or that the baby could not suckle. More than half of the

women who delivered with a SBA started breastfeeding immediately after giving birth.

Percentage of women who initited Immediate Breastfeeding related to
Delivery Provider

Women delivered with Midwife 27%

Women delivered with TB 9%

The national CDHS dataesented in the study display a decrease in maternal and child mortality, together
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with a decrease in the number of deliveries with TBAs. In the meantime, data collected in studied villages
illustrates that distance from health services has an immengegahon pre and post natal costsunless

free services are provided at point of use.

In remote villages public health services are effectively unaffordable for Bunong women. The distance and
road conditions, associated with extremely poor livelihoagstrain women fromtravellingto deliver at

public health facilities. As health costs can be large and include unforeseen expenses, many families find
they do not have enough money to pay for the care they need. Also, experiences and testimonies reveal
that, in absence of operational roads, some villages continue to be isolated andooked by public

health staff during outreach services and Education and Information Campaign (EIC). In the meantime,
Bunong women in remote villages are fearful to tallbabmaternity and newborn care issues. Often when
health staff reach remote villages to provide information and education, community members are reserved
YR a2YSiAYSa R2yQd eoglyid G2 Gl1t1 6AGK GKSYO®

This shows the impact of health education on the choicdativery attendant; when Bunong community is
participating in health education, women are more likely to be referred to the HC. Conversely, women in
remote villages who did not get access to basic health education are moretiké@pend on traditional
practices and medicine to cope with disease and the delivery pro&ssse have an injurious impact on

the health of mother and baby, and also on the livelihood of the family unit. These beliefs are an important

barrier to care being sought in the eventehiergency.

In deciding where to go for deliveryyomen said that they discusd the matter with their familyand came

to a joint agreement. However, there were stories reported of when pregnant women had to follow the
choice of parents and other commupitmembers. Amongst the Bunong, the local village chief, as
community leader, can be involved in these discussions, and, as a respected person, he can also have an
AYLI OG 2y GKS FAYylLIf RSOA&A2Y NBIFOKSR 2ywledgeln®s Ny A G &
matters of reproductive health, allied with lack of participation in the community on health promotion,

limit their ability to make decisions about health care. As a result the final decision reached may not fully
NEFf SOG | 42 Yl s/Rocthisgeasbrk Bllage authbriiegspérially village elders and chigfs

need to receive education on maternal health issues to promote safe motherhood practices, and use their

influence to initiate access for Bunong women to skilled health prosidepublic health facilities.

Community leaders, allied with TBAs, are definitely the key stakeholders in promoting and advocating

community ownership of the health services being offered.
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Analysis of Possible Actions

The health and welbeing of womerand their children is completely linked. There is a strong consensus

that Reproductive Maternal Newborn and Child Health (RMNCH) programmes will only be effective if there
is a horizontal Continuum of Care, from gmeegnancy, through pregnancy, birénd childhood, and

vertically, from household to hospital. This requires the following actions:

Develop community awareness of using Bunong Language

1. Mobilize and support community leaders omaternal and child healtfincludingvillage leaders,
VHSG,and TBAs)by engaging them to take an active role in health care delivery in their
communities.

2. Increase knowledge and adoption of good health practicbeg educating communities about
positive health behaviours for themselves and their newborn

3. Empower the role ofTraditional Birth Attendantas a key actofor referral from community to
health @ntre. A new approach may be needed to include the younger functioning and prospective
TBAs.

4. Train VHSG members to provide accurate health informatimm pregnancy, deliverypostnatal
care, and family planning.

5. Develop partnerships between TBA, Health Services and VH$Gstting up regular meetings
and organizing home visits for each other.

6. Develop fast referral systerwith collaboration of village leadsrTBA, and heah services

At Health Centre level

Despite outreach awarenesaising and improved coordination between communes and health centres,
change came only after villagers began seeing demonstrable success at the HCs. As is acknowledged in the
latest WHO publiation (2010), a broad approach to health system strengthening is essential for lasting
improvements. Countries have achieved progress on maternal mortality by increasing the number and skill
development of health workers, as well as ensuring the availalfi an integrated package of services
across the whole Continuum of Care, free at the point of use. Also, national capacities must be developed
to recruit and increase the pay of health workers, and providegoimg training, support, and supervision

throughout the system.

1. Providing free birth delivery at HC for poor women

2. Provide skills and equipment to HC staff for safe delivary (1) Pre and inservice training,
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supervision, and mentoring; (2) Ensure supply of Oxytocin and Magnesium Sulphate

3. Integrate family planning (FP) and other maternal child health (MCH) servioesnely posnatal
care, immunizationpand nutrition.

4. Provide training sessions for public health staff cultural sensitivity and ethical treatment of
patientsc W NA S yeRié re€ledfradi Bedth staff to Bunong traditional practices

5, 58St 2L GKS W2 AGAPI2 2¥B8AHSONDYYRBYHBISGI NBIF & R2)
because they cannot stay at the HC town or Sen Monorom for 15 days or more waiting for delivery.

6. Srengthened referral linkagesA critical gap for women living in rural areas is the limited access to
hospitals and emergency health care services. HCMC assisted by VHSGs need to establish an

emergency transportation system that ensures+piagd, prearranged transport.
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1 Cambodian Matern al and Child Health Strategy

1.1 National Policy and Plan
The CambodianMinistry of Health provide & Xtewardship forthe entire health sector andensure
supportive environment fomcreased demand and equitable access to quality health services in order that

all the peoples of Cambodare able to achieve the highest level of health and¥e$ A y 3 & ¢

Health and poverty are closely redat in Cambodia, where about ottleird of the populationare too poor

to pay for qualified health care. Treatment rates vary digantly depending ort LIS Nacatigh@uad
economic statusAccesdo publichealth care facilities by the poor is still limited as a reefitheir inability
to pay user fees and other related cosssich as food and transportation. Baldress thesgroblems,as
part of health care system refornm 1997 a newhealth care financing approactvas introducec¢ namely,
the Health Equity Bnd (HEF)and subsidyschemesin some health facilitiesThe first HEF schemes were
launched in 2000 through the Urbareédth Project sponsored bythe World Health Organization\{HO
and Options UK.

In 2003 HEF$ecame an essential part of the Heafllector Strategic Plan 20@B07 (HSSRnd alsoof the
subsequent, current,plan (20082015)HEFsreimburse public faciligs for healthcare expenses and
associatd costs of the poor. HEFdnitially covered the user fees related to hospitation (CPA health
services)lhis new approachwas introduced and implemented in some areas by different agencies
.Maternal health service for clients is purchased byarge NGOs in some districtir example,the RHAC
Voucher Sheme which includs four Antenatal Clinic ANQ visits delivery at health facility, postnatal

checkup.

Since 200@anbodiahasshown notable improvements in the aeas ofReproductive Maternal Newborn
and Child Health (RMNCH)Maternal mortality and infant and unddive mortality rates decreased
significantly together with an increasn birth delivery at health facilitiesNeonatal mortalityhas slowly
decrease from 37 to 27 since 200CChild mortality ratesalso displaygood progressiuring this period
Post neonatalfell from 58 to 18 infant mortality from 95 to 45 and childrenunderfive from 124 to 54
deaths(all per 1,000 live birthsiHowever,in the latter respectCambodia is still among the highest in the

region.

1. The 3% National Health Congress anf 9oint Annual Performance Review (JAPR) héldl34 March,2011 (Draft
MEDICAM Position Paper: 2011: 1)
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Figure 1: Maternal Mortality in CambodiaFigure 2:Trends in Children Mortality in Cambodia

w oW
A EEEEER
Per 1000 live births

1990 1995 2000

Neonatal mortality Post-neonatal Infantmortality  Child mortality Under-five
mortality mortality

BCDHS 2000 ®CDHS 2005 ®CDHS 2010

Maternal Mortality Ratio irCambodia ChildrenMortality Ratio in @mbodia’

Maternal mortality ratio decreased from 472 per 100,000 live births in 2005, to 206 per 100,000 live births
in 2010. Maternal death accounted for 8.5% of all deaths of women agei®:1i other words, about one

in eleven Cambdian women died as a result of pregnancy or pregnaetated causes.

Table 1 Maternal Mortality Cambodia 2010

Cambodia CDHS 2005 CDHS 2010

Maternal mortality ratio(per 100,000 live births) 472 ClI (33805) 206 Cl (12488)

Definitions of underfive mortality rate
1 Neonatal mortality:the probability of dying within the first month of life

() -n¢oRadaliimortality: the probability of dying between the first month of life and first birthday
(computed as the difference betweénfant and neonatal mortality)

w L y fhe pyobabiMy2oNdiiing betwieén Yirth and the first birthday
w Child mortality:the probability of dying between the first and fifth birthday
W -five mogfaltys tN@ probability of dyig between birth and the fifth birthday

Government hcentive

2. Health Equity Fund Impieentation in Cambodia, Dhaka62May 2012 ProiKoum KanaMOH Advisor
3. CDHS 2010
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In 2007,the Royal Government of CambodiRGY commencedmakingfinancial incentives to motivate
midwives to provide servicell over the country, midwives at local health facilities reeepayment
01y26y a GKS WfrdmZROnhén NifeKding. liyeOtirtiisite thentive isntended to
increase the number of women giving birth withilled Birth Attendant (SBA), a keyUnited Nations
Millennium Development GogMDG)ndicator for reducing maternal mortality. The midws/esceive $15
for a Health €ntre (HC)birth, or $10 for aReferral Hospital (RH)birth.However, anecdotal evidence
indicates that midwives at heah facilitieswill sometimes delay the referral of complicated deliveries to

hospital in the hopef solvingthe situation locally, and thereby vy eligible forpayment.

The University ResearchCqQURC)Better Health Servic€s LINE 3 BHSje¥ighed and tested an
approach to remunerate the referring health facility for tHsstQpayment, provided that the referral to a
higher unit was correct and timellPreliminary results of thapproach, which began in April 2010, are
positive. Obstetric referrals are now more often timely and correct, with accurate reasons for referral,
gualified staff accompanying the woman, and more transfers occurring with adequate documersiation

asthe partogram and referral form.

1.2 Cambodian Health Strategic Plan 2008-2015

In 2008 theCambodian Health Strategic Plplaced maternal health as a priorityTo reduce maternal
mortality,SBAswere identifiedas a critical cadreespecially in rural and remotereas where there is a

dearth of doctors.

Alsq the dayto-day activities to Reduce Maternal, Newborn and Child Morbidity and Mortality
(RMNCHjyyere focused on five principles:(1) Social health protection, especially for poor and vulnerable
groups (2) Cient-focused approach to health service delivery), Riality health service delivery and public

health interventions{4) Human resources managemeahd (5) Goodgovernance and accountability

Social health protection, especially for the poor and vulri#ea groups appearsto have played an

important role iINnRMNCHby promotinga pro-poor approachwhich focuseson targeting resources tthis

4. A skilled birth attendant is an accredited health professiqmsaich as a midwife, doctor or nursevho has been
educated and trained to proficiency in the skillsdegto manage normal (uncomplicated) pregnancies, childbirth and
the immediate postnatal period, and in the identification, management and referral of complications in women and
newborns. Definition WHO

5. URC Improving referral systems for obstetric emecges in Cambodia

6. University Research Co., LLC (URC) is a global company dedicated to improving the quality of health care, social
services, and health education worldwide.
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sector, especiallyin rural and remote areasThe analysis ohlealth Equity in Cambodi&lso suggestghat
HEF, esgcially when combined witimproved management practices, provides increased access to public

health services for the poor.

In Cambodiapregnant womendie mostly of complicated pregnancye(g. haemorrhage eclamps,
prolonged or difficult labour), infecin at delivery, or improper posteonatal care. When emergency
obstetric services are requiredoor rural womerfrequentlyhave no practical way of accessthgm. Most
women die at homeor on the way to public health facilitiegsvhen in this situation Others die upon
reaching hospital due to their inability to pay the fe®espite theprogressachieved by the 2062015
health strategic planhealth NGOs working in the fieldave pointed out priority areas tanaintain the
improvements in RMNCHheseincluded (1) Emergency Olstic and Newborn Carg?2) Neonatal Care
and Nutritior1 (3) ANC/PNnd (4) Skilled Birth Attendance (SBA).

Referral of wonen from HC to Ri$ subject to delay. The availability and quality of servigaustic health
providers $ also questioned. The limited skillsSBAsat HC levelthe relationship between HSBAsand
their counterparts at RHand the live birthincentive to HCSBAsareall suggested afaving a potentially

adverse effect on the referral process.

NGOs suclas URC, RHAC, and RACHA have addressed several of these isél)esipylyingon-going
training and supervision to improve SB#SlIs(2) LIN2 GA RA-{/ Ay $§ QO WR@&Yio SNSBAdlan wl a &
establish problem areagrior to referral; (3) addresing the relationship between HC and RBBAsand (4)

conducing Midwifery Coordination Alliance Team (MCAT) meetings to solve problems on the ground.
Challenge of Human Resources for Health

The primary ballenge of human resources foe&lthis theshortfall inthe number and distributiorof SBAS

between Phnom Penh and the rest of the countogether with low levebf competerties.

The Midwifery Revievsuggestghat the level of competency amongst primary SBAmislequaté. Rural
areas needh moremulti-skilled staff cadre, such as a secondary nurse/midwife. Available-gkillédstaff
also needgo be given broad multskill tasksMany of theSBAsand other healthprofessionals arevorking
in both public and private practicdn consequencelraditional Birth Attendants (TBAs)re still the first

choice formanywomen giving birth in rural areas.

7.Providing access to health services for the poor: Health equity in Camlyoeetdy Leslie Annear, Maryam Bigdeli,
Ros Chhun Eang and Bart Jacobs (2008).

8. Report of Comprehensive Midwifery Revi®eptember 200®ella R Sherratt, Patrice White, and Chan K Chhuong
7.MEDINEWS: June 2010: 9: 6
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External Support

The Health Sector SuppoRrogramll, jointly funded by seven donors (UNFPA, UNICEF, World Bank,
AFD,AUSAID, BTC and DFID), pledged $15 to $&h rpér year for 2002013. Funds will be used to
provide support to the Ministry of Health in various areas, including human resource development. Other
organizations,such as USAID, GTand JICAhave ongoing prograrms to support human resource

development andmaternal and newborn health. Child health receives the largest share.
1.3 Integrated Management of Childhood Iliness

The Integrated Management Childhood lliness (IMQ$) strategy which has been implemented in more
than 30 countries in order to redugeorbidity and mortality in childreminder-five years old. The strategy
is designed with the aim dfproving: (1) Casmanagement sks of health care staff; (2)akily and
community health practicesand (3) Te overall system of health care aimeddhildren agedunder-five.
The Ministry of HealtlfMoH) introduced IMC into Cambodia in 199&upported by NGOs such as RHAC,
RHACHA, and World Vision

In 2009, the number of b Cambodiahat had implemenid the system stood at 78% (up from 67% in
2008) Out of a total of 984 Hn the country 780 have implemented the strategy in their public health
facilities. At least two members of staff in eaklC have been trained in IM@ased on ahealth facility
survey in 2006this hasresulted in improved sevice delivery compared to HEwhosestaff had not been

IMCHrained™.

Challenges faced during implementation and monitorioIMClwere identified as (1) @nsultation of
children underfive not reaching its target; (2) ublic health facilities being adequatly equipped to
provide supply and maintain IMCI; and (3) Adequate suppliefrugs that adhere to IMCI guidelines not
being given to public health facilities. It is also reported that the existing guidelines did not have the
monitoring took for operation, and the focal persons in charge of implementing the strategy at provincial
health department levehad not been officially assigned tihe role. Thiswas suggested as a possilkiey

determinant factor that fails the IMGtrategy to achiev&IDG4™,

In eventual response, in May 2010, thiH, in partnership with WHO and UNICEF, conducted a workshop

aimed at improving implementation of IMCI at all levdlkis responsibility now rests witihe Provincial

10. MEDINEWS June 2010: 9: 6: 2
11. MEDINEWS June 2010: 9: 6: 36
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Child Survival Management Committee (PCSM&jed at provinial level. Tis consists of théMClfocal

point, Provincial Health Department (PHD director, deputy director, chief of technical bureau, finance
officer, and the provinciaFPsfor maternal and child health, malaria/dengue, nutrition, imnzation,

health promotion,and operational district chief and key child survival partnerse RCSMC is responsible

for (1) Reviewing twelve child survival interventions; (2) ldhning, coordinating and directing
implementations of the interventions; and) Monitoring their coverage rates. The committee reports to

the National Child Survival Management Committee, and works in close cooperation with development
agencies and NGOs active at provincial and operational district [Eigdt of the twelve childsurvival
interventions can be implemead through IMCI. These are (1@rlg initiation of breastfeeding; (2)
Exclusive breastfeeding; (3) Complementary feeding; (4) Vitamin A; (5) Measles vaccine; (6) Oral re

hydration therapy; (7) Antibiotic for pneumoniand (8) Milaria treatment.

1.4 Infant and Young Child Feeding

Health indicators related to infant and child mortality in Cambodia have generally improved since the
Cambodia Demographic and Health Survey (CDHS) in 2005. However, analysis of the 2010 @®HS resu
indicated stagnation in indicators related to childhood nutrition and neonatal mortality. Nutrition indicators
for children under 5 years are generally very poor. For example, a healthy population should have 2.5%
underweight; at 28.3% Cambodia is mdinan eleven times the rate of a healthy population. Underweight

is a composite indicator that indicatecute and chronic malnutritianDatafrom the Anthropometrics
Surveyin Cambodi&for wasting and underweight both showed a slightrease between 2006 2008

and CDHS 2010 confirmethgnation in improvement after the 2008 food price crisis.

In 2002, The National Nutrition Programvasestablished by théloHQ & bl G A2yt al G§SNY I €
Centerto coordinatethe implementation ofnationalpolicyon Infant and Young Child Feedingy CF The

policy articulates the benefits of exclusive breastfeeding and appropriate complementary feeding
prevent disease and death YR 0 Sy ST A dveralD kdalthRand yebaingTrends in early
breastfeedig rates 20002010 show these steps have resulted in significant improvementsarly
breastfeeding within one hour rose from 11% in 2000 to 35.1% in,2@5then to 63% in 2010 During

the same periodinitiation of breastfeeding within one day rose frog#4.4%in 2000to 68.3%n 2005 and

12English supplement to the National Institute of Statistics, Ministry of Planning 2008 Cambodia Anthropometrics
Survey Prepared by UNICEF Cambodia
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then 88.8% in 2010 Exclusive breastfeedinghowed similar levels of increaseofn 11%in 2000;to 60%n
2005, and74% in 201D

Figure 3 Early Initiation of Breastfeeding in Cambodia from 2000-2010

Early initiation of breastfeeding among last born children (from the previous 5
years) in Cambodia from 2000-2010

W CDHS 2000 mCDHS 2005 W CSES 2009 mCDHS 2010

88.9 88.8

Breastfeeding within 1 day Breastfeeding within 1 hour

The incidence of practeal feeding has declined significantly, but 20%Cambodiarbabies still receive

pre-lactealfeeding®®

Figure 4 Pre-lacteal Feeding in Cambodia from 2000-2010

Percentage of last born children (from previous 5 years) receiving a prelacteal
feeding (such as cheuu em) from 2000-2010
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Against this background of positive temal and child health datalYCHaunchedthe Baby Friendly

Community Initiative BFC). Thisis a communitybased initiative to support, promote, and protect

13: CDHS 2010
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breastfeeding, and to promote complementary feeding. The main components of the Initiativelencl
breastfeeding, maternal nutrition, early childhood and developmemtd hygiene. It works through the
F2NXIGA2Y YR GNIXYAYAYy3 27F | ,abdhad GldsSIiNGs o 8CDhe BN wad NP dzLJC
begun in 2004, with support from UNICEFARE, RACHA and others, and, by thea#riD07, had been

introduced inover 3,360 villages (about 20% of all villages in Cambodia). Results show increased early
ONBFAaGFSSRAY3I Ay Woloe FNASYyREeQ OAff | Jfllage2of T W3 I
79%6.

In the meantimethe nationalBaby-Friendly Hospital Initiative(BFHI) aims to promote early and exclusive
breastfeeding in the maternity ward. The BFHI targets strengthened links between hospitals, health
centres, and community breastieing support groupsTen h@ LIA G f & KI @S 0 SEeydy® SNI A T
since 2004. Training of 25 trainers on BF&ild an orientation workshop with decision mak@vas

conducted in five hospitals implementing BFHI.

14. BFCI monitoring data, UNICEF January to August 2007
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2 Practices and Beliefs in Maternity and Newborn Child Care in Bunong

Community

2.1 Background

There is a paucity of information available in respect of the Bunong Bakang people in Mondulkiri

LINE GAYOSd WYt BROWA'SFIKTADYK & [/ dzad2YlF NBE wdz SaQ L
assogation with the Ministry of Justice and Ministry of Interior, is a key work in this re§pe@h the

subject of their practices and beliefs during pregnancy, however, the document makes only passing
reference. Much work has been done by Brigitte Nikles| #ris from herresearche¥ that much of the

subsequent exposition, unless otherwise cited, is taken.

The traditional belief system of the Bunong people is AnimiBhey believe in spiritual forces which are
present in the natural environment i.e. sky,rég forest- even household items. These spirits have power
to influence health, welbeing and prosperityThe Bunong also believe ancestral spirits have the power to
protect or to harm peopleand practice a variety of ceremonies to appease both anakspirits and spirits

of the natural environment.

The community structure of the Bunong consists of-gelferning villages. Each village is governed by two
to five elders who are notetbr their skills in conflict resolutiorand capacity to take care eillage well

being. The elders implement customary law governing different aspects of life coupled with obligations to
the spirits and ancestors. Due to the community's deep sense of belief in the harmony of the spirits,

customary law largely works as thegjal systert.

The village consists of family groufslidarity between husband and wife is essentml the structure of
the community. Evidence has shown great respect and sense of equal status between hastandes.
Marriage is practiced children born out ofwedlockare rare.Marriages are arranged by the parents who
will also seek advice from village elders familiar with families amehdje. A marriage between cress
cousins is commonGenerally the newlyweds would le with the maternal fany. Inheritance is
matriarchal It is expected that a couple will have childreithough childless couples do not appear to be

subject to criticism

15.UNDP CamtdA I Hamn Wt Ky2y3 9GKYyAOAGeYy 520dzySyidladAazy 2F [/ dza
160 W2 2YSys t NB3IY!| g@iesarhoyigd KISSI fdiyR Y 3/ M¥S a2y Rdzf {ANARI /| YO2R
17. UNDP Cambodia: 2010: iii
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The average marriage age for girls is between 15 and 18%ebr£006, the provinces of Mondulkiri and
Ratanakiri(which are combined in th€EDHJhadthe highest rate of teenagerpgnancy in Cambodia; 17.2%
had begun childbearing within the age range 15 to 19 years. Conversely, contraception useg®w in
the provinces (43.1%jeing mostpopular with wome over 30 (possibly those who ¢héad children and
wanted family spacing).ilB and injectionsrather than condoms werghe most popular method of
contraception. It appearedthat the birth rate was falling'®. The mean ideal number of children for all

women15-49 by background @racteristics in Mondulkiri/Ranakiri is 3.5°.

In Cambodia, many women deliver their babies at home with the assistance of admatliithidwife TBA)

or contact her at least once before, during after giving birth. This is pacularly the case for indigenous
peoplesuch aghe BunongOfficial CDHStatistics support thisin the latestdata available (201®9.6% of
deliveries in MondulkiriRatanakiriare assisted by TBA and 67.9% of newborn are delivered at home. In
the suveyby Nikleswhich drew on the 2008 ata, these percentages were 83.2% and 90.6% respectively.

However thesenumbers may be higher relatedlsty to the Bunong

There is no doubt that the TBplaysan integralrole during pregnancy, deliverand earlymotherhood.The

TBA is usually a relative or a close friend of the family. In general, their role is to take care of mothers as
soon as labour starts, massage their abdomen, cut the umbilical cord, wait for the placenta to be expelled,
and advise the wometo drink traditional medicine and eat the right food. She visits her regularly during

the first few days after birth and prepareengoing (G KS FANB GKF G 61 Nya (GKS 42V
2.2 Antenatal Care

During pregnancy women will be visited by a TBM# in case of problemar pain. Aiments are addressed

by massaging the abdomeaor providingtraditional medicine. Antenatal visits to health facilities are not
common. Precautionary visits are hardly ever made, and help and advice is usually sougitttoaly
pregnant woman is faced with difficultighat the TBA cannot cure. Villages reported that public health
personnel occasionally visited the village to give vaccinations, contrace@ivgeneral advice, but there
was no regular schedule for thaissions, and more remote villages were left out. Public health staff

confirmed that Bunong didhot regulaty attend antenaal checkups. This could be explained by the fact

18. NIKLES, B. 2009: 11
19. NIKLESB. 2009: 13
20. CDHS: 2010056
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usually, medical interventich

Equally, contact between TBANd public health facilities wavery limited, especially if they lidén remote

villages. As noted above, public health missions ranedigh these locations, antiBA hardly ever visid

HCs. Almost none of the TBAs interviewed by Nikles had been tRHie SenMonorom, the provincial

capital. The study suggests an absence of understanding in the relationship between the two entities.

Among the Bunong illnessasten thought to be caused by adverse spiritual forces, and in this connection

the time during and after delivery is considered potentially dangerous for mother and newborn. Nikles cites
numerous studies carried out in Cambodia concerning these beli8f&§ DIA 1S (G KS RAFFSNBy
about the precarious situation regarding spiritual activify i G KA & & LIS O R2TMo€ prégiianta S 2 F
women contaced the TBA asheir first choice. If they had problem, andheir treatment and advice id

not help, they then tured to the traditional healer ¢ find out what kind of spirit wasesponsible, and the

steps requiredplacatingit. Brown et al found that only after an apologetic sacrifiggvayKatis)had been
performed would the woman be allowed teave the village and seek modern health &ar€he traditional

beliefs are very persistent, and the need to fmem the sacrifice ceremony sometimeaseart they reaclked

the public health facility too lafé. TheKwayKatismay be required if someone in thellage breaks a
customary rule related to sexual intercourse and marriage icguthe spirits to be angry. Among the

people faing dangers are pregnant women

There are other reasons for Bunong women turning to the TBA. Remoteness to public healibsfasilit

noted above, but accessibility brought its own problems. Hoban reports that in some places, particularly
where an HC or Rkvasnearby, there wascepticismamong women on the information thengceivedfrom

the HCmidwives , sincghey were seen as bingin WompetitionrQwith the TBA®. Thus, if a midwife told

women that they hadh highrisk pregnancysuch as breech) the diagnosissasot acceptd, especially if it
contradicted what the TBA hddINS @A 2dzaf & (2f R GKSY® | 2 wdmygn toBK F 2 dzy’ R

21. Nikles, B: 2009: 16

22. Nikles, B: 2009: 17

230 W! yAGAY3 LYRAIASYy2dza [/ 2YYdzyAlGASa Ay /[ FYo2RAlF G2 [ fFAY
b2dzy {2 FTNBY WDSYRSN)I 3 5S@St2LISYydiQs HnncY Mn OHOY HMO
24. Pilot Training Workshops for Tradit@irBirth Attendants (TBAs) in Mondulkiri Province, Cambodia: Health

Unlimited: 2009: 12

25. UNDP Cambodia: 2010: 43

262 SOQNB a4l FS FyR KILILRE fNBFReY ¢NIRAGAZ2YIFET OANIK |GOGSYF
Hoban, E: 2006: 174
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disregarded the health centre midwives diagnosis and delivered at home witgi¢yenaagTBARY. This
obviously placedhe TBA in a difficult posith withthe HC personnel, and women wemdd they would not

be treated at the RH if complications ae for ignoring the earlier advice.
2.3 Child Delivery

Work for the pregnant women stops when labour pairestThe family chooses the TBA (usually a negati

or close family friendand whether or not to have spiritual interventioithe Bunong women deliver their
babies mostly in birthing huts. These are temporary shelters erected in a quiet pts=2bly next to family
house. When the TBA arriveshe masages the abdomen and erects string for the women to hold. As
previously mentioned, accessibility tdCsand RH4 is extremely limited due to road access awiten the

TBA is obligated to assist with delivery.

Some of the traditional practices used by TBAes condemned by modern health professionals as harmful

to motherandchil® C2NJ SEI YLX S5 (KSé& YlIeé& LldzaK (KS Y23iKSND:
out. Hoban also remarks on this potentially difgeatening procedure The biomedical notion of
involuntary uterine muscle is unknowand t is believed that women cannot push¥4a i dzO1 ol o0é Q 2
herself. None of the TBA that Brown et al surveyed described routichlckingon women after

delivery®.

2.4 Analysis of Umbilical Cord Care

The TBA cuts thumbilical cord with a blade and ties it with cotton and stfinghe placenta and cord are
buried next to the house or birthing hut. Thorns will cover the burial sites to keep away animals rather than
appease bad spirits. In the past, the afterbirth wasg in a gourd and hung on a tree not far from the
house. However because dé&forestationthis custom has been discontinuedfter delivery the TBA will

preparewengoingd WNER P2 G Ay 3 Q0

27. HobanE: 2006: 174
28. Brown et al: 2006: 213
29. Hoban E; 2006: 178
30. Brown et al: 2006:213
31. Nikles B: 2009: 19

32. Nikles B: 2009; 19
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Local understanding of the ethaghysiology of reproduction conflictsith biomedical explanation that is
taught during TBA training programs. Trained 3 B&regareéd what they were taught during training

because it wa@ oppositia to the local knowledge systéfh

2.5 Breastfeeding

The start of breastfeedg differed from woma to woman Some mothers staed immediately following
delivery, but the majority not until two to three dayater. Until they stared, the newborn dichot drink
anything. A variety of reasons were given for this, including mothers not having milk oetigorn not
knowing how to suckle. At this stagéthe mother dh R yiaRdiany milk she either preparedmixture of
condensed milk and water, or arrangddr another woman to breastfeed the baby. After commencing
breastfeeding itwas continued until themother @uld not produce milk any longer. With children being
conceived and borrat fairly short intervals, mothers ould breastfeed older children with the milk
produced for thenewborn and the age when a mother stoppdunteastfeedingwvasdifficult to determine.

Women continue to breastfeed where possible, augmented by food such as watery rice pottidge

33. Hoban E: 2006: 179
34. NiklesB: 2009: ibid
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3 Survey Purpose and Methodology
3.1 Objective

The objective of the survey is to gain knowledge on Bunong w@neerceptions and views on delivery
careandempower them to: (1Be included irpublichealth system(2) Be part of the health policynaking
processes (3) Srengthen the capacity of local organizations.q. IPHIA, AFH, RHAC) to participate in
defending Bunong health rights(4) Reinforce interacion between the Bunong community, local
organizationsand local authoritiesgspeciallyPHD; (5) Assure the participation of the most vulnerable

sections of the population, particularly womgeand (6) Reinforce Bunong assets

CIAI propose identification of the extent of neonatal deaths and also the underlying causes. Studies from
elsewhere suggest that community acceptanok health service providersymbilical cord careand
breasteeding practices are significant contributory factors in neonatal deatbs The surveyspecifically

examinesthese factors together with any other reasons for poor neonatal health.

Since the majority of births in Mondulkiri are overseen ByBAsthe survey will also examine the

knowledge and practicand thereason that the Bunongcommunity usesthem.

First Objective Analysis of theProblematic

1. Analysis of existing background research in Camb@dih special attention to Mondulkiri regignand
review of relevant national documents, policieend plansrelated to maternity health, newborn, and
infants. These includeCommunity Integrated Management of Childhood lliness (CIMCI), Baby Friendly
Community Initiative (BFCI), Health Strategic Plan (200%)

2. Analysis of existing data in Mondulkiri regi(with special &ention in KaohNheaekand Pech Chenda
districts) and research of primary data in the two districts mentioned, including intervieis
stakeholdes. Relevant primary and secondary data on health system use, birth delivempjlical cord

care and breasfeeding in the two districts.
3. Stakeholder analysis.

3.1 Target groups Pregnant women, wman with children below ongear of age women with children
with disabilities due tobirth delivery (pecial attention togroups unable to acces$asic servies and
resourcesand excluegd from policymaking processes); health stafidwives,traditional birth attendants

drugs suppliers, traditional doctors dmurses, health volunteershief of villageand key representatives

of Bunongcommunity.
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3.2Loal Government Policieson maternity healthnewborn and infants. Training programs on umtlalic

cord care and breast feedirfwith special attention td®HD.

3.3. Major Donor AgenciesStrategiesand programs in placeelated tomaternity health and mwborn and

infants (with specal attention to European Union).

3.4 Local and rternational NGOs Strategies, projects, views and peptions on maternity health,

newborn and infantgwith special attention to Nomad, Health Unlimited, IPHIA, AFH, RMBGCAM)

Second Obijective: Analysis of Possible Actions

The main aim ofpossibleactionsis adecreasein the mortality rate of newborn children tiough the

empowerment ofthe Bunongcommunity.
3.2 Main Outputs of the Analysis

A. Analysis of health system in ptz. Study of the HGn Kaoh Nheaekand Pech Chenda ttricts
(includingHP in case there delivery room)populationcovered by each (16,060 and 6,373)mbers
of people workng in them (10 and 9how qualified they are, and how and when pdgtion uses the
health systemTheaim of the analysis i® understand howhe Bunongcommunity (especially women)

feels about the health system.

B. Analysis ofchild delivery. Differences between traditional birth attendance and delivéry health
servicesComparatie data of child mortality and sibilities caused by deliveryheaim of theanalysis
is to recognize advantages and disadvantaigesach type of delivery and hoBunongcommunity

address them.

C. Analysis of cord umbilical card.evel of care following adivery. Number of infections and deaths

caused by a bad carBerceptions oBunongcommunity.

D. Study on practices related to breast feedinGonsequences of pfacteal feed Perceptions oBunong

community.

3.3 Methodology for Maternity and Newborn Care Study

To analysechild delivery practices and beliefs in the Bunong commufuoity types of data were collected:
(1) Literaturereviewof available sources

(2) Primary datavascollectedby interviewingl13women The questionnaire was made usitgpls initidly
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developed bythe PVO Child Survival Support Project (CSSP) of The Johns Hopkins Uindrgiyated

in 2000 by Technical Support Project (CSTS) and the CORE Monitoring and Evaluation WorkiRgpgtroup.
catch indicators for maternal and newborn cee were developedby GREgroup in 2007°.Knowledge,
Practices, an€Coverage indicatordeveloped in KPC2080related to Maternity and Mwborn Carecover

the time-continuum from pregnancy, deliverio the postpartum period.The questionaire developed fo

the surveyencompasssfour rapid catchindicators, six key indicators, asdvenother standard indicators.
The questionnairavas usedo interviewl13 Bunongmotherswith a child less than two years olallowing
comparison ofdelivery practicesand newborn careamong womeninterviewed in regardo the type of

delivery provideengaged TBA omedical staff)QuestionnaireCF annex 1

(3) The secondary dateas collected from Ministry of Planning, CDHS 20d4td WWF Househol8tudy

2006to describedistrict health status, and corroborate ClAWaternity andNewborn Care survey findings.

(4) The qualitativadata was collected from a variety of respondents tibtain perspectiveand illustrate
guantitative findings on practices and beliefs of the Bunong womegrarding maternity andhewborn
health care. Focus Group Discussions (FGD) and qualitative interviews were done iillagehwith

Bunong womenTBASsSBAsVillage Chiefand older people in villageBocus Group DiscussioBF anneX

3.3.1 Methodology for Quantitative Data C ollection

The gold standard methodology texamine knowledge attitudes, and practices is to select the
respondentsby random selection,where everyone has the sameopportunity of beingchosen and
interviewed. In practice this is not dways possibleA counterprocedureof probability sampling ison-
probability samplingin other wordssampling without using random selection methodis.this respect,
convenience samplings used when access to a wider populatisnot practical dueto time or cost
constraints.Convenience samplings used in exploratory research where the researcher is interested in
getting an inexpensive approximation of tfects. With nonprobability samplingit cannot be calculated

how accuratelythe sample repreents the population as a whole, but only the population studied.

35. Knowledge, Practices, and Coverage Survey 2000 + FIELD GUIDE AuguseR@@t dy Donna Espeut; The
Child Survival Technical Support Project http://www.coregroup.org/resourcesicole
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3.3.1.1 Selection of Sudied Custers

(NBYW Ot @2aldiiteNas a villagandis the smallest administrativievel unit)

Clusters wre selected usinghe convenience sampling methodologyon the following basis.First we
selectedfrom amongthe Bunong villageshose with more than 90% of Bunong populatiof©f2008

census) Consequentlya total of15 communes and 34 villagegre identified

Secondy, asroad conditiors and the wet seasondo not allow for travel to some commurgewithin the
time-frame available on the project, neaccessible communess defined on this basisyere excluded
from the sample. Irtotal, eightcommunes were excluded from the survey due to diffiesltofaccessThis

left four districts,sevencommunesand 20 villages remaining.

Third, we tried to followthe initial ToR in terms of jllocation of studied population (2) Number of
communes to be studiedand(3) Distance fromHC TheToRsuggest$ocusing the studyn four communes
within two districts, namelyPechr Chendand KaohNheaek We retained the initial selection ofPechr
ChendaDistrict, wheremore than 90% of the population is Bunong asmmmuneswere easily accessible
In Sok Sarrommune KaohNheaekdistrict (20 km from nearest HCbhree villages were selectedThese
were the only villages in the district withore than 90% oBunongpeople and easgccess. Tbalance the
lack ofBunongpopulation inkaohNheaekdistrict, we choosé&aevSeimadistrict, with two communegSre

Khtum and Sr&hal).To concludewe selected 3 villages irfive communes andhree districts.

Selection okighthouseholds from each cluster

Theperiod that the survey took places very busy time in ruralanbodia andvillagerswere in the fields
farming, making itdifficult and timeconsuming tolocate women with children less than two years old.
Inconsequencethe researchteam contaced village chief prior our visit to askpotential respondents to

stay hane for interview.

When interviewers readd eachvillage they met withthe village chief andirew a map of the villages with
identification of householslwith children less than twgears.Once the survey team lkladentified the first

householdthe EPI Rndom Walk methodvas employed

3.3.1.2 Sample Sze and Studied Villages

The TOR does not specify the degree of precision (confidence interval or margin of error) that the indictor
values should be measured by. A confidence interval is related to the popula®arsl sample size. The

sample proportions will have a confidence interval of + 10%. This is an acceptable confidence interval for
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baseline and exploratory studies, and means that, with a sample size of 113, the survey results for a given
indicator will bein a range of £ 10% of the value. The error margins signify that the true population

proportion is within the range of the margins for 95% of the time.

The following Table lists the 13 clusters villages and their respective sample sizes surveyed in this

evaluation study:

Table 2 Villages Studied

Bunon # of i
L Name of inter Distance 9 family %of
District Commune - . HC name pop. women -
Village  view from HC in Bunong
2010 2010
2010
PuraPet | 8 39km 519 267 113 95
Krang Test| Krang Testf 9 HPKrangTest 43 km 821 314 192 99
Lao
Pechr Romeat 10 60 km 298 148 73 95
Chenda Puluk | 8 2 km 794 | 384 | 150 95
Purang 7 2 km 624 326 132 99
Bu Sra HCPechr Chenda
Putit 8 1km 616 299 143 97
Putel 8 2 km 699 334 150 95
Ji Klob 8 HP Sre Thum 15 km 892 367 211 95
KaohNh Sok San
e Sre Thum| 9 26km | 916 | 462 | 191 99
SreHuy Se Huy 8 HCKaoh Nheaek 26 km 916 462 191 99
K Sre Lawee| 11 15 Km 292 149 65 95
Sieerﬁa Sre Khtum HCKeo Sema
Srea ktum| 12 8 km 343 173 68 97
3.3.1.3 Indicators for Quantitative Data Collection

w Antenatal CarelPercentage of mothers of children aged2® months that had four or more

antenatal visits when they were pregnant with the youngest child

w Knowledge oDanger Signs during PregnanBgrcentage of mothers of children age8 months

who knew at least two danger signs during pregnancy
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w Tetanus ToxoidPercentage of mothers with children agee2® months who received at least two

tetanus toxoid vaccinationisefore the birth of their youngest child

w Clean Cord CuttingPercentage of children aged23 months that had clean cord cutting at the time
of birth

w Clean Cord Car®ercentage of children aged23 months that had clean cord care at the time of
birth

w Thermal Care (immediate drying and wrappinggrcentage of children aged2® months who were

dried and wrapped with a warm cloth or blanket immediately after birth

w Immediate DryingPercentage of children aged23 months that were dried immediately aftbirth

w Immediate WrappingPercentage of children aged23 months that were wrapped with a cloth or

blanket immediately after birth

w Knowledge of Maternal Danger Signs During Deliieeycentage of mothers of children ageé8

months who know at least twdanger signs during delivery

w Immediate breastfeeding of newborPercentage of children aged23 months who were put to

the breast within one hour of delivery

w Feeding ColostrunPercentage of children aged23 months that were fed colostrum after birth

w Prelacteal Feeds€Percentage of children aged2B months that did not receive piacteal feeds

w Essential Newborn CarBercentage of children aged23 months that received all three elements

of essential newborn care: thermal protection immediately eaftbirth, clean cord care, and

immediate and exclusive breastfeeding.

w PostPartum Visit for the MotherPercentage of mothers of children aged2® months who

received a pospartum visit from an appropriate trained health worker within two days after the

birth of the youngest child.

w Knowledge of Pogpartum Danger Sign$ercentage of mothers of children age28 months who

knew at least two pospartum danger signs.
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w PostNatal Visit to Check on the Newborercentage of children ageaZB3 months who receed a

post-natal visit from an appropriate trained health worker within two days after birth.

w Knowledge of Neonatal Danger SigRsrcentage of mothers ahildren age @23 months who kne

at least two neonatal danger signs.

3.3.2 Methodology for Qualitative Data Collection

Objectives:

The objective of the qualitative component iségamine perceptions and vieves Bunong womerrelated
to delivery.

Specific objectives are to:

1. ExamindBunongg 2 Y S pefeéptionsrelated to delivery
2. DescribdBunongg 2 Y S yfaditional practicesrelated to delivery care
3. Identifygaps to accest safe delivery

4. Examindunongg 2 Y S vieWson safe deliverycare respectfulof traditional belids

Method:
The study vasconducted infour sites, one in each district.

Focus Gyup Discussions (FGD) were helith 35 women.Fivewomen participate in each FGIh each
commune studiedgeven FGD in totpal

Research frame fanvestigation $eeAnnex4)
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4 Health Services Available in Studied V illages

Mondulkiri is a provincén the eastof the Kingdom of Cambodia. It borders Studmeng province to the
north, Kratieprovince to the westandthe Socialist Republic ®fiet Nam to the south and eastts capital is

the town of SerMonorom.

Mondulkiri is known for its forested hills dnpowerful waterfalls. The province is subdivided into five
districts Kaev SeimaKaoh Nheaek, OReang, PechChenda, and SeMonorom), which are further
subdivided into 21 communes and 98 villages. The distance from Phnom PenhNoSamm is 521 Km

using National Road.7

As mentioned above, three districts were surveyBeéchr ChendaKaohNheaek Kaev Seimacovering a

population of 4,000 women, and representing 1,800 families.

Figure 5 Map of Mondulkiri and Villages Studied

. -
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== : Health Center
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4.1 Public Health Service in Place for D elivery

4.1.1 SenMonorom Referral Hospital

The SerMonorom RH has one maternity ward with emergency obstetric careghe Maternity ward, te
Chief Midwife isa primary SBAwith experienceand good technical skills $e puts a lot of effort io
providing good hygiene standards. She teacheddmonstration andvashesthe ward herself to develop
good practices among hospital cleaning tedtowever, @en those wards aranclean;the labourroom is
in poor hygieric condition & well as preand postdelivery wards This ioone of the reasons why women do
not want to be delivered at hospital. They often comptnabout the bad smell and poadn-patient

conditions

In EmergencyObstetric care staff are trained to carry outsurgery and Gsection at hospitalWhen an
emergency occurs, medicstiaff knowthe proceduresbut they implement themtoo slowly. It is then often
too lateto assist There isalsopoor mmmunication between health staffhichleadsto delays in care. The

referral points are Kampong ChaRiHor Phnom Penlhospitals

In SenMonorom Hospital the British NGQoluntary Service Overseas (VSOyus onbuilding the capacity
of hospital and HC staff in clinical and management skills, and promoting paéirtied cae. They aimto
increase access to high quallgalth services, improve service delivefgspecially for ethnic minoritigs
and build community engagemehy demonstratng home-based solutions to disease prevention and good
health.VSGs presentlyrepresented by an experienced midwifeained inBelgium who has workedn the

hospitalmaternity ward since January 2012
ACTION FOR HEALTH (Health Equity Fund)

Action for HealtfAFH)hasbeenengaged atSenMonorom Hospitalsince September 200§roviding the
HEFscheme at the In-Patient Department(IPD and Out-Patient Department QPD.The Ministry of
Planning (MoP) has developed national guidelines for-igeatification of the poor with active
participation from the village communitiesommune councilsand post-identification atRH Thescheme
canbe used aRHonly, but it covels transportationcostsif the patient is referred from HOJser fees and
the incentivepayment to thecaregiverare also includedEvery monthabout15to 20 womenare delivered

at Hospitalusing HEF.

We received a number aomplaints from health staff and the general population on unfair distribution of

HEF card i A  f.Bomé&XiEe poorest people do not have the caMhen decidingwhether to go to
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hospital, they fear not ing admitted for free andhus having to pay an unknown cost for health services.
In addition, poor healthunderstanding, languagbarriers, and stigma, lead to false beliefsabout public
health servicesPoor patients are unconfident about the attitudes and practicesof hospital staff they
believe thatthey will receive lessare as they do not payatientsworry about having to pay extra money

to get attention from hospital stafbr lengthy waitswhen they come for delivery.

However,In-Patient Dischages (IPD) aBenMonorom hospital hasincreased significantlgince HEF was
implemented in 2008 IPD increased from 305n that year to 2,318 patients in 201 (see graph
below)Presently, twethirds of the IPD discharges at SBtonorom hospital are benefiiaries of HEF.
Furthermore, the number of IP@ith no HEF cartias doubled since the implementation of tlseheme
Obviously the HEFwould appear to have a significaithpact on utilization of public health services.

Conversely, it also meamas increasen the workload ofhealth staff, and they often complain about it.

Figure 6 IPD Discharges at Sen Monorom Referral Hospital

IPD Discharges at Referral Hospital

Patients beneficiaries of HEF m Patients with no HEF
1690 1620

847
698
541

273
2 0 B

2008 2009 2100 2011

Source: Health Information SysteBenMonoromHospital June 2012
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4.1.2 Health Centre and Health Post in the Studied Area

During field work we visited all public health services in the selected area: three PEZlir Chend&aev
Seimaand Keo Nheaek and faur HP {n Krarg Test, Se Ampum Ochra and Sre KtumOnly HG havea

delivery room. None of the Hfn the studied area had a functioning delivery room.

All'the HPsvisited inthe gudy were closedThepostsare simple timbetconstructionbuildings and do not

seem tohavebeen upgraded since implementation afteealth reform in 1995Theywerein a por state

of repair. Khmer fealth workers are not from local communitiesnd communicatiorcan be an issue as
YIF22NRGE 2F . dzy 2 yKHAmepAdsd, Beflth R@kgr@rnay BakdSalwgak understanding of the
O2YYdzy AGGAS&aQ Odzt (i dzifill ¥ice yeesadéaiing la yliRatel dNdisttuih ex&ptian was

found in avillage in Kaoh Neak district, where a health assistant was living with his family near the HP in
which he practiced. He reported that he was slowly gaining the trust and conédeha@ommunity

members by providing information to women and organizing referral to HC.

Table 3Public Health Staff working in the studied area

District Pechr Chenda Kaev Seima Kaoh Neck
HC HP HC HP HC HP

Number of Health Faciliés 1 2 1 2 1 1

Number of HealthSaff 25 2 9 4 12 13

Number of trainedSBAs 3 0 4 2 4 2

Number of Nurses 5 1 1 2 2 2

Number of trained TBA in thq 20 Not established 33

district

Name of Health Post KrangTest, Sre Thu SreThom
SraAmpum Ochra
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4.1.3 Delivery at Health Centr e

All the HG we visited employedtrained SBAswho had received updated training 2010 on delivery and
post natal care, and in 20dh danger signéy JICA

The equipment we witnessed in delivery roomasvery basici.e. autoclave, delivery table, scissors, gloves
and disinfectant. Arery poorhygienestatus wabservedat KeoNeak K. Although the buildings had been
recently refurbishedthe waiting rooms remained very uncomfortable and dirty. Ondotated near a
generatorand the resulting smell and noise in the room was difficult for women waiting to begin labour.

They often commented on this during FGD.

As is common among public health staff, $i&ffs often haveprivate practices in the villageear the health
OSYiGNB® ¢KSANI I @FAflroAftAde i GKSOFIf/f QA & ydzaldzlatSt &2 Ft
(the contact phone number is written on the HC Information Board). Consequabtgnt health workers,

limited opening hoursand geerally poor quality servicesnake health facilities a less desirable option,

offering lowvalue for money ana potentialwaste scare household resources-or this reasorin event of
emergencywomen seekingare oftenchoose to go directly to the prte clinic to avoid long waiting times

at HC andto obtain a betterstandard ofcare

Table 4 Number of deliveries in May, June, and July 2012 (3 months)

District Pechr Chenda | Kaev Seima Kaoh Neck
Delivery at HC 33 21 27
Delivery at HP 21 6 0

Delivery at Home assisted by| 9 18 10

Health Centre staff
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Table 5 Advantages/Disadvantages of delivery at Health Centre

Advantags of delivery at Health Cengr Disadvantage of ctlivery at Health Qare
- Free Delivery and pre and post natal cafat | - Fear staff discrimination due to traditiong
Pechr ChendélealthCentreand Health Po3t believes and practices.
- Immediate initiation of breastfeeding - language barrier:O | yu@derstand andtalk
- Clean cord care with health staff
- Immediate drying and wrapping baby - Fearnot finding staff on duty
- Facilitate placenta expulsion - Fear of unexpected expenses
- Injection ofOxytocin - Difficult to access atight
- Providelron Tables - Difficult to access before delive starts
because there isemwaiting roomin HC
- Fear d beingalone atHC
- Some H@re not‘thaternity friendyQ
- L1 yQi LIN} GicdrégnSnied NI RA

In the studied area, the Eiis definitivelynot the first choice oflelivery amond@unong women; they raly
usedthem. Thus activity in HC is low and all thosee visited were emptyMeanwhile, when service is
available, and particularly when it is fre@n Busra) women are positively changing practice and

demonstrably turning to SBA for delivery

4.1.4 RHAC Roject in Pechr Chenda District

The total population irPechr Chendalistrict of 10,683, with 51.8% (5,534) femalae covered by one
health centre and three health posts. Reproductive Health Association of Cambodia JRta88een
working in Mondulkiri povince since 2007with specific interventiondntegrated into HSSP2 (namal

program level policy) on mother and childdith inthe Bunong Community.

With financial supportof founderPaz Y Desarroli@®YD)in August 2009RHAGeganto implementinga
project to improve sexual and reproductive healthRechr Chenddistrict. The RHAC project cosdour

communes namelyBusra, Puchri, Semble and Krangled.

The project works towardmproving the contracepive prevalence ratesafe delivery in publihealth

facilities, andtimely referral of pregnant women in emergency situation from villages to public health
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facilities. The proje@three expected outputgre as follovs:

Improved access to sexual and reproductive health services in public hdatttities and

W
communitiesRHAC meets

W Trainingof leadeis and community members on Sexual and Reproductive Heéaltmprove their
awarenes®f their rights and obligationsn thesehealthmatters

W

Establisheccommunity savingfunds to supporttranspotation costsfor people inPechr Chenda

district to obtain maternity care services (ANC, delivery, PNC) at either HC or HP

Since2009, RHAC have provided free delivery using the HEF ecladit has significantly increased
utilization of the public hedlit service ThePechr ChendbdlC midwife stated that presently all womentive
district deliver at KLor HP. The number ofuccessful deliveriest HC almost doubled since the first quarter
of 2010. At that timean average of 10 deliveries wdsene everymonth at HC and HPs, compared to an
average of 17 deliverigsy month in2012. During the same period delivery by TBA fell from 28 in 2010 to 7

in 2012.This shows clearly that women will promptly change practice, and prefer delivery at HC rather

than by BA if safe and free delivery is accessible at HC.

Table 6 RHAC Achievement Indicators: 2010 to 2012

Indicator 2010 First Quarter 2012 First Quartel
3 month 3 month

ANC {otal) 248 304

ANC 2 68 87
Delivery {otal) 53 58
Delivery atHC 30 51
Delivery athome by trained health staff 6 0

Delivery by TBA 28 7

Birth spacingservedby HC staffqurrent users) 628 411

Birth spacingserved by CBDsgw cases) 40 50

Source: RHAC Annual Project Report 2010 and 2012

4.2 Private Midw ife

HCSBAswith private practicesare well-known and appreciated by the community as thegn travelto

K2YSas .SieSaprivataimidfiie Ifalledwhen gré&gnant women aria difficult

62Y8yQa

situationg€ | yR GKS ¢. !
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situation. They complained about being called too late, making it difficult to provide safe delivery and gain
trust among community members. The fees farmal delivey with private midwife areUS$2%out in

difficult situations or at night the price can escalate t5$100.

4.3 Traditional Birth Attendant (TBA)

¢ KS {radiidhalBrth Al G SY Ry i Q aK2dzZ R y2d AvyLXe OGKFd GKSas

Some have more practical experienceh@tsa greater knowledge of traditional medicine or understanding

of the spirits. Whilst they shared general characteristics in how to assist delivery, their precise roles,
functions, and levels of expertise differedl K S 2 1 h RS T A y A (i Aod who asSistsithe totHer A &
during childbirth and who initially acquired her skills by delivering babies herself or by working with other
¢ . P°M@st TBAs consider themselves as private practitioners who respond to requests for service and
receive some compesation, mostly in kind. Their work is to assist women during delivery and immediately
postpartum®. In many cultures TBAs are respected members of their community, perform important

cultural rituals, and provide essential social support to women durifighitth38.

Most of the villages have an average of three or four TBAs. Their skills and expertise differ according to
experience and training receivedll the TBAghat we metwere older women and generally illiterat€hey
6SNBE FANRBRG Wighdd repe&tiRghe poadtices witheSs€diwithout knowledge on safe delivery.
They are often chosen by the famidgcause otheir knowledge of spiritsand ability to control bad ones
through practice of ritual ceremorseDuring the studyfifteen TBAswere interviewed Of this number, 10

had a limited knowledge of reproductive healthnd did not know danger signs during pregnancy and
delivery that should necessitate an emergency visit to Hi®y were unaware of the importance of
colostrum milk and benefs of early breastfeeding. They recommeadmothers to wait several days
(usually up to three) before feeding the baby with breast milk. STiBAinly usel razorbladesto cut the
umbilical cord without antiseptic. They put traditional herbal medicine oifite tord staying for up to

three days with the mother as she recoedifrom birth.

TBA who have receivedshort courses of trainingo upgrade their skillsthrough the modern health
sectorare defined by WHO as Trained T8AThefive Trained TBAsnterviewed had received training in

1995 from the NG@edecin du Mondeg and in 200Q from PHD.In KaohNheaek the most recenttraining

36. www.who.int/entity/rhl/reviews/CD005460.pdf

370 We¢NIRAGAZ2YEFE . ANIGK ! 44
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update was done in 22, inKaev Seima& 2008 andin Pechr Chenddistrictin 2012. The curriculunfor
these training sessi@was as follow: (1) Danger Signg2) Transfers and hygiene of pregnant wemand
(3) Nutrition and pregnancylhe five Trained TB#interviewed showeda clear understanding orarly
breastfeeding process, thbenefits of clean cord cuttingand care indelivery and neworn care.This
contrasked with the Nikles studyin which itappeared that posttraining, the TBAinterviewed had not
essentially changed their practices and attitu@@thoughthere was greater acknowledgement of the need
for hygiene ad recognition of the danger sig/{8 The training progranpreviouslyincluded provision of
delivery kits (including mat, scissors, glovasd soap, but theseare no longer generally distributed as
result of national policy to dcourage home delivery. BB often laclbasic equipment such as gloves, razor
blades, bandages, and soap (lack of hygiene is a chronic problem). Only TBAs wherkvihere is ndHP

in the village, or where access to HC is difficult (see)meqeivedree delivery kits

In the survey area,Trained TBA are clearly the first choice for delivery foBunongwomen Their
reputation among villagers depends on training received from public health staff, in addition to knowledge
in the spirits and traditional medicineTheyare famousn their communeand well-known by theBunong
population at large with people coming from far away to meetith them. Gmmunity members are
confident of their skills. The workload of TBAs varies considerably from place to place and amongst
individual pratitioners. Some TBAs may attend only family members, and thus conduct two or three
deliveries a year while others have a wider clientele ahigaer number of deliveries. We interviewed two
TBAs who had delivered up to 100 wom@uchar VillageiKaev Sena district, and Puchar Villagd&2echr
Chendadistrict).

The Trained TBAs we met were old won{amerage 60 years old).They started to practice at around 20
years, when facing a situatiomhere they had to help women to deliver. The first time they deleatra
babywasperceived as the sign to become a TBA. legarded as vocation, and they do it becausigere

is nobody elsein the community who can Howeve, anecdotal evidencesuggess that the present
younger generation of adolescent girls (daughtess relatives of TBAs) do not want to learn the skills of
the TBA This finding is alssuggested byther studiesof the Bunond".The experience@BAs interviewed
believed that whenthey retired from delivery practicpregnantwomen would first call the pvate midwife

(if they had the financial resources) or try to reach HC in tirdénen asked how womenwould copeif
delivery occured at night or during an episode of heavy rain, TBAggestedhat poor women would have

no other choicethan to ask a(untrained) relative to aid the delivery.More research needs to be carried

40. Nikles B: 2009: 21
41. Nikles2009; 39; Health Unlimited; 2009: 14 ibid
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out on thelikely consequences of a reduction in the numbers of TBAs in remote areas, and the manner in

which this function may be replaced.

Trained TBAs know danger signs and referredgess to Health CentrelTheseTBAs play an important role

in the referral process. In case of emergetitgy encouragel women to rapidly seek care and postponed
the ceremony for the spirit to when the womenhad returnedto the village. For exampldén Sea Huy
village, the TBAs, supported by the Village Claef,encouraging women to minimize the size of the
ceremony thereby redudng theburden of delivery in BunongomenrQ life. However, this attitude was not
found in allvillagesand referral to HCd not common The openmindedness othe TBA in the matter is
critical. She can mitigate the impact of traditional practices by informing the pregnant women on health
services, facilitating timely referral, and initiating new practicesf Bunong women aferred to HCare
satisfied with the service provide it is more likely that their peers in thevillage willalso agree to be

referred, probably soonerwith better outcomesfor mother and child.

Table 7Advantages/Disadvantages of Delivery with TBA

Advantage oflelivery with TBA Disadvantage odelivery with TBA

- Deliveryin a friendly surroundingat home with | No information on danger signs
relatives - No antennal are
- Pricedepends orwomen resources availability. | Not enough tooldo practice safe delivery:
- Easy to accesat night, during raining season. - Lack of deliveryik
- Deliveryrespectiil of traditional practices - Risk of unclean cord cut and care
- Less likely to initiate early breastfeeding

Not enough skillsn case of emeagency

It will be gathered from this brief summary that the role of the TBA in Bunong practices and beliefs

surrounding maternity and newborn childcare is powerful and critical.
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5 Maternal and Child Mortality in Mondulkiri

5.1 Mondulkir i & Ratanakir i

ltiswellkR2 OdzYSY i SR GKIF{d LR GSNIez NBY2GSySaazx FyR Y2(0K¢

child healti.In Cambodiathe results presented by CDHS 2010 show clearly that childhood mortality varies
significantly due to the socieconomic characteriics ofmothers anchouseholds. The infant mortality rate

is markedlyhigher among poor and illiterate women living in rural areas.

Consequently, even as Cambodia shows remarkable improvements in maternity and newborn health,
remote provinces have nofully benefitted. For example, in Mondulkiri/Ratanakiri, where 44% of the

female population have not received schooling (CDHS 20#0)nderfive mortality rate of 106per 1,000

Figure 7 Infant Mortality Rates by Socioeconomic Characteristics
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Fourth 29
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Secondary and higher 31
Primary 62
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EDUCATION

Rural 64
Urban 22
RESIDEMNCE

live births is twice the national average (&r 1,000 live birth3.

Unfortunately, CDHS aggregated data from Mondulkiri and Ratanakiri does not allow for deeper
interpretation of the situation in Mondulkiri province alone. Data collected by Commune C#8incil

provided more useful evidence to establish trends in maternal and claltiatity in the studied districts

42. World Health Organization. Closing the Gap in a Generatitalth equity through action and the social
determinants of health. Geneva: World Health Organization. 2008.
43. http://db.ncdd.gov.kh/cdbonline/homehdex.castle
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Figure 8Under-five Mortality Rate CDHS 2005-2010

Rates (per 1000 live births)| Underfive Mortality Underfive Mortality Rate CDHS
RateCDHS 2005 2010

Cambodia Cambodia | MondulkiriRatanakiri
Underfive Mortality 83 54 106
Neonatal mortality 28 27 30
Postneonatal mortality 37 18 53
Infant mortality 66 45 82
Child mortality 19 9 26

5.2 Kaev Seima, Kaoh Nheaek and Pechr Chenda Districts

Looking in detailat the health status of women andhildren in the three districts studiedsge table
below),it is apparent that theate of maternalmortality is far higher thamational data for 2010 (206 per
100,000 live births)in Kaev Seimdistrict, nine women died withina month of delivery (2639 per 100,000
live births) compared to one woman who died Pechr Chend#337 per 100,000 live births) and one in
Kaoh Nheaek (247 per 100,000 live birthsatdition to the best maternal mortality rate of the three
districts, Kaoh Nheaek presesbetter resultsin neonatal mortality (15/1000 live births)n factless than
the national average(27/1000 live births) In possible explanation of this, tidMCH unit atPHDbelieve
that mother and child deathare underreported in remote areasuch asKaohNheaek.However,this
notwithstanding thetrend in Maternal and Neonatal death in the three distribtss beerdecreasingsince

2008

Concurrently the data clearly showan important decrease in delivery with TBA. The number of women
who delivered with arBA inPechr Chendéell from 63% in 2008 to 41% in 2040d in Kaev Seimé&rom
67% to 45%n the same yearOnly in Kaoh Nheaek district were the majority of wometivetred by TBA:

in 2010, 706 of women still delivered with TBEven here, delivery BiBA has decreasksince 2008 when

85% women delived using this choice of birth attendads shown in table below)
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Figure 9 Maternal and Neonatal Mortality Rates

2008 2009 2010 2008 2009 2010 2008 2009 2010
Number of mothers who died 4 1 1 88 1 1 4 4 9
after delivery (0 day 1 month)

Maternal deaths per100,000 1351 329 337 23097 255 247 983 1020 2639
deliveries

Number of Infants who died (0 12 18 9 18 10 6 18 7 13
day- 1 month)

Neonatal mortality: per 1000 41 54 30 47 26 15% 44 18 37%
born

Number women deliver baby 296 304 297 381 392 405 407 392 341
during the year

Women delivered by TBA 187 212 121 324 318 285 274 272 155

%of women delivered by TBA 63% 70% 41% 85% 81% 70% 67% 69% 45%

In summary, Maternal and Child Health data in the three districts clearly indicate a significant decrease in
maternal and child mortality rate together with a decrease of women who delivered with alft@Aigh,

in Kaoh Nheaek, TBAs ardl $he most popular form of birth attendant.

Examininghe type of delivey by village in the three districtghe following is notableln Pechr Chenda
district mostwomen delivered their baby with 8BAgexcept in Krandeh village, thenostremote from HC

(19 Km), where 80% of the womavere deliveredby TBA (see figure below). In Sre Ampum and Busra
villages,SBAsre the current delivery provider Thisdemonstratesan increase in accessibility ande of
health services fochilddelivery; those posive changes are most probaldgtributable to theRHA®roject

which makesvailable free delivery services at$#Dd HR.
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Figure 10 Delivery Providers in Pechr Chenda District

| B deliveded baby by TBA B0 % deliverad baby by mid-wits ]

In Kaev Seimalistrict, the majorityof the womendelivered their baby with @BA:in Srae Preah more than
60% of the women were delivered by TBA, aindthe remotest villageg§Chong Phlah and Srae Chhuk),
more than 80% of the women delivered baby with TB8wever,n Srea Khtum, the closevillageto HC (4

km) women are mostly deliverday SBA90%).

Figure 11Delivery Providers in Kaev Seima District

| B % delivered baby by TRB& P9 % delivered baby by mid-wide |
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In the same manner, iiKaoh Nheak district, women are mostly deliveretty SBAwhen they live the
closestto HQ74% inSreaSangtomvillage)ln remaining villagesmore than82% of the women delivered

their baby with TBAand98% in the remotest village, Royahich idocated 26 km fronHC

Figure 12 Delivery Providers in Kaoh Nheaek District
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In condusion, n the districe studied, whilst the decrease in aternal and child mortality rate is
accompanied by decrease in delivery by TBa#nalysis ofhe delivery choicéy villagedemonstratesthat
resort to TBAfor delivery is correlatedb distance fom health centre. Theutther the village igrom public
health facilities the more expensive and difficuttis for pregnant womero reachthem. In these areas,
womenturn to traditional birth attendants and methodfor delivery. Furthermorgfinancid support for
transport, services, andrained stafflift access barriers and increasélization of skilled birth attendants
as show in the example ofPechr Chendadistrict. When service is availableand particularly when it is

free, women are positiely changing practice andemonstrably turning to SBAor delivery.
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6 Survey Finding in Bunong Community

The primary data collected though questioniofj113 Bunong womeiis very similarto data collected at
CommuneCauncil* Half of womeninterviewedwere delivered assisted by éBRandthe remainderwere
delivered assited by aSBAor a doctor.Equally, CDHS 20#latareveals thajust over half of births (54%) in

Cambodia occur in health facilities.

Figure 13Delivery

Delivery

Delivery provider
Doctor/Midwife

Traditional Birth Attendant
Total

6.1 Characteristics of the Bunong Women Studied

Figure 14Characteristics of the Bunong Villages studied

Districts Pechr Chenda Kaoh Nheak Kaev Seima

Total population

Total number of families

Female 1860 years old

Female illiterate 1860 years old

Families, viho have no own latrine

SourceCommunéDatabaseonline 2010

The population in Pechr Chenda, Kaoh Nheaek, and Kaev Seima districts encompass 48,000 persons, 10,000
families and 10,500 women aged from 18 to 60 years/Additis shown irthe table abovemore than half
of women aged from 18 to 60 years old are illiterate; the highest percentage of illiteracy is ilNKaabk

where 67% of the women in the age range are illiterate

44, http://db.ncdd.gov.kh/cdbonline/home/index.castle
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Furthermore,the findings inthe three distri¢s revealedthat all the women interviewed spke Bunong
languagejncluding88%who spde only Bunongand a minority of13%who could speak and understand

Khmer. Almost all the women interviewedtfehore comfortable to communicatgin Bunong.

Figure 15Characteristics of the Bunong Women studied

Characteristicof the Bunong Women

Languagespoken N %
Bunong 98 88%
Khmer 14 13%
Total 112 100%
Languageomfortable communicating in N %
Bunong 109 97%
Khmer 3 3%
Total 112 100%
Work outside of hometo earn money N %

No outside work 76 67%

Farmer 22 19%
Tree plantation or daily worker 12 11%
Shogkeeper/Sller 3 3%

Total 113 100%

School Level N %
No School 73 65%

Primary School 26 23%
Secondary School 14 12%

Total 113 100%

Data collectedreveakd that 65% of the intervieweeshad never been to school, 23% went to primary
school, and 12% went teecondary schoolThisrate is sljhtly higher thanrecordedin CDS 201,0which
showsthat 46% of women and 22% of menNtondulkir/Ratanakiri lave no formal educatiorCDHS 2010
revealed that women with more education, and those from wealthier families, are most likely to have
their births attended by a skilled providef. When comparingwomen who delivered with TBA and
womenwho delivered withSBA there is a significant differendeetweenthe two groups (p<0.02)vomen

with higher level of schooling are more likédybe delivered bySBA odoctor.

45. CDHS 201BreliminaryResults15
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Figure 16 Level of schooling and delivery provider

Level of schooling and delivery provider

Primary School m Secondary School m Never been to school

38 35

15

Women delivered with TBA Women delivered with Midwife

6.2 Antenatal Care

Among the women interviewed, 83%d antenatal care visits withan SBA, doctoior medical assistapand
5% with TBA2% of women interviewed didnot see anyone concerning ANG3% of antenatal care

procedureswere done atHC 34% at IR,3% atRH and10% of the women hadNCat home

52% of the women interviewed had four or more antenatal visits and 45%duwadisits withSBAAmong
women who hadantenatalvisits68% were told of danger signs during pregnancy. 31% of the women had
four or more antenatal visits with a skilled provider and were adequatslynselledwhen they were
pregnant with the youngest child’hese results are slightly beloltDHS 201@verageswhere six in ten
women (59%) received the recommended four or more visits, andtrwomen (80%) were informed of

signs of pregnancy complications during an ANC visit

65% of the women interviewed had at least two tetanus toxoid vaccinations before the birth of their
youngest child and this result corroborate CDHS 2010, here 60% ofthe women interviewed in

Mondulkiri/Ratanakiri hadheir last live birth protected against neonataitanus'®.

46. CDHS 2010 Preliminary Results: 16
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Figure 17Antenatal Care

Antenatal Care
Mothers of children agd 0-23 months

Provider for antenatal care
Doctor-Midwife-Medical Assistant
Traditional Birth Attendant

No-one

Total

Place for antenatal care

Home

Midwife/TBA home

Hospital

Health Centre

Health Post

Total

Number ofAntenatal Visit

1 to 3 times

4 timesor more

D2yQi 1y26

Total

Information on signs of pregnancy complications
Yes-receivedinfo during antenatal care visits
No-dA R ye€eiveinfo duringantenatal care visits
Total

When comparingvomen by type of delivery provider, there is a significant difference among the two

groups (p,0.00tyvomen who delivered with TBA are less likely go for ANC vigese figurebelow)
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Figure 18Type of Antenatal Care Provider in regard of Delivery Provider

Type of Antenatal Care Provider in regard of Delivery Provider

m Doctor or midwife m Nobody m Traditional Birth Attendant

56
Women delivered with midwife 2
0

37
Women delivered with TB 12

The finding on information of danger sigissimilar: womenwho are delivered by TBA are less likely to be

informed of danger signs than women whaetivered with doctor, nurse omidwife (p,0.001)

Figure 19 Information on Danger Signs by Type of Delivery Provider

Information on danger signs by type of delivery provid
m No ANCa No info on danger sigm Received Information on signs of pregna
Women delivered with

midwife
46

Women delivered with
TBA

In summary, the studyirfdings clearly show thatvomen who delivered with TB#ere less likelyto have
antenatal care than women who delivered witlfSBA,and, in consequencethey were alsdess likelyto

receive information on danger signs.
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6.3 Newborn Care at Delivery

Most of the women interviewed didot know about clean delivery l§tand only 18% ould remember if a
cleanonewas used. Mainly, new razor blades (43%)or new scissors (39%) were used to cut the cord. In only
5% of cases was cutting of the cord carried aft¢r these tools had been boiled. 14% of cord cutting was
done using a knife or other implemer@4%o0f the women had unguent placed éne umbilical cordstump

after delivery. Half of them had antiseptic placed on umbilical studhp. Immediately dter the babyhad

been delivered,the birth attendant reld the stomach81% of the women interviewednd pulled on the

cord to help the placenta come aut3% of mothers redeed uterus massag® stimulate contracion and

prevent postnatableeding74% of childreraged fron®-23 months were dried and wrapped with a warm

cloth or blanket immediately after birth

Table 8Delivery

Delivery

If Clean Dévery Kit used during delivery N %
Yes- Clean Dévery Kit was used during delivery 20 18%
No - Clean Dévery Kit wasnot used during delivery 12 11%
52y Qi Yy2¢ 81 72%
Total 113 100%
N %
New razor blade 49 43%
New and boiled razor blade 3 3%
New scissors 44 39%
New and boiled scissors 2 2%
Knife 12 11%
Other 3 3%
Total 113 100%
%children age @23 monthswho had clean cord cutting at birth 86 %
N %
Yes 72 64%
No 32 28%
52y Qi Yy2¢ 9 8%
Total 113 100%
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Delivery

Antiseptic

Traditional medicine+ ash+ compress sterile
52y Qi Yy2é
Total

GComparing women deliveretly TBA andhosedeliveredby SBAthree significantdifferencesbetween the

two groups are apparent in relaticio cord cutting and careind newborndrying.

TBAs were more likely to use anew razor blade, wBB&snore frequently usedcissors<0.001)More
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TBASs ued a knife to cut the cord thaSBAglid.

Figure 20 Instrument used to cut the cord in regard of delivery provider

NEW RAZOR BLADE NEW SCISSORS KNIFE OTHER
14
Women delivered with Midwife 3 40
1
38
Women delivered with TBA 6 9
2

Women delivered by TBA are less likely to have unguent placed on the umbilical cord than women
delivered by SBA. If delivered by TBA, these women are more likely to have a traditional medicine compress
than antisepic unguent placed on umbilical cord stump than women delivered by SBA (p<0.001).

Figure 21 Unguent placed on cut cord in regard of delivery provider
Nothing is placed on cut cord

Antispetic is placed on cut cord
Traditional medicine or hash or compress was placed on cut cord

m5 2 yKQaw
44
women delivered withMidwife 4 33
A 7
28
women delivered with TBA 9 14

_ 5
Newborn delivered by TBA are less likely to be dried than women who were éélibgran SBA (p,0.001).

Figure 22 Newborn is dried in regard of delivery provider

women delivered with Midwife 54

women delivered with TBA 30
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6.4 Breastfeeding

Breastfeeding is universal in Cambaqdighere 97%of childrenless thansix months are breastfédThe
surveyfinding isvery similar,and only a minority 3% of the women interviewedere not breastfeeding
their child. For 36% of childrenbreastfeeding was initiatk within one hourof delivery, and for 5%
breastfeeding wadnitiated more than one hour after delivery antkss than one dawfter delivery
However 48% d women donot rememberwhen they initiated breastfeeding. The results in the studied
area arefar below thosefound in the CDHS 2010, vere 50% ofvomen stared breastfeeding within one
hour, and 66%began tobreastfeed at lest one day after deliveryi6% of the women ge prdacteal feed
to the newborn, andthis result iscloserto national datain which20% ofnew born are recorded afaving

prelacteal feed

TheBunong mothers oftemeportedto havingnot started breastfeedng until one to three days after birth.
They claired various reasons for this practice, sucmashavng milk or that babycould notsucke. If they
R A RhAW® inilk and babywascryingexcessivelytheywould prepare liquidieed made of cov® @ilk or iice
water. Alternatively,they asled another woran presently breastfeeding to feed the newborn untihe
mother thought she hal milk. Women who delivered with TBAs cleafyA R khéniithe benefits of

colostrummilk, or those associated witharly breastfeding for mother anchewborn

Table 9Breastfeeding

Breastfeeding

Yes
(\[o)
Total

Immediately
Less tharone day

More than oneday and less than three days
Threedays or more

52y Qi NBYSYo SN

Total

47. CDHS 2010 Preliminary Resuls
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Newborn receved anything to drink other than breast milk? N %

Yes 16 14%
No 95 86%
Total 111 100%

There is a difference among the two groups; ieslolelivered by TBA are less likébybe put to the breast
immediately than the women who deliverday SBA More than half of the women who delivered with a

SBAstarted breastfeethgimmediately after giving birth.

Figure 23 Immediate Breastfeeding related to Delivery Provider

Percentage of women who initited Immediate Breastfeeding related to
Delivery Provider

Women delivered with Midwife 27%

Women delivered with TBA 9%

6.5 Knowledge of Danger Signs during Pregnancy

Most of the women inerviewed (67%) knew at least two dangers sitret would causethem to seek
immediate care during pregnancy, delivegr immediately followingdelivery, at a health facility Mostly

woman were informedof danger signgluring ANC visitsThe studyfindings somewhat lower thanthe

number reportedin CDHS 2010, here most Cambodian women(80%) were informed of signs of

pregnancy complications during an ANC visit.

The most common danger signs women knew was headddteed vision, severe abdominal pain, tfas
difficult breathing and fever. Results illustratehat 67% ofwomen interviewedhad knowledge ofjeneral
dangersigns that needd immediate care.Neverthelesswomen are lessnformed regardingessentials
maternity danger signs. The results shélat only a minority of wmen recognize vaginaleeding(12%,
and baby stoppingmoving (9% asa danger sign during pregnancy. In additionly 28% of the women
identified heavy bleedingand 16% retained placentas a danger signduring delivery.This eveals in

Bunong communitysurveyeda profound gap in knowledge on safe motherhood thata considerable
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restraintto referral in case of danger.

Table 10Knowledge of Danger Signs during Pregnancy

Headache/blurredvision
Severe abdominal pain
Fast/difficult breathing
Fever

Vaginal bleeding
Convulsions

Baby stops movig
Retained pla&enta
Foutsmelling discharge from vagina
Symptom ofMalaria
Pain in calf

Don't know

Mothers who knew at least two danger signs
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7 Discussion

7.1 Accessibility and Choice of Delivery Provider

Thenational CDH®lata presentechere displays decrease irmaternal and child mortalitytogether with a
decrease in the number of deliveriesvith TBAs.In the meantime data collected in studied villages
illustrates that there are significant differensén delivery practices and care of newborn between SBA and
TBA. Undoubtedly women who delivered with an SBA received more quality care than women who were
delivered with a TBA. The former group are more likely to have; (1) Antennal care with a skileip(@yi
Information on danger signs; (3) Clean cord cutting and after care; and (4) Immediate breastféésting.
analysigeveals thatchoice of delivery attendant is linked wititcessibility tdealth services. The distance

from health services haanimmenseimpact onhealth coss unlessfree services arprovide at point of use

In remote villags (i.e. in Kaoh Nheaeldistrict) health costs areeffectively unaffordable for Bunong
women. The distance and road conditisnassociated with extremely poor liN@oods, restrain women
from travellingto deliver at public health facilitiesAs health costs can be large aindlude unforeseen

expenses, many families find they do not have enough money to pay for the care they need.

Likeelsewherein Cambodia, womehave to be accompanied by a caregiesually husband or relative)
for delivery at hospital ohealth centre. Bunong women recountethat where health service were far
from the village(more than 5 km)the caregivercould notreturn dailyto their hometo take care of other
children and cattle In these areas théamily has to hire a neighbour to take care of the household. The
time women spend at hospital increesexpenses relatedo delivery, and they areunwilling to pay fora

natural process in thelives.

Also,experiences and testimonies reveal that absence of operational roads, some villages continue to be
isolated and often ovelooked by public health staff during outreach services and Education and
Information Campaign (EIC). In the meargj Bunong women in remote villages are very fearful to talk

about maternity and newborn care isssiledten when Health staff reach remote villages to provide

information and education, community members are reservied/ R 42 YSGAYSa R2y Qi g1
them. A difference was noti@kamong studied districtsin Kaev Seimand Pechr Chendathe Bunong
participate in these sessionsiore than in Kaoh Nheaek Gonsequetily, more women are referredor
deliver inHCan Kaev SeimandPechr Chenddistricts than in KaohNheaekdistrict. Thisshowsthe impact
of health education onthe choice of delivery attendant; wheBunong community is participatirig health

education,womenare more likely to beeferred to the HC. Converselyywomenin remote villageswho did
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not get access tdasic health educatiorare more likelydependon traditional practices and mediciné

cope with disease andhe delivery process.

7.2 Strong Traditional B eliefs and Safe Celivery
In isolated villages, traditionékliefs fostered by oldevillagers, persisstronglyand traditional medicine is
prominent in the health care procesSomestrong traditional beliefshave an injurious impact on the

health of mother and babyandalso onthe livelihood of the family unit.

A woman who had a misodage went to take water at the public well, but later two people diedhia t
village, so they accuse hef having spray malicious spirit; as punishmehe had to make big ceremony

and now she is very poor. TBA in Looumet Village

TheBunong commaity have a marked beligh black magic and powerful spirits. afhen feara malicious

spirit which, it is believed, stays near hduringthe delivery process. Wnen dread toWpray i | y R FSI N
punishmentfrom the community. These beliefs aen importantbarrier to carebeing soughin the event

of emergency. Wen danger signs occwomendo not want to travel aftedabour starts They are faced

with the risk of Ising blood on the way to Hihd the consequent financial penalties of the ceremonies.

Last yar a woman died giving birth. She lost a lot of bloodeyl went to Health Post, but nobody was
0 KSNB @ ¢ KéaéhthepRodizici®l Yid3pital in time anthe woman died. After one month the baby
died also. Community members are scared another womitindie and leadto huge difficulties in the
community.Community leaders asll thefamily of the deceased women to do an immense ceremony to
the spirit. The &imily had to kilbne animal from each category ¢@g, chickenpig, andcow) andhad to do

it threetimes. Now husband staylone with one childHeis very poornothing is remaining in the house,
only one chicken. Nowadaythe husband has hard woiik the rice field and takes care of his remaining
child alone.People in the village are scarttht the same happento them, so familyof the dead woman

has tomake sacrifice and ceremonies to please the spirit so it will not happen ag#nnSre Huyillage

In case of emergencthe referral processis slow and sometimes not possibl¢l) Women ned to wait

until sunrise to travel (as elsewhere in rural Cambodia, women are scared to travel at night for fear of
AK2a0a0T OHUCKS 42YIFyQa Tl Y Athedillagedasibid Riayihg b&d Spiti)Y 2 y &
(3) Where thereisnoroad f@ I NJ G NI yalLR2NI>X (GKS g2YFIyQa FlYAfeé Ydza
KFEYY2O01T FyRono! TSN 6KS SYSNEBSyOes GKS g2YlyQa FI

who helped attend the delivery and provide food and wine
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7.3 Role of Community Leader s in Safe Delivery Process

In deciding where to go for delivery, women said that they discussed the matter with their family and came

to a joint agreementHowever, there werestories reportedof when pregnant women had to follow the
choice of parents andbther community membersAmongst the Bunong, the localillage chief, as
community leader, can be involved in these discussiand, as a respected persone can also havan

impact on the final decision reached on maternity issues.

In fact, Bunong womey Qlack of knowledge on matters of reproductive health allied with lackof
participationin the communityon health promotion limit their ability to makedecisions about health care

As aresultthe finaldecisionreached mayot fully reflectawomanQishes or needs.

A young girl wantedo go to Health Centre for deliveof her first child buti KS Y2 4§ KSNJ Ity R
want her b because her parentsave strong confidence in TBA ahihk she is providing a decent service.
During deliverythe gil bled a lot and famiflR 2 Yy Qi Y2 6 R bh¢ didiNKrand Bsf Xillagey4R
km from HCAfter girl died Health Centre staff made information campaigrdanger signs during delivery.

Teacher in Krang Test Village

Someof the community leaders interviewedwere well awareof the risksposed to women facing delivery
due to remotenessand are facilitating access to SBAFor example in Srae Huythe village chief
encourags pregnant women to deliver &en Monoom hospital (three hours awalyy road) where service
is free. He believethat the health of women andheir babies is the first priority, and that traditional
practiceshould be done aftedelivery. Heworkswith health staffto organizereferral documens for the
health services Alsq to ameliorate the barrier of languagand educaibn among Bunong women, a
Commune Council representatiagtends the HGwith pregnantwomen. Unfortunately, this was ndhe
case in all villages visiteth Krang Testthe village chief agreed that changeameonly after women died
during delivery andillagers begaito see demonstrable success at tHE A number ofyoung women gave
birth to healthy babies at hospital and received medicine to enshe& good health before, duringnd
after birth. On nunerous occasions, theillage chief facilitated transport for expectant mothers facing
medical emergencies to provincial hospitadsd received better care dvd filtered back to the village that

the HCwas the safest place to giwerth.
Village authoritiéd K @S | YI 22 NJ A gedisioszBlying procesy cor@érring witi® MidQ
when to seek health care h& need for education and its urgencysisessedby Health Unlimited (HU).

Village authoritiex, especially village elders and chiefshould eceive education in maternal health issues
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to promote safemotherhood practices Community leadersare powerful advisors who can use their
influence to initiate change and facilitate access for Bunong women tedhk#alth providersat public

health faciities. Allied with TBAscommunity leadersre definitely the key stakeholders to promote safe
delivery, advocate accessible delivery servicasd develop community ownership of the health services

being offered.

7.4 The TBA: A link between the Community and Public Health System s
In 2009 Health Unlimited (HU)carried out pilot training workshops in which TBAs and community support

groupsexplored experiences, challengeand the future role of theTBA The final report states that the

TBAs clearly viewed theirole within the Bunong villages as valuableven thosewith identified
weaknesses, such adaak of skills and difficult communication with village authorities and health facility

staff® 5SalLAGS (GKAAX GKS NB LR Ndiandaie highdy anbtitaked o Wnprévh @S NI f
their skills and strengthen their relationship with public health staff in order to manage difficult cases and

problems moreS FFSJU A oSt & Q

Unfortunately, TBASn remote area havenot received enougleducationor updated training from health

staff to advise women omsafedelivery processsanddanger signs during pregnandyor examplein Kaoh
Nheaekdistrict, no updatetraining has beerdone since 2002TheTrained TBAthere are old, and with no

younger TBAs havingebn trainedthere is neone to replace them In fact this older generation of TBA
consideredthat young womenwould want to becomeTBAs.Nikles concludes otherwisé b 2 yS 2 F (1 K.
traditional midwives visited seemed dedicated to teach her skills to youny 8¢ Xy 24 Yl y& &2
62YSy aS8SSYy G2 0SS AYy(iSNBaliSR Ay CKISNJWRATF T O ai | S fQ:
both studieswere similar: the responsibilities of the role and a reluctance to see blood orl deth

unpleasant situationsAlsqg afurther difficulty faced by younger TBAs was identified as not being a part of

the official TBA list: the Provincial Health Department holds a list of names of all the TBAs in Mondulkiri
province (orclaims t6%. This meant they would not get inviteto training sessiondn their report HU

recommend further investigation into the process of working with younger ¥BAs

Among the issues specifically mentioned by TBAs was the relationship between themselves \dilddgbe
Health Support Group (VHSG)heVillage Health Support Group (VH&&)volunteers working tosupport

implementation ofcommunitybased health activitigssuch ageferring patients in the community to

48. HU: 2009: 17
49, Nikles: 2009: 23
50. Nikles: 2009: 34
51. HU: 2009: 15
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health centres andreferral hospital The VHSG@nembers in each villagaredetermined jointly by the
community, the OD, anliCManagementCommittees (HCMQG andformally recognized by the lochkalth
authorities. The intention is thahealth volunteers increasoutreach to remote communitieby helping
pregnant womenidentify danger sigs, andmake new mothers aware of the symptoms of childhood
illnessessuch as pneumonia and diarrhoea. Thean refer women to health centres and hospitals.
However, it appeared that there was no contact whatsoever betwethie VHSG and TBAR fact in
remote and poor villagesthe primary concern ofVHSGmembers is to provide for theifamilies.
Consequentlytheir voluntary work is often puto one side. Obviouslythe possibility oftcompensation or

incentivefor the rolemayconsiderablyincrease thamotivation ofthe volunteers

Because of their close relationship with pregnant Bunong it is essential to gain the trust of the TBA.
Otherwise, the TBA will not advise the villagers to take advantage of the medical team involved in
pregnancy and delivery. Theport advocates links between the agents of traditional and biomedical health
systems to gain the trust and confidence of Bunong villadeis.now generally acceptétthat one of the

main reasons why manyprevious TBAbased maternity care programmesidd not work, or were
unsustainablejs that they failed to link TBAs to a functioning health care system in which health care
providers at primary, secondarand tertiary levels of the health system function as a tealmgs and
equipment are availablend effective supervision and systems of referral are in placa joint statement,

WHQ International Confederation of MidwivedQM), and International Federation ofGynaecolog

Obstetrics FIGQrecommend:

52. Making pregnancy safer: the criticeole of the skilled attendari joint statement by WHO, ICM and FIGO
Department of Reproductive Health and Research World Health Organization

CIAI Study: Defending Health Rights of Bunong Community 65



In practical terms TBAs can helptine provision of skilled care to women and newborn by

9 Serving as advocates for skilled attendants and maternal and newborn health needs

3%
o

I Encouraging women to enrol for essential pend post natal care and obtain care from a skill
attendant during chidbirth

f Helping women andf | Y A follbvbup @n selfcare advice and other recommendations (nutritign,
treatment, dietary supplementation, immunization, scheduled appointments, planning for birth| and
emergencies, etc.)

1 Encouraging the involvement of timale partner in the care of the woman and their newborn

9 Disseminating health information through the community and families (danger signs, where and how to
seek care, healthy life styles, where to seek assistance for other reproductive health needs such as
family planning, neonatal immunization, etc.) where this role is not the mandate of the skilled
attendant

9 Giving social support during and after delivery, either as a birth companiéor example, acting as

D

doula(a South African term for a specialtained woman providing social support to women in labojur)
T or by supporting the household while the woman is away for childbirth
9 Informing the skilled attendant about women who have become pregnant in the community so that the
skilled attendant can makereéct contact with them
1 Serving as a link between families, communities and local authorities and the reproductive health
services

1 Encouraging community involvement in the development/maintenance of the continuum of care
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8 Analysis of Possible Actions

During the lastten years, there havébeen health care improvements in Cambaditowever previous
studies®, have showrthat ethnic minoritiesare facingparticular challenges in accessing health seryices
and tend to be particularly vulnerable to poor hedfthRegardinghe Bunong community, somef the
poorest groupingdive in remoteareas that are hard to reach. The geography of these settingesspecial
challengesto public health suchas accesscoss and service deliveryGeographic isolation couplesiith
cultural barriers, and generally poorer human development indicatbmsit access to health services
Additionally,Bunong women are less likely to be literate and speak Kheneating extra barriers fothose

who have a high need for reproductihealth, birthspacing and child health services.

To make progressn MDG4RGGandthe U.SGovernment(USGwill implement a multidonor/partnership
effort aimed atimproving maternal and newborn healthThe Cambodian Global Health Initiative (GHI)
strategy 2011-2015° was presented in September 201dnd focuses on (1)ncreasing access to services
(2) Improving quality health systemand (3)Increasing demand for quality servicédsconcreteexampleof
this planwill be done in EHoh Nheaek district, where a Waiting House will be built closeto the HC
compound, to allowng women to spenda few daysthere before deliverywithout having to payfor local
accommodation Alsg two new HCwill be built in the provincein PuChri and Dakdanin Pechr Chenda

COmMmMunNes.

In addition,under the 20082015 Health Strategic Plan, the Ministry of Headtseekng to develop more
sustainable and systematfeealth-financing schemesn collaboration with health development partners,
including USAID, World Bank, Australian Agefmr International Development (AusAlD), Deutsche
Gesellschatft fur Internationale Zusammenarbeit (GIZ), Belgian Development Agency (BTC), Groupe Agence

Francaise de Développement (AFRd multiple UN agencies.

From implementation in twdOperational Disicts (ODdn 200Q HEF schemes have spread rapidly. This
year the insurance schemeill expand from the existing 43Dsto 58 ODs¢ut of the totalof 77 OD3. In

the meantime RGC recently announced thiie schemewill be offered in every healtbenter and hospital

in the country.Achieving national coverage HEFoy 2013 is one of the key goals in Cambodia's Second
Health Sector Strategic Plan (HSSPBE cost, estimated at approximately -98million, will be borne by
the government and other donor§he USG wilielp by monitoring the effectiveness of the model as it is

expanded to all 77 districts.

53. Reproductive Health of Ethnic Groups in the Greater Mekongegidn. UNFPA2008.
54. Health Sector Support Project. Ethnic Minorities Development Strategy. World Bank. 2002
55. www.ghi.gov/documents/organization/175129.pdf
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Additionally, with UNICEF supporloHstrategyto further reduce preventable child deatl{sspecially for
remote and marginalized population®cuseson three districts in Mondulkiri namelyOrian, Kaev Seima
and Kaoh Nheaek districts The aim isto train more community volunteefsmake timelyemergency

transportation and provideappropriate healthcar@utreach by community health volteers.

8.1 A Continuum of Care from Household to Hospital

The health and welbeing of women and their childreis completely linked. There is a strong consensus
that Reproductive Maternal Newborn and Child Health (RMNZé&grammeswill only be effective if there

is a horizontd Continuum of Care, from preregnancy, through pregnancy, birth and childhood, and
vertically, from household thospitaf®. The authors of the study believe that a reduction ofaternal and
infant mortality among the Bunong people will only be achieved byan integrated program for the

promotion and development of safe delivery itheir community.

8.2 At Community L evel

According tadata analysisndthe PHDin Mondulkiri,the number of Bunong women coming for ANC visits
and delivery at public health servis increasingn the province reflecting achangein womenQ dttitudes,
regarding choice of delivery provideiThis must be reinforcel in order to continue the process of
improvement Meanwhilein KaohNiek district, the maternal and newborn healthdicaors are lower than

in two other districtsstudied Keo Seima and Pechrada districts). Support in this district through community

outreach programmes can be the initiator of change.
Develop community awareness of using Bunong Language

1 Mobilize and supportcommunity leaderson maternal and child health(includng village leaders,
VHSGand TBA9 by engaginghem to take an active role in health care deliverytlieir communities.
Community leaderscan promote healthy behaviour through tracking pregnancieslive births and
maternal and neonatal death® understand causes of deaths and develop safe practices.

1 Increa knowledge and adoption of good health practicdsy educaing communities about positive
healthbehaviourdor themselves and their newboyrmcludng education on (1)Safe deliver2)Danger
signs duringpregnancy, delivery angbostpartum (3) Referral process(4)Public maternal health
services(must include information on HERp)Educate adolescent girls about reproductive heal

Immunizationy and (7)Nutrition.

56. As the African Science Academy for Development Institute (ASADI) has estimated (2009), simplp scaling
coverage of welknown integrated packages of RMNCH care, with a health systems approach, could prevent 85% of
deaths.
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1 Empowerthe role of Traditional Birth Attendantas a key actor for referral from community to Health
Centre Organizeregular training sessions on safer delivery practi@sl ensurethat all TBAs are
invited. Anew approach maye needed to include the youngé&rnctioning and prospectivéB/As.

I Train VHSGnembersto provide accurate health informatioron pregnancy, delivery, posiatal care,
and family planning as well as promotion oearly breastfeedingnd iron supplements fopregnant
women and consumption of vitamirich foods.

91 Develop partnerships between TBMealth rvicesand VHSGBby setting up regular meetings and

organize home visits for each other

9 Develop fast referral systerwith collaboration of village leader, RBandhealth services

8.3 At Health Centre Level

Despite outreach awarenesgaising and improved coordination between communes and the health
centres, change came only after villagers began seeing demonstrable succesdH theis acknowledged

in the lates WHO publication (2010), a broad approach to health system strengthening is essential for
lasting improvements. Countries have achieved progress on maternal motiglitycreasing the number

and skillkdevelopmentof health workers, as well as ensuringethvailability of an integrated package of
services across the whole Continuum of Céree at the point of useAlsg national capacities must be
developed to recruit andncrease the pay ofiealth workers and provideon-goingtraining, support and

supeavision through the system.

91 Providing free birth delivery at Bfor poor women

1 Provide skills and equipment to HC staff for safe deliveryin (1) Pre- and inservice training,
supervisionand mentoring (2) Ensure supply oOxytocin and MagnesiurSulphae

1 Integrate family planning (FP) and other maternal child health (MCH) ssryinamely posinatal care,
immunizationand nutrition

91 Provide training sessions for public health staiff cultural sensitivity and ethical treatment of patients
¢l WT NappoydR fs Be@ded from health staff to Bunong traditional practices

 Developii K Waititty HouseQ O 2 WtGHE MIimen from remote areask 2 Yy Q (i delivéryaiiHC,
becausehey cannot stay athe HC town or SeMonorom for 15 days or more waiting for deliyer

9 Strengthened referral linkagedA critical gap for women living in rural areas is the limited access to
hospitals and emergency health care servitt¢SMGassisted b)HSGs need testablish an emergency

transportation system that ensures pgaid, prearranged transport.
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In the Bunong Communityas elsewherean the world, TBA




9. Annexes
9.1 Questionnaire

IDENTIFICATION

Name of interviewer

CLUSTER NUMBER

HOUSEHOLD NUMBER

RECORD NUMBER

DATE OF INTERVIEW

AGE OF CHILD (IN MONTHS)

CHI LD6S DATE OF BI RTH

SEX OF CHILD (1=MALE, 2=FEMALE

18

dd/mml/yyyy

T

dd/mml/yyyy

i

RESPONDENT BACKGROUND CHARACTERISTICS

1 [For how many years have you attended school?*

I'F NEVER, RECORD 0600'

Years In School I:I:I

2 |What languages do you speak?

if women no speak phnong stop interview
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3 |In what language do you feel most comfortable communicating?

4 |Does (NAMEOG6S) biological father YES ittt 1
NO ., 2
Dondt ..KNOW.ian. 8
5 |Whois the head of this household? Mother (Respondent) .........cccccceeviiiiinnnenn. 1
Husband/ Partner...........cccccovveiiicincinnnn. 2
Relative_ 3
(Specify)
Other 7
(Specify)

6 |Make diference etween work for living and work town money No Outside WOrK........c.ceovuveeiiieeiiiiieee, A
Do you work outside of the home to earn money? Handicrafts.........ococeviiieiniiiecee e, B
Outside of your farming work, how can you get some money Working in trees plantation....................... C
IF NO, CIl RCLE AAO0O (NO OUTSI DE WORK] Selling FOOUS .......ccuuveeeiiiiiiiiiieeeiiiieeennnn D

Shop Keeper/Street Vendor .............c........ E
IF YES, What kind of work do you do? Servant/Household Worker ....................... F
Salaried WOrker .........cccoceevveiiniiciiineene G

Multiple answeer

Farmingéeéceécecéeaesé. H

Other X

(Specify)
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7 | Who takes care of (NAME) when you are away from home? Mother (Respondent) ..............cccocevvueennene. A
Husband/Partner ...........ccccccevvveiiiiiieinnne. B
Older Children..........ccccoeevviiiiiiieeiiiienn, C
Other Relatives D
(Specify)
Neighbors/Friends...........coccovviieiiiniiiiennnn. E
MaI ..o F
Nursery School ........cccoovieiniiiiniieie, G
Other X
(Specify)
Maternal and Newborn Care
NO. QUESTIONS AND FILTERS CODING CATEGORIES SKIP
CP1 | Are you currently doing something or using any method | YES é éé ééé é é é. 6éééeééél
to delay or avoid getting pregnant?
NOéééééééééééééééééé. 2 8 ANC1
CP2 FEMALE STERI LI ZATI ONéééééécé
Which method are you (or your husband/ partner)
using? MALE STERI LI ZATI ONééééécéée
DO NOT READ RESPONSES. CODE ONLY ONE Pl LLéééecéééceééeeeéécé. 3
RESPONSE.
|l UDééééééeéééééééécéééés
IF MORE THAN ONE METHOD IS MENTIONED,
ASK, | NJECTABLESééééééééééeééés
What is your MAIN method that you (or your husband/
partner)usetodelayor avoi d getting/ | MPLANTSééeéééecéééeceéece. 6
IF REPONDENT MENTIONS BOTH CONDOMS AND CONDOMéééééééééééééeer
STANDARD DAYS METHOD, CcCOD
STANDARD DAYS METHOD FEMALE CONDOMéeééecéeééeéeée. . 8
IF RESPONDENT MENTIONS BREASTFEEDING, LACTATI ONAL AMEN. METHODGEGé
CODE #1560 FOR OTHER AND R
BREASTFEEDING. RHYTHM METHOD éé
IF RESPONDENT MENTIONS ABSTINENCE OR WI THDRAWALééeéeeé ééeee 1
ISOLATION, CODE #1560 FOR OTHE
RESPONSE IN SPACE PROVIDED. OTHERG GGG E6E 66666666 15
(SPECIFY)
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ANC1

During your pregnancy with (Name), did you see
anyone for antenatal care?

IF YES: Whom did you see?
Anyone else?

PROBE FOR THE TYPE OF PERSON AND RECORD

DOCTOR/MEDICAL
ASSI STANTéééééééeéé. .. éééé.

ALL PERSONS SEEN. OTHER __ e X
(SPECIFY)
NO ONEéééeéééée éééeéééée é.Y 6 DSP1
ANC2 | During your pregnancy with (Name), where did you HOME
receive antenatal care? YOUR HOMEéééééééeéééeeéé A
MI DWI FE/ TBA HOMEéééééééééeéen
CIRCLE ALL MENTIONED.
OTHER HOMEéééééééééeéééécC
IF SOURCE IS HOSPITAL, HEALTH CENTER, OR PUBLIC SECTOR
CLINIC, WRITE THE NAME OF THE PLACE.PROBE | HOSPI TALéééééééééééééééD
TO IDENTIFY THE TYPE OF SOURCE AND CIRCLE
THE APPROPRIATE CODE. HEALTH CENTERéééééeéééééé E
HEALTH POSTéééééééeéééeé. é F
OUTREACHéééééeeééeeéé G
OTHER PUBLIC___ _ ___ _ _______
(SPECIFY)
(NAME OF PLACE) PRIVATE SECTOR
PRI VATE HOSPI TALééééééeéeécé.
PRI VATE CLI NI Cééeééééeéeééeé
OTHERPRIVATE__ .. K
(SPECIFY)
OTHER __ e X
(SPECIFY)
ANC4 | During your pregnancy with (Name), how many times
did you receive antenatal care? TI MESéééééééééeééé
DONOT KNOWéééééeéééeéeééeeoo
ANC6 | During (any of) your antenatal care visits, wereyoutold | YES é é é é é é é é é ééééeéeéeéél
about the signs of pregnancy complications?
NOéééeéeéééeéeééeeééeceé. 2 6 DSP1
explain sugns of pregnancy complication
DONBOT KNOWeéééeéeeéeeeeeee 9 | 6DsSP1
ANC7 | Were you told where to go if you had any of these YESéééeéeééeeé. éééeééeéeel
complications?
NOéééeééééeéeééeeééeéeeé. 2
DONOT WeNeQE é ééééééeééé 9
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DSP1 | During pregnancy, woman may encounter severe VAGI NAL BLEEDI NGéééeeeéeé ééé
problems or illnesses and should go or be taken
immediately to a health facility. FAST/DIFFICULT BREATHING.................... B
What types of symptoms would cause you to seek FEVER ééééééééé. .  éééé. éé.C
immediate care at a health facility (right away)?
SEVERE ABDOMI NAL PAI Néééeéé
ASK: Anything else?
HEADACHE/BLURRED VISIONé é é é é E
DO NOT READ RESPONSES. RECORD ALL THAT
ARE MENTIONED. CONVULSI ONSééeéééeé. eéééé
FOUL SMELLING DISCHARGE/FLUID FROM
Explain danger signs VAGINA. ... G
BABY STOPS MOVI NGééééééééé
LEAKING BROWNISH/GREENISH FLUID FROM
THE VAGI NAééééééeééé. e. |l
OTHER eéééééeéée.
(SPECIFY)
TT1 During your pregnancy with (Name) did youreceivean | YESé éééééééé éeéeeeeéel
injection in the arm to prevent the baby from getting
tetanus, that is convulsions after birth? NOééééééeéééeéééééée. 2 6 TT3
DONOT KNOWééééééééééeéecé 9 |6 TT3
TT2 While pregnant with (hame), how many times did you ONEéééééééééééééee. éée. 1
receive such an injection?
TWOéééééeééeéé eéééé2
THREE OR MOREééééeéé eéeeéeéés
DONOT KNOWééééééééeéeéeé. .9
TT3 Did you receive any tetanus toxoid injection at anytime | YES é éé éééééé. .6éééeééeéel
before that pregnancy, including during a previous
pregnancy or between pregnancies? NOééeéeééeeeceeeceeceeeeee. 2 6 BAl
DONOT KNOWéééééeééeeéééeee 9 | 6 BAl
TT4 Before the pregnancy with (Name), how many times ONEééééééééééééééeé. éé. 1
did you receive a tetanus injection?
TWOéééeééééééé. . éecéecééé?
THREE OR MOREéééeéeéé eéeeééés
DONOT KNOWéééééeééeééneéee
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BA1 Who assisted with the delivery of (Name)? DOCTORéééééééeéee&aeéé A
Anyone else? NURSEéééeéeéeeéeéeeée. . ... ... ....
PROBE FOR THE TYPE(S) OF PERSON(S) AND M|l DWI FEéééééé. éeé éééééé
RECORD ALL MENTIONED.
AUXI LI ARY MI DWI FEéééééééé
IF RESPONDENT SAYS NO ONE ASSISTED,
PROBE TO DETERMINE WHETHER ANY ADULTS OTHER HEALTH STAFF WITH
WERE PRESENT AT THE DELIVERY. Ml DWI FERYSKI LLS. éééééééeé. é.
TRAINED TRADITIONAL BIRTH
ATTENDANTééEEééééééééé éF
TRAINED COMMUNITY HEALTH
WORKERé éé . . . . . . ... ...
TRADITIONAL BIRTH
ATTENDANTééééééééééé. éé. H
COMMUNITY HEALTH
WORKERéééééeéeééeeéeé.  éé |
RELATI VE/ FRI ENDé. éééééeéeééé
NO ONEééééééée ééécéééée é.Y
CC1 What instrument was used to cut the cord? NEW RAZOR BLADE .......ccccoceiiiiiiiieeeeeee 1
NEW AND BOILED RAZOR BLADE................. 2
USED RAZOR BLADE............ccoeeeieieieeeeee 3
USED AND BOILED RAZOR BLADE .............. 4
NEW SCISSORS........coiiiiiiiiiiiieeeeeveieee e 5
NEW AND BOILED SCISSORS..............cc....... 6
USED SCISSORS ......ooiiiiiiiiiiiee e 7
USED AND BOILED SCISSORS.........cccceeeee 8
KNIFE ... e 9
REED ..o 10
OTHER . 97
(SPECIFY)
DONOT KNOW...oooooeiiieiie, 98
CC2 Was anything placed on the umbilical cord either YESéééeéeééeeé. éééeééeéeel
before or after it was cut?
NOéééééééééeééeéeéeéeéeéeéee. 2 6 TC1
DONOT KNOWéééééééeeéeéeee. 9 6 TC1
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CC3 What was placed on the cut cord?
ANYTYPE OF Ol Lééééééééeéeéée. 2
ANTI SPETI Céééééééééééeééeés
ASHééééééééeéééeéeééee. . . 4
OTHER __ s 97
(SPECIFY)
TC1 Was (NAME) dried (wiped) immediately after birth YESééééééééé éeeéeér
before the placenta was delivered?
NOéééééééeéééeéeééeééeé. 2
DONOT KNOWéééééééééééeé 9
TC2 Was (NAME) wrapped in a warm cloth or blanket YESééééééééé é6éééeééél
immediately after birth before the placenta was
delivered? NOéééeéééeééééeéeééeééeé. 2
DONOT KNOWéééééééeéeéééeeé 9
MTS2 | Did the birth attendant hold your stomach and pull on YESéééééééeéé éeéeeeeéel
the cord to help the placenta come out?
NOééééééeéééeéééééée. 2
DONOT KNOWéééééééeeéééeee 9
MTS3 | Immediately after the Placenta was delivered, did YESééééééééé ééeéeeéeecéeéel
someone massage your uterus to make it contract
strongly and to prevent you from bleeding too much? NOééeéeééeéeéeeecéeéeecéeeeeéee. 2
DONOT KNOWééééééééeééeéeé 9
DSD1 | During delivery, once contractions started, womanmay | CONV UL S| ONSéééééé éé eéé.
encounter severe problems or illnesses and should go
or be taken immediately to a health facility. HI GH FEVERéééééeéeé
While having contractions or delivering a baby, what HEAVY BLEEDI NG. . ééééé. . éé.
types of symptoms would cause you to seek immediate
care at a health facility (right away)? FAST/ DI FFI CULT BREATHI NGééé
ASK: Anything else? RETAI NED PLACENEAEE . . E
DO NOT READ RESPONSES. RECORD ALL THAT HEADACHE/BLURRED VISION................... F
ARE MENTIONED.
PROLONGED LABOURéééeéeéee. . éq@G
try to short the question
OTHER eéeéééééeée. .
(SPECIFY)
BF1 Did you ever breastfeed (NAME)? YESéééeéeééeeé. éééeééeéeel
NOéééeééééeéeéééeeééeéeeé. 2 6 EC1
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BF2 How long after birth did you first put (NAME) to the IMMEDIATE ...ttt 00
breast?
IF LESS THAN 1 HOUR, RECORD 00 HOURS,
IF LESS THAN 24 HOURS RECORD THE HOURS, HOURSééééeééeéeéééeék
OTHERWISE RECORD DAYS
DAYSééééeééé&eeé
DONOT REMEMBER....oivirn. 9
BF3 Did you give the baby the first liquid (Colostrum) that YESéééééééeéeé éeéeeeeéel
came from your breasts?
NOéééeéééeééééeéeééeééeé. 2
DONOT KNOWéééééééeéeééee 9
BF4 In the first three days after delivery, was (NAME) given | YES é éé éééééé. é6é6ééééeéél
anything to drink other than breast milk?
NOéééeéééeéééeéeééeééeé. 2
DONOT KNOWéééééééeéeéééeeeé 9
BF5 What was (NAME) given to drink?
Anything else? 1. MILK (OTHER THAN BREASTMILK) ..... A
2. PLAIN WATER ....oooiiiiiiiiiiee e . B
DO NOT READ THE LIST
RECORD ALL MENTIONED BY CIRCLING LETTER 3. SUGAR OR GLUCOSE WATER............ C
FOR
EACH ONE MENTIONED 4. SUGAR-SALT-WATER SOLUTION ..... .D
5. FRUITJUICE .....ooiiiiiiiiiiimeeeeee F
6. INFANT FORUMULA ......ccooviiiiiiieeenenne G
7.RICEWATER......cccoiiviiiiiiiieiiiiis . H
8. OTHER (SPECIFY) e X
BF6 Are you still breastfeeding (NAME)?
BF7 For how many months did you breastfeed (NAME)? I'F LESS THAN ONE MONTH, RE C
MONTHS ..o [
The following questions refer to the mother after the delivery of her youngest child
PP1 Did a health care provider or a traditional birth YESééééééééé ééééeééeéél

attendant check on your health after the delivery of
your youngest child, either at a health facility, home or
other location?

6 DSM1
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PP2 How long after the delivery did the first check take
place? HOURS 0
IF LESS THAN ONE DAY, CIRCLE 0 AND RECORD
HOURS; IF LESS THAN ONE WEEK CIRCLE 1 AND DAYS 1
RECORD DAYS; IF MORE THAN 6 DAYS CIRCLE 2
AND RECORD WEEKS.
WEEKS 2
DONOT KNOWeéeéeceéeéeé €99 §
PP3 Who checked your health at that time? DOCTORééééééééeéeéeéeéeéeéeé A
Anyone else? NURSEééeéeeeéeée
PROBE FOR THE MOST QUALIFIED PERSON AND MI DWI FEéééééé. . éé. .. éééééé.
RECORD ALL MENTIONED.
AUXI LI ARY MI DWI FEéééééééé. é
OTHER HEALTH STAFF WITH
MI DWI FERYSKI LLS. éééééeéeéé. é
TRAINED TRADITIONAL BIRTH
ATTENDANTééEééééééééééé éF
TRAINED COMMUNITY HEALTH
WORKERé € é.
TRADITIONAL BIRTH
ATTENDANTééEéééééééééé. éé. H
COMMUNITY HEALTH
WORKERéééééeéeééééé |
RELATI VE/ FRI ENDé. ééééééééé.
NO ONEéééeéééé ééééééeée é.Y
DSM1 | Sometimes mothers after delivery have severe EXCESSI VE VAGI NAL BLEEDI NGé
illnesses and should be taken immediately to a health
facility. FAST/ DI FFI CULT BREATHI NGé¢éé
What types of symptoms would cause you to go to a HI GH FEVERééééEéEéééééeééé. . C

health facility right away?
ASK: Anything else?

DO NOT READ RESPONSES. RECORD ALL THAT
ARE MENTIONED.

SEVERE ABDOMI NAL PAI
SEVERE HEADACHE/ BLURRED VI S

CONVULSIONS/LOSS OF

PAI'N I N CALFééééééééééeéééH

VERBALIZATION/BEHAVIOR THAT INDICATES
SHE MAY HURT HERSELF OR THE
BABYéééééééeéeéeééeée. .|

OTHER

(SPECIFY)

The following questions refer to the youngest child shortly after birth
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PC1 After (Name) was born, did any health care provideror | YESé éé éééééé é6é6éééeeéeéél
traditional birth attenda
NOéé éeééééeééééeéeééeeéé. 2 6 DSN1
PC2 How many hours, days or weeks after the birth of
(Name) did the first check take place? HOURS 0
IF LESS THAN ONE DAY, CIRCLE 0 AND RECORD
HOURS; IF ONE TO SIX DAYS CIRCLE 1 AND DAYS 1
RECORD DAYS; IF MORE THAN 6 DAYS CIRCLE 2
AND RECORD WEEKS.
WEEKS 2
DONOT KNOWééeééé. . é998
PC3 | Who checked on éthhattime8s) h(DOCTORééééééééeéeééeééé. . A
Anyone else? NURSEéééeéeéeeéeéeée. . ... .. .. ...
PROBE FOR THE MOST QUALIFIED PERSON AND MI DWI FEéééééé. eeé éééééeé.
RECORD ALL MENTIONED.
AUXI LI ARY MI DWI FEééeéeéeeeee. e
OTHER HEALTH STAFF WITH
MIDWI FERYSKI LLS. ééééeéééé. é. é
TRAINED TRADITIONAL BIRTH
ATTENDANTééééééeéeééeé éF
TRAINED COMMUNITY HEALTH
WORKERééé. . . ... ... ... ... ...
TRADITIONAL BIRTH
ATTENDANTééééeéééeéeééeée. éé. H
COMMUNITY HEALTH
WORKERééééeéeeééeeéé éé |
RELATI VE/ FRI ENDé. ééeééeééée. .
NO ONEéééééée éééeécéée é.Y
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DSN1

Sometimes newborns, within the first month of life,
have severe illnesses and should be taken immediately
to a health facility.

What types of symptoms would cause you to take your
newborn to a health facility right away?

ASK: Anything else?

DO NOT READ RESPONSES. RECORD ALL THAT
ARE MENTIONED.

CONVULSI ONSééeeéé. . ééeéeée. A
POOR SUCKLI NG OR FEEDI NGééé
FAST/ DI FFI CULT BREATHI NGééé
BABY FEELSCOLDé . . . éé. . ééééé. . E
BABY TOO SMALL/ TOO EARLYééé
YELLOW PALMS/SOLES/EYES................. G
SWOLLEN ABDOMENEé. . ééééééé. H

UNCONSCI OUSéééé. éé. . é6é6ééél

PUS OR REDNESS OF THE UMBILICAL STUMP, EYES

OR SKI Néééeéeéeéeéeel

OTHER éééééééééé. .

(SPECIFY)
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9.2 Focus Group Discussion

The objective of the qualitative component is to examine perceptions and viewsrelated to
delivery among 35 Cambodian women.

Specific objectives are to:
1. Examine BUN QddEptiamsretated to delivery.
2. Descri be BUN&INdBal practnesirelated to delivery care

3. Identifygaps to access to safe delivery

4. Exami ne B UNw@MSon saberddivery sare respectful of traditional beliefs
Method:
The study will be conducted in 4 sites, one in each district.

We will launch the study based on focus group with 35 women. 5 Women will participate to
the focus group discussion in each commune studied (7).

Research frame for investigation

1. Describe BUNONG womenés traditional practic

- Inyour village:

Where do pregnant women seek advice on pregnancy?

Where do women in this community give birth?

If a woman experience complications during delivery, what is usually done?

In this community, who usually cuts and ties the umbilical cord?

= == =2 =4 =

In this community, what special practices exist for mothers and their babies

during the first few weeks after birth?

- Can you tell us about your last experience of delivery?

1 With whom, which practices (details), which cost, pre and post natal check.

1 What are the traditional beliefs and taboos related to delivery? What kind of

ceremonies are involved and for what kind of reasons?
1 Relation with the caregiver,

1 Relation with the spirits
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1 How and when do they decide where a woman will give birth
1 What are the risks connected to home delivery?

2. Exami ne BUNOpe@eptvansrelatédgso delivery
- Perceptions related to delivery care:

1 Practices
Cost
1 Relation with the caregiver
1 Decision to seek care for delivery

- Perceptions related to discrimination during Prenatal and delivery care due to:

1 Maternal ages, education, Marital status, Ethnicity
- Reasons for using home delivery and Reasons for using Public Health services

- Advantages/ disadvantage of delivery at Home and in Public Health services

- Did you hear about women death after delivery at Home or in Public Health services
and what are the consequences for their families?

3. Exami ne BUNONG@iewscomeafe@elivery care respectful of traditional
beliefs

Can you describe ideal safe delivery care(with whom, which practices, which cost)

What is the best way to continue traditional practices and still have a safe delivery?

What kinds of changes are needed in your community to improve the conditions for

safe deliveries?

How this changes could be addressed and by who?
1 within the community
9 in health center

1 by local authority

What are the main constraints women faces in your community in order to access

safe delivery?
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4. Identify gaps to access to safe delivery
- What difficulties do women experience in seeking care for safe delivery in:

1 Deciding where and when to seek care for safe delivery?
1 Seeking care for safe delivery with trained birth attendant?

1 Having a safe delivery with trained birth attendant?

- Do you think it is related to?

Women knowledge and perception on safe delivery
Community believes and practices on

Care services quality and proximity

Relation with spirits

= = =2 =4

Stigma, discrimination

Relation with caregivers (public health staff, private practitioner, Traditional
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