THE PROMISE AND CHALLENGES OF LOCAL
HEALTH GOVERNANCE IN CAMBODIA

Dept. of Global Health Systems Development,
Tulane University SPHTM
Siddhi Aryal
4/29/2015

ACRONYMS
ACT

Artemisinin-based Combination Treatment

ADB

Asian Development Bank

A+M

Aartesunate and Mefloquine

AOP

Annual Operations Plan

ARI

Acute Respiratory Infection

CBHI

Community Based Health Insurance

CC

Commune Council

CCT

Conditional Cash Transfer

CCWC Commune Committee for Women and Children
CIP

Commune Investment Plan

CNM National Center for Malaria, Parisitology and Entomology
CPP

Commune Council Performance and Citizens’ Participation

D&D

Decentralisation and Deconcentration

DHS

Demographic and Health Survey

DOT

Directly Observed Treatment

FHI360 Family Health International 360
FGD

Focus Group Discussion

GII

Group Interview Informant

HC

Health Center

HEF

Health Equity Funds

HCMC Health Center Management Committee
HSP

Health Sector Plan

HSSP Health Sector Support Project
IDI

In-Depth Interviews

IEC

Information, Education, and Communication

INGO International Non-Governmental Organisation
ITN

Insecticide-Treated Nets

KII

Key Informant Interview

LLITN Long-lasting Insecticide-Treated Net
MC

Malaria Consortium

M&E Monitoring and Evaluation
MCH Maternal and Child Health
MoH Ministry of Health
MOI

Ministry of the Interior

MSAT Mass Screening and Treatment
MSF

Médecins Sans Frontières

NGO

Non-Governmental Organisation

OD

Operational District

OECD The Organisation for Economic Co-operation and Development
PHD

Provincial Health District

PHO

Provincial Health Office

RDT

Rapid Diagnostic Tests

RH

Referral Hospital

SOP

Standard Operating Procedure

TWG Technical Working Group
U5MR Under-Five Mortality Rate
UNDP United Nations Development Program
UNICEFUnited Nations Children’s Fund
USAID U.S. Agency for International Development
VC

Village Chief

VDC

Village Development Committee

VHSG Village Health Support Group
VMW Village Malaria Worker
WGI

Worldwide Governance Indicators

WHO World Health Organization

Table of Contents
LIST OF TABLES ........................................................................................................................................ 5
LIST OF FIGURES ...................................................................................................................................... 6
ACKNOWLEDGEMENTS ............................................................................................................................ 7
ABSTRACT ............................................................................................................................................... 8
CHAPTER 1: BACKGROUND AND SIGNIFICANCE ..................................................................................... 10
CHAPTER 2: LITERATURE REVIEW .......................................................................................................... 19
Architecture of local health delivery .................................................................................................. 20
Malaria program in Pailin................................................................................................................... 23
Governance linkages.......................................................................................................................... 26
VMW participation in local health governance................................................................................... 28
Barriers to overcome ......................................................................................................................... 35
CHAPTER 3: CONCEPTUAL FRAMEWORK AND RESEARCH OBJECTIVES ................................................... 40
Operational definitions ...................................................................................................................... 43
Research objectives ........................................................................................................................... 47
CHAPTER 4: RESEARCH METHODOLOGY ................................................................................................ 51
Study design ...................................................................................................................................... 51
Study population ............................................................................................................................... 51
Study locations .................................................................................................................................. 51
Sample size........................................................................................................................................ 51
Quantitative data........................................................................................................................... 51
Qualitative data ............................................................................................................................. 55
Pretesting of the study tools .............................................................................................................. 61
Data collection .................................................................................................................................. 62
Data analysis ..................................................................................................................................... 62
Quantitative data........................................................................................................................... 62
Qualitative data ............................................................................................................................. 62
Ethical considerations .................................................................................................................... 64
CHAPTER 5: RESULTS ............................................................................................................................. 65
Quantitative results ........................................................................................................................... 66
Socio-demographic characteristics of VMWs.................................................................................. 66
VMWs’ knowledge of health system decentralisation .................................................................... 69
Enabling factors ............................................................................................................................. 72

Reinforcing factors......................................................................................................................... 76
Qualitative results ............................................................................................................................. 79
VMW performance ........................................................................................................................ 81
Family and social support .............................................................................................................. 87
VMW motivation ........................................................................................................................... 91
Resources available (budget, supplies, equipment) ........................................................................ 94
VMW selection .............................................................................................................................. 96
Learning, training, capacity building, and empowerment ............................................................... 97
Communication and coordination ................................................................................................ 100
Policy development and decentralisation..................................................................................... 103
Additional theme: Perceived corruption .......................................................................................... 106
CHAPTER 6: DISCUSSION ..................................................................................................................... 111
Study Limitations ............................................................................................................................. 129
CHAPTER 7: CONCLUSION AND RECOMMENDATIONS ......................................................................... 132
Annex I- Questionnaire .................................................................................................................... 136
Annex II- Guidelines for group interviews ........................................................................................ 139
Annex III- Guidelines for key informant interviews ........................................................................... 141
Annex IV- Guidelines for in-depth interviews ................................................................................... 142
Annex V- Guidelines for focus group discussion ............................................................................... 143
Annex VI- VMW and OD/HC/VHSG roles and responsibility .............................................................. 144
Annex VII- VMW working agreement ............................................................................................... 145
Annex VIII: Chi-square test outputs .................................................................................................. 146
Annex IX: In-depth interviews with VMW role models ..................................................................... 167
Annex X- List of topics covered during researcher training ............................................................... 170
Annex XI Age and gender breakdown of FGD participants ................................................................ 171
Annex XII Age and gender breakdown of group interviewees........................................................... 173
References ...................................................................................................................................... 174

LIST OF TABLES
TABLE 1 SELECTED NUMBERS OF HEALTH PROFESSIONALS IN CAMBODIA (2011) ....................................................................... 12
TABLE 2 LIST OF PREDISPOSING FACTORS ......................................................................................................................... 45
TABLE 3 KNOWLEDGE QUESTIONS REGARDING HEALTH SYSTEMS ........................................................................................... 53
TABLE 4 ENABLING FACTORS ........................................................................................................................................ 54
TABLE 5 REINFORCING FACTORS ................................................................................................................................... 54
TABLE 6 FOCUS GROUP DISCUSSIONS BY LOCATION ............................................................................................................ 58
TABLE 7 LIST OF KEY INFORMANT INTERVIEWS ................................................................................................................. 59
TABLE 8 LIST OF GROUP INTERVIEWS .............................................................................................................................. 60
TABLE 9 SOCIO-ECONOMIC CHARACTERISTICS OF VMWS IN PAILIN ....................................................................................... 67
TABLE 10 VMWS’ KNOWLEDGE OF HEALTH SYSTEM DECENTRALISATION ................................................................................ 69
TABLE 11 AGE GROUPS OF VMWS AND OVERALL KNOWLEDGE OF HEALTH SYSTEM ................................................................... 70
TABLE 12 PEARSON CHI-SQUARE TEST FOR VMWS’ AGE GROUPS AND OVERALL KNOWLEDGE ...................................................... 71
TABLE 13 VMWS’ RESPONSES TO ENABLING FACTORS ....................................................................................................... 73
TABLE 14 VMWS ALWAYS CONSULTED BEFORE DRAWING UP MALARIA PLANS AND PROGRAMS .................................................... 75
TABLE 15 COMPARISON OF COMMON KNOWLEDGE, ENABLING, AND REINFORCING FACTORS........................................................ 77
TABLE 16 COMPARISON OF SELECTED KNOWLEDGE, ENABLING, AND REINFORCING FACTORS ........................................................ 78
TABLE 17 BROAD FRAME AND THEMES EMERGING FROM THE STUDY ...................................................................................... 80
TABLE 18 VMWS’ RESPONSES TO THE REINFORCING FACTOR QUESTIONS ................................................................................ 89
TABLE 19 VMWS RECEIVING RE-FRESHER TRAINING ON MALARIA IN THE LAST SIX MONTHS ......................................................... 98
TABLE 20 NUMBER OF YEARS WORKING AS VMWS ......................................................................................................... 121

LIST OF FIGURES
FIGURE 1 COVERAGE WITH VMW BY THE OD IN CAMBODIA FROM 2003–2013 ____________________________________16
FIGURE 2 A VIEW OF MALARIA PROGRAM COORDINATION IN THE HEALTH SECTOR ____________________________________38
FIGURE 3 EIGHT RUNGS ON ARNSTEIN’S LADDER OF CITIZEN PARTICIPATION ________________________________________42
FIGURE 4 CONCEPTUAL FRAMEWORK FOR MEASURING VMW PERFORMANCE _______________________________________43

ACKNOWLEDGEMENTS
I am forever indebted to Dr. Claudia Campbell, the chair of my dissertation committee,
who went through many versions of my dissertation and provided innumerable hours of her
time in helping me get my points across more succinctly. Never once did she express any
frustration, but to the contrary, always used my incapacities to guide me and supported me in
learning. I am very grateful to my committee members, Dr. Eva Silvestre and Dr. Alessandra
Bazzano, who patiently helped me think through my analyses and provided me with rounds of
feedback despite the hours it took away from their busy lives. It is thanks to their guidance and
support that my dissertation is in its current shape. I am also grateful to Dr. Mahmud Khan for
helping me in the initial phase of my Ph.D. journey.
In the midst of my work and family responsibilities, I came very close to giving up a few
times. I wish to thank my wonderful colleagues and friends, including Jackie and Tony, who
never ceased to inspire me and used every opportunity to encourage me to keep going.
I wish to thank my wonderful family, including my father and mother, for never giving
up on me and for always believing in me. My two sons deserve thanks for their understanding
too, as they had to give up their time spent with me, especially during the last year and a half.
Most of all, I am truly thankful to my wife, who never ceased to give me her full and
complete support, love, and understanding throughout this process. Thank you very much.

ABSTRACT
Village Malaria Workers (VMWs) play an important role in the prevention and treatment
of malaria as frontline volunteers in Cambodia, a nation implementing decentralisation
initiatives and that is reliant on task shifting to address health worker shortages. Studying the
performance of VMWs and understanding the social capital that they are able to mobilise,
including enabling and reinforcing factors while fighting malaria in Cambodia’s Pailin province,
will benefit performance enhancement and program scale up. This dissertation examines the
factors associated with the perceived performance of VMWs, which has the potential to
provide practical guidance for Cambodian health system managers and local health
practitioners to capitalize on locally-available human resources to implement their health
initiatives as per the country’s decentralisation plans.
The study was done in 2 districts of Pailin province in Cambodia. The findings were
based on 35 semi-structured surveys, 13 key informant interviews, 6 focus group discussions, 3
group interviews and 2 in-depth interviews covering VMWS and stakeholders from the
commune council, village health support groups, health center management committee,
provincial health offices, a referral hospital, a pharmacy, village chiefs, and administrative
officials. The interviews and discussions were conducted using set guides, which allowed for
flexibility and asking for follow-up questions as well as probing for more information and
clarification. Pre-determined themes were used in designing the instruments, and data from
the survey, focus groups, and interviews were thematically coded for manual data analysis.
This study showed that VMWs’ performance is affected by a variety of factors that
emerge from the complex context in which they work. These include socio-demographic
variables; their health system knowledge; access to enabling and reinforcing factors, including
family and social support; personal motivation; resource availability, including budget, supplies,

and equipment; ways of being selected; access to learning, training and capacity-building
opportunities; and institutional communication and implementation of decentralised health
program. Factors such as perceived corruption also were seen to affect VMW’s performance.
The participants suggested various ways to address these challenges.
In order to improve the performance of VMWs, people’s participation in all local
governance arms, including the CC, VHSG, HCMC and the HC, needs to be strengthened. The
roles and expectations regarding citizen participation need to be clarified using simple
messages. Training and capacity-building support needs to be made available for learning key
new skills as relevant. The equipment and supplies necessary for work as well as adequate
reimbursement of transportation allowances need to be provided along with instilling a proper
system of VMW supervision and mentoring that adequately recognises those that are high
performing. Targeted capacity assessments for VMWs and the VHSG, HC and HCMC need to be
undertaken followed by needed training and mentoring in order to address areas that need
further support to enhance productivity. A volunteer selection process needs to follow the rules
described in the CPP policy ensuring deliberate attempts to open up entry points for public
service to those that have been excluded on the basis of formal qualifications, lack of kinship, or
political affiliation.
Keywords: Village malaria volunteers, Malaria, Participation, Local governance

CHAPTER 1: BACKGROUND AND SIGNIFICANCE
Cambodia’s population is estimated to be 14.6 million (2013). Its demographics have
been affected by the civil war and later genocide, and 50% of the population is under 22 years
old. 1 The majority of the population (78.6%) resides in rural areas, practicing traditional rice
cultivation and other forms of agriculture. The Khmer make up 90% of the population and
mostly live in the lowlands. Other ethnic groups include the Vietnamese, Chinese, Cham-Malay
and other diverse ethnic minority peoples. The speakers of minority languages, with the
exception of the Chams, are mostly concentrated in forest and hill areas. The development of
these minority ethnic groups forms an important component of the National Strategic
Development Plan of Cambodia.1
The health system in Cambodia has undergone several periods of change. After
independence in 1953, the numbers of health services and facilities rose impressively, albeit
slowly. 2 With the 1980s came a “period of the reconstruction and rehabilitation of the health
system, with emphasis on training a new generation of health professionals.” 3 According to the
WHO, “in 1993 the first Royal Government took office and began to develop a health service
infrastructure and established the Ministry of Health (MOH), with private providers and
international non-governmental organisations (NGOs) contributing to strengthening services.”
During the Khmer Rouge rule in the 1970s, as per the WHO cooperation strategy, Western
teachings were banned and traditional medicine was the only available option for many
Cambodians. While modern medicine has since become widely available, traditional medicine
remains supported by the government and is commonly used, especially in rural areas. WHO
has indicated that “[t]he use of traditional medicine is strong in Cambodia, with a culture of
robust traditional medicine centered on the Kru Khmer, the traditional healers who are found
all throughout the country.”3 The MOH estimates that 40%-50% of the population uses

traditional medicine, though there has been no formal survey.3 Use of traditional medicine is
influenced by geography and socioeconomic status, with higher use in rural areas and by
people with lower incomes. Even though the government became committed in 2004 to
encouraging the use of modern medicine along with traditional medicines, “there is no national
expert committee for traditional medicine and it is not yet included in the Health Strategic Plan,
nor it is covered by health insurance.”3
From 2001–2010, Cambodia’s annual average GDP growth of 7.7% was one of the
world’s top ten growth rates. 4 Even with this impressive growth, poverty is still an important
issue and access to healthcare is one of the most salient health-related problems linked to
poverty.3 Because the bulk of development is occurring in the urban economy, disparity is
growing in the distribution of income and provision of services. 5 The government prioritises
providing access to quality healthcare services throughout its rural areas. Around 77% of all
Cambodians live in rural areas and 28% live below the national poverty line; however, poverty
is disproportionately high amongst the rural population, with 48% of the rural population being
in the lowest wealth quintiles compared to only 4.1% of the urban population. 6
The Cambodian public health system has three basic levels of healthcare facilities:
provincial-level hospitals, operational district (OD), referral hospital (RH), and community
health centers. According to WHO figures from 2012, “70% of people seek healthcare from the
private sector in the first instance, of which private clinics (27%) or pharmacies (20%) were
sought for first treatment in urban areas in 2010, and private clinics (16%) and pharmacies (8%)
in rural areas.”3 There is a great scarcity of medical professionals in the country. As can be seen
from Table 1 below, at every level of care, there are not enough care providers. Primary and
secondary nurses and midwives are spread thinly across the country, with females taking up
almost all the midwife roles.

Table 1 Selected numbers of health professionals in Cambodia (2011)

Employed Healthcare
Professional
Doctors

Total number

Numbers of women

Women %

2300

375

(16)

Specialist doctors

91

7

(8)

Primary nurses

3258

1165

(35)

Secondary nurses

5175

1629

(31)

Primary midwives
Secondary midwives
TOTAL

1827
1921
18,045

1823
1908
8,213

(99)
(99)
45%

Source: MOH 2010, Semi-Annual Performance Monitoring Report

With 2,391 doctors (0.2 per capita), 7 12,181 nurses and other health professionals, 8, 9
only 43% of Cambodia’s health centers provided the full minimum package of services in 2010.5
While the provider numbers are small, utilisation of public sector health facilities is also low.
Only 29% of those that sought treatment for illness or injury went to a public health facility as
per the 2010 Demographic and Health Survey (DHS).6 Typical reasons for not visiting health
facilities include services being costly and time-consuming travel to reach them, personnel
absence, long waiting times at facilities, frequent shortages of medicines, unpredictable costs,
poor health worker attitudes toward patients, including scolding or belittling of patients. 10, 11
What is not mentioned in the literature is the numbers of health volunteers in Cambodia that
also play a role in promoting health throughout Cambodia by working as peer leaders.
Cambodians suffer from a range of illnesses and malaria is a leading cause of morbidity
in the country along with diarrhea, tuberculosis, dengue, hemorrhagic fever, and dysentery.5
Village Malaria Workers (VMWs) provide community-based free of cost diagnosis and
treatment of malaria, assist in organising mass screening and prevention campaigns, and link
people in the community with service providers. The role played by VMWs in preventing and
treating malaria is vital in fulfilling the government’s Health Strategic Plan 2008-2015, which

aims to achieve universal healthcare for all Cambodians. 12 For the rural poor in Cambodia, not
only is access to medical services inequitable but the opportunity to participate in the local
health system itself is limited, with only a few initiatives such as the VMW program providing
such access.
Given that greater participation of community members in the design and
implementation of malaria programs is associated with favorable intermediate outcomes in
terms of access and equity, 13 this research will look into the issue of access to services through
existing health volunteers serving key roles at the local level. In doing so, this research
investigates whether health volunteers come from specific backgrounds and/or groups of
people and identifies the social support and social capital-related factors which may have
propelled them to serve local health needs. The Organisation for Economic Co-operation and
Development (OECD) defines social capital as the “networks together with shared norms,
values and understandings that facilitate co-operation within or among groups.” 14 OECD
mentions that there are four main ways in which social capital can be conceptualised and
measured: 15 a) through personal relationships, which refer to the structure of people’s
networks and social behaviours; b) social network support, which derives from one’s personal
relationships and includes the emotional, financial, intellectual or professional resources one
can derive from it; c) civic engagement, comprising the activities and networks through which
individuals contribute to civic and community life, such as volunteering, political participation,
and group membership; and d) trust and cooperative norms, which are shared values that
underpin societal functioning as well as enable mutually-beneficial cooperation, including
political institutions, the judiciary, the police, the media, etc.
VMWs work within the same limitations as everyone else in the community, yet they are
referred to as “front-line heroes in Cambodia’s battle against malaria.” 16 Since they are

exceptions and deviate in a positive way from the norm, once their unique contributions are
documented and understood, it may be easier for the wider community to adapt and transform
the health situation. The factors that have contributed to the VMW’s success, particularly
regarding civic engagement and trust and cooperative norms as constituents of social capital,
could be used to develop and sustain the performance of health volunteers. In any given
society, social capital consists of intangible assets, such as trust in one another, networks one
can rely on, and social norms of reciprocity. With each individual or family increasing his or her
sense of community or quality of community participation, this may also increase social
capital. 17 This increment in social capital will likely support further development of Cambodia’s
local health system, allowing active involvement of more local people in diagnosing problems,
identifying opportunities and strategies for change, and taking collective action to improve their
own health and social well-being. 18,19,20
The geographic focus of the study is on Pailin, a province in western Cambodia at the
northern end of the Cardamom mountains near the Thai border. Pailin is known to much of the
world for having long been a stronghold of the Khmer Rouge, remaining under their control
long after they were defeated in 1979 and serving from 1994 to 1998 as the capital of the
“Provisional Government of National Union and National Salvation of Cambodia.” Within
Cambodia, Pailin is known for its natural resources; namely, precious gems and logging. The
province is divided into two districts: Pailin and Sala Krau. Pailin was selected for the present
study for the following reasons.
First, Pailin is a site of international focus and concern, given the many cases of multidrug-resistant malaria strains present there. Since the 1970s, this poor, agricultural province
has been recovering from decades of brutal Khmer Rouge rule and has seen drug-resistant
malaria strains. Resistance to the most effective, anti-malarial drugs is increasing throughout

mainland Southeast Asia, and Pailin is “ground zero,” according to a 2009 study by Arjen M.
Dondorp et al., published in the New England Journal of Medicine. 21 The study showed that
malaria parasites in the area were developing resistance to artemisinin, which, when combined
with other anti-malarial drugs, form one of the few available treatments against plasmodium
falciparum, the most dangerous form of malaria. Artemisinin comes from the plant Artemisia
annua, which is used as a form of herbal treatment in traditional Chinese medicine and is
effective in clearing malaria parasites. However, the Arjen-led study found that “up to 73 per
cent of sample patients in Pailin continued to have parasites in their blood 72 hours after
treatment, a widely used barometer for resistance. This was not the first time the parasite
developed a resistance to treatment. It was in this region, where plasmodium falciparum first
developed resistance to chloroquine and sulfadoxine-pyrimethamine, common antimalarials at
the time, which then spread to India in the 1970s and East Africa in the 1980s.” 22 Pailin was
where scientists had confirmed the first cases of falciparum resistance to artemisinin in 2008.22
Newer antimalarial combinations with equivalent levels of efficacy are not likely to become
available for several years to come because these drugs are either expensive or have
undesirable side effects. 23
Secondly, Pailin has been home to the VMW project since 2004, a community-based
malaria control project started in 2001 by the National Center for Malaria, Parisitology and
Entomology (CNM) in 36 villages of Rattanakiri province. By 2013, the program reached 2,030
villages, covering 14% of all national villages and 32% of those in the 34 OD currently included
in the VMW program. 24

Figure 1 Coverage with VMW by the OD in Cambodia from 2003–2013
(Source: Maude R et al. (2014)

VMWs are the frontline workers that interact with villages firsthand and to whom
people go to get tested. During the two days that the CNM offers induction training, VMWs
learn about the cause and symptoms of malaria, its tell-tale signs, and ways of administering
the Rapid Diagnostic Test (RDTs) for plasmodium falciparum. They then provide treatment to
local villagers that may need it and link severe cases to the closest health center. VMWs also
regularly report on the numbers to the CNM. 25
The transitory nature of many people working in Pailin province is of concern, as these
are the people most likely to spread a resistant strain of malaria to different communities and
across borders. The anopheles mosquito, the carrier of malaria, only travels nine kilometers in
its lifetime, so malaria is spread long distances via human carriers such as Cambodian workers
from Pailin who cross back and forth into Thailand to find work or to trade, unknowingly
helping to spread the disease. The dedicated work of volunteer VMWs is essential for

preventing resistant malaria from spreading from Cambodia, but the challenges are great.
VMWs face daily battles to stop the spread of resistant malaria farmer by farmer and child by
child. Even though many VMWs hail from modest backgrounds and have little education, they
visit far away patients, often going to their houses directly. The people that VMWs are able to
reach, such as rice and maize farmers, loggers, migrants, cassava plantation workers, etc., are
not easily reached by any other means. Some of them work in the nearby forests for days
without a break and return home to their villages after contracting malaria.22 According to
Hasegawa et al., “VMWs are well suited to provide knowledge to people in the community
using friendly and culturally-acceptable methods as they are themselves both community
members and commonly-accessed healthcare providers in remote village settings.” 26 VMWs’
use of their “own regional dialect and pictorial explanations, rather than reliance on printed
information materials, also helps substantially improve the knowledge of caregivers in the
family.”26 According to the WHO, “If patients test positive for malaria, VMWs give them a threeday treatment course of artemisinin-based combination therapy (ACT) with simple drawings to
remind them to complete the prescribed course even if their symptoms go away. If patients
test negative, they refer them to the local health center. These medicines represent the most
effective treatment for falciparum malaria. In Cambodia and most other countries, where
widespread resistance to antimalarial medicines has occurred in the past, they are virtually the
only effective treatment against falciparum malaria left in the arsenal.”22
Given that the mission of the Cambodian MOH is to increase equitable access to quality
health services and to achieve the highest level of health and well-being for the peoples of
Cambodia, studying the VMWs will also help create the needed supportive environment by
building on their local successes and removing barriers to access to health services and
achieving universal coverage in the longer term. The VMW project has improved the knowledge

and practices of VMWs in terms of preventing malaria and providing early diagnosis and
treatment in remote malaria-endemic villages. This is similar to the documented success factors
in studies conducted elsewhere in the world, which looked at the success of community case
management of diseases, including Bangladesh, Egypt, Eritrea, etc. 27, 28 VMWs can now provide
malaria control services comparable in quality to those of the local health facilities, as
demonstrated through multiple regression analyses in a study by Lin et al.29 In 2011, the
government of Cambodia formally committed itself to eliminating malaria by the year 2025,
identifying the VMW project as one of the key strategies to meet that goal. 30
Studying the VMWs and understanding their social support needs and available access
to social capital, including the enabling and reinforcing factors in fighting malaria in Cambodia’s
Pailin province, will benefit further development of the VMW program quality and
performance. Knowledge from the present study will complement what is known regarding the
impact that local health volunteers have had in improving the overall health services and their
role in increasing participatory processes at the local level in various settings across different
disease areas.31,32,33,34 It is important to analyze such sub-national healthcare delivery
processes and the drivers of performance, especially social capital constructs such as key
enablers and reinforcing factors, which will likely shape the local determinants of health and
well-being in the longer term. 35,36 Such information accumulated from various studies in the
region and around the world has the potential to provide practical guidance to Cambodian
health system managers and local health practitioners and will enable them to capitalize on
locally-available human resources to implement their health initiatives. 37,38,39
At the policy level, Cambodia’s second Health Sector Strategic Plan 2008-2015 (HSP2)
emphasizes better health outcomes, placing “accountability, efficiency, quality and equity” at
the center of its cross-cutting strategies.12 The strategy has good governance and accountability

as its guiding principle. HSP2 has five working principles: 1) social health protection, especially
for the poor and vulnerable groups; 2) a client-focused approach to health service delivery; 3)
an integrated approach to high-quality health service delivery and public health interventions;
4) human resources management as the cornerstone of the health system; and 5) good
governance and accountability.12 All of the stated principles require clear policy direction,
primarily involving decentralisation, scaling up of services, improved quality and accessibility of
services, and increasing overall investment focusing on sustainable development and local
ownership.12 Therefore, a study of what has been working at the local health governance level
will assist the government in “righting the wrongs” in a proactive way. The poorer citizens and
those residing in remote areas are particularly bound to benefit from these health system
initiatives, which aim to increase their involvement in decision making.

CHAPTER 2: LITERATURE REVIEW
Cambodia’s journey towards decentralisation has been facilitated by its international
development partners. The objective was to urgently address the service needs of the
population, especially the rural and provincial citizens, and to help rehabilitate the country
while helping to instill values of democracy and participation. The United Nations Development
Program (UNDP) and the Asian Development Bank (ADB) initiated Cambodia Reintegration and
Rehabilitation (CARERE) project in 1994 and its follow-on CARERE2 project two years later,
which resulted in two phases of the Social Economic Improvement Local Agency (SEILA)
program that ran during 1996-2000 and 2000-2005. The development partners were aiming to
move away from direct implementation and engender long-term dimensions of governance
through capacity development. In agreement with provincial authorities, pilot activities that
focused on governance, participation, and new systems for planning, financing, and
implementing local development were run. These included mechanisms for involving local

health volunteers, including VMWs, in the health programs. These were the prerequisites for
shifting responsibilities to the Cambodians themselves. New systems for decentralised
planning, financing, and implementation were strengthened in the country’s provinces and
communes, placing emphasis on the village level and the election of village development
committees (VDCs), including pushing for reforms at the commune level.11,12 There was a desire
to improve resource allocation and service provision by bringing the decision-makers and
service providers closer to the citizens and service users. 40 The communes would serve the role
of catalyst to improve local public service delivery. On the demand side, the reforms were
expected to lend a voice to local communities to improve the way in which local services could
be assessed, prioritised, and given allocations. On the supply side, either through directlymanaged or co-managed or through cooperative agreements with line ministries and nongovernment agencies, the Decentralisation and Deconcentration (D&D) reforms were expected
to lead to more efficient production of local infrastructure and service delivery. 41

Architecture of local health delivery
The MoH’s main objective for health system reform was “to improve and extend
primary healthcare through the implementation of a district based health system.”42 The MoH
would play the central role and lead the government’s social accountability initiatives and
establish processes that would generate a “voice” for local communities with the strong
support of the line ministries in their respective sectors.

43

The vertically-oriented systems

would flow from the central level of the MoH, on to the provincial health districts (PHD), finally
leading to the grassroots through the OD. The central MoH level would be responsible for
health policy and planning and provincial level actors would implement those policies within
the framework of health sector plans (HSP) resourced as per the annual operations planning
(AOP) exercise.43

The OD level was designated to be the most closely tied to the population. ODs were
formed with economic and public health considerations so that health service coverage was
maximized,

43

with each consisting of a number of HCs and at least one RH and covering a

population between 100,000 to 200,000. HCs typically served a catchment area of between
8,000 and 12,000 people 44 as their primary entry point for accessing health system service
delivery.
The organisational unit chosen as most appropriate to interact with the local
government regarding health concerns was the commune committee for women and children
(CCWC), in which the commune chief is represented along with the director of health, who
reports on data related to children and maternal health, the director of education, and village
chiefs (VC) from all villages under the commune. A member of the CCWC is likewise
represented in the Health Center Management Committee (HCMC).45 The communes obtain
resources allocated on the basis of their commune investment plan (CIP) and this plan is
updated annually during the AOP meeting as described in a previous paragraph. While this
arrangement of developing a work plan and receiving resources seems clear-cut in theory, the
reality is different. Since they need to effectively manage resources and implement plans,
members of the CCWC need more capacity to engage effectively with the health and education
sectors and the communities they serve. CC members typically lack the skills to effectively
communicate and negotiate for strengthening logistical, communicational, and budgetary
linkages between local provincial and central administrative units of the government. 46 The
local “community health center, the OD, the PHD, and the commune council (CC) are all
partners in the commune council performance and citizen’s participation (CPP) program, with
each partner expected to support the roll out and strengthening of the D&D measures.”46 The

VMWs and health volunteers are in this mix on the ground even though not mentioned
categorically in the institutional set up.
As per the plan, the primary supportive mechanism for the village health support group
(VHSG) is the community itself—inclusive of the VMWs—on which rests the ownership of the
VHSG as it directly represents community members within the health system. Community
members are responsible for electing VHSG leaders through transparent and fair elections and
are expected to respect, recognise, and collaborate with the VHSG leaders, reporting illnesses
to them. The mechanism for elections is not clarified and it is likely that the process varies
across Cambodia. Often, VHSG are simply appointed by the village chief or the chief assigns
himself or a family member such roles. Community members are expected to provide
information and feedback on health issues to the VHSG, including their satisfaction and
dissatisfaction regarding the health services received. They are expected to work together with
the VHSG in order to increase the accountability of the health center in order to provide highquality comprehensive healthcare services that respond to the needs of the community.46
Health volunteers including VMWs serve as bridges to get such information and feedback from
the community and can potentially institutionalize the feedback loop.
According to Health Sector Strategy 2012, the health center is responsible for ensuring
that VHSG members, at all times, have all the supplies and equipment needed to fulfill their
obligations to the community. The HC staff is required to provide supportive supervision to
VHSG members in the village at least once every month, i.e. during outreach visits, and the HC
staff must be accessible to the VHSG at all times and respond to urgent requests for support.
HCs and ODs are also tasked with keeping a roster of all VHSG members, including the mobile
phone number of contacts, where applicable, along with VHSG disease reporting and case
management. In theory, the system is set up quite well. Studying the malaria program

implementation, specifically through the lens of a VMW, will serve as an objective indicator of
the functioning of the malaria case management system.
The OD has the responsibility of assisting the HC team in monitoring and supervising the
community participation process, and training the HC staff on various components of the VHSG
scope of work. In remote and difficult-to-access areas, the OD is responsible for assisting with
the identification of key health issues that VHSG members should focus on, as well as ensure
that the resources are available to the HC and VHSG to carry out their activities. The OD is
responsible for submitting a list of VHSG leaders/members to the PHD and responsible for
authorizing and signing the VHSG identification cards. The PHD also has the responsibility to
promote, monitor, and assist the OD in its goal of improving the health situation in
communities. Commune councils provide overall management and oversee the functioning of
the HCMC, supporting the maintenance of health center infrastructure and other non-medical
aspects of support for the implementation of the scope of work for the VHSG, such as assisting
with the mobilisation of resources to support the HCMC and VHSG, establishing and organising
the HCMC, actively chairing the HCMC meetings, and supporting open communication for VHSG
leaders/members to report community views to the Health Center.46

Malaria program in Pailin
Cambodia has a total of 159 political districts, which are further divided into 1621
communes. Each commune can consist of as few as three and as many as thirty villages. There
is an expectation of increased participation by the local community in health service delivery
and the reforming of structures and formal roles played by entities such as the ministry of
health and commune authorities.46 Given the three rounds of local elections for CC and
delegation of budget authority to the elected councils, including appropriating money for
health-related activities such as the application of the health equity funds (HEF), community-

based health insurance (CBHI), and conditional cash transfer (CCT), the determination and fine
tuning of a standard participatory structure for local health governance is critical for Cambodia.
With an approximate population of 70,482 people, 47 Pailin province has one OD, one
RH, five HCs, and one health post, which is under the direct supervision of the PHD of the
ministry of health. Along with poor infrastructure and a weak local government, its health
indicators are also poor. Education level is low, with three quarters of the population being
illiterate. Malaria, tuberculosis, intestinal parasites, cholera, diarrhea, and vaccine-preventable
diseases are endemic.48 The poor health of Pailin province residents can be attributed to a
variety of factors, including poverty, remoteness of villages, poor-quality medical services, and
language and cultural barriers that hinder marginalized populations’ access to medical care.48
Medical equipment and supplies are minimal, and most health facilities are staffed by nurses
and midwives, often poorly trained and irregularly paid. Their efforts are aided by the village
health volunteers, including the VMWs. 49
The CNM launched the VMW project in Rattanakiri province in northeastern Cambodia
in 2001 by identifying malaria-prone villages and selecting two VMWs per village. An additional
pilot project was implemented in Koh Kong province in 2002. Based on their success, the
project was scaled up, covering 300 villages in seven provinces in 2004, with financial support
from the Global Fund to Fight AIDs, Tuberculosis and Malaria (GFATM). It has since been further
scaled up to 1528 villages in 17 provinces. 50 Yasuoka et al. mention the three-day training
program organised by the CNM, in which they learn about malaria epidemiology, prevention,
carrying out diagnosis using RDT, treating patients with artesunate and mefloquine (A+M),
referring those who need further care to hospitals, and recording of fever cases along with
positive RDT results.32 According to Yasuoka et al., “different kinds of teaching materials are
utilised in the training program, including RDT kits, blister-packed anti-malarials, bed nets,

flipcharts, leaflets, and handouts with tables and figures.”32 The CNM also provides a refresher
training program. The authors further add that the “curriculum contains practical
demonstrations, such as recognising the signs and symptoms of malaria, performing RDTs,
prescribing correct dosages of anti-malarials, managing the VMW kit, and completing record
forms.”32 Once they are trained, VMWs are required to perform diagnostic tests on villagers
that present with malaria symptoms and provide treatment according to the national
guidelines. Writing about the VMWs’ role in malaria prevention, Yasuoka et al. note that “they
are encouraged to conduct active case detection, provide follow-up support for patients, and
spread information on preventive measures to their villagers. VMWs are community-based and
play a key role in disseminating timely information on the field.”32
Malaria transmission is very focal and generally restricted to relatively sparselypopulated forested areas. An estimated 7.5 million people are considered to be at risk of
infection and 6.2 million live in areas where the reported annual incidence exceeds 1 case per
1,000 population 51. Different factors have contributed to the emergence of drug resistance,
such as natural selection, substandard drugs, single-drug treatments, lack of compliance, and
mobile and migrant populations. 52 About 17 percent of all malaria cases in Pailin were drugresistant in 2011, up from 10 percent the year before, according to the government’s national
malaria center.30
Community involvement in the management of health facilities is an important aspect
of district-based health systems.53 Participation in the management of district health facilities
through community management committees has been found to improve performance by
strengthening the accountability of providers to the end users of the service. B C Smith says
that “the involvement of diverse groups based on kinship, ethnicity or culture facilitates the
expression of grievances and collaboration in problem solving and service improvement,

encouraging a sense of ownership of, and support for, ways of solving local health problems.” 54
The empathy and trust between healthcare providers, health volunteers, and the end users are
positive forces for service enhancement. 55 However, according to Fung and Wright, the
“beneﬁts of deliberation, participation, and collaboration are likely to result only from
genuinely collaborative processes that are inclusive, fair, and free from domination.” 56 One of
the ways to strengthen local collaborative procedures and participation is through improved
governance structures. In Pailin, the roles played by community linkages through the VMW
program provide existing opportunities to build such meaningful participation.

Governance linkages
The World Bank’s annually-released World Governance Indicators (WGI) ranks nations
according to their quality of governance. There are six dimensions used to measure
governance, which are: 1) voice and accountability, 2) political stability and absence of violence,
3) government effectiveness, 4) regulatory quality, 5) rule of law and 6) control of corruption. 57
Cambodia’s score on the Control of Corruption Index was 17.1 in 1996, the year the index
records began, and 16.3 in 2013. In terms of rule of law, in 1996, Cambodia scored 13.9, and in
2013 it was 16.1. The dimensions of government effectiveness & voice and accountability saw
improvements in 2002, but there were setbacks by 2012. In 1996, Cambodia scored 18.5 in
government effectiveness. By 2002, it had risen to 21.5. However, it slid back to 18.7 in 2013.
Likewise, the voice and accountability scores for the country were 21.2 in 1996, 24.5 in 2002,
and slid back to 20.4 in 2013, making it lower than what it was in the first recorded year. 58
The U.S. Agency for International Development (USAID) views governance from the
perspective of governments’ ability to “develop efficient, effective and accountable public
management processes that are open to citizen participation and which strengthen rather than
weaken democratic systems of government."59 The United Nations Development Program

(UNDP) sees governance as "the exercise of economic, political and administrative authority to
manage a country's affairs at all levels.” 60 Common in these definitions is the stress on
implementation and accountability. Both approaches also stress how good governance
matched with the right incentives helps to create efficient, open, accountable, and inclusive
systems.
Governance linkages between citizens and the state, and citizens and providers, depend
upon participation. By studying how VMWs are selected, the reason for their motivation, their
ethnic and cultural backgrounds, training received and wished for, as well as a host of other
important details, much more can be done to further strengthen the performance of VMWs
within local health governance. Brinkerhoff D W and Azfar O state that “the capacity needed for
health volunteers to exploit existing organisational mechanisms in order to inject their views
and needs into the policy-making and service delivery process can lead to the improvement of
their leadership capacity.” 61 Communities, particularly rural and poor, will not have greater
access or command increased responsiveness solely due to decentralisation policies. 62 To bring
them closer to local officials, “steps need to be taken to programmatically involve them in the
implementation of decentralisation.”57 Some of these steps include addressing prejudice,
discrimination, and negative perceptions about the community’s abilities, and undermining
stereotyping because of education, ethnicity, caste, race and gender and other cultural factors
that may serve as barriers. Likewise, excessive bureaucracy can be a significant barrier that may
hinder rather than facilitate governance participation, especially when it “turns a blind eye to
conﬂicts of interest between community needs and personal and organisational agendas” and
opts for restrictive “top-down” approaches. 63 Lack of time, lack of awareness of the
opportunities to engage, and the timing of meetings are also other general barriers.

In order for participation to be effective, local-level officials must be trained in
participatory planning, negotiation, and have a consultative mindset to engage local health
volunteers as well as the processes to inject the community’s views into decision making. 64
These skills that contribute to leadership “enable officials to use citizen input to inform policy
agendas, assess political feasibility, and develop implementation strategies that build support
governance reform.” 65 Governance refers to "all processes of governing, whether undertaken
by a government, market, or network, whether over a family, tribe, formal or informal
organisation, or territory, and whether through laws, norms, power, or language.”66
Even though the WGI measures for Cambodia provide an overview of the six dimensions
mentioned above, the data are not broken down to include provincial- and commune-level
actors, especially as it concerns local health governance. It is important to know the current
situation, rules, policy, roles, practices, attitudes, and capacities of health sector actors involved
in Cambodian local health governance, and this thesis specifically looks into these aspects of
governance as they relate to the performance of VMWs measured through the social capital of
the VMWs. Given the regression that some of the WGI scores have seen between 1996 and
2013, such as the one on voice & accountability, both opportunities as well as challenges for
the VMW program can be assumed.

VMW participation in local health governance
There is a substantial body of literature on community-level participation in health
service reform and delivery. 67, 68, 69 Community-focused analyses note the role of patients,
caregivers, community health volunteers, and general community members in extending the
reach and effectiveness of health systems through co-management and co-financing and the
targeting of services to address local needs. The rationales for and results of effective
governance are “increased accountability, better coordination and integration of health-care

delivery, control of expenditures and promise of eﬀective provision of services and citizen
participation in healthcare decision making.” 70 For example, the case studies of Cornwall et
al.
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provide examples of village health volunteers and local health councils where volunteers

played an integral role in increasing the responsiveness and accountability of public health
services to community needs. Similarly, the case of Nepal's Baudha Bahunipati family welfare
program illustrates the evolution of community structures in sustaining local participation to
ensure responsiveness and accountability. 72 The Nepal program was successful in establishing
community consultation processes that evolved into formalized health service management
committees which “incorporated local inputs into the health service mix, deciding user fees,
addressing procurement delays, and eventually taking charge of service delivery in cooperation
with the public health system.”72 Ultimately, several of the management committees
incorporated themselves as registered local NGOs and continued their engagement in
governance of the facilities.
Community participation is indicated under the strengthening of the health system
stewardship functions by empowering community members to actively contribute to improving
the quality of health services and to hold service providers accountable. Social action, including
health and health system issues, often excludes socially-disadvantaged and poorer groups. 73
Several studies undertaken in low and middle-income country settings using experimental or
quasi-experimental study designs also “clearly demonstrate the potential of these interventions
to generate health and health equity gains by increasing access to healthcare.” 74, 75 In Nepal, a
community-based case control intervention study in poor rural communities used participatory
methods through health volunteers to identify local perinatal problems and strategies to
address them. Its evaluation demonstrated that “the intervention itself was associated with
significant reductions in maternal mortality and birth outcomes and higher use of ante-natal

care, with more people adopting for institutional delivery and using trained birth attendants.” 76
The authors emphasized four key mechanisms to explain the mothers’ impact on health
outcomes: “groups learned from health volunteers about health, developed confidence under
the mentorship of the volunteers, disseminated information in their communities, and built
‘community capacity’ to take action.”76 In order to ensure equity and community
empowerment, government bodies at the center and in the districts must make concrete
efforts to engage historically neglected and marginalized groups in expressing their say
regarding services needed and received. 77 The governments need to ensure that all levels of
healthcare is responsive to people’s needs, and values communication between general
population and healthcare workers.77 Community groups on the other hand “need to facilitate
social processes and population-led action, including those which expose and redress power
imbalances that harm opportunities for health in disadvantaged groups. Above all, social
empowerment takes time, needs resources and must be sensitive to local contexts.”78, 79 A key
question emerges regarding whether the VMWs have the time, resources, and support they
need to expand their work.
Men et al. examined the impact of decentralisation policies on health management
performance at the provincial level following early contracting schemes.80 At the provincial
level, they recommended that building the institutional capacity of health departments
required: 1) “linking organisational goals to system and individual;” 2) “the elevation of
planning as a core leadership role for provincial health management;” 3) “strengthening the
function of the province as a planner of human resources and lead negotiator of withingovernment performance based contracts;” 4) “the establishment of an enabling environment
(sub-national sector wide management) for the province to adopt a lead role in monitoring and
regulating resource allocation to secondary and primary level facilities;” and 5) “building

capacity for de-concentration and adapting to political decentralisation.”80 They further
suggested that critical to the success of capacity building at the sub-national level is the careful
timing and pace of health system reform.
Okamoto and others assessed the impact of decentralisation on the institutional
capacity development of the health system at the district level. 81 They looked at the
development of the district’s institutional capacity, identifying key factors that shape the
processes. The study indicated that there are four stages: 1) “The unawareness stage wherein
OD managers had little management concept prior to health contracting schemes;” 2) “The
awareness stage with OD managers being aware of the new management systems yet passively
following instructions from high level authorities;” 3) “The empowerment stage in which ODs
were being supported by external management, provided more authority, and gained
governance experience;” and 4) “The consolidation phase wherein OD managers governed
health services by themselves, showing increased levels in confidence, and the ability to create
partnerships with external agencies to improve local resources.” In light of the state healthprovider units at the district level in Cambodia being transformed into Special Operations
Agencies (SOA), the authors noted that the “focus on decision making and supportive
supervision is critical for improving incentives and service quality, better service provision and
developing institutional capacity,” adding that “supportive supervision in combination with
widening decision-making authority were the primary influences in building OD institutional
capacity.”81
VMWs and health volunteers are proactively increasing their participation and changing
accountability relationships 82 and altering the political and historical way of functioning. Social
accountability is largely based on the relationship among people that function within a system
of patronage and with linkages to people with power involved in politics and economics. 83 This

is one reason why most civil society interactions are embedded in patron-client relationships.
This results into Cambodians “generally viewing contact with representatives of the state at any
level to be threatening given such power is not shared but rather accumulated and
protected.”83 VMWs are helping build formal organisational structures and accountability
mechanisms outside the traditional norms because social interaction typically “revolves around
kinship ties at the level of the household, the nuclear family and the temple where the
horizontal and downward accountability line of interaction occurs.”
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As such VMWs are

helping build two key aspects of local governance: “collective social responsibility and
accountability, facilitated by intermediary institutions and a tradition of associations that come
together for a common purpose.”83 As locally-based entities that share in the exercise of the
state’s “health power” and impact people’s lives positively, VMWs are “increasingly accepted
by the community for the diagnosis and treatment of their malaria symptoms.”85
The International Association for Public Participation defines community engagement as
“a process of involving community members and the reliance on a community’s own resources
and strengths as the foundation for designing, implementing, and evaluating solutions to the
problematic conditions that affect them.” 86 As such, community engagement involves
interpersonal trust, communication, and collaboration. Community governance is one form of
community engagement. It too has been defined in various ways, depending on how broadly
the term is applied. Community governance can refer to governance of healthcare institutions
or community organisations by elected representatives of local communities. Even more
broadly, community governance can refer to activities at a local level where the organising
body may not assume a legal form and yet activities may occur that contribute to enhancing
people’s lives.

How can we know that community governance is making a difference in the quality of
healthcare or having an impact on health? Empirical evidence linking health volunteers to
quality healthcare and its impact on policy processes is scant.87, 88, 89, 90 There are, however, a
number of discussion papers and research showing the value or benefits of empowerment
strategies such as local governance.87 Some of these studies explore the impact of local
community governance and engagement on health within the context of community health
volunteers 91 and community-governed, primary healthcare organisations. 92, 93 A study
conducted in Nepal in 2013 found that strengthening local health governance and engaging
health volunteers can result in better access and use of health services, especially for rural
populations. Decentralised health governance was found to be helpful in achieving equitable
and quality health services, with increased levels of downward accountability, community
ownership, and wider coverage, and giving better access to local people, especially the poor
and excluded groups. 94 Previous studies conducted in Cambodia, including a social assessment
undertaken for preparation of the Health Sector Support Project (HSSP), have shown that rural
and poor populations face challenges in accessing health services despite their urgent need for
healthcare as they tend to be particularly vulnerable to poor health. 95
Studies also illustrate the limitations of community health volunteering. A study in Nepal
highlighted the importance of the local socio-political context in the development of
community oversight boards. In a study of committees designed to supervise local health posts
and to promote community involvement in health activities in two rural villages in Nepal, the
authors found that the committees were dominated by high-income local leaders and male
elites, and excluded direct representation of minorities and marginalized groups. The
researchers also evaluated the impact of intra-community social dynamics, such as the link of
community members through kinship, caste and other institutions, allowing them to

“manipulate their multiple connections for access to resources, goods and services.”96 The
results illustrated that due to intra-community social dynamics, “committee members were
poorly knowledgeable of their roles and responsibilities, rarely attended committee meetings,
and lacked knowledge about health services and financial operations.”96 Further, the
committee was perceived to “lack prestige, financial resources, or relevance to daily life as
compared to other local committees.”96
Despite a limited amount of empirical evidence directly relating community governance
to health and healthcare outcomes and the evaluation challenges associated with this work,
numerous case studies, discussion papers, and research reviews suggest that meaningful
community engagement is key to improving health and healthcare. The results from 131 studies
included in a meta-analysis commissioned by UK’s National Institute for Health Research
indicate that there is solid evidence that community engagement for disadvantaged groups is
effective in terms of health behaviours, health consequences, participant self-efﬁcacy and
perceived social support outcomes across various conditions. 97 There are some variations in the
observed effectiveness, suggesting that local public health volunteers more engaged with the
community are more likely to adapt themselves to respond to community needs.97
Error! Bookmark not defined.A review of the trends and benefits of community
engagement and local community governance in healthcare conducted in Australia outlined the
other benefits of local health volunteers as “improved direct accountability to local
communities, an ability to develop responsive and flexible programs and services to meet the
needs of diverse populations, and a capacity to advocate for local health needs.” 98 Volunteers
that are representative and have benefitted from capacity building efforts are able to engage
citizens meaningfully, can inform them of different aspects in healthcare decision making and
act as conduits by bringing their concerns to program planning meetings. When individuals are

empowered to influence health services within their own communities, more responsive and
innovative programs will be developed by and for the diverse populations most in need. This
linking of the citizen’s values and preferences to outputs has been referred to as “economic
efficiency.”9898 Given increasing evidence that the “health of individuals is rooted in the social
determinants, programs that are defined by health professionals alone without engaging the
community will most likely not have long-term positive benefits.”98 On the other hand,
meaningful involvement of the community, with individuals engaged in defining issues, has a
positive impact on health. 99,100

Barriers to overcome
Along with the successes, the literature review also indicated that there are several
hindrances preventing effective engagement of the community regarding health programs. In
general, a lack of government policy guidelines for implementation and poor interpersonal
relations between the community and government health staff has been found to be barriers.
Lack of effective supervision and ongoing support were found to add to the poor performance
of health volunteers. 101, 102 The process employed in the selection of community volunteers is
linked with their interaction with the government health staff. When selection processes are
arbitrary and influenced by kinship, the people with the “right” set of skills and orientation are
not selected, facts are not known to the community, and this results in a lack of
transparency. 103 Volunteers’ lack of logistic support impedes their ability to perform optimally.
There is also evidence that a lack of incentives to maintain records and for working, 104 and not
being recognised as legitimate providers, affect their performance. 105, 106 Several other barriers
relevant in the Cambodian context are listed below.
a. Elitism in leadership

Given the structural set up, most of the VHSG leaders are drawn from the village elite.
While there is an election process, candidates that can compete are chosen on the basis of their

formal education, literacy level, training received, and or political authority. This effectively
disallows a segment of the society and puts into question the objectivity of election results. It is
more difficult for minorities, illiterate and less-educated individuals and women to have their
viewpoints represented. One study noted that most VHSG and community members were not
aware of or needed clarification about their entitlement as well as lacked access to such
information. 107 This could limit the VMW’s ability to advocate for his or her rights or to seek
clarification related to health issues on behalf of community members. Community members
are not always familiar with their VHSG members. This raises the issue of the quality of the
interaction and communication with ethnic minorities, non-Khmer speaking people, and
illiterate individuals and women.
This suggests that governance reforms in Cambodia need to pay special attention to
addressing the prevalent social values that exist within the structure of the VHSG, HCMC and CC
so that a system of accountability not necessarily aligned with traditional powerful groups can
be developed. Only then can local governance facilitate the engagement of historically
underrepresented citizens in decision making processes that affect their lives.
b. Complex coordination mechanisms

Cambodia’s ministry of health leads all its health programs and convenes the various
departments including specific diseases, administration and management, monitoring, and
logistical arrangement. There is a mechanism to bring together all the various actors within the
national health strategic framework. This coordination mechanism, convened by MOH and
designed to facilitate decentralization within the health system and with other ministerial units
of the government, can be seen in Figure 2 below. The CNM is a part of this health system
architecture and has been given partial authority to make decisions regarding malaria at the

national level, for example, determining their own policies and undertaking coordination,
monitoring, training, and research roles.
For the nationally-funded malaria programs, logistics and supplies are directly sent to
the PHD, OD, and CC from the central logistics store of the ministry of health. For donor
supported projects, additional coordination is required between the CNM, the central medical
store, and the respective provincial and local health authorities for logistical supplies. The
department of drug and food and department of planning & health information are important
national bodies with provincial and commune level responsibilities. They each have their own
linkages with the provincial and local-level health departments. Tracking the implementation of
health strategy and the upkeep of the health information system are the roles of department of
planning and health information. Yet, the linkages of the department with administrative and
technical malaria structures are routed through the health departments without any stated
roles for the community governance structures. With multiple actors, as seen in Figure 2,
having different sets of roles and controls, ranging from full control to partial authority to
consultation status, the task of coordinating malaria programs coherently while allowing
participation, flexibility and adaptation at the local levels is a challenge. The functioning of
participatory structures such as the provincial-level task forces and public private partnership
mechanisms involving the grassroots is difficult specially when the provincial, district,
commune, and village administrative actors are the ones that hold financial and programmatic
authority and there are no clear-cut instructions about involving community. For example, the
village chief receives funds from the commune council and is supposed to consult with the
VMWs and communities that have partial authority to engage the health center. In practice,
however, participatory practices are not reinforced, especially when it comes to the district and
commune levels. Even though the opportunities for mobilizing resources and facilitating

community participation exist, given the fragmentation of donor support in health,42 and
inadequate coordination of technical assistance provided, those are not being used to their full
potential. Given this, there are opportunities for improving coordination from the ground-up by
strengthening VMW program as an integral part of the national health system.

Figure 2 A view of malaria program coordination in the health sector
(Source: CNM, 2014)

c. Lack of guidance for implementation of decentralisation policy

The Cambodian government, along with United Nations Children’s Fund (UNICEF) and some
NGOs, conducted reviews of the CPP’s functional aspects related to health volunteers and
found that while the majority of NGOs were aware of the policy, there was no clear guidance
regarding its implementation. 108 This also led to pilot projects on community participation and
social accountability managed by NGOs, which more often than not duplicated the work of the
VHSGs or added on to their additional tasks. Given the many international and national NGOs in
the health sector in Cambodia and the plethora of donors, uncoordinated systems can cause
gaps and overlaps in coverage, thus undermining the government’s initiatives and weakening
accountability relationships. 109 Lack of simple guidance to community groups explaining their
roles and responsibilities in local governance can also affect implementation of decentralised
health programs. Such lack of guidance has an impact on the social capital of the VMWs and
their performance.

CHAPTER 3: CONCEPTUAL FRAMEWORK AND
RESEARCH OBJECTIVES
A number of frameworks have been developed in the last decade for assessing
governance 110,111,7272,112 and evaluating its impact on local-level health outcomes. Some of
these discuss the ways in which the indicators selected are important in addressing particular
areas relevant to the improvement of health sector governance, such as accountability,
corruption and monitoring. 113,114,115,116 Mostly, the focus of the frameworks and literature on
governance and health is on government effectiveness, and the degree of corruption and
community participation. 117,118,119,120 While “such a singular focus facilitates the investigation of
selected components against the proxy indicators of health sector outcomes, such as
immunization rates or child mortality, it does not necessarily address other important elements
that go into the performance of a health system.”117 Islam121 approaches the assessment of
governance in the health system in terms of diagnosing the relative strengths and weaknesses
of the health system, prioritising areas of weakness and identifying potential solutions or
recommendations for interventions by using the World Governance Indicators (WGI)57
developed by the World Bank, which rates countries according to six governance dimensions.
Using a similar approach, the WHO in 2010 developed a toolkit 122 to assess health
systems which included a governance module, where they divided the assessment indicators of
governance in the health system into either rule-based or outcome-based. The rule-based
indicators cover topics such as the existence of an essential medicines list and the existence of
key health sector documents. The outcome-based indicators ask specific questions about for
example the problems experienced in the logistic system. The shortcomings of using the WGI
and the WHO toolkits in the context of the rural Cambodian community setting is that both of
these are heavily tilted on the side of large health establishments and are not easily adaptable
to assessing issues relevant to the community at the grassroots level. For the VMWs, while

supplies at the national level may be important, issues of immediate concern such as getting
paid their transportation allowance or being able to access their clients during inclement
weather take priority. For the potential replication of any successes at the local level and for
conducting further capacity development using successful examples, it is critical for the
governance assessment tools to be adapted for use in the local context.
During the 1960’s Sherry R. Arnstein explored the issues of citizen participation in the
USA, especially related to power structures, and she was interested in seeing who had the
power when important decisions were being made. In 1969, she developed a framework that
had community engagement at the center within a mix of various levels of participation and
power sharing. It was conceptualized as a “ladder of participation.” 123 (See Figure 3 below.) At
the bottom of the ladder, communities receive information provided to them by governments
and decision-makers. As they move up the ladder, communities gain a voice and are given
greater influence in decision-making. At the ideal top level, citizens are empowered with
decision-making on issues that affect their own communities. At this level, it can be assumed
that decision-making power is transferred from politicians, government administrators and
health professionals that have traditionally dominated healthcare decision making, to local
community members.

Figure 3 Eight rungs on Arnstein’s ladder of citizen participation
(Source: Arnstein, Sherry R. "A Ladder of Citizen Participation)

It is possible to move up the ladder of participation with supportive policies and
strategies, particularly those that strengthen local actors such as VMWs within Cambodia’s
decentralisation framework. As communities move up the ladder, they will have more and
more say when it comes to the services received. The higher citizens get on the ladder of
participation, the more efficient the system becomes.
By qualitatively analyzing the relationship between social capital as measured by a
combination of knowledge, pre-disposing factors, enabling factors, and reinforcing factors, as
described above and as they relate to perceived VMW performance against the ladder of
participation, the current study will help in understanding the movement of VMWs along the
ladder of participation, allowing for specific programs of capacity development and supportive
strategies to address their specific needs.

Conceptual framework for studying the performance of VMW
Independent Variables

Dependent Variables

Socio-demographic
characteristics
1. Predisposing factors

a.
b.
c.
d.
e.
f.
g.
h.
i.
j.

Age
Gender
Ethnic background
Religion
Marital status
Occupation
Social roles
Duration of working as
VMW
Family income
Knowledge of health
system decentralisation

2. Enabling factors

a. Engagement in policy
discussions and
consultation in program
design
b. Availability and accessibility
of health resources
including information
3. Reinforcing factors

a. Support from family, health
workers, commune council,
village chief, INGOs/NGOs,
provincial/district and local
officials
Figure 4 Conceptual framework for measuring VMW performance

Operational definitions
Performance of VMWs

Sociodemographic,
enabling &
reinforcing
factors
combine to
generate
social capital

Social capital
gained
results in
enhanced
performance
of VMWs in
decentralised
malaria
programming

The performance of VMWs refers to the self-perception of the performance of VMW
functions as well as the perceptions of others, including the health center, the operational
district and the provincial health district staff interviewed for the present study. Social support
cited as being available for the work of VMWs, along with social capital measured through a
four-part tool based on the Adapted Social Capital Assessment Tool (ASCAT) proposed by
Harpham et al.,124 has been used in this study to analyze perceived performance within
decentralised malaria programming. The VMW roles specified by the National Center for
Malaria, Parisitology, and Entomology (CNM), based on the Cambodian Health Strategic Plans,
include provision of diagnosis and treatment free of charge to any person that consults them
with symptoms of malaria without discrimination and keeping proper records of consultations,
diagnoses, and treatments on standard forms (See Annex VI for VMW roles and
responsibilities).
For this study, the documents of treatment provided and referrals made were not
verified in assessing perceived performance. Instead, due to the importance of analyzing social
capital, enabling factors and reinforcement factors as per the VMW’s own perception, the fourpart tool by Harpham et al. mentioned above was developed and used. The construct validation
of the ASCAT, a questionnaire comprising nine questions in five domains that focus on two
components of social capital—structural social capital and cognitive social capital—has been
demonstrated in Vietnam. 125 In the tool developed and pre-tested for this dissertation research,
the first section (A) collected socio-demographic variables, followed by sections B, C and D
which respectively collected knowledge (Yes/No), enabling factors (Always, Sometimes, Never) ,
and reinforcing factors (Yes/No). There was a limitation in using only psychometric tools such as
the ASCAT. Such tools may not contain an analysis from the respondents’ viewpoint, which is
essential in understanding the way in which respondents interpret the questions and

consequently what the tool is attempting to measure. 126 In order to make up for this limitation,
a significant qualitative component was added to this research using focus groups and key
informant interviews.
Predisposing factors
The following pre-disposing factors were chosen to test for their association with the
outcome of interest and the links with the dependent variable. In particular, the current
research tested the links with the perceived performance of VMWs and their social capital.
Additionally, these factors were analyzed qualitatively to determine the positioning of the
VMWs along Arnstein’s ladder of citizen participation.
Table 2 List of predisposing factors

No

Factors

Definition

1

Age

Age of VMWs in years and categorized in groups

2

Gender

Self-categorization as male, female or other

3

Ethnic background Self-described grouping as Khmer, Vietnamese, Chinese, other

4

Religion

Self-stated faith and could be Buddhist, Muslim, Christian, others

5

Marital status

Marriage situation categorized as single, married, divorced, widowed
or separated

6

Occupation

Jobs the VMWs are engaged in to make ends meet such as farmer,
retail shop owner, civil servant, plantation worker, and other

7

Social roles

8

Duration of
working
Family income

Involvement of VMWs in community and social groupings such as
Commune Council, Village Health Support Group, Political Parties,
Cooperative Group, Religious Groups, others
Time in years they have been working as VMWs after signing up

9
10

Knowledge of
health system
decentralisation

Income per month for the VMW’s family
Understanding the concept, strategy, and role of the village health
volunteers in the decentralised health/malaria programs

Enabling factors
Each of the following is a proxy measure of the enablers available to the VMWs to
perform better. The enabling factors constitute a measure of the social capital of the VMWs.
Engagement in policy discussions and consultation in program design
This refers to the opportunity that VMWs have in being involved in participatory
discussions, sharing opinions, and providing input into the malaria programs in their areas.
Availability and accessibility of health resources
This refers to readily-available health resources to help VMWs serve their stipulated
functions regarding community malaria prevention, care, and treatment activities. In this study,
these include essential malaria community testing equipment, including thermometers to
detect fever, notebooks for recording patient interactions, material for display and training the
community such as posters, information, education and communication (IEC) materials,
umbrellas and rain gear for operating under the sun or rain, and budget/equipment for
transportation.
Reinforcing factors
These refer to tangible and intangible support from family members, village health
workers, the commune council, village chief, health personnel, INGOs/NGOs, provincial/district
and local administrative officials to encourage VMWs to perform additional duties as per the
Cambodian health strategic plan. Some studies have looked at whether giving additional
responsibilities to VMWs for fever, diarrhea, and ARI case management and prevention has
interfered with their original services in controlling malaria.33 The results have shown that
“community health prevention programs can be scaled up without degrading the quality of the

health services that community health workers provide.”33 However, the impact of such task
shifting in their time spent with families and whether others pick up such slack have not been
conducted in Cambodia. Support from the family and community is essential for VMWs to
expand their role. Together, this social and familial support constitutes the reinforcers available
to the VMWs and gives them opportunities to influence programs within the structure of
Cambodia’s malaria program. Therefore, the VMW’s ability to influence programs and priorities
may be related to the social capital s/he is provided with in the community.

Research objectives
On the one hand, there is evidence that health programs involving community
volunteers are successful in helping developing countries achieve their goals for a fraction of
the cost that would be required within the formal public health system.127,128,129,130 Studies have
also showcased the challenges in ensuring the consistent performance of community health
workers and in dealing with the sub-standard services delivered, given the various tasks they
carry out and the voluntary nature of their roles.129,131,132 A review of the literature indicates that
ineffective performance often results from a lack of social and family support, monetary
incentives, appropriate supervision, and ongoing training. 133,134
Social capital is a sociological term but is used in a wide array of disciplines, including
economics and epidemiology. Certain aspects of the definition of social capital differ slightly
from researcher to researcher. According to Putnam et al., 135 “social capital refers to features
such as trust, norms, and networks which can generate some social benefit.” While the
categorization of social capital also tends to differ among researchers, two of the most basic
categories are “collective social capital,” referring to features of groups such as communities,
and “individual social capital,” referring to the features of individuals, with each “having its own
methods of measurement.” 136 Viewing social capital from a different vantage point, Krishna and

Shrader divide it into “structural social capital, referring to tangible organisations as well as
their activities and networks,” and “cognitive social capital, referring to the intangible
reciprocity between community members in the form of trust, sharing of social norms.” 137
In previous research on the relationship between health volunteers and social capital in
Colombia, Robinson and Larsen 138 suggested that the relationship between the volunteers and
the community may impact volunteer performance. Also, Kratzke et al. 139 identified social
norms, which are a component of social capital, to be a factor contributing to the increased use
of mammograms as part of efforts by community health volunteers to promote health.
Furthermore, in an assessment of a health volunteer program in India, Gopalan et al. 140
reported that social responsibility impacted volunteer performance. Based on this and other
research, it can be surmised that a health volunteer’s performance is somehow related to the
social capital of his or her possession. However, there is an opportunity to contribute to the
VMW program by generating new evidence regarding the potential association between the
social capital of VMWs and their performance in Cambodia.
This study hypothesizes that VMWs that have higher social capital, as showcased by a
core set of enabling and reinforcing factors, tend to exhibit high standards of performance in
their activities. The first objective of this study was to identify the performance of VMWs within
Cambodia’s decentralised health governance. This was done using an adaptation of the social
capital assessment tool complemented by qualitative approaches for capturing additional
dimensions. To collect data about VMWs social capital, trained interviewers conducted
interviews in two districts of Pailin. VMWs’ socio-demographic characteristics along with
knowledge of health systems and enabling and reinforcing environments were collected. In
addition, key informant interviews were carried out with selected supervisors and health
center/hospital administrators, doctors, a pharmacist and a village chief, all of whom were

asked about the performance of the VMWs in their respective areas. (For a detailed list of the
responsibilities of VMWs refer to Annex VI.)
General objective
To describe the perceived performance of Village Malaria Workers within Cambodia’s
decentralised health governance under the government’s strategic health plans
Specific objective
i.

To describe and measure the perceived performance of village malaria workers within
decentralised health governance using the social capital approach

ii.

To measure the selected factors expected to be associated with the performance of
VMWs; namely, the pre-disposing factors (age, gender, ethnic background, religion,
marital status, occupation, social roles, duration of working as VMWs, family income,
knowledge about health system decentralisation, perception of decentralisation);
enabling factors (availability and accessibility of health resources); and reinforcing
factors (material support, support from family members, village health workers,
commune council, village chief, health personnel, INGOs/NGOs, provincial/district and
local administrative officials)

iii.

To explore the relationship between the social capital of the VMWs as explained by the
predisposing factors, enabling factors, reinforcing factors, and health systems.
knowledge and the perceived performance of the VMWs in decentralised health
governance

CHAPTER 4: RESEARCH METHODOLOGY
Study design
This is a cross-sectional study which employed a combination of quantitative and
qualitative data collection methods using semi-structured survey, focus group discussions
(FGDs), group interviews, key informant interviews (KIIs), and in-depth interviews (IDIs). These
methods were used to triangulate the data collected throughout the study to assess the
performance of VMWs as measured by their social capital using knowledge, enabling and
reinforcing factors, and identify factors associated with their performance on decentralised
malaria programming in Pailin province.

Study population
The primary target population for this study was VMWs working in Pailin province in
Cambodia in the malaria programs. The population of VMWs came from both of its districts,
Pailin and Sala Krau. Other key health stakeholders including hospital staff, doctors, provincial
health officials, village health committee members, and the health center staff were also
interviewed to understand their perception regarding VMWs.

Study locations
Pailin district has four communes: Pailin, Ou Ta Vau, Tuol Lvea, and Bar Yakha. Sala Krau
district has four communes: Sala Krau, Stueng Trang, Stueng Kach, and Ou Andoung. Out of the
4 communes in each district, two were chosen to recruit VMWs based on the higher number of
malaria caseloads handled by VMWs. They are Pailin, Ou Andoung, Sala Krau, and Tuol Lvea.

Sample size
Quantitative data

There are 114 villages in Pailin, and they each have 2 VMWs. The total number of VMWs
is 228. Operationally, there are several international organisations which support the
management of VMWs in Cambodia by providing funding and management support. Two of

them, the Malaria Consortium (MC) and Family Health International 360 (FHI360), are active in
Pailin. The MC supports 136 VMWs located in Pailin’s 68 villages and FHI360 supports 92 VMWs
operating in Pailin’s 46 villages. Sampling was stratified by two of Pailin’s districts in order to
detect any differences between the two in terms of VMW performance, socio-demographic
characteristics, and knowledge of enabling and reinforcing factors. Within the two communes
in each district, only Health centers with ten or more VMWs were selected to optimize the
number of VMWs interviewed per session.
Of the total 228 VMWs providing malaria diagnosis, treatment, prevention, and key
messages, 33 were selected as the sample for the study. In order to calculate for a 10% nonresponse rate (3 participants), a total of 33+3 = 36 participants were estimated to be needed
for the study.
Inclusion and exclusion criteria

To be able to participate in the assessment:
•

The VMWs needed to be included in the VMW registry of the CNM and needed to have
signed up for the village malaria worker agreement. (See Annex VII for the agreement
document.)

•

Agreed to participate in the study

Quantitative research instruments

Self-administered questionnaires were developed (See Annex I for the detailed tool) for
use in the collection of the quantitative data for this study as it would allow the VMWs to
provide their responses at their own convenient time and location. The limitation of this
approach was that it would not offer a detailed analysis from the respondents’ viewpoint,
which is essential in understanding the way in which they interpreted the questions and
consequently what the tool was attempting to measure. To make up for this, a detailed

qualitative research component was added to the study. Another potential limitation was that
the respondents may not have been adequately literate to understand the questions or
statements in the tool. To ensure that they understood the questionnaire, it was translated
from English to Khmer in Phnom Penh. Upon review in Pailin by the research associates of the
study, it was translated again in Pailin from English to Khmer, using terms understood by local
respondents. The questionnaire was subsequently pre-tested and revised. The questionnaire is
outlined as below.
In section A, 9 of the socio-demographic characteristics, consisting of age, gender,
ethnic background, religion, marital status, occupation, social roles, duration of working as
VMWs, and family income, were included in the questionnaire.
Section B has questions 10-13, which explored the participants’ knowledge about health
system decentralisation. (See Table 3.) Participants were asked to respond Yes or No.
Table 3 Knowledge questions regarding health systems

10.
11.
12.
13.

Statement
Commune Councils monitor the performance of the health center.
Communes have substantive fiscal powers to conduct health activities.
VHSG members have incentives such as free primary health care service.
The village chief selects VMW in consultation with VHSG members.

Yes

No

The correct answer to questions 1, 3 and 4 was YES and the correct answer to question
2 was NO. To measure their knowledge, the correct answers were coded as 1 and the incorrect
answer as 0. The responses to the 4 questions were summed up to reflect the level of
knowledge that the respondent possessed with 100% (all four correctly answered) indicating
very high knowledge, 75% (three correct answers) moderately-high knowledge, 50% (two
correct answers) average knowledge; 25% (one correct answer) low knowledge, and 0% (no
correct answers) no knowledge about health system decentralisation.

Section C lists questions 14-20 which gathered the participant’s thoughts regarding the
enabling factors. (See Table 4.)
Table 4 Enabling factors

14.
15.
16.
17.

18.

19.

20.

Statement
Always Sometimes Never
VMWs are consulted before drawing up local malaria
plans and programs.
I can present the lessons from the malaria program of
my village at forums and meetings.
The Village head and CC members listen to my
suggestions regarding malaria programs.
I can access the latest development in the field of
malaria through the provincial and commune health
offices.
I receive incentives for transportation and gear such as
an umbrella, rain-boots and a flashlight for field work
during inclement weather.
I get all the equipment and supplies essential for my
VMW functions, such as a thermometer, a patient
register, ITNs for display, and an IEC.
I receive feedback and supervision on the work I
perform.
The enabling factors were divided into seven questions including those concerning the

following: the involvement of VMWs in drawing up local plans and programs, getting a chance
to present their lessons on local fora, being lent a receptive ear by local authorities, being able
to access the latest development in malaria science field, receiving incentives such as
transportation and required gear and feedback from supervisors for the work done. Scales were
given for each of statements as always (high), sometimes (medium) and never (low).
Section D questions went from 21-30 and included the re-enforcing factors that were
designed as yes or no questions to reflect whether social support was available and where YES
was given 1 was assigned and a NO was coded as 0. (See Table 5.)
Table 5 Reinforcing factors

Statement

21. Have you received appreciation for the malaria work you do from a

family member?

Yes

No

22. Have villagers invited you to share your expertise at their homes or

events?

23. When you did not know something about malaria, have professional
24.
25.
26.
27.
28.
29.
30.

health workers in the village/commune helped you?
Have you received support from I/NGOs for malaria work in your area?
Have you been involved in the larger village health worker community
(other than malaria)?
Have your referred patients been able to go to the referral hospitals?
Have you been given re-fresher training on malaria in the last six
months?
Do you know how the commune council, village chief, VHSG, and village
health volunteers are supposed to work together?
Have you formally met with the village chief and health personnel in the
context of malaria work?
Have you been asked to share information and data regarding malaria in
your community?

After summing up these responses, those with higher social capital (indicated receiving
strong support from family including children and spouses, health workers, commune council,
the village chief, INGOs/NGOs, provincial/district and local officials, and having the opportunity
to influence programs and priorities) received scores as follows:
•

High social support- > 80%-100% of total score (8, 9 or 10 positive responses out of 10)

•

Moderate social support- 40-79% of total score (4, 5, 6 or 7 positive responses out of 10)

•

Low social support- < 40% of total score (0, 1, 2 or 3 positive responses out of 10)

Following section D, there was a listing of qualitative comments and suggestions from the
VMWs on ways to enhance their performance and for the improvement of local health
governance. For those not able to write this down personally, trained research associates
would provide assistance, if asked.
Qualitative data

Seven focus group discussions (FGD), thirteen key informant interviews (KIIs), three
group interviews, and two in-depth interviews were conducted to better understand the

current role, social capital, and participation of health volunteers enhancing their performance.
The following section describes the qualitative research methods, including the development of
the research tools.
Qualitative research instruments

In order to facilitate smooth interaction between the researchers and the informants,
and to ensure uninterrupted qualitative exchange, a set of qualitative research guides was
developed for use in the focus group discussions, key informant interviews, and group
interviews, as well as the in-depth interviews (See Annex II, III, IV and V for detailed qualitative
guides). The guides were flexible and allowed for probes as and when more information was
needed, and conversation allowed for the generation of relevant data. Emphasis was given to
ensure that both research associates knew the subject matter of the research in advance so
that they were not reading from a list in order to prevent the VMWs and other informants from
providing only brief answers and waiting for the next question (See Annex X for a list of topics
covered during the researcher training).
The FGDs, KIIs, group interviews, and IDIs each covered four major topics: general
information regarding malaria and the health system in Pailin, VMW performance, the interplay
of the roles among stakeholders (CC, HCMC, VHSG, PHO), and the VMWs’ social support needs.
For each topic, a series of suggested opening questions and a list of sub-topics were developed.
All of the main topics were covered in the expected order and introduced with the suggested
questions.
As and when possible, the research associates introduced sub-topics linked to what the
informant said about the main topics. In the cases when the conversation went to topics
beyond the scope of the research, care was taken to return to the main topics noted above in
order to clear up any confusion and to obtain complete information from the informants. Both

research associates asked for narratives and experiences from the informants and clarified
additional information during the interview as well as in the end using notes taken during the
interview responses.
Focus group discussions

At the community and district level, a sample of provincial health district officials,
members of the commune council, the health center management committee, operational
district team members, I/NGO staff, the VHSG, VMWs and local community health workers
were recruited for a total of seven FGDs. Forty-four participants were selected based on the
recommendations from the CNM and VMWs as well as key informants interviewed twelve of
whom were VMWs at the pre-testing of the tools. Three of the selected participants did not
attend the focus groups. (See Table 6 below for a breakdown of the FGD participants and
location. For a more detailed breakdown of the FGD participants along gender and age refer to
Annex XI).
The FGDs were held in July and September, 2014 at four locations, three of which were
in Pailin: the Pailin Provincial Health Office meeting room, the Ou Andoung health center and
the Provincial Hospital. The other FGD site was the Ou Ta Vau health center.
Two research associates were oriented in Pailin during the July, 2014 visit during a fourhour session by the main researcher prior to the start of the qualitative research process (See
Annex X for a list of training topics covered). Both associates, along with the principal
researcher, were present at each FGD. One research associate led the FGDs in the Khmer
language, while the other took detailed notes. Verbal consent was obtained prior to each FGD
after explaining confidentiality and the rules of participation, including refusal to take part in
the study. Only three participants were at one of the FGDs held at the provincial hospital, as the
other three participants did not present themselves at the designated venue or time and hence

could not be included. Even though this was a low number for FGD participation, the research
team decided to move ahead to collect information from those that were present.
Table 6 Focus group discussions by location

1

Pailin Provincial Health Office
(12 participants, 6 in each group)

2

Ou Andoung health center
(9 participants, 4 and 5 in each group)

3

Provincial Hospital
(8 participants, 3 and 5 in each group)

4

Ou Ta Vau Health Center
(12 participants)

Two FGDs held in July, 2014- with 3 PHO officials, 1
INGO staff, 3 doctors, 1 lab manager and 4 health
assistants.
Two FGDs held in July, 2014- with 1 village chief, 4
VHSG members, 3 community health workers and
1 Commune Council member.
Two FGDs held in September, 2014- with 2 health
assistants, 1 VMW, 1 lab worker, 1 finance staff, 2
administrative staff and 1 health center staff.
One FGD held in July during pre-testing of the tools
with 12 VMWs

Key informant interviews

A total of twenty individuals, ranging from the lab-technician at the provincial hospital
to the deputy director of the provincial health office, director and deputy directors of the
referral hospital, a local town pharmacist, INGO program managers, physicians, a village chief,
and administrative staff at the provincial health office and at the referral hospital, were
contacted. A list of interviewees was compiled based on the recommendation of the VMWs,
CNM, PHO, MC and FHI360. Contacts were made through email, phone calls, and in person.
Thirteen agreed to be interviewed, as presented in Table 7 below. Verbal consent was given
prior to the KIIs and confidentiality processes explained. Four interviews were conducted in
English and the rest in Khmer with the help of a research associate using interview guidelines
developed specifically for the KIIs. The Khmer responses were noted by the associate and
subsequently translated into English.
Key issues explored in the KIIs included participants’ general knowledge about the
VMWs, knowledge about the roles they play in health system decentralisation, the interaction
of VMWs with various commune levels and provincial health actors, and the support made

available regarding the needs of the VMWs. All the individuals interviewed interacted with the
VMWs regularly, including during the course of the VMW’s work. As such, their view of the
social support needs and performance of the VMWs was vital for the current study. (See Annex
V for details on the instrument used for conducting the FGDs.)
Table 7 List of Key Informant Interviews

1

July, 2014

Lab technician

32 M

2

July, 2014

45 M

3

July, 2014

Deputy Director
PHO
Hospital Director

4

July, 2014

43 M

5

July, 2014

6

July, 2014

Deputy directoradmin ref hospital
Physician- referral
hospital
Pharmacist

7

July, 2014

INGO

47 F

8

July, 2014

Accounts staff

32 F

9

July, 2014

Physician- PHO

33 M

10

July, 2014

Village chief

58 M

11

July, 2014

CC member

52 M

12

July, 2014

INGO

39 F

13

July, 2014

Admin staff

27 F

46 M

29 M
55 M

Interviewed by trained research associate
in Khmer language
Interviewed by main researcher in English
language
Interviewed by main researcher in English
with help from trained research associate
Interviewed by trained research associate
in Khmer language
Interviewed by trained research associate
in Khmer language
Interviewed by trained research associate
in Khmer language
Interviewed by main researcher in English
language
Interviewed by trained research associate
in Khmer language
Interviewed by main researcher in English
with help from trained research associate
Interviewed by trained research associate
in Khmer language
Interviewed by trained research associate
in Khmer language
Interviewed by main researcher in English
language
Interviewed by trained research associate
in Khmer language

Group interviews

In September 2014, fifteen VMWs were selected for a total of three group interviews during
the processing of the quantitative data collection. (See Table 8 below for details of the group
interviewees. A more detailed breakdown along gender and age is presented in Annex XII.)
These key informants were included if they met the following criteria:

1. An ability to provide more detailed key information to further support the quantitative
study findings. Those that answered no when asked if they wanted to provide any
additional information were not included.
2. Having the willingness and desire, and the time, to sit for the in-depth interview
process.
All three group interviews were conducted with the support of two trained research
associates, one of whom led the interview while the other noted responses in the Khmer
language. The group interview tool used with the VMWs is included in Annex-II. Responses
were translated into English the same evening following the interviews. The major issues
covered by the group interviews included additional general information about VMWs, their
knowledge about the VMW roles in health system decentralisation, their perception of the
interplay of roles among local/commune level and provincial health actors, the social support
access and needs of VMWs, and the performance as measured by the social capital that the
VMWs could access in doing their work.
Table 8 List of group interviews

1
2
3

September, Group Interview 1,
2014
Ou Andoung Health
Center (HC)
September, Group Interview 2,
2014
Ou Andoung HC
September, Group Interview 3,
2014
Tuol Lvea HC

6 VMWs interviewed by trained
associate in the Khmer language

research

4 VMWs interviewed by trained researcher in the
Khmer language
5 VMWs interviewed by trained researcher in the
Khmer language

In-depth interviews

This research aimed to ascertain the factors that shaped successful VMWs, those that
were able to overcome problems without needing special resources. The purpose was to learn
in detail their ways of working so others could learn from their successes. Data from the
surveys, the FGDs, the KIIs, and group interviews would help identify the factors associated with

VMWs’ performance, such as their social support. An additional in-depth-interview segment
was added to qualitative research so that factors specific to a few individuals, deemed to be
very successful by the key informants and VMWs, could be highlighted. Two in-depth interviews
were held with VMWs in September, 2014. During the July and September 2014 visits to Pailin,
VMWs, PHO officials, I/NGO officers, and the CNM staff were asked to recommend some
VMWs that they felt were positive role models. Most of them responded with two names. A
third VMW was mentioned by three of the respondents, but this research could not reach her
as she was out of Pailin during both field visits. Two individuals that served as VMWs agreed to
be interviewed. The in-depth interviews were conducted in the Khmer language by a trained
research associate and responses were recorded in writing by an additional associate. Guides
for these interviews were developed ( See Annex IV) based on the need to understand their
motivations, drives, achievements, challenges faced along the way, potential examples for
other VMWs to follow, and their recommendation for enhancing VMW performance. These
interview responses were written up and used in the analysis, and are presented in Annex IX.

Pretesting of the study tools
During the field visit to Pailin province in July, 2014, the questionnaires, FGD guides, and
group interview guides were pre-tested in two communities of 12 VMWs that were not
selected for the survey. The VMWs also took part in focus group discussions, the findings of
which have informed this research. Two questions in the questionnaire were changed as they
seemed to confuse some of the participants. Therefore, the comprehensibility of the survey
questions was pre-tested before they were implemented in the full study. Annex-I contains the
final questionnaire used. The group interview questions were based on the same themes as the
rest of the study tools.

Data collection
Pailin provincial health authorities were informed of the study, including its purpose and
tentative timing, along with the local authorities (village leaders and commune chiefs) and
community leaders. Their approval and cooperation was sought in every aspect of the data
collection. In each interview, the trained interviewers asked fixed-choice questions and filled
out the questionnaires in the form of a structured, face-to-face interview in a consistent
format, as per the training instructions. Interview notes were reviewed upon submission and
checked for consistency and reliability in the coding of the responses. Data were collected in
two phases: in July and September, 2014.

Data analysis
Quantitative data

After “cleaning” the raw data, they were entered into SPSS and ACCESS for flexibility in
the analysis. The frequency and proportion of VMWs among the independent and dependent
variables were analyzed by descriptive statistics for example using percentage, mean, median,
standard deviation, minimum and maximum values. Additional analyses were carried out using
statistical techniques, including chi-square, and regression to determine any significant
association between the dependent and independent variables. Socio-demographic
information, knowledge of health systems, and social capital—including enabling and
reinforcing factors—were the independent variables. The perceived performance of the VMWs
resulting from the social capital was the dependent variable.
Qualitative data

The qualitative data from the questionnaires, KIIs, and the FGDs were analyzed
thematically. Parameters were defined for the search as per the research objectives. 141 Notes
from all interviews and FGDs were written up verbatim in the original Khmer. On completion,
the Cambodian research associates, both conversant in English, translated the notes into

English. Each compared the other’s notes against the original Khmer version. They corrected
the discrepancies in the translation until they were in full agreement with each other’s
translations. Transcripts were then coded according to pre-determined themes as data began
to emerge. In particular, terminology that referred to the VMW’s performance, family and
social support, motivation, resources, selection, learning, training, capacity building,
empowerment,

budget,

supplies,

equipment,

communication,

policy

development,

decentralisation were grouped together. Also, even though the broad themes were preselected, given the open nature of the interview questions, emergence of unexpected
categories was allowed. For example, “corruption” emerged as a theme even though it was not
pre-determined. The frequency with which particular words were mentioned was analyzed for
patterns across the KIIs, FGDs, group interviews, and the qualitative responses data from the
survey. The number and types of research participants that mentioned the pre-determined
themes within the four broader themes were coded, for example, family and social support was
mentioned by 11 of the key informants, all 35 VMWs surveyed, 12 of the FGD participants, both
the in-depth interviewees and 9 group interviewees.
This procedure helped to identify the information, which then went into the preidentified themes, including demographic information, knowledge of the health system,
enabling factors, reinforcing factors, and experiences/suggestions for improving VMW
performance. These themes were aggregated in order to explore the VMW’s key current and
potential future roles, the factors linked to VMW performance, the need for innovation and
new strategic direction, suggestions for improving the VMW program, and the way forward to
capturing the main topics that emerged from the data. The descriptive codes were then
arranged into the pre-selected themes. For example, the code, “We are supported by the CC
and HCMC to perform our roles” was categorized under the theme, “Family and social support.”

The researcher reviewed the data to make sure that all of the themes were coded in a
consistent manner. Any discrepancies were resolved through discussion with the Khmer
research associates. To confirm the reliability of the findings, the lead researcher and the
Khmer research associates reviewed the results during the analysis. In addition, the same team
also verified the quotes used in the results with each other.
Ethical considerations

Ethical clearance was obtained from the National Center of Entomology, Parasitology
and Malaria Control (CNM) in Cambodia. Likewise, approval for the study was obtained from
the Institutional Review Board. The IRB review also included information on the objectives of
the survey, the risks, benefits and freedom of participation, as well as information on
confidentiality. The IRB protocol required that prior to conducting the interview, the
interviewer would carefully read the study objectives and explain the risks of participation to
the study participants, who could then decline to participate. None of the VMWs was forced to
take part in the study, and care was taken during the phase of recruitment to explain clearly
their right to deny participation without having to give any reason or face any negative
consequences.
Confidentiality was maintained throughout the data collection and analysis. While the
participation of the VMWs in the in focus groups, survey, group interview and in-depth
interviews was known to the CNM, the Pailin PHO and the HC supervisors, the research was
held at locations that ensured privacy and allowed for the data from to be handled
confidentially. The data did not include participants’ names or any other potentially-identifiable
information. The final aggregated data, without any personal identification, will be shared with
the CNM for the purposes of improving VMW’s performance. As per the IRB rules for ethical
research, the data will be destroyed after three years following the award of the PhD degree.

CHAPTER 5: RESULTS
This research studied village malaria workers in the Pailin province of Cambodia to describe
their relevant health system knowledge, along with the social capital available to them in the
form of enabling and reinforcing factors. By finding the factors associated with the perceived
performance of the VMW, the aim was to come up with practical guidance for Cambodian
health system managers and local health practitioners to use in effectively implementing their
health initiatives with locally-available human resources as per the country’s decentralisation
plans. The specific objectives were to:
i.

Describe and measure the perceived performance of Village Malaria Workers within the
decentralised health governance using the social capital approach

ii.

Measure the selected factors expected to be associated with the performance of
VMWs; namely the pre-disposing factors (age, gender, ethnic background, religion,
marital status, occupation, social roles, duration of working as VMWs, family income,
knowledge about health system decentralisation, perception of decentralisation);
enabling factors (availability and accessibility of health resources); and reinforcing
factors (material support, support from family members, village health workers,
commune council, village chief, health personnel, INGOs/NGOs, provincial/district and
local administrative officials)

iii.

Explore the relationship between the social capital of the VMWs as explained by the
predisposing factors, enabling factors, reinforcing factors, and health systems.
knowledge and the perceived performance of the VMWs in decentralised health
governance

Out of 228 VMWs in Pailin, thirty-six were recruited to participate in the study: thirteen
males (37.1%) and twenty three females (62.9%). Based on the feedback of the key informants,
the percentage of males and females recruited for the study was similar to the national level,
even though there was no available data on the percentage of overall male and female VMWs
in Cambodia. Sixteen VMWs were selected from both Pailin and Sala Krau districts. One VMW
from Pailin could not be included as the study team did not hear back from her. Within the two
communes in each district, only health centers with ten or more VMW/MWMs were selected to
optimize the number of VMWs interviewed per session.
This chapter presents the results. In the first section, the results from the survey are
presented followed by the thematic results from the FGDs, KIIs, group interviews, and the indepth interviews.

Quantitative results
Socio-demographic characteristics of VMWs

As shown in Table 9 below, the VMWs ranged in age from 18 to 70 years. Eleven of
them were less than 30 years old, thirteen were between 31-40 years old, and the other seven
were in the 41-70-year category. Sala Krau had seven out of eleven VMWs that were older than
41, and all four VMWs were 56 years or older. Nearly two thirds (62.9%) of the respondents
were female and 62.9% were married, while eight (22.9%) being single, one (2.9%) identified as
a widow, and three (8.6%) selected “Divorced/Separated.”
In terms of ethnicity, all thirty-five (100%) VMWs were Khmer, while thirty-one (88.6%)
were Buddhists. Three VMWs (8.6%) chose not to select any religion and one (2.9%) selected
“other.” Farmers, numbering eighteen (51.4%), constituted the largest primary occupation
group of the VMWs; nine each from Pailin and Sala Krau. Thirteen VMWs selected occupation
as “other.” There were two civil servants and one retail shop owner.

Table 9 Socio-economic Characteristics of VMWs in Pailin

1. Age Group

Pailin

Sala Krau

Numbers

%

18-30 years

5

6

11

31.4

31-40 years

8

5

13

37.1

More than 41

4

7

11

31.4

Total

17

18

35

2. Gender
Male
Female
Total
3. Ethnicity
Khmer
Vietnamese
Chinese
Other
Total
4. Religion
No Answer
Buddhist
Other
Total
5. Marital Status
Single
Married
Widow
Divorce/Separated
Other
Total
6. Primary Occupation
No Answer
Farmer
Retail Shop Owner
Civil Servant
Other
Total

Pailin
6
11
17
Pailin
17
0
0
0
17
Pailin
1
15
1
17
Pailin
5
12
0
0
0
17
Pailin
0
9
1
2
5
5

Sala Krau
7
11
18
Sala Krau
18
0
0
0
18
Sala Krau
2
16
0
18
Sala Krau
3
10
1
3
1
18
Sala Krau
1
9
0
0
8
8

Numbers
13
22
35
Numbers
35
0
0
0
35
Numbers
3
31
1
35
Numbers
8
22
1
3
1
35
Numbers
1
18
1
2
13
35

7. Role and Position
No Answer

Pailin
3

Sala Krau
0

Numbers
3

%
8.6

Only VMW
Member of the CC

11
0

12
2

23
2

65.7
5.7

Member of the VHSG

2

2

4

11.4

Member of Political
Party

1

1

2.9

%
37.1
62.9
%
100.0
0.0
0.0
0.0
%
8.6
88.6
2.9
%
22.9
62.9
2.9
8.6
2.9
%
2.9
51.4
2.9
5.7
37.1

Member of a
cooperative group

0

0

0

Member of religious
groups

0

0

0

Others
Total
8. Time as VMW
1-2 Years
3-5 Years
5-9 Years
More than 9 Years
Total
9. Income Range
Less than $15
$15 to $25
More than $25
Total

0
17
Pailin
6
8
3
0
17
Pailin
8
5
4
17

2
18
Sala Krau
5
7
3
3
18
Sala Krau
5
3
10
18

2
35
Numbers
11
15
6
3
35
Numbers
13
8
14
35

5.7
%
31.4
42.9
17.1
8.6
%
37.1
22.9
40.0

Twenty-three VMWs (65.7%) said that they only worked as VMWs and did not have any
other social roles out of the options given, i.e., members of CC, VHSG, political party,
cooperative or religious groups. While three VMWs in Pailin chose not to answer the question,
two VMWs were serving the role of Commune Council Member in Sala Krau. Out of the thirtyfive, there was a total of four VMWs (11.4%), two each in Pailin and Sala Krau, who were also
VHSG members. Pailin also had one VMW identified as a member of a political party (2.9%), not
stating which particular party.
In terms of the duration of working as a VMW, eleven (31.4%) of them said that they
worked between one and two years, fifteen (42.9%) said they had worked between three and
five years, and six VMWs (17.1%) indicated they had worked between five and nine years.
Three individuals (8.6%), all from Sala Krau, said that they had been involved with the program
for longer than nine years. Given that Sala Krau had a majority of older VMWs, age seems to be
linked with their longer duration of working.

Fourteen (40%) out of all VMWs—four in Pailin and ten in Sala Krau—stated that their
immediate family’s income was higher than 25 USD per month. A significant number of VMWs,
i.e., thirteen (37.1%), eight in Pailin and five in Sala Krau, listed less than 15 USD for the monthly
household income. The rest of the group, eight VMWs in total, earned between 15-25 USD per
month.
VMWs’ knowledge of health system decentralisation

Questions 10-13 of the survey explored the participants’ knowledge about health
system decentralisation. Based on the results of the survey shown in Table 10 below, fourteen
(82.4%) of the respondents in Pailin had very high knowledge (100% score) regarding the role of
the commune councils in terms of monitoring the performance of the health center. This
compares to an even higher percentage of VMWs with very high knowledge in Sala Krau, with
seventeen (94.4%) respondents correctly answering all four of the questions about
decentralisation. In total, thirty-one (88.6%) of the VMWs had very high knowledge.

Table 10 VMWs’ Knowledge of health system decentralisation
VMW knowledge of health system decentralisation

Commune Councils monitor the performance of health center
Communes have substantive fiscal powers to conduct health
activities
VHSG members have incentives such as free primary healthcare
service
Village Chief selects VMW in consultation with VHSG members

Yes
No
Yes
No
Yes
No
Yes
No

Pailin
Nos
%
14 82.4
3 17.6
14 82.4
3 17.6
14 82.4
3 17.6
14 82.4
3 17.6

SaraKrau
Nos
%
17 94.4
1 5.6
16 88.9
2 11.1
17 94.4
1 5.6
16 88.9
2 11.1

Total
Nos
%
31 88.6
4 11.4
30 85.7
5 14.3
31 88.6
4 11.4
30 85.7
5 14.3

In terms of their knowledge regarding the fiscal powers of the communes in conducting
health activities, both Pailin and Sala Krau VMWs scored poorly. Under the current scenario

communes do not have the legal authority or fiscal powers to determine local health programs,
so the correct answer was NO. But thirty VMWs—fourteen (82.4%) in Pailin and sixteen (88.9%)
in Sala Krau—85.7% of the total, incorrectly answered the question.
Only three (17.6%) VMWs in Pailin and one (5.6%) in Sala Krau answered the question
regarding free primary health care incentives for VHSG members incorrectly. Therefore, the
VMWs exhibited very high knowledge regarding incentives.
Likewise, a high number of VMWs, thirty (85.7%) in total, seemed to know the role of
the village chief in selecting VMWs in consultation with VHSG members only. Of the five
(14.3%) VMWs that did not answer this correctly, three came from Pailin.
Further exploration using survey data was carried out that broke down the
characteristics of the VMWs according to their level of knowledge of each of the four health
system decentralisation statements. Table 11 presents the cross-tabulation between age
groups and knowledge responses.

Table 11 Age groups of VMWs and overall knowledge of health system

Knowledge
Low
Medium
High
Total

18-30

31-40

41-70

Total

yrs

yrs

yrs

2

0

9

11

3

3

7

13

0

0

11

11

5

3

27

35

Pearson’s chi-square test of the same as seen in Table 12 below denotes that there was
a correlation between age and knowledge, with older VMWs exhibiting more knowledge of
health systems.

Table 12 Pearson chi-square test for VMWs’ age groups and overall knowledge
Value

Df

Asymp. Sig. (2-sided)

Pearson chi-square

9.159

a

4

.057

Likelihood Ratio

11.519

4

.021

1.361

1

.243

Linear-by-Linear Association
N of Valid Cases

35

Survey statement number 10 tested the VMWs’ knowledge of monitoring by commune
councils. In terms of gender, two of the females (9%) answered the question incorrectly
compared to two males (15%). Both male VMWs were from Sala Krau, whereas the two females
came from different districts. Regarding marital status, three (33% of all married VMWs)
answered the question incorrectly in Pailin, compared to one (11% of all married VMWs) in Sala
Krau. All eight single VMWs (five from Pailin, three from Sala Krau) answered correctly. In terms
of primary occupation, one out of only two civil-servant VMWs of the thirty-five in the sample
answered the question incorrectly. All VMWs with more than nine years of experience gave the
correct response, with four (26.6%) VMWs out of fifteen having between three to five years of
experience answering incorrectly. Also, all thirteen VMWs in the lowest income group of less
than 15 USD per month immediate family income answered correctly, compared to two (25%)
incorrect responses out of the total eight VMWs in the 15-25 USD per month income category.
Logistic regression of socio-demographic variables and knowledge scores of VMWs
Simple logistic regressions were run, predicting the knowledge score (high versus low) of
each participant using age, gender, district, marital status, occupation, experience, and income
as explanatory variables. None of the tests showed any association. For detailed outputs, refer
to Annex VIII.

Socio-demographic variables and knowledge of commune fiscal power for health
Age groups, gender, and social roles were analyzed with the respective responses for
statement number 11 on communes and substantive fiscal powers. None of the chi-square
tests showed any associations. Detailed outputs are in Annex-VIII.
When looking for an association between social roles and correct knowledge, only one
VMW from Sala Krau correctly responded to the question about the commune’s fiscal powers
and identified their social role as being “others.” Of the three VMWs from Pailin, one identified
social role as “only VMW” and one identified as a member of the VHSG. The last VMW did not
fill in any social “role,” leaving the field blank while answering the knowledge question
correctly.
Statement 12 on incentives received by members of the VHSG for free primary health
service was also further analyzed. Of the total four (11.4%) incorrect responses, all were
married VMWs and had worked between three to five years. The immediate household income
for two of them ranged between 15-25 USD and for the others, it was more than 25 USD.
When asked whether the village chief selects the VMWs in consultation with the VHSG
members, five (14.3%) of the VMWs answered no. A further breakdown revealed that three of
them were female (1 Sala Krau, 2 Pailin) and two were male VMWs from Pailin. All three from
Pailin had between three and five years of VMW experience as compared to five to nine years
for one of the two Sala Krau VMWs. The two VMWs in Pailin that answered in the negative
made more than 25 USD of family income per month as did the one VMW from Sala Krau.
Enabling factors

Survey data were explored for looking at the enabling factors and the response of the
VMWs to the statements given. For each statement from 14-20, the VMWs answering “always”

were categorized as “high,” those answering “sometimes” were categorized as “medium,” and
those answering “never” were categorized as “low” in social capital. The breakdown is shown in
Table 13 below.
Table 13 VMWs’ responses to enabling factors
Enabling factors
High
Medium
Low
High
I can present the lessons from the malarial-program of my village
Medium
at forums and meetings.
Low
High
The village-head and CC members listen to my suggestions
Medium
regarding malaria programs.
Low
High
I can access the latest development in the field of malaria
Medium
through the provincial and commune health offices.
Low
I receive incentives for transportation and gear such as an
High
Medium
umbrella, rain-boots and a flash light for field work during
Low
inclement weather.
I get all of the equipment and supplies essential for my VMW
High
work, such as a thermometer, a patient register, ITNs for display Medium
Low
and IEC materials.
High
I receive feedback and supervision for the work I perform.
Medium
Low

VMWs are consulted before drawing up local malaria plans and
programs.

Pailin
Nos
%
7 41.2
9 52.9
1 5.9
2 11.8
15 88.2
0.0
6 35.3
10 58.8
1 5.9
0.0
17 100.0
0.0
0.0
1 5.9
16 94.1
1 5.9
16 94.1
0.0
1 5.9
15 88.2
1 5.9

SaraKrau
Nos
%
11 61.1
7 38.9
0.0
2 11.1
16 88.9
0.0
9 50.0
9 50.0
0.0
1 5.6
14 77.8
3 16.7
0.0
2 11.1
16 88.9
2 11.1
16 88.9
0.0
4 22.2
14 77.8
0.0

Total
Nos
%
18 51.4
16 45.7
1 2.9
4 11.4
31 88.6
0 0.0
15 42.9
19 54.3
1 2.9
1 2.9
31 88.6
3 8.6
0 0.0
3 8.6
32 91.4
3 8.6
32 91.4
0 0.0
5 14.3
29 82.9
1 2.9

A long-standing objective of the government’s decentralisation and de-concentration
reform program is for community members to take an active role in the delivery of quality
public services and to increase the involvement of the community in local development. 142 Even
so, almost half (16 or 45.7%) of all VMWs said that they were only consulted sometimes before
drawing up plans and programs for malaria locally. Nine VMWs from Pailin (52.9% of those in
Pailin) stated that they were always consulted compared to eleven from Sala Krau (61.1%). A
majority of the VMWs, thirty-one (88.6%), said that they only get to present lessons at forums
and meetings at the villages occasionally (sometimes), indicating a medium score. Likewise,
nineteen VMWs (54.3%) stated that the village head and commune council members only
sometimes listened to their suggestions. All seventeen VMWs in Pailin stated that they only

occasionally got a chance to access the latest development in the field of malaria compared
with fourteen (77.8%) in Sala Krau. An overwhelming majority of VMWs in both Pailin (sixteen
at 94.1%) and Sala Krau (sixteen at 88.9%) stated that they never received incentives for
transportation or gear such as umbrellas, rain boots and flashlights for field work. In total,
thirty-two out of thirty-five VMWs (91.4%) recorded a low score with this statement, which
indicates that they did not receive these supportive items. The exact same percentage split was
seen in the response to the next statement regarding receiving essential supplies for VMWs
work such as a thermometer, a patient register, long-lasting, insecticide-treated nets (LLITN) for
display, etc. In terms of feedback and supervision received for the work performed, again, a
majority of the VMWs, twenty-nine (82.9%) scored medium, with fifteen out of seventeen in
Pailin and fourteen out of eighteen in Sala Krau stating that they only “sometimes” received
such support.
Because the chi-square tests did not show a significant association in the various tests
executed, given the small sample size, further data exploration was carried out using ACCESS to
look at the responses of the VMWs by demographic characteristics. Eleven VMWs (31.4%), six
from Pailin and five from Sala Krau, received a high score, stating that the VMWs are always
consulted before drawing up malaria plans and programs. While no female VMWs received a
low score from either of the districts, twelve of them (34.3% of the total VMWs) ranked their
involvement in consultation as medium as compared to four (11.4%) male VMWs, as per Table
14 below:

Table 14 VMWs always consulted before drawing up malaria plans and programs

Pailin
Gender
Male

Female

Degree of
consultation
High
Medium
Low
High
Medium
Low

Numbers
4
1
1
3
8

Salakrau
%
23.5
5.9
5.9
17.6
47.1
0.0

Numbers
4
3
7
4

%
22.2
16.7
0.0
38.9
22.2
0.0

Total
Numbers
8
4
1
10
12
0

%
22.9
11.4
2.9
28.6
34.3
0.0

In terms of gender, eleven (31.4%) of the thirty-one VMWs coding “sometimes”
(medium support) were males, while twenty (57.1%) were females. Nineteen VMWs (54.3%)
scoring “sometimes” were married, seventeen (48.6%) of whose primary occupation was
farming and thirteen (37.1%) of whom had worked as VMWs between three and five years.
Asked whether the village head and commune council members listened to their
suggestions regarding malaria programs, overall, fifteen VMWs (42.9%) stated “always,”
nineteen VMWs (54.3%) stated “only sometimes,” and one VMW said “never.” Three (8.6%) of
those stating “always” were male and twelve (34.3%) female. The lone VMW scoring “never”
was a married male civil servant from Pailin with three to five years’ experience as a VMW.
In terms of accessing the latest development in the field of malaria by provincial and
commune health offices, thirty-one VMWs (88.6%) stated they can only sometimes do so.
Twenty VMWs (57.1%) were married, of whom twelve (34.3%) were males. Fifteen (42.9%)
were primarily farmers and thirteen (37.1%) made a monthly income in the immediate family of
more than 25 USD.
The next statement was regarding incentives received. Ninety-one point four percent of
the VMWs, thirty-two out of thirty-five (16 in Pailin and 16 in Sala Krau) stated that they
“never” received incentives for transportation or gear such as umbrellas, rain boots or
flashlights for field work during inclement weather. Twenty (57.1%) of them were females and

twenty of them were also married, although not all twenty in either of these groups were the
same VMWs, as some VMWs chose not to answer about their gender. Sixteen (45.7%) of the
VMWs were farmers and thirteen (37.1%) had worked between three and five years and made
more than 25 USD in immediate family income per month.
The final question in Part C, which explored the enabling factors, looked at the
perception of VMWs in terms of the feedback and supervision they received. A vast majority of
the VMWs, twenty-nine (or 82.9%), stated they only received it “sometimes.” Nineteen (54.3%)
of these responses came from female VMWs. Nineteen respondents, inclusive of both males
and females, were married and stated that they only were VMWs as far as social roles went,
whereas one (2.9%) was a widow. Only five VMWs (14.3%) selected “always” when it came to
receiving feedback and supervision support.
Reinforcing factors

Conditional comparison
The following section presents the conditional comparisons generated by matching the
demographic variables with VMWs’ knowledge, and enabling and reinforcing environments.
The VMWs that gave positive (or correct) answers concerning knowledge and the reinforcing
factors regarding the commune council’s role, and stated that they could access the latest
developments in malaria from health offices and were asked to share their expertise with the
community, were compared by district.
All of the VMWs that gave a correct response to the question about the commune
council’s role in monitoring the performance of the local health center (31 VMWs, 88.6%) were
compared with all of the VMWs that stated they could access the latest development in the
field of malaria through the provincial and commune health offices (thirty-one, 88.6%, stating

“sometimes” and one, 2.9%, stating “always”) and those invited by villagers to share their
expertise at their homes or at events (thirty-three, 94.3%).
Twenty-seven VMWs (72.2%) in the medium “yes” category answering as “sometimes”
met all three of the conditions. Of these, fourteen were from Pailin and thirteen from Sala Krau.
One VMW “always” met the condition.
In the second comparison, all thirty (85.7%) VMWs that gave a “yes” (correct) response
to the statement on the need for the village chief to consult with the VHSG in selecting the
VMWs were compared with all that responded to (thirty-five VMWs, three high, thirty two
medium) getting essential supplies for work. They were compared with those that answered
“yes” (thirty-three VMWs, fifteen from Pailin and eighteen from Sala Krau) regarding their
involvement in wider health activities beyond malaria in the villages. Table 15 shows the results
of the comparison.
Table 15 Comparison of common knowledge, enabling, and reinforcing factors

VMWs taking part in
wider health
activities, getting
supplies and knowing
about the VC’s need
to consult the VHSG

Pailin

Nos

High
Medium
Low

14

Sala Krau

Total

%

Nos

-

1

5.6

1

2.9

82.4

15

83.3

29

82.9

-

0

-

-

Nos

%

As can be seen from Table 15, even with the multiple conditions set, a significant
number of VMWs, twenty-nine (82.9%), met all of the requirements, indicating that there was a
link between the correct knowledge of health system decentralisation with the willingness and
practice to be involved in the larger health sector roles in native villages. Likewise, had all the

supplies “always” been available, the number of VMWs in the medium category would perhaps
have improved to “high.”
All VMWs sharing the four commonalities as per the bullet points below were compared
regarding their health system decentralisation knowledge, specifically the Commune Council’s
role in monitoring health center performance.
•

Never received incentives for transportation or gear, etc.: 32 VMWs (91.4%)

•

Only sometimes get to present their lessons on malaria in forums: 31 VMWs (88.6%)

•

Received appreciation from family members for the work they do: 34 VMWs (97.1%)

•

Received help from professional health workers: 32 VMWs (91.4%)
As can be seen in Table 16 below, twenty-three VMWs (65.7%), who shared all of the

above qualities, also answered the knowledge question correctly. Eleven of them were from
Pailin. Among those that responded in each of the above-mentioned categories, three VMWs
(8.6%), one from Pailin and two from Sala Krau, answered the knowledge of health system
decentralisation question incorrectly.
Table 16 Comparison of selected knowledge, enabling, and reinforcing factors

VMWs sharing 4 separate
common responses tested
against their knowledge of
health system decentralisation
Yes
No

Pailin

Numbers
11
1

Sala Krau

%
64.7
5.9

Numbers
12
2

66.7
11.1

Total

Numbers
23
3

%
65.7
8.6

his concludes the quantitative results section. An association was found between age and
knowledge from Pearson’s chi-square test, and the socio-demographic information was
analysed and compared across the two districts. As noted in the methodology section, in order
to ensure a richer narrative regarding the perceived performance of the VMWs and the social

T

capital available to them, KIIs, FGDs, group and in-depth interviews were carried out for this
research. The following section presents the results from the qualitative research.

Qualitative results
In this section, the results from the qualitative component of the research are
presented. The results include the findings from the seven focus group discussions, three group
interviews, thirteen key informant interviews, and two in-depth interviews.
Of the seven FGDs, two each were held at the Pailin Provincial Health Office, the Ou
Andoung health center, and the Provincial Hospital. The seventh FGD was carried out with
VMWs during the pre-test of the tools. Participant details can be found in Table 6, with a
further breakdown of gender and age presented in Annex XI.
The three group interviews with 15 VMWs were conducted in September, 2014, two
groups consisting of five VMWs each at the Ou Andoung HC and the remaining five at the Tuol
Lvea HC. Details of the participants can be found in Table 8, and an additional breakdown by
gender and age in Annex XII.
The thirteen KIIs were held during field research in July and September. Both of the indepth interviews were held in September, 2014. Table 7 lists details of the key informants.
As mentioned earlier in the data analysis sub-section of the research methodology, predetermined themes were coded and further supported by word search. These themes included:
performance, family and social support, motivation, selection, learning, training, capacity
building, empowerment, budget, supplies, equipment, communication, policy development,
and decentralisation. The survey results for the demographic information—the VMW’s
knowledge of health systems, enabling and reinforcing factors, and suggestions for improving
VMW performance—were aggregated and, along with the coded themes, analyzed using the

VMWs’ key current and potential future roles, the factors linked with their performance, the
need for innovation and new strategic direction, and suggestions for improving the VMW
program and the way forward. An additional theme, which was unexpected, also emerged
during the research. The word corruption was mentioned during the research process and
repeated by twenty participants. Hence “corruption” was incorporated into the analysis of the
data. The following are the major themes that emerged from the study:
Table 17 Broad frame and themes emerging from the study

S
Broad frame for
No thematic analysis
a. VMWs’ key
current situation
and potential
future roles
b. Factors linked
with VMW
performance
c. The need for
innovation and
new strategic
direction
d. Suggestions for
improving VMW
program and way
forward

Number and types of research participants mentioning the
following key words and discussing on the broad themes
during research
13 key
35 survey
3 group
7 FGDs
2
informants respondents interviews
(41
IDIs
(15
participants)
participants)

Key words
Performance, family and
social support,
motivation, selection,
learning, training,
capacity building,
empowerment, budget,
supplies, equipment,
communication, policy
development,
decentralisation
1

VMW performance

13

35

11

18

2

2

Family and Social
support
VMW motivation

11

35

9

12

2

9

35

7

15

2

3

4
5
6
7
8
9

Resources available
(budget, supplies,
equipment)
VMW selection
Learning, training,
capacity building and
empowerment
Communication
Policy development,
decentralisation
Additional Theme:
Corruption

8

29

13

13

2

7
8

22
34

3
5

7
21

2
2

5
7

12
35

7
5

5
13

2
1

7

4

6

3

-

VMW performance

Cambodia’s strategy for malaria elimination has three distinctive stages. In the first
phase until the end of 2015, interventions are planned to be scaled up for universal coverage
and arresting artemisinin resistance. In the pre-elimination stage, between 2016 and 2020,
initial focus will be on P. falciparum. Finally, between 2021 and 2025, Cambodia plans to
eliminate all forms of malaria.142
The study results indicate that the VMWs are performing well in helping Cambodia
achieve its malaria elimination goals. The performance of VMWs was apparently not affected
by the higher numbers of cases of suspected malaria they needed to address during the rainy
season during June to October, the time of highest rainfall in the country. While none of the
VMWs or key informants mentioned the effect that the increased cases of malaria have on the
performance of the VMWs, eight key informants, twenty-nine VMWs, thirteen FGD
participants, and two in-depth interviewees did speak about the lack of resources and its likely
impact on VMW performance. Some of these resources included materials such as rain boots,
rain coats and umbrellas, all needed during the rainy season to access communities. All thirteen
key informants spoke of the VMWs in being able to reach the rural areas and underserved
population groups. In the words of one of the key informants:

“People in the community trust the VMWs very much. Not only that, VMWs are extremely
approachable, and since they are locally based, they are also very efficient and in demand.”—
KII, 33-year-old male, Provincial Health Office
Evidence from the literature also points to the good performance of the VMWs. One
study even stated that the services provided by the VMWs are comparable in quality to those of
the local health facilities.32 Several studies cited evidence of decreased malaria incidence as
being partly supportive of the positive role played by VMWs.24,29,31
Comments from the key informants squared with observations shared by the FGD
participants. A total of eighteen focus group participants, out of the forty-one, touched upon
the subject of VMW performance. They mentioned examples of VMWs doing a very good job at
serving their communities. The FGD participants knew the role of the VMWs and spoke of them
tending to suspected malaria cases immediately at the homes of community members.
“VMWs do not think about whether it is day or night, and they are not stopped by rain or sun.
When someone calls on them, they are readily available for helping people.”—FGD, 29-year-old
female health assistant, Provincial Hospital
When the VMWs are unable to treat the malaria cases locally, for example when the
fever has not subsided, they immediately bring the cases to the attention of the health center.
This key linkage, which is kept intact by the VMW’s performance, is vital for detecting positive
cases of malaria. Overall, from 2004 to 2013, there has been a marked decrease in P.
falciparum, while Pailin has seen a sharp decline in P. falciparum cases from 2008, as the VMWs
began detecting positive malaria cases using the Rapid Diagnostic Test (RDT).
Of the 35 VMWs surveyed, none of them said that they had ever seen negligence,
absence or carelessness among the VMWs in their area. This is impressive and correlates with

the decreasing incidence of malaria in Pailin. One of the in-depth interviewee’s comments is
key in understanding this dedication:
“I had to work harder than expected; this also meant working extra hours. I had to spend more
energy, and sometimes gave up my own health and time with children and family”—IDI, 45year-old female VMW, Sureyriang
There are supportive factors that have played a role in the performance of VMWs. With
43% of the survey participants indicating that the village head and commune council members
“always” listened to their suggestions regarding malaria programs, and 51.4% saying that they
were “always” consulted prior to malaria plans being formulated, there seems to have been an
environment somewhat conducive to enhancing performance.
However, a different side of the increased malaria detection also came to light during
the study. Given better case detection and increasing program coverage, cases of malaria are
declining throughout Cambodia, as well as in Pailin, so the VMW does not have a chance to put
his or her skills to use as often as necessary for some key procedures, such as doing blooddraws. In the absence of practice, they lose such skills and when the need to use them comes
up, they are unable to deliver. Key-Informants felt that it would be good if the VMW’s skills
could be used to manage other health problems facing Cambodia. The opportunity is big,
especially as there are other health issues to be addressed at the community level and that fall
within the skill set of the VMWs, complementing the work of the health center and the referral
hospitals. Rather than letting the VMWs get de-skilled and lose the ability to perform and
risking the loss of on-the-ground resources should they move on to other professions given the
decrease in malaria case-findings, the government could incentivize their engagement in other
newer health challenges. For example, one of the key informants stated the following:

“In the future, VMWs should ideally have additional responsibilities in addressing dengue,
maternal child health (MCH), pneumonia and even disaster management given that they have a
lot of training and since malaria is decreasing”.—KII, 47-year-old female, INGO staff, Pailin
The VMWs were seen by all thirteen participants in the KIIs as a crucial resource for
raising community awareness and spreading education regarding prevention, care, and support
of malaria patients. Their role for providing referral for serious cases and their effort in ongoing
case management also emerged as critical for Cambodia in meeting its malaria elimination
targets. Key Informants also mentioned that VMWs with adequate education hold a lot of
potential for continued knowledge sharing and problem solving that go beyond malaria,
addressing Cambodia’s broader health issues in the community.
According to the survey results, thirty-three VMWs (94.3%) stated that they had a high
degree of involvement in the larger village health worker community. Of these, fifteen were
from Pailin and all eighteen VMWs (7 males, 11 females) from Sala Krau. Three female VMWs
(8.6%) and one male VMW did not know how the commune council, village chief, VHSG, and
village health volunteers were supposed to work together. Thirty-three VMWs (94.3%) stated
they had met formally with the village chief and health personnel in the context of their malaria
work.
When asked if they received feedback and support from the health personnel in the
commune, the FGD participants at the pre-testing meeting at Ou Ta Vau stated that the
patients that they sent to the hospital were always accepted and were treated with care,
regardless whether they were rich or poor. The VMWs also stated that usually their requests
were viewed in a positive light and that they received support and feedback from the local
health centers regarding delivery and distribution of mosquito nets, dropping off of the old
mosquito nets, and receiving malaria medicines for distributing.

The VMW participant at the Provincial Hospital FGD stated that health center staff
appreciated the volunteers for the good work they do in the villages in terms of eliminating
malaria. In her opinion, they appreciated the fact that the VMWs offer support in spreading
anti-malaria messages, facilitating treatment, and providing constant monitoring support. The
same participant stated that the VMWs enjoy the support of the local health center as well as
the commune council and the provincial health office (PHO). Referring to the PHO staff, the
VMW stated that “[t]hey all encourage and give us rewards,” referring to the PHO staff. (FGD,
31-year-old female VMW, Pailin)
Several key informants and both of the in-depth interviewees spoke of the honesty of
the VMWs in approaching the work they do without ever being absent and treating malaria
with the utmost care, using their knowledge and skills. At the Ou Anduong health center FGD, a
33-year-old female member of the VHSG stated that even though the community and elders
trusted the VMWs, they still understood the need for the community to monitor their activities
as such monitoring helps accountability. She said, “Villagers need to see whether we have done
what we were supposed to do or only spoken about it without any action.”
Even though the community perception of VMW performance was not gathered for this
research, in the words of a 48-year-old male key informant from the PHO, “There are no
complaints on the services received from the VMWs. The communities are highly satisfied. One
recent survey showed 98% satisfaction.” His comments seem to mirror the numbers mentioned
in the Household Survey of 2011. 143 According to that survey report, the perceptions of the
VMWs among those individuals reporting on a VMW in their community were favorable, with
over 8/10 individuals positively rating VMWs in categories of “accessibility, knowledge and
provision of free malaria case management, and quality of care delivered.”143 The report states
that “among individuals reporting a VMW in their community, 35% reported visiting a VMW in

the past year for either their own or a family member’s illness.”143 Amongst those that visited a
VMW, over 9 in 10 reported locating the VMW on the first attempt and that the VMW provided
a diagnostic test for 86%, medicine for 49%, and a referral for 17%.143 Data from this research
were supportive of the findings regarding the good performance of the VMWs. The VMWs felt
that the villagers, community leaders, and professional health persons trusted and respected
them because they take on the work of solving patients’ problems and they always deliver as
expected by achieving results. Speaking about the community members, one of the survey
respondents noted, “They trust me when I deliver malaria services, including testing by R.D.T
and treatment of malaria for free.” (Survey, 25-year-old female VMW, Pailin)
One key informant stated that the VMWs find their work to be rewarding, as they
perceive their roles in terms of helping the communities. Seven key informants, three FGD
participants, and one in-depth interviewee mentioned that the government needed to take
some additional steps to further enhance the performance of the VMWs. These, in their view,
included timely payment of allowances, access to income-generating activities, and provision of
work-related supplies on time. According to the key informants, not receiving a salary meant
that the VMWs have to undertake other income-generating activities, thereby limiting their
availability and the scope of what they can do in terms of malaria prevention.
In the survey, VMWs noted the goals that they have for self-improvement and for
helping the people in the villages to avoid malaria and to lead better lives. One of the survey
respondents indicated her wish to get better at work by studying more about malaria and other
diseases. Another VMW mentioned the need to study more so that she can “use new
techniques in dealing with the children rather than use old techniques and old software from old
society.” (Survey, 56-year-old female VMW, Sala Krau)

Family and social support

Overall, the research findings indicated that the VMWs of Pailin enjoy good social
support, which is a combination of the support they receive from the family and community
members, as well as the program managers in the health system. They rely on this support—
their social capital—in carrying out their responsibilities.
In the survey of the VMWs, 97% stated that they received strong support from family
and 94.3% that they were invited by the community into their homes and events to share their
expertise.
The VMW participants in the FGDs at both the pre-test location and the provincial
hospital mentioned that the patients they sent to health centers and hospitals were accepted
and received treatment and care, regardless whether they were rich or poor. This finding was
supported by the survey results, in which thirty-three VMWs indicated that the patients that
they referred were able to go to the referral hospitals. Similarly, thirty-two VMWs (91.4%)
stated yes when asked whether the professional health workers in the village or commune
helped them when they did not know something about malaria.
Five KII participants, along with 12 VMWs at the Ou Ta Vau FGD, stated that VMWs were
invited to participate in planning meetings in order to learn more about their needs. The focus
group participants at the Pailin provincial health office also mentioned that the VHSG, CC, and
HC were their key partners and provided VMWs with information and helped monitor the
health of the people in their area. The survey results were supportive of this finding as well.
While the survey results indicated access to meetings and forums as well as provision of
key information to the VMWs by stakeholders in the community, it was the qualitative findings
that helped to inform our understanding of the linkages between social support and
performance. Both in-depth interview participants spoke of the key role that family and

neighbors played in helping them to provide services to the community. One of the IDI
participants stated that she ended up “requesting neighbors to watch her children because the
patients could not wait until the next day.” (IDI, 45-year-old-female, Sureyriang) As a star VMW
whose excellent community service has been documented by various agencies, her comments
seemed to suggest that VMW performance is linked with the social capital that they are able to
access. The community’s willingness to provide social support seemed to also be related to the
level of satisfaction they felt with the work of the individual VMW. One of the KIIs from the
provincial health office stated that there were “[n]o complaints regarding the services provided
by the VMWs and the communities are highly satisfied with their work.” (KII, 45-year-old-male,
PHO, Pailin)
The survey tool included a section with the re-enforcing factors designed as yes or no
questions, reflecting whether the VMWs received social support and had the ability to influence
programs and priorities utilising their social capital. Positive, YES answers were given 1, and
negative, NO answers 0. After summing up these responses, those receiving high support from
family, health workers, commune council, village chief, INGOs/NGOs, provincial/district and
local officials, and having the opportunity to influence programs and priorities, received scores
as either high social support (75% of the responses were positive), moderate social support (5075% were positive responses), or low social support (less than 50% were positive responses).
The following table summarizes the responses of the VMWs to the 10 questions:

Table 18 VMWs’ responses to the reinforcing factor questions

Yes
No
Yes

Pailin
Nos
%
16 94.1
1 5.9
16 94.1

No
Yes

1 5.9
15 88.2

1 5.6
17 94.4

2 5.7
32 91.4

No
Yes
No
Yes

2
15
2
15

11.8
88.2
11.8
88.2

1 5.6
16 88.9
2 11.1
18 100.0

3 8.6
31 88.6
4 11.4
33 94.3

No
Yes
No
Yes

2
15
2
12

11.8
88.2
11.8
70.6

0.0
18 100.0
0.0
15 83.3

2 5.7
33 94.3
2 5.7
27 77.1

No
Yes

5 29.4
15 88.2

3 16.7
16 88.9

8 22.9
31 88.6

No
Yes

2 11.8
15 88.2

2 11.1
18 100.0

4 11.4
33 94.3

No
Yes

2 11.8
15 88.2

0.0
17 94.4

2 5.7
32 91.4

No

2 11.8

Reinforcing factors

Have you received appreciation for the malaria work you do from
a family member?
Have villagers invited you to share your expertise at their homes
or events?
When you have not known something about malaria, have
professional health workers in the village/commune helped you?
Have you received support from I/NGOs for malaria work in your
area?
Have you been involved in the larger village health worker
community? (Other than malaria)
Have your referred patients been able to go to the referral
hospitals?
Have you been given re-fresher training on malaria in the last six
months?
Do you know how the commune council, village chief, VHSG,
village health volunteers are supposed to work together?
Have you formally met with the village chief and health personnel
in the context of malaria work?
Have you been asked to share information and data regarding
malaria in your community?

Sala Krau
Total
Nos
%
Nos
%
18 100.0
34 97.1
0.0
1 2.9
17 94.4
33 94.3

1

5.6

3

8.6

As can be seen from the above table, of the thirty-five VMWs, all but one (97.1%) stated
that they received a high degree of family support. At thirty-one VMWs (88.6%), the support
received from the I/NGOs was high also. Likewise, an impressive thirty-three VMWs (94.3%)
ranked highly their involvement within the larger village health work community. Also, with
higher than 75% scores, the VMWs received reinforcing support from the village chief,
commune council, and health volunteers, and enjoyed formal relationships at the village level.
Thirty-two VMWs (91.4%) stated they were asked to share information and data about malaria
in the community. Thirty-three VMWs (94.3%), from both Pailin and Sala Krau, indicated high
support in the form of invitations from villagers to share their expertise. Thirty-one VMWs
(88.6%) indicated that they received a high level of support from the I/NGOs. Fifteen of them
were from Pailin and sixteen from Sala Krau.

In the qualitative research, when the KII and FGD participants were asked if anyone had
inquired about the challenges and constraints faced by the VMWs in providing malaria services
to the community and whether they were provided with support to address such constraints,
the VMWs gave varied responses. A majority of the VMWs, 11 from the Ou Ta Vau site, stated
that partner organisations such as the Malaria Consortium and Family Health International 360
took care to reach out to them and address their concerns and helped them through the proper
channels. A VMW FGD participant at the Ou Ta Vau health center indicated that “[y]es, the
Malaria Consortium asked me about my problems and helped address my difficulty in
performing blood testing by getting me trained more.” (FGD, 26-year-old female, Ou Ta Vau HC)
Similarly, speaking of the support she received from FHI360, one of the IDI participants
mentioned that she “did a census of mobile migrants in the remote areas where there was
nobody looking after them. I requested my supervisor to work with them and she agreed and
responded to my request.” (IDI, 45-year-old female VMW, Sureyriang)
Several KII respondents indicated that the village chiefs, the chief of the health center,
and partner NGOs usually helped to address the challenges faced by the VMWs during the
course of their work. However, the 31-year-old female VMW FGD participant at the provincial
health office mentioned that even though the general people asked about the problems faced,
there had not been any that needed to be addressed thus far. Another VMW, a 42-year-old
male at the Ou Ta Vau FGD, noted that nobody had ever asked him about the challenges and
constraints faced.
When asked if they were involved in other social work activities in addition to working
as a VMW, a few stated that they had. One VMW, a 37-year-old female FGD participant from
Ou Ta Vau, stated that she was involved in caring for villagers that suffered from diarrhea.
Another VMW, a 23-year-old female at the same FGD location, stated that she encouraged

people to donate blood and distributed medicines. There were a few others that were involved
in holding interactions with village organisations and people about other social activities than
malaria.
VMW motivation

The VMW program enjoys a high degree of loyalty on the part of its volunteers.
According to the survey responses from this research, almost 10% of the VMWs were involved
in the program for longer than nine years, almost half between three and five years. There was
a mix of different age groups, all of whom expressed zeal in learning new skills and accessing
more opportunities. This research did not set out to study the factors that seemed to have
contributed to the longevity of volunteers in service. However, according to the interviews,
FGDs, and the survey of the VMWs, their satisfaction with work emerged as a primary driver.
This satisfaction was not directly linked with any monetary benefit. However, Pailin is a rural
province, with limited opportunities to earn cash; formal jobs are few and hard to come by and
one needs to be educated as well as connected to get them. The role of a VMW is that of a
volunteer, even though at times he or she ends up working many hours every day. The
volunteering work does not pay any salary. However, there are certain other monetary
benefits. Principle among them is the reimbursement for transportation that the VMWs
receive. However inadequate it may be, as most VMWs mentioned that it does not cover their
real transportation or supply costs, transportation reimbursement does give them a fixed
monthly payment. VMWs receive transportation reimbursement once they present their
monthly reports at the health center meeting. The survey results indicated that 13 VMWs made
less than 15 USD per month in family income. In that light, at between 11-17 USD per month,
the monthly income received from volunteering work may also serve as a motivator for the
VMWs. Additionally, as per the Community Participation Policy for Health, the VMWs that are
also members of the VHSG can access free primary care services for themselves and their listed

family members.42 There is also opportunity to access skill development through the various
training offered to the VMWs. Even though these additional perks may encourage people to
become VMWs, based on the findings, they do not appear to be primary drivers for
volunteering.
Several of the VMWs surveyed, as well as those in the focus group discussions and indepth interviews, mentioned their desire to serve others as being their key motivator. For nine
VMWs, four from the Ou Ta Vau site and five survey respondents, this servitude came as a
result of their own suffering from malaria, so they had empathy. However, the majority of
survey respondents, twenty-one VMWs, were driven by their desire to be kind to others. The
FGD participants also talked about this act of kindness and service to those more needy than
themselves and noted that this was rooted in their Buddhist faith. It made the VMWs happy
when they could help others with their kindness. While at the higher level the VMWs expressed
their wishes to see their villages and country free of malaria with no one dying any more,
practically, they wanted to educate their community about health issues, encourage villagers to
use the services available through the government, and enable behaviour change. Five VMWs
mentioned that they got involved as volunteers for the new experience it offered them.
The VMWs were found to be in good health and were physically fit to carry on their field
work. Their fitness was quite critical in undertaking travel, which was a requirement for good
performance. During the FGD, one of the VMWs remarked that “[b]eing fit is really important
when we need to travel during the rainy season in slippery roads or when we visit suspected
malaria cases at night.” (FGD, 32-year-old male VMW, Ou Ta Vau)
Among the survey respondents, seven VMWs wanted to decrease the mortality related
to malaria and help diagnose fellow villagers, thereby stopping further transmission. Nine
survey respondents stated that they wanted to work towards eliminating malaria from

Cambodia by 2025. One VMW indicated that she understood how malaria exacerbated poverty
and therefore she wanted to stop poverty through her malaria prevention work. In executing
their volunteer duties, the VMWs seemed to be motivated by a sense of duty as well. The
following quote from an IDI respondent helps clarify the finding:
“I paid attention to every single thing I did, which is why I became the person I am—I did not
discriminate against anyone and treated everyone fairly. I worked hard and did not let even odd
hours of the night take me away from my expected role, when someone needed treatment. I
paid attention to details. I try to practice what I tell the community, NGO or government. I never
missed a meeting as a VMW and always asked questions in every meeting.”—IDI, 42-year-old
female VMW, Phnom Dambong
When asked about what it was that they liked the most about being VMWs, those
gathered at the Ou Ta Vau HC FGD stated that they liked how their work gave them a feeling
similar to praying to Buddha and doing kind things for helping others, especially those people
that are in need of help. One of them stated that the following: “I had malaria in the past and
faced many difficulties during that time, therefore, I want people to have access to malaria
diagnosis and treatment so they don’t suffer in the same ways.” (FGD, 33-year-old female
VMW, Ou Ta Vau)
There were a few VMWs that were also motivated by their life goals and plans for the
future. According to a young female VMW, being a volunteer has helped her prepare for
eventually getting trained as a doctor. She stated that it gave here “the opportunity to help in
this emergency situation as I have seen many people who have died. It also gives me something
to help with my long term goal.” (FGD, 19-year-old female VMW, Ou Ta Vau)
The FGD participants recounted their good memories while working as volunteers. One
of them (32-year-old-male, Ou Ta Vau) shared the experience of the time when he had helped
an entire family taken ill from malaria. After he helped them get cured, they offered him 5000
riel, a decent sum for an unpaid volunteer, but he refused the money. He recounted how he

told the thankful family of his satisfaction from helping them and how earning their trust was
enough. Another VMW (31-year-old female, Provincial Hospital) shared her favorite memory of
the time when she helped a villager with severe malaria by keeping him in her own house for
many days until he got completely cured. In addition to treating him, she also fed him every
day. When she sees him being healthy and working to help his family now, it makes her very
happy.
Resources available (budget, supplies, equipment)

Resource availability was one of the areas in the research in which there was a high
degree of agreement among the survey respondents, the IDI and FGD participants, as well as
the KIIs. The findings highlighted the constraints that everyone faces, not simply the VMWs,
given the socio-economic realities of a developing country such as Cambodia. The scarcity of
resources has created a series of challenges in the key decision making about program
implementation. For example, at the systems level; this affected the supply of equipment and
the organisation of training related to the program. At the personal level, the lack of resources
affected the morale and drive of the VMWs.
In terms of essential equipment and supplies for VMW work, such as thermometers,
patient registers. and insecticide treated nets (ITN) for display, thirty-two VMWs (91.4%) stated
that they only received them sometimes. Thirty-two VMWs (91.4%), sixteen from Pailin and
Sala Krau each, indicated that they “never” received enough transportation reimbursement to
cover their expenses in traveling to the field. They also stated that there were no resources for
purchasing essential gear such as umbrellas, rain boots, and flashlights for field work during
inclement weather. All thirty-five VMWs providing answers for this section mentioned their lack
of equipment and work-related supplies and stated how they needed proper equipment and
adequate budget for field visits. This, according to the VMWs, would enable them to take care

of the people better and effectively disseminate malaria-related information and protection
know-how.
The in-depth interviewees and survey respondents mentioned the need for a better
system to provide them with supplies and a transportation allowance. The lack of these for
work, both outreach-related such as thermometers and IEC materials, and personal items such
as rain coats, bicycles, umbrellas, etc. for field visits, were mentioned in all of the FGDs and KIIs
as well. One of the survey respondents stated the following:
“I request the Provincial Health Office to give more encouragement and support, provide
training and equipment for VMWs and adequate budget for supporting field work. I need
budget for both engaging villagers such as buying some candy for kids and for personal effects
such as rain-coat, bag, and other materials.”—Survey, 29-year-old VMW, Pailin
Eight KII participants wanted the government to increase the budget for VMWs, and six
of them wanted investment in forums that would allow VMWs to share their experiences with
each other. They also wanted the government to ensure that the VMWs received proper
equipment and supplies, including raincoats, bicycles, and other equipment needed for working
properly. They wanted rural areas to receive more priority. One of the KII respondents from the
PHO stated that “[g]etting medicine regularly and soon as one needs it is essential. If someone
does not get it when needed, they can quickly die.” (KII, 33-year-old male doctor, PHO, Pailin)
A number of VMWs noted in their surveys that they should be provided with a decent
salary, commensurate with the level of effort they make in addressing Cambodia’s malaria
burden. One of them wrote the following:
“I work really hard, committing my time and invest in the relationship with my community. I love
what I do. Why can’t I be working just like the health care workers, earning a salary and having

resources to care for the community, while helping the efforts of the health center in the longer
term?”—Survey, 21-year-old female, VMW, Sala Krau
VMW selection

The rules of decentralised governance, as described in the CPP, task the village chief
with VMW selection. However, this process should be done in consultation with the VHSG. The
survey findings indicated that VMW selection was firmly in the hands of the village chiefs, with
them making key decisions in the process. Three FGD participants indicated that the members
of the VHSG were mostly men. One of the KIIs from the PHO stated that the VCs usually
exercise their influence in selecting someone for the VMW role based on kinship and that due
process may not always be followed. However, when asked to describe the process of their
selection as a VMW, most of the VMWs indicated that the village chief was instrumental in their
selection as was their acceptance by the people in the village they served. The VMWs stated
that they were selected by the chief, who followed certain key criteria. The IDI participants
listed these criteria to be: “loving to take care of people, honest and possessing good character,
friendly, enjoying working with others in the community and willing to spend long hours at odd
times to help others.”
Seven VMWs stated that they were selected jointly by the VC and the people in their
village, as their past experiences related to helping others in the community to live in good
health by leading others in making positive changes. In one case, a VMW stated that the VC
asked for suggestions from the community about who would be the best person to serve as a
VMW, and the community recommended one woman, as they thought that she was best
person for the position. A well-respected VMW, who was an IDI respondent, stated that she
was not selected by the VC. Instead, it was a donor organisation that gave her this role.
However, she turned out to be a great influence on everyone. She stated the following:

“I was not elected by our VC. People in the community trusted me and I think it helped that I
was more educated than others—I had some background in health and could serve as a
secondary nurse providing treatment as and when community needed it, so when MSF came to
my village, everyone recommended me.”—IDI, 45-year-old female VMW, Sureyriang
Five of the key informants interviewed mentioned the need for the government to
incentivize the VMWs in terms of attracting talented and committed individuals to perform the
role. According to them, regarding the ongoing task shifting of the local health roles of the local
volunteers to work effectively in the long run, at the minimum, there needs to be a clear-cut
policy for volunteer recruitment at the local level and adequate benefits for volunteers. Some
VMWs in the FGDs and in the questionnaire survey believed that there was a good process for
selecting the “right” kind of people for the role, as one of the VMWs stated: “VMWs such as me
can achieve this level of support and respect because the right people with the right abilities
were selected for the role” (FGD, 31-year-old female VMW, Pailin)
However, there were contrasting opinions expressed by several others during this
research. One of the PHO KII respondents (KII, 48-year-old male, Pailin) noted the need for a
more transparent process for VMW selection. He highlighted that along with the right mindset
for the role, it was important for the chosen volunteers to be able to earn the respect and trust
of the people.
Learning, training, capacity building, and empowerment

A majority of the VMWs indicated that they needed more in-service, ongoing training
covering more details relevant to their roles in the community. They indicated a preference for
such training and capacity building to be of longer duration rather than simply half a day or
one-day training, as is the current practice. On the specifics of the training topics, thirty-one
VMWs, eighteen from the survey, three from group interviews, and the rest from the FGDs,
stated that they wanted to have more training to learn about newer developments in the
overall field of malaria prevention and treatment as relevant for their daily work. Topics of

choice included ways to effectively disseminate home education to villagers; ways to effectively
change community behaviour so that ITN use becomes the norm; maintaining cleanliness
around the house; and keeping good hygiene and protection from female mosquitoes. Twelve
VMWs wanted more training for their managers at the health center and the PHO so that their
superiors would learn ways to manage staff better, finding ways to integrate new knowledge
and technical developments in managing VMWs more effectively. This would in turn help the
VMWs increase their effectiveness.
However, according to the survey findings, more than 75% of the VMWs indicated that
they already received timely re-fresher training. Table 19 breaks this down by gender and by
the two districts:
Table 19 VMWs receiving re-fresher training on malaria in the last six months

Gender
Male
Female
Over All

Pailin
Statement
Yes
No
Yes
No
Yes
No

Nos
4
2
8
3
12
5

%
23.5
11.8
47.1
17.6
70.6
29.4

Sala krau
Nos
6
33.3
1
5.6
9
50.0
2
11.1
15
83.3
3
16.7

Total
Nos
10
3
17
5
27
8

%
28.6
8.6
48.6
14.3
77.1
22.9

Of the eight VMWs that indicated that they did not receive timely refresher training in
the survey, seven were married and one was single. Of those five were females, three from
Pailin and two from Sala Krau.
The various training received by the VMWs seemed to have a positive impact on their
skills and knowledge. Nine KIIs in the study described the VMWs as good communicators. On
their part, both the IDI respondents linked their increased capacity with the many trainings and
capacity development support they had received, such as IEC training through their linkages
with Cambodia’s key actors in the health architecture, including the HC, the referral hospital,
the PHO, other service providers, pharmacies, and other government and non-government

actors. Likewise, the exposure and training received by the VMWs through the many
organisations that work in the area of malaria in the country were noted as being responsible
for the VMWs’ continued professional growth. During the FGDs, three VMWs stated that they
were involved in training community members about diseases other than malaria.
Twenty-one survey participants credited the training they received with an increase in
their skills. Nine listed training to draw blood and perform RDT, seven noted techniques for
monitoring patients, and thirteen indicated that their knowledge of malaria and general
medicines derived from the training they had received. Five survey respondents indicated the
skills they gained in using mobile phones for sending short messages (SMS). This newly-gained
skill, according to one of the VMWs, was key in updating the number of cases of malaria, using
mobile phones for real-time monitoring. Twenty-three VMWs surveyed cited the opportunity to
meet with others and share experiences whenever they attend any training or capacity-building
activity. Three key Informants and several FGD participants talked about the benefits received
from training VMWs on effective outreach techniques for spotting potential signs and
symptoms of malaria, informing the community on ways to protect themselves from malaria
and using anti-malaria spray properly, ways to change their behaviour, for example always
sleeping inside insecticide-treated nets, hygiene rules, cutting small bushes around the house
and cleaning water sources and drinking clean boiled water. The quotation below from one of
the IDI respondents also highlights the importance of training and capacity building in making
the VMW program more effective.
“In my early VMW days, MSF used to have training on many diseases and not only malaria. I
learned a lot from such training and then I brought the knowledge from MSF-Pailin city to my
village. Today I work for raising awareness in women’s rights at the department of woman
affairs. I provided specialized training/awareness on malaria in the villages and the HCs as well.
In 2011 Malaria Consortium called me to go to Phnom Penh to a meeting where there were
people from many nations and I explained our malaria problems in the community especially in
terms of drug resistance.”—IDI, 45-year-old female VMW, Sureyriang

The analysis of the KII responses indicated that they wanted the Cambodian government
to incorporate new and emerging trends in malaria training in the ongoing program and adapt
training as per VMWs’ skills and needs. An example that emerged from this research includes
training VMWs in effective communication with the referral hospital staff during their
interaction with multiple departments, including administration, finance, the X-ray department
and maternity ward.
Communication and coordination

Communication among the VMWs and between them and the other stakeholders in
malaria programming in Cambodia was found to be very important. One of the key informants
from the PHO stated the following:
“VMWs are like our eyes and ears on the ground, we can not reach our malaria elimination
goals if we are unable to use our eyes and ears. We have regular program communication
including reporting and coordination of campaigns. But we need to make use of faster and less
bureaucratic ways to get better.”—KII, 45-year-old male, PHO, Pailin
According to the survey results, eighteen VMWs stated that they were “always”
consulted before local plans for malaria programs were drawn up. Sixteen VMWs stated that
they were “sometimes” consulted prior to such events. Only four VMWs out of the total of
thirty-five indicated that they could present lessons gained from implementing malaria
programs in their village at relevant forums and meetings, and 94.3% of all VMWs stated that
the villagers had invited them to share their expertise at their homes or events. This suggests
that coordination with the community for malaria prevention work is stronger than that with
the formal structures of power.
In the FGDs and KIIs, the participants stated that they had noticed the VMWs, village
chiefs, health center staff, community leaders and others working jointly in addressing the

problem of malaria. While there was plenty of evidence of joint work, much of it was in the
context of malaria program implementation, prevention, education, hygiene, sleeping in ITNs,
encouraging villagers to wear long-sleeve shirts and long trousers in the evening, distributing
medicines, and blood testing. The role of the VMWs was to be present at meetings, which were
held once or twice per month. However, this presence alone did not constitute partnership for
nine of the survey respondents. One of the nine stated that “[w]e feel left out of key
discussions.” (Survey, 61-year-old female VMW, Sala Krau).
The subject of being left out of discussions came up during the focus group discussions
also, with three of the participants mentioning it. One participant (FGD, 42-year-old female,
INGO staff, Pailin) talked about how the program could improve its communication channels.
She described how VMWs are expected to communicate through the village chief during formal
VHSG and CC meetings. This was a surprising finding since as subject matter experts, VMWs
would be better placed to share their program results. Village chiefs may not necessarily be
well versed in malaria or other health issues.
During the group interviews, the VMWs were asked if they knew about the coordination
among HCMC, VHSG, and the CC. Varied responses were received. Nine respondents knew
about the roles being played by them. One VMW stated the following:
“They all work as partners and give information to us VMWs about malaria. They’re good
people, because they care and pay attention to the people in the village and help protect and
avoid from malaria and other diseases. They also monitor the health of the people in our
area.”—Group Interview Informant (GII), 28-year-old male, Ou Andoung health center
However, the literature review suggested that there were coordination challenges that
ran from all the way at the top of the inter-ministerial coordination mechanism of the MOH and

MOI to the local level. Coordination was found to be weak, raising concerns as Community
Participation Policy provides the overarching framework for community participation in health
to take place.
There seemed to be functional coordination at the local level when it came to providing
people with access to services and in sharing their knowledge. The VMWs stated that when
someone got sick, members of the HCMC and VHSG always go and help solve the problem they
have. According to five VMWs at the group interview, they also help make the plans to monitor
the malaria work going on and provide the VMWs with feedback from time to time. When
needed, auxiliary health services, such as blood testing and treatment for malaria patients, can
be accessed with their help. Six VMW group informants stated that these health workers
provided them with suggestions and aided in the announcement of malaria messages about
eliminating malaria from their communes and villages. The VMWs also said that they interacted
with VHSG, HCMC and CC in making plans about local malaria programming and that the
interaction was good. They discussed and shared knowledge and opinions, focusing on malaria.
Indicating that the interaction among VMWs, health center, and referral hospital
medical personnel was good, one VMW said, “[w]hen they have new information, the health
center and hospital always tell us about it, especially about new diseases in our area. This helps
the whole community” (Survey, 21-year-old female VMW, Sala Krau)
The VMWs in general felt proud of their work and stated that they could do much more
if provided with support from the government and others. The survey respondents seemed
happy with how the commune councils provided the overall management and oversaw the
functioning of the HCMC. The group interviewees mentioned that they liked how CCs supported
maintenance of health center infrastructure and in other non-medical aspects of VHSG
implementation. One of the survey respondents stated that the “CC assisted in the mobilisation

of resources to support the HCMC and VHSG; established and organised the HCMC and actively
chaired the HCMC meetings encouraging open communication between VHSG leaders/members
and community views at the Health center.”(Survey, 54-year-old VMW, Pailin)
While there seemed to be ongoing communication among the stakeholders in the VMW
program, the survey results indicated that all thirty-five VMWs in the sample were Khmer.
Cambodia’s official language is Khmer, and there are requirements in place for ensuring that
people have formal academic qualifications to be representatives at the local councils. This
makes it more difficult for minorities, and illiterate and less-educated individuals and women,
to have their viewpoints represented in communicating their needs. In terms of the stated goal
of the country’s health strategy of reaching out to the ethnic minorities, the lack of community
malaria volunteers from these groups seems problematic.
Policy development and decentralisation

When asked whether they and other VMWs in the community had ever participated in
decision making regarding malaria service delivery in their areas, the VMWs exhibited a mixed
response. According to the survey findings, a majority of them stated that they attended
meetings, sharing opinions, and received new information about malaria prevention and
control services. Several group interviewees reported that they provided medicines as well as
encouraged patients to use sleep in insect-treated mosquito nets and consequently felt that
they helped shape local health programs by helping people know about malaria. This finding
was consistent with the survey, where more than half (51.4%) of the participants expressed
that they were always consulted before drawing up plans and programs regarding malaria.
However, 45.7% of the VMWs surveyed indicated that they were only “sometimes” consulted.
Some of the VMWs stated that they were not involved in decision making, especially when it
concerned financial matters. One VMW at the group interview stated that she hadn’t “ever

been involved in discussions regarding finances and ways to encourage VMW. We simply receive
a little bit of money without any discussion with the organisations.” (GII, 39-year-old female
VMW, Tuol Lvea HC)
The VMWs felt that the health posts and referral hospitals in their districts currently
provided malaria services that were responsive to rural and poorer populations, including
migrants and ethnic groups. When poor patients go to receive the services, they are given
attention and provided with services at no cost. The VMWs stated that their constituents must
be happy, as they can get free services from the health center. As the VMWs stayed near the
people’s homes and were available whenever they were needed, providing access to treatment
was relatively easy. An FGD participant remarked that the “services in the PHO and the local
health center are free for all. We treat and care for all the poor people including the migrants
and the ethnic communities.”(FGD, 33-year-old male doctor, PHO, Pailin)
One of the biggest challenges in expanding the role of the VMWs mentioned by those
interviewed was Cambodia’s weak health infrastructure and the poor management of its public
sector health budget. For example, in the case of the referral hospital in Pailin, there was a
provision for collecting user fees which went towards meeting the hospital costs. A key
informant from the referral hospital said the following about their budget:
“Our budget is divided into two parts. The first part comes from the Provincial Health
Department, I don’t know exactly how much. They sometimes give us materials and count that
as money. User’s fees is our other source. It’s a small amount. Our hospital is cheap and lots of
people who come here do not have any money. A patient may come here and stay from the
beginning to the end of the treatment but still only have to pay less that USD 10. We generate
less than USD 2000 per month, half of which is used for staff and the other half for supplies that
we don’t get from the government.”—KII, 46-year-old male staff, referral hospital, Pailin
However, despite the very nominal user fees at the hospital, the poor communities still
preferred to go to non-public sector providers where they need to pay more money. Seven key
informants mentioned the lack of a service orientation on the part of the public hospitals as to

the reason for this behaviour of community members. Because the communities served by the
VMWs are poor, the assumption is that they cannot even pay the nominal fees charged by the
hospitals. Undoubtedly, resource constraints and lack of supplies due to bureaucratic
procurement processes at the hospital exacerbate the problem. Additionally, the hospital staff,
with whom the VMWs need to liaise for their referrals, may not “go the extra mile,” as the
private sector actors do in attracting and retaining clients. The hospital staff get a fixed salary
and do not receive additional incentives to perform better, as described by a local pharmacist
that runs a small clinic out of his shop in the town market in the following:
“Most people don’t go to the hospital. They have to wait there and the service is poor. They
can’t get the medicines they need. Here, at my pharmacy, the service is quick and of good
quality. Usually, people who have no money go to public hospital but they are given no
attention and care. When they come to my pharmacy and say that they are sick, even if they
don’t have money at that particular time, I still give them free service or medicines sometimes.
Some of them come back to pay me and say thanks. I build trust by offering a tester for future
paid service.”—KII, 55-year-old male pharmacist, Pailin
In terms of the time needed to obtain care, one VMW wanted to have the process
shortened for improving patient care and the VMW-patient relationship, as stated in the
following:
“When there is a patient with suspected case of malaria , we need to quickly give them medical
attention by performing RDT and providing treatment right away. The provincial health office
should take care of VMWs because sometimes when we send patients to the PHO, they can’t
focus on our patients on time giving them a run around. This creates problems for the people,
makes us lose face and should be improved”—GII, 28-year-old female, VMW, Ou Ta Vau
One VMW (Survey, 37-year-old male, Pailin) wrote that he wanted to take better care of
villagers’ health. For this, he wanted a system where the VMWs could be taught to encourage
community members to monitor the quality of the health programs, including malaria
treatment, at the local level. In case they found some problems, the villagers could be
effectively involved in learning and teaching about malaria and other health issues. The VMWs
stated that it would be easy to monitor the programs at the village level and that it would be

ideal to collect data at the local level. Therefore, the VMWs wanted more help for reaching out
to people so that they would not feel stigmatized and hide when they found out that their
family member had malaria. They wanted to help the community get rid of the stigma.
Twelve VMWs wanted more meetings so that they could share their experiences with
each other and with others outside their villages and so that they could learn from each other.
Finally, in this section, the VMWs also indicated that there should be a better process for
making it easier for them to send local data from the villages to the provincial level.

Additional theme: Perceived corruption
Financial corruption breaks people’s trust in the government. However, political and
institutional corruption is also equally detrimental. This research intended to find out what was
working well and therefore was set within a positive paradigm wherein examples of positive
actions were explored. The themes that were chosen were also all oriented towards positive
action. However, during the focus groups, the key informant interviews, group interviews and
in the survey, twenty participants brought up their concerns regarding the corruption that they
perceived to exist within Cambodian health governance. The World Bank’s governance
indicators suggest that Cambodia’s ranking in voice and accountability scores have slid back
down. Even though the indicator improved to 24.5 in 2002 from 21.2 in 1996, the year the
scoring started, it went back down to 20.4 in 2013, a number that was lower than what it was in
the first recorded year.58 Even though corruption was not a theme, since it was brought up by a
significant proportion of study participants this section reports these findings.
Various examples of perceived corruption emerged from the key informants. While
perceived corruption may or may not be taking place in reality, it does undermine the trust
among the stakeholders. One VMW, who was in a focus group discussion, stated that she felt
left out of the discussion when it came to financial aspects of the malaria programs. By saying

that she was left out, she wanted to convey the message that she was not involved in the
decision-making process at all: “I haven’t ever been involved in discussions regarding finances
and ways to encourage VMWs. We simply receive a little bit of money without any discussion
with the organisations.”(FGD, 31-year-old female VMW, Pailin)
Indicating that there was deep distrust in the way in which the budget appropriation
and disbursement were handled, another VMW commented about corruption in the survey. As
a finding, this may be more related to his frustration at not being able to submit a proposal
using simplified procedures and getting funded, or it may be that the amount received versus
what he requested was different. Whatever the underlying issues may have been, there
seemed to be some people within the health systems that expressed concern with the way in
which finances are handled. More importantly, there was a call made for transparency and an
expression of hope that such openness would curb what are perceived as corrupt practices, as
stated in the following:
“I want to have the same exact budget allocated for our health center and I want the process to
apply for it made simple and clear. If it is easy to make the request for health center resources,
we would not need to spend much time in vain. Furthermore, greater transparency of budgeting
processes that will also ensure that no one else will get benefit from corruption using their
position.”—Survey, 35-year-old male VMW, Sala Krau
In all three group interviews, the VMWs mentioned that they have heard about the
requirements of power sharing between the central government departments and provincial
government and were aware of the decision making powers at the district level. For example,
they knew that the ministry of health at the center delegated powers to the department of
health, which in turn transferred decision making power to the provincial health office. From
the provincial level, the communes received the authority for making decisions that were
relevant to them. Four VMWs stated they knew about the power of the district/commune
councils to make their own budget decisions. However, two VMWs indicated that the money

that trickled down to the district and council level was only a little, with those at the top taking
away funds intended for use in the provinces and the communes.
One VMW, also a commune council member from Sala Krau, shared an example of her
health center needing some equipment for use and even having the budget for it on paper. The
budget was, in theory, available to them as soon as they completed some paperwork including
a proposal. However, in the end, she said that they did not want to spend the time to complete
the proposal form. This was driven by the concern that someone higher up would use the
health center proposal for funds to enrich themselves financially. The VMWs stated that they
wanted the local HCs to have enough budget and equipment and did not want to have
corruption at the higher positions: “I need my local health center to have enough budget for
health equipment for taking care of our local health needs and the local people and there should
be no corruption.” (Survey, 57 year old, female, VMW, Sala Krau)
One of the KII respondents, who managed a significant budget for a hospital, stated that
he could not even access information regarding funds that may have been made available: “I
wanted to know the budget for the hospital and could not even access information regarding
funds available even though I made many proposals.” (KII, 45-year-old male staff, PHO, Pailin)
Several key informants spoke of poor adherence and manipulation of rules and
regulations and stated that there was political interference in the processes. Even though
decentralisation is good for the sustainability of services, they stated that there was a need to
engage with the government so that activities would be implemented by local entities and
development partners would provide technical assistance. In their view, the VMW program and
other local health sector innovations could perform better only when local organisations would
be capacitated to plan for activities and request the budget from the commune council. In their
view, ideally, the PHD should provide budgets for the local actors. The informants stated that

the hospital should outsource all activities to private companies, with delegated power to
recruit staff and to manage finances from the government and NGOs. In that way, not only
would the interaction with the health volunteers, including VMWs, improve, but the entire
orientation towards patient care would change, as suggested by one key informant from the
PHO:
The reason why the hospital is not running very well is because it is run by the government and
there is corruption. So there is a need to recruit contract staff and have autonomous
management wherein the hospital manages itself financially and administratively. So long as it
is government managed, it will be very difficult to get the right HR and administration to be
responsive towards clients and staff. —KII, 45-year-old male staff, PHO, Pailin
Delegation of power to the local authorities and subsequently to local organisations
with assigned budgets may alleviate some of the expressed concerns. Solutions for more
funding from the center without a locally-determined check and balance and adequate
management inputs from the community of VMWs may not necessarily improve the situation.
This can be understood in the case of a hospital whose management was taken over locally,
even though the key informant from the hospital clearly wanted to increase the financial
contribution from the center when he stated the following:
“We need to receive more funding from the center as budget from Phnom Penh is insignificant,
due to which it is difficult to support malaria patients and VMWs. For example, our x-ray
machine is broken now and we haven’t received money from Phnom Penh to pay for fixing it.
We can’t raise money locally, as even charging 1 USD per x-ray from people is not feasible as
they are so poor, so need more support.”—KII, 43-year-old male staff, referral hospital, Pailin
According to a key informant (KII, 47-year-old female, INGO staff, Pailin), the selection of
any position, whether voluntary or paid, is generally made with partisan consideration. If
someone happens to be from the ruling party, their chances of getting involved in governance
automatically increases. If a qualified or willing person is not allowed to be involved in the local
affairs affecting their community, simply because they subscribe to a different political view,
according to the same key informant, that is corruption as well.

Given the various instances of perceived corruption mentioned in this chapter, it seems
to be an important area for attention, especially to strengthen local governance and to ensure
people’s participation. This concludes the qualitative results section. The following chapter will
discuss the overall results in detail.

CHAPTER 6: DISCUSSION
This research examined the responses of a sample of VMWs, along with a group of key
informants, from two districts of Cambodia concerning their motives for volunteering, and their
knowledge, social support, resources, and training in order to understand the ways in which to
expand and use VMWs in the delivery of health services in Cambodia and to learn whether
decentralisation is being effectively implemented among the VMWs in these districts. The
greater is the perception of the VMWs’ effective performance, the higher along the ladder of
participation will the VMWs likely have moved. Particularly in the in-depth interviews, examples
of this movement can be seen. One of the key motivations for this research was to generate
practical guidance as to how Cambodian health system managers and local health practitioners
can capitalize on VMWs and other locally-available human resources for implementing relevant
health initiatives in their local communities and in other provinces and regions of Cambodia.
The policy-level emphasis on better health outcomes placed by Cambodia’s second
Health Sector Strategic Plan 2008-2015 (HSP2) highlights accountability, efficiency, quality, and
equity as its four cross-cutting strategies.46 Good governance and accountability are the two
guiding principles. Social health protection, especially for the poor and vulnerable groups,
client-focused approaches to health service delivery, integrated approaches to high-quality
health service delivery and public health interventions, human resource management as the
cornerstone for the health system, and good governance and accountability are all emphasized.
The research findings from this study indicate that the VMWs are performing quite well
in helping Cambodia achieve its malaria elimination goals and have been capacitated to provide
services comparable in quality to that being provided by the local health facilities. There is also
evidence of decreased malaria incidence which is in part the result of the role played by the
VMWs. The building blocks of local governance are in place, at least in the malaria programs in

places where the structures of the CC, HCMC and VHSG support VMWs. The MOH and CNM, in
particular, need to be lauded for making advancements in local health governance.
The current research has validated the fact that VMWs have a sense of pride in being
able to serve their communities as volunteers. This was mentioned by several VMWs, including
a veteran VMW who began working as a volunteer in 2004 and has provided care for more than
100 people with malaria in the past years. They were effective in conducting patient diagnosis
using RDT and found to be proficient in prescribing antimalarial medication to people testing
positive in the results. The research findings highlight that the VMWs have benefitted from
training on prevention, diagnosis, and treatment of malaria. They also have the skills, ability,
and authority to provide antimalarial drugs following Cambodia’s national guidelines, and to
make referrals to the health center as well as the provincial hospitals.
The VMWs have earned the people’s trust through their hard work and dedication. They
also have received respect from community members and can rely upon the social capital to
excel in their work. They have benefited from the many trainings and capacity-building
opportunities they have been able to access as part of their job. The networking of the VMWs
has also substantially improved and there is sharing of knowledge as well as experience
nationally.
They are able to work in remote settings, to access difficult-to-reach areas, and to
provide treatment, care, and support linkages to vulnerable population groups such as migrant
labor and ethnic minority communities. They have learned how to effectively work with local
agencies such as the CC, HCMC, VHSG, and HC as well as the community.
The study results also indicate that the VMWs have helped strengthen Cambodia’s local
health governance by implementing local collaboration for malaria interventions and working

with multiple stakeholders. They were found to be actively involved in the monthly meetings
with the health center, exchanging information with each other as well as learning about new
developments in the field of prevention and treatment. Their operational linkages, both
personally with the health center staff, as well as institutionally as part of the local health
architecture, have helped spread knowledge, generate malaria information, and improve the
communication among different stakeholders.
Even though it is not directly related to their role, the VMWs have helped strengthen
the arrangement of logistics and the supply of essential malaria commodities at the local level.
By reporting stock outs, by confirming the availability or lack of key drugs and medicines to the
key health staff at the HC level during the monthly meeting and as required, VMWs are helping
to feed the national system of logistics management.
Since their introduction, VMWs have been effective in the control of malaria at the
community level. For example, they have detected more than three hundred thousand cases of
RDT-positive malaria cases and their role in getting severe and repeat infections cases referred
to government facilities has been critically important from 2003 until now.24 Even though the
VMWs work within the same limitations as everyone else in the community, they have earned
the title of being “front-line heroes in Cambodia’s battle against malaria.”16 They are now able
to provide malaria control services comparable in quality to those offered by local health
facilities.29
The key informants also mentioned that the VMW project cost efficiency is better than
other strategies of malaria control when looking at the cost of treating each patient. Most
importantly, since 2011 the VMWs have been recognised by the government of Cambodia as
key actors in the quest to eliminate malaria by the year 2025.30

There is a need to strengthen the program further, however, as it offers only a stepping
stone to move towards achieving the vision of elimination of malaria as laid out by the
government. There is more to do for realizing the stated principles, which require clear policy
direction, primarily by clarifying the roles and responsibilities of the national, provincial, and
local-level actors involved in decentralisation. Such clarity will be helpful in the eventual scaling
up and broadening of services. These steps will also help further improve the quality and
accessibility of services and encourage more local people to get involved in the design and
delivery of the services. When conceptualized using Arnstein’s ladder of citizens’ participation,
such additive measures will help the VMWs and other “on the ground” actors move up the
ladder of participation.
This research involving VMWs shows that communes can very well serve the role of
catalyst to improve local public service delivery. On the demand side, the VMWs that are closer
to the communities they serve were seen by key informants in amplifying the community’s
voice for improving the way in which local malaria services are provided. On the supply side,
the ministry of health, working through the PHD, OD, and the HC arrangement in the
decentralisation model, is leading to a more efficient delivery of local health services. Although
the communes are not always getting the resources allocated through the budgets for the
VMWs on the basis of the Commune Investment Plan (CIP), and clearly several of the key
informants have highlighted issues about getting this done, the research has shown that one of
the ways to strengthen local participation is through improved governance structures. This
means more resources, bigger budgets, and more training for local health workers and
volunteers. In Pailin, the roles played by community linkages through VMWs provide existing
opportunities to build on.

Based on the responses of the VMWs as well as key informants in Pailin, this study
revealed that the VMWs were able to conduct malaria diagnosis and prevention work
effectively while reaching out to the public in their communities using the skills acquired
through the VMW training programs provided by the CNM and other organisations.
Yasuoka et al. studied the VMW program in Cambodia in 2012 in order to investigate
the determinants of the changes in service quality and actions after the program scale up. They
found that having a personal interest in the work and being motivated by providing a service
were key determinants of the roles that they played in the prevention and control of malaria.
The other key contributor in terms of increasing the quality of service was access to
opportunities to learn more about malaria transmission, such as refresher trainings and
capacity-building forums.33
The current research documented personal motivation in preventing malaria in the
community for most VMWs. However, the VMWs stated that they needed more training
opportunities that were adapted to their needs and tailored to skill building.
During a monthly meeting observed during this research, the VMWs received a
refresher course on malaria. The medium of instruction was lecture and there were no avenues
for participatory learning. While studies have shown that training can improve volunteering by
providing community health volunteers with the support or the conﬁdence necessary to work
within the constraints placed upon them, 144 it is also known that the lack of emphasis on the
participatory techniques that help learners adapt knowledge to specific contexts is not
productive 145.
According to the present research findings, the VMWs did not receive all of the required
equipment for carrying out their duties well. Despite the lack of equipment and supplies, the

VMWs' actions regarding malaria prevention and vector control and knowledge of health
system decentralisation seemed to have gone well. In fact, case detection, program
compliance, and the follow-up of patients continue to be carried by the VMWs. As mentioned
earlier in the discussion section, VMWs have detected a substantial number of positive cases of
malaria.24
Cambodia’s malaria elimination goals have placed many expectations on the VMWs
regarding malaria prevention and vector control. Granted, the achievements made are many in
the context of a society recovering from a terrible past and putting in place systems that sustain
gains. However, the investment made in the ongoing knowledge development of VMWs needs
to increase. Several studies have described weaknesses in the community health worker
approach in low- and middle-income countries. One review concluded that community health
workers did not consistently provide services that were likely to have substantial effects on
health and that the quality was usually poor.133 However, the VMWs in Pailin appeared to be
involved in providing effective malaria services despite the many weaknesses in the malaria
management, and this can be attributed to several national and regional factors, including lack
of community trust due to perceived systemic corruption and mismanagement of resources,
insufficient pre- and in-service training, and inadequate provision of resources to VMW
providers.
The view that local community governance opportunities are given only to those with
certain political party affiliations is a barrier. This finding is similar to other research carried out
with health volunteers. For example, Stekelenburg et al. looked at the factors contributing to
the low performance of community health workers in the Kalabo District of Zambia. Two of the
main factors they found were an irregular and unreliable supply of drugs and selection of the
wrong people to be trained as community health workers. 146 Several of the key informants in

the current study also cited their displeasure with the way in which VMWs were selected by the
village chiefs. When communities do not properly adhere to existing criteria for VMW selection
and follow other considerations instead, this acts as a deterrent to motivation. Excessive
bureaucracy “is a significant barrier that hinders, rather than facilitates, governance
participation especially when it turns a blind eye to conﬂicts of interest between community
needs and personal and organisational agendas, and opts for restrictive ‘top-down’
approaches.” 147 By studying how VMWs are selected, the reason for their participation, their
ethnic and cultural backgrounds, the training, resources, and support received and wished for,
as well as a host of other important socio-economic characteristics, this research provides
health system administrators and policy makers with knowledge about those factors that can
be used to move away from unnecessary bureaucratic processes and further strengthen VMW
participation in local health governance.
In Cambodia, the accountability of public institutions and public servants is weak and
institutional mechanisms to promote transparency are in their infancy 148. Social capital also has
been severely fractured by war and genocide, and the civil society is not well organised. Within
this backdrop, a decentralised initiative such as the VMW program presents opportunities to
increase local accountability and engagement. This is due to its linkages with elected commune
councils and decentralised structures on the ground. However, as this research has found,
capacity building at the local level, both personal and institutional, is essential for enabling
greater local accountability and responsiveness. The intent of the government's health sector
policy and strategy is to increase the people’s voice and public accountability, but this has not
as yet been institutionalized, as evidenced by several shortcomings in the operation of the
VMW program, and is one of the challenges facing local governance reform.

In the current research, there were several examples of VMWs and other key
informants mentioning their worries about the corruption they think may exist in the health
system due to the lack of transparency of procurement and management processes. Expressing
her frustration in having to operate with unclear rules, one of the VMWs surveyed stated the
following: “I want to have the same exact budget allocated for our health center and I want the
process to apply for it made simple and clear. If it is easy to make the request for HC resources,
we would not need to spend much time in vain. Furthermore, that will also ensure that no one
else will get benefit from corruption using their position.” (Survey, 25-year-old, female VMW,
Pailin)
Clearly, there is a need to address the perception of corruption in health programs and
to increase the accountability and transparency of resource allocation and use. Even though
there may not be any corruption, if people perceive that there is irregularity on the part of the
decision makers, this perception can quickly cloud other thoughts and breed negativity. It is
therefore important for any government to address this perception of corruption. One of the
ways to address this is through increasing the transparency of the procurement and budgeting
processes, empowering the various sectors within the national and provincial set-up for checks
and balances, and encouraging the involvement of more stakeholders in the design and
implementation of programs. These steps are also in line with the Cambodian government’s
D&D policy and fit well with the community participation objectives.
Based on the survey results, a majority (62.9%) of the respondents were concentrated in
the age group of 25 to 50 years. Kawakatsu et al. looked at factors that most impacted the
performance of community health workers (CHW) in Kenya. They found age as a predictor of
good performance, with CHWs over 40 years of age most likely to display good performance in
their job. 149 Given the small sample size in the current study, it is notable that in the

quantitative analysis an association was found between age and knowledge of health systems,
with the oldest group of VMWs scoring higher. However, when age came up in qualitative
discussions, it was mentioned that younger VMWs were in fact better suited to use modern
electronic technology, such as the smart messaging system, using mobile phones to report on
their cases. Given the use of mobile technology by various agencies within Cambodia to
efficiently locate the lessening malaria incidents, including the difficult-to-find drug resistant
strains, use of such technologies holds a promise of eventual success in eliminating malaria
from Cambodia.
Nearly two-thirds (62.9%) of the respondents were female. Twenty-two (62.9%) of the
VMWs were married, while eight (22.9%) were single, one (2.9%) identified herself as a widow,
and three (8.6%) selected “Divorced/Separated.” In terms of ethnicity, all 35 of the VMWs were
Khmer, while 31 (88.6%) of them were Buddhist. This finding suggests that in order to advance
local governance the government and development partners need to focus their efforts more
on involving males and volunteers of both sexes from minority communities.
In terms of the duration of volunteering, eleven VMWs (31.4% of respondents) stated
that they had worked between 1-2 years, 15 (42.9%) stated they had worked between 3-5
years, and six (17.1%) indicated they had worked between 5-9 years. Three individuals (8.6%),
all from Sala Krau, indicated that they were involved in the program for longer than 9 years.
There is a need to inform grass roots health volunteers and other personnel on the
government’s decentralisation policy so that they understand the roles and responsibilities of
each agency and group and can govern their activities better. When asked whether the village
chief selects VMWs in consultation with the VHSG members, five (14.3%) of the VMWs
answered incorrectly. A further breakdown revealed that three of them were females, one
from Sala Krau and two from Pailin, and two male VMWs were from Pailin. All three from Pailin

had between three to five years of VMW experience as compared to five to nine years for one
of the two Sala Krau VMWs. Two VMWs in Pailin that answered in the negative made more
than 25 USD in family income per month and one VMW from Sala Krau made the same income.
The fact that three out of five female VMWs seemed unaware of the rule within decentralised
governance indicates the need to focus on women when it comes to the education of
volunteers concerning the roles and responsibilities of the village chief.
All of these findings are indications of the urgent need to focus more on enabling factors
for strengthening the VMW program. It is the spirit of any decentralisation program to consult
with all stakeholders and to engage them meaningfully in program activities. When key
decentralisation actors such as the VMWs feel that they are not being consulted or included in
decision making, there is definitely a problem to be solved, as otherwise they are less likely to
participate actively.
The current research findings indicate that there are numerous reasons why malaria
patients in Pailin province choose to bypass their local VMW’s suggestion for receiving
treatment of malaria at the health center. A perceived difference in the quality of services
received at the public health centers and hospitals, the quality of drugs dispensed at the public
pharmacies, and the service orientation of private-sector providers, even at a premium cost,
could influence utilisation of services. In a candid interview, a local pharmacist explained that
he even gives away medicines to malaria patients for free and tends to them as and when they
approach his shop. This, according to him, is not something that the government-run public
hospital is geared to do. He acknowledged that even when the public hospital provides free-ofcost medicines, his patients, many of whom are daily wage earners with little disposable
income for medicines, still prefer to come to him because of his client-service orientation. This
finding not only highlights the lack of service orientation on the part of the public health

system, but more importantly, begs introspective thought regarding the missed opportunity to
provide care to those that need it. For the VMW program to perform better, there need to be
serious efforts on the part of the government health authorities at the higher levels to address
the issue of service orientation. No matter how efficiently an individual VMW or a group of
them may carry out his or her responsibilities, he or she still will not be able to address the
systemic weaknesses that lie at the core of the system, eroding efficiencies.
Even though questions regarding attrition were not included in the research, long years
of service were noticed in response to the number of years working as VMWs. The attrition of
VMWs does not seem to be a problem in Pailin. (See years worked in Table 20 below)
Table 20 Number of years working as VMWs

Time Period of VMW

Pailin

Sala Krau

Numbers

%

1-2 Years

6

5

11

31.4

3-5 Years

8

7

15

42.9

5-9 Years

3

3

6

17.1

3

3

8.6

18

35

100

More than 9 Years
Total

17

The factors that seemed to have contributed to the longevity of volunteers in service
have still not been studied in depth in Cambodia. Based on the data from the interviews, the
FGDs, and the surveys, satisfaction with work emerged as a primary driver for the VMWs.
Interestingly; this satisfaction was not linked with any monetary benefit, even though the
VMWs mentioned lack of financial and other incentives as barriers to their work. Respect from
the community was mentioned as a motivating factor for the VMWs. The respondents talked
about approving patients’ free-of-cost transfer to the health center and referral hospitals using
government vehicles and how they were looked up to by their fellow community members as

they did so. There is a sense of power that such decision making brings and the VMWs felt that
they had an improved standing in the community.
As mentioned above, a veteran VMW, who began in 2004 and who was interviewed in
depth for the present study, cited the fact that she provided a cure for more than 100 people
from malaria and that she became a staff member of FHI360 from being a volunteer as two of
her biggest achievements (see Annex IX for a transcript of the in-depth interviews). Likewise,
another VMW, who was also interviewed in-depth, stated that earning the people’s trust
through volunteering since 2004 and fulfilling her role as a village chief have been her biggest
achievements. Many others mentioned the respect they get from community members, the
training they receive as part of their job, and networking with others in the community as
motivations for staying on as VMWs.
This finding is similar to that of a study which was conducted in India, looking at
performance motivation of community health workers (CHWs) and its determinants in India's
Accredited Social Health Activist (ASHA) program. The desire to gain social recognition and a
sense of social responsibility and self-efficacy motivated the volunteers to perform.140 The
adoption of program improvements suggested by the VMWs may further motivate and enable
the volunteers to gain the community’s trust. The VMWs recommended that they be provided
with supportive supervision and opportunities for skill and knowledge enhancement. While the
current study did not explore the factors that reduced VMW motivation specifically, the ASHA
program study found that inadequate healthcare delivery status and certain working modalities
reduced the volunteers’ motivation.
Studies done elsewhere point to volunteers staying in their roles even with the
emergence of alternate opportunities and the emergence of life events or other responsibilities
because of the community’s positive valuation of their work. 150 On the other hand, factors

commonly cited as reasons for attrition include lack of time, lack of adequate financial support,
lack of community approval, a heavy workload, and conflicts with family responsibilities. 151,152
Studies have highlighted the need to have appropriate support structures in place to
increase the role and capacity of community volunteers. Sustainable stipends for volunteers,
commitment from community leaders and volunteer team leaders to democratic the ideals of
project management, and substantial support from external agencies in the health, welfare,
and NGO sectors were noted as being the most important means of support in a South African
study of health volunteers. 153
Strachan et al. looked at the factors that help improve the motivation and retention of
community health workers and observed that the way in which community health workers
were recruited had a critical influence on both. 154 They also found “technically strong and
relevant training, professional pathways and skills development through exchange visits,
provision of tools to perform the job, reliable supply of drugs, reimbursing expenses and travel
costs, supplying mobile phones and airtime in lieu of a salary, and possibly food and other
commodities” to be key motivating factors for the retention of volunteers.”154 In the case of the
VMWs, the data from the key informants, focus groups, and survey pointed also to their
recruitment as being important for good performance. Village chiefs were found to be
important in recruiting the VMWs in Pailin, often playing key decision-making roles. The village
health support group could require the village chiefs to ensure specific capacities in the VMWs
selected based on set criteria. However, people need to be sensitive before adding such
requirements or criteria to programs in order to encourage more ethnic minorities and those
with less formal education to become involved in meaningful ways. Studies have found that the
engagement of communities, especially the difficult-to-reach and marginalized ones, in
identifying their own problems and in proposing ways to solve them is better for programs. The

more they are involved in making decisions about the goals of programs and in facilitating and
supporting the process of increasing the effectiveness of programs, the better the results will
be. 155
A study done among rural women in an ASHA program in India found that the rural
women considered becoming health volunteers as a “magnificent opportunity to empower
themselves socially, personally and financially.”140 The study found strong linkages between the
“healthcare delivery system's status and the CHW's level of performance motivation.” As
mentioned in the previous studies in this chapter, the ASHA volunteers also felt that a lack of
resources for transportation and stock-outs of commodities eroded the community's trust in
them. On the other hand, the volunteers were motivated by the “recognition from the
government as being a key link between the community and the public healthcare system.”140
Another study looking at the factors of motivation and community health volunteer
performance in Uganda mentioned low performance and high attrition rates in many
community-based health programs, adding that higher attrition rates were particularly
associated with non-paid community health workers, such as community health volunteers. 156
During this research, several VMWs, both young and older ones, suggested that they should
receive a decent salary along with resources for community IEC for showcasing their knowledge
and skills regarding malaria. Hands-on mentoring from older more experienced VMWs to
younger ones and employment of more people for engaging directly at the grassroots level was
another suggested step. So that the volunteering experience can make a sustainable difference
and have a lasting impact, one way to move forward may be to give the VMWs salaried
positions. However, there needs to be an accountable and transparent system for recruiting
and managing the VMWs. Furthermore, as suggested by data from studies around the region,
the VMWs could be better motivated and their status in the community be promoted by

recognising and highlighting their successes, ensuring their supplies and deliberately linking
them to the health system. Given the diminishing number of cases of malaria in Pailin, the
strong voices expressed during the current research regarding a lack of incentives and
equipment and the lack of proper training/supervision, the VMWs attrition from Pailin cannot
be ruled out altogether. It would be important for the CNM and malaria program managers to
safeguard the investment made in training the local health volunteers so that they continue to
provide services to the community within their ability. For this, there needs to be
comprehensive thinking about the retention and skills development of volunteers.
The VMWs noted that health officials planned and designed programs and thus their
input was superseded by them. The health-center staff felt that they had not been involved in
program design, but were expected only to implement the plans. Even some PHO officials felt
they were not consulted and had not had much opportunity to contribute, with programs
reportedly designed at the national level.
At the community level, there was a consensus that although meetings to discuss
community needs did occur, the involvement was at most at the token level of the ladder of
participation. At this level, information may be shared, consultation may be held, and even
placating community members that are dissatisfied with the services may occur, but it is far
from the desired participation steps of partnership, delegated power, and citizen control. As
presented in the findings section, many VMWs and wider stakeholders (PHO, HC, Hospital, etc.)
interviewed expressed interest in being more involved. During one focus group discussion at
the Ou Andoung health center, lack of decision making for the provincial health programs was
highlighted. The respondent cited his inability to hire a professional staff and making
procurement decisions from Pailin as major deterrents, which in his opinion were linked to the
purse strings held at the national level in Phnom Penh.

Several key informants also stated that VMWs were invited to participate in planning
meetings in order to learn more about their needs. In their view, VMWs regularly participated
in meetings, but VCs were asked to communicate their communities’ needs. Given the power
structures on the ground, a VMW, who may be a local resource in malaria, is obligated to route
her observations through a VC not necessarily well versed in malaria or other health issues.
Furthermore, the process through which the feedback given by the VC was incorporated into
malaria program designs was not clear. This finding also points toward the level of participation
in local health governance to be at the token level. There is an opportunity to direct capacity
development initiatives targeting decentralised process management. For example, standard
operating procedures (SOP) and guidelines could be regularly updated and made available to
avoid confusion. Currently, the guidelines for community participation are not standardized and
the KIIs noted that they were confused as to which guidelines to follow.
The VMWs in the in-depth interview noted that they were unaware of human resource
plans for training and retention of VMWs and they did not know of training packages existing at
designated intervals. While trainings do take place, they do not have an idea of the design or
application of the training from the beginning. This again points to the degree of participation
being at the token level.
On the other hand, due to such information not being made available, by no fault of the
government it seems, but rather given the structural problems, the VMWs are unable to
optimize their social capital and resulting increased performance. For example, many VMWs
mentioned lack of a proper system of supervision and mentoring and lack of a system for
recognising those in their midst that are high-performing VMWs. With targeted capacity
development support, the government can instill a procedure along with a decentralised
budget for effective supervision and monitoring of VMWs using community scorecards. This

would not only help the VMW program claim higher rungs in the participation ladder, but also
enable VMWs to tap into their social capital for enhanced performance. No formal capacity
assessments of VMWs, the VHSG, HC or HCMC have been carried out with the aim of enabling
their engagement in effective local health governance. One good place to start seems to be
such an assessment of VMWs, followed by training and mentoring support to enhance their
productivity in undertaking their malaria tasks.
INGO malaria program managers, hospital administrators, and other health
professionals interviewed noted the CNM malaria guidelines and how their VMW programs
were aligned with them. The same was confirmed by the VC, VHSG and HCMC members that
shared their views during this research. The VMW program priorities in Pailin and Sala Krau
districts of Pailin were created to fit the national malaria strategy. An INGO key informant (KII,
47-year-old female, INGO, Pailin) remarked that the need to follow the national strategy was
such that local program planners were unable to change anything, even if there was a need to
do so at the local level in Pailin. This too points toward a low level of participation and a missed
opportunity when it comes to optimizing the local social capital. For the VMW program to
perform better, not only do individual VMWs need better training, supervision, and equipment,
but the entire public health set up needs to inculcate an effective participation strategy.
The VMWs have the skills, ability, and authority to undertake community-level malaria
prevention and control roles. They are trusted by the community and have earned their social
capital. They can access the people that are not easy for the national health system to reach
and have shown their ability to work effectively with the community as well as the state
agencies cooperating at the local level, i.e., CC, HCMC, VHSG, and HC. Their role in getting
Cambodia closer to its malaria elimination goals is for all to see, for example, through the
measure of cases they have detected. Their ability to function within a developing-country

limitation as well as to provide malaria control services comparable in quality to those offered
by local health facilities is for all to take note of. Furthermore, the VMW program represents
value for the money given the low cost it takes to treat each patient. Therefore, it is imperative
for Cambodia to invest further in the VMW program, analyze its success factors, and scale up
the success, not only of the malaria programs but also other areas of emerging need.
After suffering from political disturbances for almost two decades, Nepal’s government
systems have been more bureaucratic nuisances than effective facilitators. This study did not
explore the impact of Cambodian political situation on the VMW program. However, the
globally recognised success of Nepal’s community health workers who excelled despite
operating in difficult circumstances does offer some insights for the VMW program to emulate.
Thanks to the efforts of the community health workers, Nepal achieved an impressive decline in
its under-five mortality rate (U5MR) between 1990 and 2012. The U5MR was 142 in 1990 per
1,000 people per year and it was reduced to 42 by the year 2012. 157 A case study by USAID158
attributed Nepal’s success with its community health worker program to a number of factors.
Similar to the needs expressed by the VMWs and health sector stakeholders during this study,
the Nepal study found the following factors to be important.
•

Simple and focused guidelines
Even though the VMW program in Cambodia has field guidelines, several VMWs and

program managers interviewed stated that these are often outdated, not user friendly, and not
always available for use by the VMWs in the field.
•

Participatory training and capacity development opportunities
During the field visit for this current research, the author got a chance to witness a

quarterly meeting of the VMWs. Quarterly meetings serve the dual purpose of getting reports

from the VMWs and providing them with training on relevant emerging subjects. The training
witnessed was far from participatory and the sitting arrangements were not conducive to
learning by doing. VMWs do have access to capacity development opportunities such as
training, but they expressed the need for approaches more tailored to them.
•

Recognition at the community level of CHW program success
In Nepal, it became obvious to the community health volunteers and the wider

communities they served that deaths from childhood pneumonia were becoming less frequent.
There is a similar momentum in Cambodia, as witnessed in Pailin during the course of this
study. More deliberate efforts to publicly recognise the success of VMWs seems like a good
step to take to ensure greater performance.
•

Logistics management and information systems outside of the main government
channels
Similar to how it helped the CHWs in Nepal, it may be beneficial for decentralised VMW

program to rely on more efficient logistics and management information systems for program
implementation and reporting purposes. Several interviewees from the PHO and the hospital
described the time it took to get anything approved and the hassles they needed to go through
in the daily course of their work. Given that reality, the CNM may consider seeking private
sector support for managing program logistics and supply. This should include a component on
essential supplies for VMWs personal need such as umbrellas and flash-lights.

Study Limitations
Since this study was based in the province of Pailin, there were some differences from
other provinces of Cambodia owing to their geographic and socio-economic variation.
Therefore, the consistency and generalisability observed by different studies in different places

could strengthen the rigor of the results. The snowball procedure used to recruit the
participants may have biased the sample, as often people refer others that share similarities
with themselves. Furthermore, as the results are based on a small number of participants, 35
VMWs in all, along with 13 KII participants from the community, 2 in-depth interviewees, and
15 VMW group interviewees, there were limitations in conducting the data analysis due to the
low number of values in carrying out specific analyses.
Due to the design of the study and its stated objectives, the actual health outcomes
produced by the VMWs were not investigated. However, it has been documented that the
overall rate of malaria transmission has been declining in Cambodia since 2009, decreasing by
up to 81% in annual cases due to P. falciparum.24 Contemporary research studies in Cambodia
and elsewhere point to the distribution of the ITN and increased outreach activities in obtaining
these positive results.31,32,33 That VMWs have been working since 2004 towards malaria
prevention and treatment at the community level is well known. Future research should
explore the specific ways in which the VMWs have been able to help accomplish this improved
health outcome in malaria.
In the FGD settings, there seemed to be efforts by some VMWs to suppress their
opinions, particularly when it came to expressing displeasure with the financial incentives
received and lack of equipment and supplies. Even though care was taken to assure the
participants of utmost confidentiality, it is likely that they were more measured in other aspects
of their responses as well.
There were delays because some of the people were not able to be at the agreed
locations for the interviews given that malaria is seasonal with higher numbers of cases during
July-September, the same period when field work for this research took place.

The VMWs in this study were operating within the different management styles of the
two INGOs, i.e., the MC and FHI360. As such, their operation, programming, and reporting
methods may have slightly varied. Even so, this issue was not probed more deeply to gauge any
difference in the performance of the VMWs in the two different operational models.
This study was primarily concerned with VMWs, their social capital, and its resulting
impact on increased performance. The fact that approval to speak with family members and
general villagers was not given was a major limitation, as it prevented the researcher from
exploring the perception of the recipients of VMW services. Not engaging community
members, especially ethnic minority communities in getting their perception of VMW
performance, was a limitation of this study also. Future research should ensure that the
opinions of family members and community members, including minorities, on the social
capital made available to the VMWs and the impact of task shifting are taken into account.
Likewise, any impact of management style on the performance of VMWs should be explored.

CHAPTER 7: CONCLUSION AND
RECOMMENDATIONS
This research was premised on the idea of expanding the limited knowledge that exists
regarding the enabling and reinforcing factors in relation to VMWs that may have had a role in
improving the services offered, and the perceived performance, in the eyes of the community
while delivering malaria services at the sub-district and commune level. The current study also
explored the VMWs’ potential role in increasing the grassroots participatory processes that are
key to successful decentralisation initiatives. Overall, the findings indicate that VMWs play an
important role in providing access to critical malaria services for the community in Pailin
province. The VMWs themselves and the other interviewees from the wider community
consistently cited the benefits of the VMW program, mentioning improved access to treatment,
earlier diagnosis and treatment, and the responsiveness of the VMWs. They noted a decrease in
the malaria burden, with community members recognising the role of VMWs in this effort. The
VMWs in Pailin are well placed to identify and address community needs by acting as a liaison
with the health system.
Data from the interviews and FGDs showed that VMW activities have been effective in
facilitating diagnosis, referral, and treatment, having an overall positive impact on malaria
outcomes as evidenced by the dwindling number of cases and treatment effectiveness. The
study results indicate that the VMWs are performing well in helping Cambodia achieve its
malaria elimination goals. All thirteen key informants spoke of the abilities of the VMWs in
being able to reach the rural areas and underserved population groups.
While it is impossible to disaggregate the impact of the VMWs from the overall malaria
interventions simultaneously underway in Cambodia, given the positive results of the VMW
program highlighted in this study, there is good rationale to continue the program. However, it
is important to make improvements in the program in order to further increase its

effectiveness. The findings from the current research showed that although the role of the
commune council chiefs and other HCMC members was recognised to be key to improvements
in the performance of VMWs, there is a need to further engage them. Based on the findings
from this study, the following recommendations are suggested to increase the performance of
VMWs in Cambodia.
•

The program beneficiaries should be more involved in the local health program
governance processes. This will help improve the social capital in the community and
create a mechanism to sustain health programs at the local level. By creating openness
and transparency, the VMW program can help move people from the “tokenistic” rungs
of the participation ladder, to the higher rungs, with the locals of Pailin and Sala Krau
participating in malaria program design, in the selection of VMWs, and in providing
oversight regarding VMW performance at the community level. Community
engagement should begin prior to the selection of a VMW, and participatory selection
on the part of the community is vital. Community engagement, building community
partnerships, and empowering communities are increasingly seen as being fundamental
for effective health programming and essential for effective mobilisation of community
health volunteers. 159 Therefore, people’s participation in all local governance arms,
including the CC, VHSG, HCMC, and the HC, needs to be strengthened. The role and
expectations of the individual citizens in terms of their participation need to be clarified
using simple messages that community people are likely to understand.

•

Training and capacity-building support should be provided for VMWs in learning new,
key skills relevant to Cambodia’s existing and emerging public health challenges. This
will be in line with the study findings, which recommended making use of the VMW’s
skills to manage other health problems facing Cambodia given the decreasing incidence
of malaria. Rather than letting the VMWs get de-skilled and risking the loss of program

investment, this will help to incentivize their engagement in other, newer health
challenges such as those surrounding dengue, MCH, pneumonia, and even disaster
management.
•

Use of the commune investment plan (CIP) framework should be mandatory. When
communes begin getting resources allocated through the budgets for the VMWs on the
basis of their investment plans, it will strengthen local participation through improved
governance structures. This means more resources, bigger budgets, and more training
for local health workers and volunteers. However, this needs to be complemented with
efforts to enhance citizens’ involvement in the monitoring of local health projects. Given
the concerns regarding perceived corruption, Cambodia can enhance its accountability
by establishing transparency rules. For example, every health center can be mandated
to post the budget under the different headings it receives from the commune council
on notice-boards for all interested parties to see at least annually. Likewise, the
commune council needs to be made more transparent in its financial transactions using
a similar approach.

•

Equipment and supplies should be provided for the VMWs and timely payment of
transportation allowances ensured to carry out their duties well. Private sector logistics
providers should be involved in the process if needed.

•

The ministry of health and the CNM need to focus on strengthening decision making and
provide supportive supervision for the VMWs. This is critical for improving their morale
and ensuring accountability at both the top and the grassroots level. They need to
provide the VMWs with a proper system of supervision and mentoring which recognises
high-performing VMWs. Targeted capacity assessments of VMWs, VHSG, HC and HCMC
should be conducted, followed by training and mentoring to address the areas that
need further support to enhance their productivity.

•

The selection of VMWs should be ensured as per the rules described in the commune
participation policy for volunteer recruitment at the local level in a clear-cut manner in
consultation between the VC and VHSG. A detailed study of the impact of the task
shifting of the local health roles of local volunteers and their families should be
undertaken in order to work effectively in the long run.

•

There should be more in-service, participatory training covering more details as relevant
to the roles of the VMWs in the community, for example, on RDT, communication,
monitoring of patients, knowledge of malaria, general medicines, etc.

•

The communication skills and techniques of the VMWs should be enhanced so that they
are able to reach community members, including minorities and illiterate and lesseducated individuals more effectively. Such communication skills should include ways to
enhance community contributions in program design and implementation.

•

At the macro level, in order for the governance reform process to work in Cambodia, the
government needs to “break the back” of the elitism that is at the root of most
inequities. At the community level, this means opening up entry points for public service
to those that have been excluded on the basis of formal qualification, lack of kinship, or
political affiliation. If implemented in tandem with strong central government support,
this will ensure that minorities, less-educated citizens, and the vulnerable will have their
viewpoints represented.

Annex I- Questionnaire

Performance of VMWs under decentralised malaria programming
This questionnaire has been prepared for thesis writing. Your answers will be kept confidential and
will not be exposed for any purpose other than use in this thesis.
Part A: Socio-demographic characteristics (1-9)
(Please put a check mark (√) next to the appropriate boxes to answer the questions.
1. Age: ______________years old.
2. Gender:
3.
4.

5.

6.

7.

8.
9.

□ 1. Male
□2. Female
□3. Other (specify) ________________
Ethnic background:
□ 1. Khmer
□2. Vietnamese □3. Chinese □4. Other (specify) ________________
Religion
□ 1. Buddhist
□ 2. Muslim
□ 3. Christian
□ 4. Other (specify) ____________________
Marital status
□ 1. Single
□ 2. Married
□ 3. Widow
□ 4. Divorced/Separated
□ 5. Other (specify)_____________________
What is your primary occupation?
□ 1. Farmer
□ 2.Retail shop owner
□ 3. Civil servant
□ 4. Plantation worker
□ 5.Other
Do you have other roles and positions in the village? (Multiple Choices)
□ 1.Only VMW
□ 2. Member of the Commune Council
□ 3. Member of the Village Health Support Group
□ 4. Member of political party
□ 5. Member of a cooperative group
□ 6. Member of religious group
□ 7. Others (specify)____________________________
How long have you been working as a VMW?______________years.
What is the sum total of your immediate family’s income per month?______Riel/month

Part B: VMW knowledge about health system decentralisation (10-13)

10.
11.
12.
13.

Statement
Commune Councils monitor the performance of the health center
Communes have substantive fiscal powers in conducting health
activities
VHSG members have incentives such as free primary health care service
The village chief selects VMWs in consultation with VHSG members

Yes

No

Part C: Enabling factors (14-20)
14.
15.
16.
17.

18.

19.

20.

Statement
VMWs are consulted before drawing up local malaria
plans and programs
I can present the lessons from the malaria program of
my village at forums and meetings
The village head and CC members listen to my
suggestions regarding malaria programs
I can access the latest development in the field of
malaria through the provincial and commune health
offices
I receive incentives for transportation and gear such as
an umbrella, rain-boots, and a flashlight for field work
during inclement weather
I get all the equipment and supplies essential for my
VMW work, such as a thermometer, patient register,
ITNs for display, IEC.
I receive feedback and supervision for the work I
perform

Always Sometimes Never

Part D: Reinforcing factors (21-30)

Statement

21. Have you received appreciation for the malaria work you do from a
22.
23.
24.
25.
26.
27.
28.
29.

family member?
Have villagers invited you to share your expertise at their homes or
events?
When you did not know something about malaria, have professional
health workers in the village/commune helped you?
Have you received support from I/NGOs for malaria work in your area?
Have you been involved in the larger village health worker community?
(Other than malaria)
Have your referred patients been able to go to the referral hospitals?
Have you been given re-fresher training on malaria in the last six
months?
Do you know how the commune council, village chief, VHSG, and village
health volunteers are supposed to work together?
Have you formally met with the village chief and health personnel in the
context of malaria work?

Yes

No

30. Have you been asked to share information and data regarding malaria in

your community?

Comments and suggestions from VMWs on ways to enhance VMW performance and better local
health governance.
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
Thank you for your cooperation

Annex II- Guidelines for group interviews
A. General Information
1. What motivated you to serve your community as a VMW?
2. Please can you describe who selected you as a VMW, the process of how it was done and the
people that were involved?
3. What type of training have you received for working as a VMW?
4. Are you also involved in other social work activities in addition to working as a VW? Please tell
me about them.
B. Knowledge about roles within health system decentralisation
5. Have you heard of the decentralisation of the health system? (Probe to see if they know D&D
and related programs)
6. Have you and/or other VMWs in your community ever participated in decision making regarding
malaria service delivery in your area?
7. What are the malaria services of health posts and referral hospitals like in your district? (Probe if
services are responsive to rural and poorer populations including migrants and ethnic
minorities)
C. Perception of the interplay of roles among local/commune level and provincial health actors
8. Do you know about the Health Center Management Committee (HCMC)? How about the Village
Health Support Group (VHSG)? And the Commune Council (CC)? Can you tell us what they each
do or are supposed to do in your understanding?
9. When was the last time you interacted with these groups in making plans or raising issues about
local malaria programming? How was that interaction? (Probe to see if they are involved in
identifying malaria priorities in Pailin and ask them if there are forums and procedures that seek
inputs from the marginalized communities.)
10. How has your interaction been with the health post and referral hospital medical personnel?
Please can you describe it?
D. Social support access and needs
11. Do you get feedback and support from health personnel in the commune/district/province? Can
you describe it?
12. Do the villagers, community leaders, and professional health persons trust and respect you?
How can you feel their trust and respect?
13. Has anyone asked you about your challenges/constraints/needs in providing malaria services in
your community and helped you to address them?
E. Performance of VMWs
14. Have you ever worked jointly with the village chief, health center, community leaders and
others? Can you describe your role?
15. Have you seen negligence, absence, or carelessness among VMWs in your area? If so, what have
you done about it?
16. Do you have goals for self-improvement in your work? What are they? Have you communicated
to others in a leadership position about them?
Conclusion
Let’s conclude the section. Do you have anything else you would like to share?
Thank you for your time and discussions. Thank you so much for coming and sharing your thoughts and
opinions with us for this group interview. We have now finished and are happy to answer any other
questions you may have.

1. Note here after the group interview:
Anything else in general that was discussed and/or asked
Please comment here on anything that happened during the group interview that may have affected the
answers provided, the freedom to speak, or the participation of all members.
THANK YOU VERY MUCH

Annex III- Guidelines for key informant interviews
(including lab-technician at the provincial hospital, deputy director of the provincial health

office, director and deputy directors of the referral hospital, local town pharmacist, INGO
program managers, physicians, village chiefs, and the administrative staff at the provincial
health office and at the referral hospital)
A. General Information
1. What do you think about the performance of the VMWs in your area?
2. What do you think about the process with which one gets selected as a VMW?
3. Do you know if training is provided before one begins working as a VMW?
B. Health system decentralisation
4. Have you heard of the decentralisation of the health system?
5. Are there mechanisms in your community for people to participate in consultative processes for
local health programs?
6. What are the malaria services of health posts and referral hospitals like in your district?
C. Coordination among local/commune level and provincial health actors
7. What do you think is the role of the Health Center Management Committee (HCMC), the Village
Health Support Group (VHSG), and the Commune Council (CC) in your area?
8. When was the last time you interacted with these groups in making plans or raising issues about
local malaria programming? How was that interaction?
D. Social support access and needs
9. Do you provide feedback and support for VMWs? How? Can you describe it?
10. Do you trust and respect the VMWs? How do you show your appreciation to them?
11. Have you or someone you know ever asked VMWs about their challenges/constraints/needs in
providing malaria services to your community? Have you helped address those?
E. Performance of VMWs
12. Have you seen negligence, absence, or carelessness among the VMWs in your area? If so, what
have you done about it?
13. Do you have plans for improving VMW performance? What are they?
Conclusion
Do you have anything else you would like to say? Anything else you would like to ask about?
Thank you for taking time for the key informant interviews. We have now finished and are happy to
answer any other questions you may have.
Note here after the KII:
Anything else in general that was discussed and/or asked

Annex IV- Guidelines for in-depth interviews
(two VMWs whose names were recommended by survey participants, KII and FGD

respondents)
a.
b.
c.
d.
e.
f.

What helped you to get to where you are in your professional life?
How did you become a village malaria worker?
What is your biggest achievement so far as a VMW?
Is it easy or difficult to be a VMW?
When you look at other VMWs, are they are all similar to you?
Have any of your supervisors ever listened to your ideas and agreed with you and followed
them?
g. What can be done to get VMWs to do more?
h. What did you have to give up to be so good?
i. What are the three things that you would do to make the VMWs more effective?
Conclusion
Do you have anything else you would like to add?
Thank you for taking time for the in-depth interview. Thank you so much for sharing your thoughts and
opinions in detail with us.
Note here after the in-depth interview:
Anything else in general that was discussed and/or asked

Annex V- Guidelines for focus group discussion
(Provincial Health Department (PHD), Commune Council (CC), Health Center Management Committee
(HCMC), Operational District (OD) team members, Village health Support Group (VHSG), local
community health workers, traditional birth attendants (TBA), etc.
A. General Information
1. What motivates people to serve as a VMW in your area?
2. Do you know how one gets selected as a VMW? Is there a formal process and who all are
involved?
3. What type of training is given before one begins working as a VMW?
B. Knowledge about roles within health system decentralisation
4. Have you heard of the decentralisation of the health system? (Probe to see if they know about
the D&D and related programs)
5. Do VMWs in your community get to participate in consultative processes for local malaria
programs in your area?
6. What are the malaria services of health posts and referral hospitals like in your district? (Probe
how services are ensured to be responsive to rural and poorer populations including migrants
and ethnic minorities)
C. Interplay among local/commune level and provincial health actors
7. What do you think is the role of the Health Center Management Committee (HCMC), the Village
Health Support Group (VHSG), and the Commune Council (CC) in your area?
8. When was the last time you interacted with these groups in making plans or raising issues about
local malaria programming? How was that interaction?
D. Social support access and needs
9. Do you provide feedback and support to VMWs? How? Can you describe it?
10. Do you trust and respect the VMWs? How do you show your appreciation to them?
11. Have you or someone you know ever asked VMWs about their challenges/constraints/needs in
providing malaria services to your community? Have you helped address those?
E. Performance of VMWs
12. Have you seen negligence, absence, or carelessness among the VMWs in your area? If so, what
have you done about it?
13. Do you have plans for improving VMW performance? What are they?
Conclusion
Do you have anything else you would like to say? Anything else you would like to ask about?
Thank you for your time and discussions. Thank you so much for coming and sharing your thoughts and
opinions with us. We have now finished the formal part of the day and we are happy to answer any
other questions you may have.
Note here after the FGD:
Anything else in general that was discussed and/or asked after the FGD.

Annex VI- VMW and OD/HC/VHSG roles and responsibility
VMW general roles and responsibilities
1. Attend all training and refresher training sessions on malaria and technical aspects related to
prevention, diagnosis, and treatment.
2. Provide diagnosis and treatment free of charge to any person that consults him or her with
symptoms of malaria without discrimination. This includes people that do not come from the
same village.
3. Keep proper records of consultations, diagnosis, and treatment on standard forms.
4. Keep adequate stocks of RDTs and anti-malarial drugs and that those drugs, RDTs, and other
supplies which are provided to him or her will not be sold or used for any other purpose.
5. Attend the monthly meeting at the health center where the individual will provide the health
care staff with the record forms and pick up a re-supply of RDTs and anti-malarial drugs.
6. Immediately refer to the nearest health center any patient with signs of severe malaria and any
patient that has repeat signs of malaria within one month of initial treatment.
7. Participate in other malaria-control activities organised by the operational district, including
health education and vector control activities.
8. Quickly inform the health center if there is any unusual increase in the number of cases of
malaria.

Specific roles and responsibilities of a VMW in priority zones:
9. Assist the health facility staff in organising and carrying out the mass screening and treatment
(MSAT) campaigns in his or her community.
10. Implement Directly Observed Treatment (DOTs) to all positive cases in the individual’s
community.
11. Assist the health facility staff with village mapping exercises.
Roles and responsibilities of the HC, OD, and PHD staff for each VMW in Zone 1 and Zone 2:
1. The HC and OD staff will provide regular supervision, support, and feedback to the VMWs with
bi-monthly and semester visits conducted by the HC and OD staff, respectively.
2. The HC staff will organise monthly VMW meetings at the HCs. The VMWs will be given $7, which
will cover transportation to the meeting and a per diem.
3. The HC and OD staff will ensure that VMWs are provided with adequate stocks of RDTs and antimalarial drugs at the monthly VMW meetings or as needed.
4. The HC staff will provide supporting materials to the VMWs (e.g., bicycle and cooler box).
5. If the performance of VMWs is satisfactory, the HC and OD staff will pay each VMW at the
monthly meeting an incentive of $10 per month.
6. If the performance of VMWs is unsatisfactory, the PHD malaria supervisor will be informed and
will review the situation. If after the review, it is decided that the performance of the VMW is
inadequate, then the contract will be terminated and a new VMW will be selected.

Annex VII- VMW working agreement
Village Malaria Worker Agreement
Name: ………………………………………..

Sex: …………..

Age: ………….

Village: ……………….....… Commune: ......................................... District: ...................................
Province: …………………...

I hereby agree to volunteer as a Village Malaria Worker for the National Malaria Programme Village
Malaria Worker project from _ _ / _ _/ _ _ _ _ to _ _ / _ _ / _ _ _ _, in order to help my community
decrease malaria and death due to malaria, and to help the national programme achieve its targeted
goals in its fight against the disease. I will gladly serve my community and the programme, and I agree to
all of the roles and responsibilities described in the Terms of Reference.

................................
Signature or thumbprint
Village Malaria Worker

………………………..
Signature or thumbprint
Village Chief

……………………..
Signature or thumbprint
Health Center Staff Member
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Pearson Chi-Square
Likelihood Ratio
Linear-by-Linear Association
N of Valid Cases

Df

sided)

a

18

.412

19.074

18

.387

.675

1

.411

18.681

35

a. 28 cells (93.3%) have expected count less than 5. The minimum expected
count is .09.

KnowAll4_New * Income/ month
Crosstab
Count
Income/ month
13
KnowAll4_New

15

20

25

0

1

1

1

1

1

2

2

1

0

0

0

0

3

11

3

2

0

1

9

13

5

3

1

2

10

Crosstab
Count
Income/ month
80

Total

1

0

5

2

0

3

3

1

27

1

35

Total

Chi-Square Tests
Asymp. Sig. (2Value
Pearson Chi-Square
Likelihood Ratio
Linear-by-Linear Association
N of Valid Cases

50

1

Total

KnowAll4_New

37

Df

sided)

a

12

.274

14.455

12

.273

.145

1

.703

14.428

35

Chi-Square Tests
Asymp. Sig. (2Value
Pearson Chi-Square
Likelihood Ratio
Linear-by-Linear Association
N of Valid Cases

Df

sided)

a

12

.274

14.455

12

.273

.145

1

.703

14.428

35

a. 19 cells (90.5%) have expected count less than 5. The minimum expected
count is .09.

5. Chi-squared test of all knowledge compared to CC authority to exercise fiscal power

Crosstabs
Output Created

05-Apr-2015 09:23:55

Comments
Input

Data

C:\Users\User\Desktop\Finalworking
copy_VMW_Socio Demographic2.sav

Active Dataset

DataSet1

Filter

<none>

Weight

<none>

Split File

<none>

N of Rows in Working Data File
Missing Value Handling

Definition of Missing

35
User-defined missing values are treated as
missing.

Cases Used

Statistics for each table are based on all
the cases with valid data in the specified
range(s) for all variables in each table.

Syntax

CROSSTABS
/TABLES=New Knowledge BY
Kn_Fiscal_Power
/FORMAT=AVALUE TABLES
/STATISTICS=CHISQ
/CELLS=COUNT
/COUNT ROUND CELL.

Resources

Processor Time

00 00:00:00.016

Elapsed Time

00 00:00:00.014

Dimensions Requested
Cells Available

2
174762

[DataSet1] C:\Users\User\Desktop\Finalworking copy_VMW_Socio Demographic2.sav

Case Processing Summary
Cases
Valid
N
KnowAll4_New * CC fiscal
authority

Missing
Percent

35

100.0%

N

Total

Percent
0

.0%

N

Percent
35

100.0%

KnowAll4_New * CC fiscal authority Cross tabulation
Count
CC fiscal authority
Incorrect
Response
KnowAll4_New

Correct Response

Total

1

2

3

5

2

3

0

3

3

0

27

27

5

30

35

Total

Chi-Square Tests
Asymp. Sig. (2Value

df

sided)

25.200a

2

.000

Likelihood Ratio

21.978

2

.000

Linear-by-Linear Association

11.547

1

.001

Pearson Chi-Square

N of Valid Cases

35

a. 5 cells (83.3%) have expected count of less than 5. The minimum expected
count is .43.

Annex IX: In-depth interviews with VMW role models
In-depth Interview A: Female, 45 years old, from Sureyriang
a. How did you become a village malaria worker?
People living in my community were very poor, and I wanted to help by volunteering. My village
was located in the mountains amidst forest with no road access and it was difficult to get to the
health center and the referral hospital. In 2004, Médecins Sans Frontières (MSF) established the
VMW program and people in my community elected me to become a volunteer.
b. Is it easy or difficult to be a VMW?
In my opinion, it was difficult back then to do malaria health education as people did not even
trust that malaria was transmitted by mosquitoes—they thought it was the curse of spirits.
c. What is your biggest achievement so far as a VMW?
The fact that I have provided cure to more than 100 people from malaria and the fact that I have
become a staff of FHI360 from being a volunteer.
d. When you look at your work you have done, have any of your supervisors ever listened to your
ideas and agreed with you and follow them?
Yes. I did a census of mobile migrants in the remote areas where there was nobody looking after
them or giving them bed nets. I requested my supervisor to work with them and she agreed and
responded to her request.
e. When you look at other VMWs are they are all similar to you in terms of your hard work?
I think that they are different than me. Maybe because they lack of experience, I don’t know
why.
f. What can be done to get VMWs to do more?
I would like to share my experience and encourage others to do more. Especially with the
younger people, encouragement and building trust is so important.
g. What did you have to give up to be so good?
I had to work harder than expected, this also meant working extra hours. I had to spend more
energy, and sometimes, gave up my own health and time with children and family. I had to
request neighbors to keep my children because patients could not wait until the next day. I
could not cook on time for husband or to tend to chores in the house. My husband was not
always patient about that.
h. What are the three things that you would do to make the VMWs more effective?
I would provide salary for VMWs and use resources for showing knowledge and skills regarding
health/malaria. I would get more hands on mentoring by employing more people for going
directly to the grass roots, also professional staff. I would make village community health
centers places for primary health care so people can access preventive help and not only cure
once they fell sick. I would also like to access funds to provide livelihood support and techniques
for effective agriculture in cassava, rice, even providing seeds so communities can live better. I
would train and provide people with materials and support them.

In-depth Interview B: Female, 42 years old, from Phnom Dambong
a. What helped you to get to where you are in your professional life?

b.

c.

d.

e.

f.

There was no health center at Kracheap and I saw that there was a lot of malaria mortality in
2002 in my village Phnom Dambong. I saw many people dying from malaria-at that time the
morbidity was very high, especially as there were no malaria services available. All malaria
patients accessed health care through the private system and had to pay high amounts of
money. The malaria patients did not think they had malaria from mosquitoes but instead
blamed it on evil spirits, ghosts or curses. All of this inspired me to become a VMW in 2003.
How did you become a village malaria worker?
In the year 2003, I went to Pailin and I volunteered with the MSF I asked them if I could be a
VMW for my village. I brought them along to my village and we held a meeting during which
they officially made me the VMW. As many people came to that meeting, they helped spread
the word and many more people respected me and accepted me as the VMW in my village.
Is it easy or difficult to be a VMW?
At the beginning it was very difficult to establish the bridge between my community and
knowledge. As people wanted to go and seek health care with the shaman. So they started to
develop trust in treatment which was not easy at fist as they were not used to have medication.
They used to boil stones, herbs, anything from nature. These days, it is easier to be a VMW, but
the difficulty remains when it comes to commitment. One has to be completely committed to
serving others. This can’t be like other jobs. One has to serve.
When you look at other VMWs are they are all similar to you? What can be done to get VMWs
to do more?
I never think about myself or the benefits I could receive from my VMW work. I am always
worried about the health of the people I serve. I treat my malaria patients as if they are my own
family. This is how I serve them every time. I do not see them different from my family. I think in
this sense, maybe I am different than others. This is also something that others could learn to do
to bring passion to their work as VMWs. I focus on raising awareness on malaria and other
infectious diseases. Now -a -days, they call me from different parts of the country to educate on
malaria issues and raise awareness as other infectious diseases.
What did you have to give up to be so good?
I was lucky to realize the opportunity to be able to help people in my village and I took
advantage of it to help many. As I became a more influential part of my community, this
humbled me and led me to help my people and not seek my own personal interests. I always did
it as a volunteer not expecting to get anything back. I paid attention to every single thing I did,
which is why I became the person I am. I did not discriminate against anyone and treated
everyone fairly. I worked hard and did not let even odd hours of the night take me away from
my expected role, when someone needed treatment. I paid attention to details. I try to practice
what I tell the community, NGO or government. I never missed a meeting as a VMW and always
asked questions in every meeting. After this I established strong trust among the communities. I
do not feel that I have given up anything, I have gained a lot instead.
What are the three things that you would do to make the VMWs more effective?
VMWs must have good leadership and self-sacrificing qualities. They need to have good oratory
skills and confidence to be able to work so with rural, urban, foreign and scientific communities.
VMWs need to be accessible to people. I am lucky that this is my personality and I also have a
supportive family who encourage me. For others, they need to also talk to their family for
support and develop their people skills. I do not give up and encourage people to come for
malaria related events and programs even when others find this difficult. For example, I drive

my car around the villages and disseminate malaria messages through speakers. VMWs need to
have the same attitude that this is not a job but a commitment.

Annex X- List of topics covered during researcher training
Two research associates, both females, received a 4-hour orientation in Pailin in July,
2014. As the research was permitted by the CNM, the gatekeepers were already informed and
willing to cooperate. Suggested key informants were also willing to participate. The training was
conducted by the main researcher and covered the following topics:
1. Objectives of the research
2. Research tools: both quantitative survey and qualitative tools
3. The research locations
4. Ways to approach the research setting to collect good data
5. Establishing relationships to facilitate entry
6. Reinforcing communication with the gatekeepers (VC, CC members, PHO) & key
informants
7. Research guidelines, FGD, KII, and group interviews
8. In-depth discussion of the guidelines, including their use
9. Training in interviewing and facilitation techniques
10. Note taking and probing
11. Report writing
12. Ways to work as a team and logistics

Annex XI Age and gender breakdown of FGD participants
Participants of FGD 1 at the Pailin provincial health office
1
2
3
4
5
6

PHO official
PHO official
Doctor
Lab manager
Health assistant
Health assistant

42 M
38 M
29 M
36 M
28 F
26 F

Participants of FGD 2 at the Pailin provincial health office
1
2
3
4
5
6

PHO official
INGO
Doctor
Doctor
Health assistant
Health assistant

45 M
42 F
33 M
46 M
32 M
29 F

Participants of FGD 1 at the Ou Andoung health center
1
2
3
4

Village chief
VHSG member
VHSG member
Community health worker

50 M
33 F
34 F
26 F

Participants of FGD 2 at the Ou Andoung health center
1
2
3
4
5

VHSG member
VHSG member
Community health worker
Community health worker
Commune council member

42 M
38 M
41 M
34 F
46 F

Participants of FGD 1 at the Provincial hospital
1
2
3

Health assistant
VMW
Lab staff

Participants of FGD 2 at the Provincial hospital

29 F
31 F
28 F

1
2
3
4
5

Health assistant
Finance staff
Administrative staff
Administrative staff
Health center staff

Participants at the July, 2014 FGD at the Ou Ta Vau health center
1
2
3
4
5
6
7
8
9
10
11
12

Ou
Ou
Ou
Ou
Ou
Ou
Ou
Ou
Ou
Ou
Ou
Ou

Ta Vau
Ta Vau
Ta Vau
Ta Vau
Ta Vau
Ta Vau
Ta Vau
Ta Vau
Ta Vau
Ta Vau
Ta Vau
Ta Vau

21 F
23 F
32 M
28 F
42 M
33 F
49 F
19 F
26 F
24 F
32 M
37 F

23 F
27 M
38 M
43 F
39 M

Annex XII Age and gender breakdown of group interviewees
1
2
3

September, Group interview 1,
2014
Ou Andoung health
center
September, Group interview 2,
2014
Ou Andoung HC
September, Group interview 3,
2014
Tuol Lvea HC

6 VMW interviewed by trained research associate
in Khmer language
4 VMW interviewed by trained researcher in
Khmer language
5 VMW interviewed by trained researcher in
Khmer language

Participants of VMW group interview 1 at the Ou Andoung health center
1
2
3
4
5
6

September, 2014
September, 2014
September, 2014
September, 2014
September, 2014
September, 2014

31 F
43 M
22 F
24 F
28 M
46 M

Participants of VMW group interview 2 at the Ou Andoung health center
1
2
3
4

September, 2014
September, 2014
September, 2014
September, 2014

24 F
37 M
44 M
39 F

Participants of VMW group interview 3 at the Tuol Lvea health center
1
2
3
4
5

September, 2014
September, 2014
September, 2014
September, 2014
September, 2014

27 F
35 F
41 M
56 M
39 F
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