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ABSTRACT

Introduction: In contrast to the initial success following the establishment of the National Immunization Program (NIP) in
Cambodia in 1986, infant vaccination coverage rates against the six expanded program immunization diseases have not improved
since 1995. In response, the NIP of the Ministry of Health has undertaken a series of institutional initiatives to address the problem
of static or declining rates of coverage. The aim of this paper is to describe and assess management strategies undertaken by the
NIP in Cambodia in support of improved immunization coverage.

Methods: Sources of information used in preparing this report include international literature, national coverage and surveillance
data, government policy documentation, information generated by national strategic planning and health centre microplanning
processes, a functional analysis of human resources, and data quality audits.

Results: The NIP has implemented planning, organizational development and human resource development responses to the
problem of low coverage. These have included: integration of the nip strategic and operational plans into the health sector plan;
strengthening of needs-based microplanning; establishment of a national monitoring and management support strategy; and the

introduction of performance-based agreements between levels of government for improved immunization coverage.
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Conclusions: Our analysis of these findings, in particular of the international literature, suggests that NIP's responses have been

appropriate, and that the development of NIP management systems and capacity will increase the likelihood for sustained

immunization coverage gains within a reform environment of health system decentralization. In 2003, there are early signs that the

reform processes undertaken by the NIP have resulted in improved immunization coverage in targeted areas, and this should place

the national program in a stronger position to lift immunization coverage in 2004.

Keywords: decentralization, immunization, organizational development, program management.

Introduction

The public health rationale for management systems

reform

Cambodia emerged from the period of civil conflict between
1975 and 1979 with a devastating loss of physical and
human resources. Very few health personnel survived this
period of turmoil. Since then the country has undergone a
process of steady economic and social reconstruction.
Although the population of 13 million lives predominantly in
rural areas, rapid urbanization is occurring (Fig 1). However,
high rates of illiteracy, infant and maternal mortality,
communicable diseases, and lack of rural development

continue to impede development progress.

Following initial success with establishment of the Expanded
Program of Immunization (EPI) in 1986, immunization
coverage rates for children in Cambodia against the six EPI
diseases (TB, DTP, polio, measles) have been static since
1995 (Fig 2). In 2002, 275 000 children under the age of
1 year were vaccinated against these six diseases', primarily
through health-centre outreach activities to villages in their
catchment area, but a further 137 000 children under the age
of 1 year were not fully vaccinated (33% of the target

group).
Management reform background

Health system and policy: The health system has gradually
developed a network of 970 health centers in 76 Operational

Districts (OD) across the 24 Provinces of Cambodia. An OD
is a health district that may consist of two or more political
or administrative districts. An OD typically consists of a
100 000-population catchment area with a single secondary-
level referral hospital. The primary level of care typically
has a population catchment area of 10 000 with four to six

health workers based at each health centre.

In 1994, the Royal Government of Cambodia (RGoC)
proposed a health policy based on the reorganisation and
decentralisation of health services, known as the ‘Health
Coverage Plan’®. Under this plan, implementation of health
programs increasingly falls within the jurisdiction of District
and Provincial Ministry of Health (MOH) officials rather
than remain part of the pre-existing vertical management
structure of the central MOH. Although some discreet
vertical programs remain within the MOH, such as the
National Immunization Program (NIP), the implementation
of these vertical programs has been decentralized to

Provincial health management.

In 2002, the Ministry of Health developed the Health Sector
Strategic Plan 2003-2007, which focuses on six key areas
(service delivery, human resource development, quality
improvement, behavior change, health financing, and
institutional development). Decentralization and de-
concentration are identified as priority approaches within the
key area of ‘institutional development”. The structure of the
Cambodian health system is outlined (Fig 3).
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Fig 1: Country map of the study area, Cambodia.
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Fig 2: DPT3 Coverage rates, Cambodia 1992-2002.
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Fig 3: Structure of the Cambodian health system®.
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Governance reforms

Following a period of civil conflict and a centrally governed
economic structure, Cambodia is currently undergoing a
steady transition towards a pluralist and decentralized model
of governance. Decentralization is a cross-sectoral priority of
the administrative reform agenda of the RGoC and is the
focus of large-scale development assistance in areas rural
development, health and education’. It is recognized that
countries that have undergone a loss of centralised political
or economic governance often experience post-reform
declines in quality of public service provision. This has been
the experience of countries in Eastern Europe and more
recently of China®. The structural adjustment policies of the
multilateral lending agencies have recently influenced other
countries to embark on a process of devolution or
decentralization that has been associated with a decline in
quantity and quality of public services, particularly in rural
and remote areas’”. In response to changes in models of
governance, a reorientation of national health program
management is supported by a World Bank study of the
impact of political decentralization on immunization
coverage in 140 countries'’. The study indicates that low-
income countries can benefit from political decentralization,
but cautions that a central program role remains essential in
mitigating the potential negative effects of local government

mobilization of health resources.

In recent years, Cambodia has researched and developed
service delivery management structures based on a variety of
contracting models. In the ‘contracting out’ model, loan
funds were allocated to non-government organisations for
management of district health programs. In the ‘contracting
in’ model, contractors were assigned to co-manage district
health services with existing government staff. In the
‘comparison/control” model, existing district health services
received budget supplements comparable to those available
through ‘contracting in’. These pilots have demonstrated
important improvements in quality of service delivery and in

11-12

health outcomes’ ~°. Both internal and external reviews

found that after 3 years of implementation, the utilization of

health services in the contracted districts improved
significantly in comparison with the control districts".
However, other studies have highlighted sustainability and
sovereignty issues associated with external contractors
assuming responsibility for public services that are co-

managed and funded by public authorities'.

Health system design is now reverting to a model of within-
government contracting that is based on technical advice and
assistance rather than on external control. This is consistent
with the RGoC policy of decentralization and de-
concentration, which seeks to locate accountability and co-
management of public services through political channels
(Provincial Governors and elected Commune Councils) and
through  administrative  de-concentration  approaches
(financial delegations, sub-national planning systems). A
human resource functional analysis has furthered the process
of administrative reform, through research and consultation
aimed at identifying the appropriate numbers and type of
NIP staff, and by identifying pathways for de-concentration
of program accountabilities to Provincial Health
Departments (PHD)'’. The availability of funds from the
Global Alliance for Vaccines and Immunization (GAVI) for
immunization service strengthening, and the emphasis by
GAVI on a performance-based approach in the form of
‘reward payments’, has also motivated the NIP to develop
innovative models of outputs-based agreements for sub-

national levels of government.

It is within this health policy and research environment that
the NIP has undertaken a program of management systems

reform for the purpose of improved immunization coverage.
Aim

The aim of this article was to outline strategic responses
undertaken by the NIP in support of improved immunization
coverage and, where possible at an early stage, to identify
lessons learned for future institutional responses to low

coverage.
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The process commenced with an analysis of the public
health management situation in relation to immunization
program performance. This was followed by an outline of
the management reform steps to date, commencing with the
integration of program planning with health sector planning
and the introduction of coverage improvement planning and
outreach services agreements. A central platform of this
strategy has been the establishment of a system of outputs-
based performance-based agreements between levels of
government for improved immunization coverage. Finally,
the NIP has developed and implemented a monitoring
strategy in order to assess program performance and reform

initiatives. (This summary is expanded in Results).
Methods

Sources of information

The following sources of information were used in preparing

this report.

e NIP surveillance unit, which provided national
immunization coverage information.

o A strategic planning exercise, undertaken by the
NIP and international partners in early 2003 which
included a problem analysis to identify key
strengths and weaknesses in program performance.

e  Microplanning exercises, undertaken by national
planners, in partnership with Provincial, District
and Health Centre staff, in 14 districts of Cambodia
(more than 100 health centres). This involved an
analysis of local area (health centre) immunization
coverage including mapping, assessment of target
populations, identification of numbers and locations
of un-immunized children, identification of reasons
for their un-immunized status, developing activities
for reaching un-immunized children, and costing of
proposed additional activities.

e A functional analysis of NIP human resources,
conducted by the Human Resources Department of
the Ministry of Health in partnership with WHO in

2002, which identified appropriate staffing
numbers, location and type at central level.
o Government policy documentation.

e National and international literature.

The children’s vaccine program at PATH, in collaboration
with The University of Melbourne, appointed a management
advisor and short-term human resource specialist in 2003 to
assist the NIP to develop strategies for improved function
and structure. This initiative focuses primarily on the
development of a more efficient structure (integrated
supervision), and enhancing the capacity of the NIP to de-
concentrate functions to Provincial level. This is being
undertaken through a process of consultation and group
discussion with the senior management team of the NIP with
advice from of other international partners (WHO and
UNICEF) through a technical working group. Information

gained from this process has been used within this article.
Data quality

Coverage data quality is assessed through several
techniques. Data quality of the NIP has recently been
assessed by GAVI evaluators and has demonstrated a 98%
correlation between health centre statistics and national
coverage data'®. This assessment involved independent
auditors randomly selecting four districts and tracking
coverage data from health centre to national level. In
addition, since 2002, immunization data from health centre
and village level is validated via ‘post activity assessment’.
This involves national and Provincial immunization
managers randomly selecting health centres and a village
within the health centre catchment area and cross-checking
data from interviews with all mothers of children more than
1 year old and pregnant women with the health centre
register information. These assessments provide an
additional opportunity to verify the register and document
any ‘errors’ (ie incorrect vaccination, missed opportunities),
and bring the information back to the health centre for
debriefing and identification of corrective action. This

system addresses the limitation of the data quality

© SC Soeung, J Grundy, BA Biggs, M Boreland, J Cane, C Samnang, J Maynard, 2004. A licence to publish this material has been given to

Deakin University http://rrh.deakin.edu.au/

6



The Irternational Electronic Journal of Rural and Rermote Health Research, Education Practice and Palicy

assessment in that it does not verify information down to

village level and so is not always able to identify errors.
Results

Analysis of national immunization coverage data and

identification of the response to falling coverage rates

During 2002, Cambodia experienced a fall in routine
immunization coverage leading to increased pressure for
improved performance. Additional pressure emanated from
the recently instituted GAVI system of performance-based
payments, determined by the attainment of national
immunization projected coverage targets, and the National
Poverty Reduction Strategy, which nominates DPT3
coverage as one of the 20 indicators for achievement of the
‘millennium development goals’'’. At the NIP planning'®
workshop in June 2003, the paradox of spectacular
immunization campaign success together with flagging
routine immunization coverage was analyzed using a
problem-solving approach. In contrast to ‘static’ routine
immunization coverage rates, Cambodia, through campaign
efforts, has eradicated polio and substantially reduced the
reported incidence of measles from 13 827 cases in 1998 to
1361 cases in 2002'. The strengths and weaknesses of both
campaign and routine immunization which were identified
during the workshop are summarised (Table 1). A clear
lesson emerging from the strategic planning exercise was
that the centralized and vertical nature of campaign efforts
was a key ingredient in their success, along with high levels
of guaranteed funding, and technical assistance and support

for campaigns from partners.

In contrast, the routine immunization effort is led and
resourced sub-nationally through the network of Provincial
and District Health Departments, and health centers. The
problem solving exercise identified the lack of clarity in
roles and responsibilities between administrative levels, and
weak central-level monitoring and supervision of sub-
national levels. Additionally, the human resources functional
analysis of the NIP recommended a further refocusing of

NIP toward health sector integration and health system

. . 15
decentralization ".

Improved data reporting has also been suggested as a factor
contributing to the reported fall in immunization coverage
rates. A 2003 data quality audit reported a 98% consistency
between health centre statistics and coverage rates reported
at the national level'®. This compares with an earlier
independent audit in 2001, which reported a consistency rate
of 87%. It is suggested that the weaknesses present in the
system in 2001 may have led to artificially inflated coverage
data which, when corrected, contributed in part to the fall in

coverage levels in 2002.

In keeping with this assessment of the impact of
decentralization and improved data reporting on apparent
coverage rates, the NIP is highly aware of institutional
constraints on performance relating to poor sub-national
financing, human resources constraints at the primary level
of care, lack of management support at middle levels
(district and province), and the resource allocation tensions
between centrally directed campaigns and sub-nationally

planned immunization services.

In response to the issue of low coverage and the above
identified constraints, and broader institutional developments
in the areas of health sector and governance reform, the NIP
has developed planning, organizational development and
human resource responses to the problem of low coverage.
These have included: integration of the NIP plan into the
health sector plan; linking of health centre microplanning to
District and Provincial health planning; establishment of a
national monitoring and management support strategy; and
instituting performance-based agreements between levels of

government for improved immunization.

Each of these initiatives will be outlined.
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Table 1: Analysis of National Immunization Program (NIP) performance (2002)"

Routine immunization

Campaigns and disease control

What went well?
(Strength)

What when wrong?
(Weakness)

What went well?
(Strength)

What when wrong?
(Weakness)

Hepatitis B included in

routine immunization.

Introduction of contracting

systems.

Good budget support in
some OD.

Mass media campaigns.
Good OD monitoring.

Participation of other

partners at village level.

Good commitment from

the OD/HC chiefs.

Low access to services.
High dropout rate

Ineffective communication

at community level.

Low access to the outreach

budget.
Lack of proper supervision.

Lack of effective
monitoring by central

level.

Lack of staff in some
HC/OD.

Vaccine management

problems.

Low monitoring activities
due to immunization

campaign workload.

High turnover of EPI
managers at PHD/OD

level.

Integrated surveillance

system.

Adequate budget for

campaigns.

Strong Technical and
financial support from
WHO/UNICEF.

Good participation of
schools, garment factories,
communities, local

authority.

Good use of information to

guide action.

Good microplanning and

logistic support.

Lessons from campaign

can benefit routine EPI.

Lack of central staff for

campaign and surveillance.

Less attention to data
analysis by central/

provincial/ OD.

Ineffective supervision by
PHD/OD.

HeHighly centralised
activities leading to less
attention to other important
activities.

Routine often interrupted

by campaign.

Limited capacity in data

management and analysis.

Surveillance report not
timely and not fully

functioning.

EPI, Expanded program of immunization; HC, health centre; OD, operational health district; PHD, provincial health department.
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STEP 1 Conduct Consultations between National, Provincial and District Health
Departments.

STEP 2 Develop the Coverage Improvement Plan.

STEP 3 Make an outputs based performance agreement between levels of government (see
“Human Resource Development Response™).

STEP 4 Finance & implement the plan (make a budget agrecment).

STEP 5 Monitor the plan (see “Organizational Development Response™).

Fig 4: Process of Coverage Improvement Planning, Cambodia.

Table 2. New and priority activities of the National Immunization Program (NIP) 2004-2006

New activities 2004 Priority activities 2004

Conduct training middle level management (PHD and Coverage improvement planning and implementation.

OD).
Expansion of hepatitis B vaccine introduction.
Establish Japanese encephalitis surveillance system.

Improving surveillance, monitoring and evaluation

Expansion of  hepatitis B introduction to .. . .
P P (supervision, PAA, disease surveillance).

20 additional districts.
Middle level management capacity building (PHD and
Expand hepatitis B birth dose introduction (post- oD)
evaluation of pilot).

IEC activity - increase community awareness and demand

Establish vaccine procurement and adverse events . ..
for immunization.

following immunization policies.

Strengthen vaccines and cold chain management and
Extend PAA system. deployment of new cold chain.

Desi lity standards for i ization. . .
esign qualily standards for immunization Advocacy for financial sustainability, especially for

Conduct functional analysis PHD & OD levels. outreach funding.

Expansion of coverage improvement planning to 50% of

districts.

IEC, Information, education and communication; OD, operational health district;

PAA, post activity assessment; PHD, provincial health department.
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Departments.

STEP 1 Conduct Consultations between National, Provincial and District Health

STEP 2 Develop the Coverage Improvement Plan.

STEP 3 Make an outputs based performance agreement between levels of government (see
“Human Resource Development Response™).

STEP 4 Finance & implement the plan (make a budget agrecment).

STEP 5 Monitor the plan (see “Organizational Development Response™).

Fig 4: Process of Coverage Improvement Planning, Cambodia.

Integration of the NIP plan into the health sector plan

Development of a sector-wide planning methodology: In
2003, the MOH developed a new planning methodology
based on sector-wide ‘key areas of work’ and a more
decentralized pattern of service planning based on objective
setting at Health Centre, District and Provincial levels. The
six key areas of work are: (i) service delivery, (ii) human
resource development, (iii) institutional development,
(iv) health financing, (v) quality improvement, and
(vi) behavior change. Objectives set by the NIP and each
health system level are linked to these six key areas. The
other key feature of the new planning methodology is the
development of costing tools for planners at each level, and
the appropriate sequencing of planning procedures in order
to match the budget cycles of the Ministries of Finance and
Health.

The MoH Department of Planning facilitated the NIP
planning meeting. The intent of this institutional co-
operation is that sharing of common planning goals and
processes will result in improved integration between
national programs and Provincial and operational district
health departments. The development of costing tools for
program planners and a financial sustainability planning
process has resulted in enhanced communication between
the NIP and the MoH Finance Department. Similarly, the

sharing of program planning goals and processes between

the NIP and public health departments (as outlined in the
new planning methodology) has the potential to integrate

program planning into the system at sub-national levels.

Balancing technical and systems oriented planning
objectives: Traditionally, the NIP Plan has been a vertical
program (ie the NIP plan is not integrated within broader
MCH activities but focuses solely on immunization
activities'”). Objectives have been essentially technical in
nature, focusing on disease eradication, injection safety,
vaccine wastage, and coverage improvement. Strategies
focus on the introduction of technologies, vaccines and
technical guidelines and so proposed innovations are

primarily technical rather than systems oriented.

However, this reliance on vertical technical solutions for
improved coverage is challenged by the persistence of low
routine immunization coverage rates in the face of increased
availability of technology, such as auto-disposable syringes,

and readily available vaccines.

In 2003, the policy statement of the Ministry of Health
emphasized sector-wide management, decentralization and
de-concentration of financial planning and administrative
functions within the health sector’. The identification of
priority NIP activities for 2004 (Table 2) reflects a stronger
balance in objective setting between technical and systematic

responses to the problem of low coverage.
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Initiation of needs-based microplanning processes

The NIP has instigated a process of Coverage Improvement
Planning (CIP; Fig 4)*° with implementation funding support
from GAVI, in order to accelerate progress towards national
immunization coverage targets. The ‘Reaching Every
District’?' workshop conducted in Phnom Penh in 2003
provided some introductory tools for a coverage
improvement strategy. The NIP adapted the tools and
processes to the existing immunization circumstances in
Cambodia.

The aim of the Coverage Improvement Planning (CIP)
process is to improve immunization coverage in Cambodia
by developing and implementing immunization activity
plans that are designed to reach additional children. The NIP
commenced by selecting 14 priority districts based on a set
of criteria that included numbers of un-immunized children,

access to budget, and absence of international assistance.

Health workers and District and Provincial immunization
managers identified a range of existing barriers to improved
coverage, and developed plans which incorporated fully
costed strategies to reach unimmunised children. Strategies
included management support for health centres,
communication  (IEC)  strategies, mini local-area
‘campaigns’, and ‘extra’ travel support for more distant
locations. Activities funded under CIP were additional
activities to reach additional unimmunised children and were
thus complementary to standard health service delivery

activities.

The three most important tasks in the microplanning process
(CIP Step 3) were: (i) mapping the locations of missed
children (ie the main areas for un-immunized children),
(i1) analyzing the reasons why these are problem areas, and
(iii) proposing solutions to reach these clusters of missed

children.

This process of local area epidemiology demonstrated that
the most significant reasons associated with the outcome of

un-immunized status (in clusters of population) were social

and economic in origin. These unimmunized populations
included migrant workers, slum dwellers, ethnic minorities,
traders, itinerant agricultural workers, fishing families, and
those even further isolated by flooding, distance, insecurity
and lack of knowledge (Case study, Fig 5).

In an associated strategy, the NIP selected 10 districts for
improved outreach services. These districts were selected on
the basis of poor government disbursal of funds for outreach
services. Performance-based agreements were signed
between the district and national levels and were along the
same lines as the CIP agreements. However, funding was
restricted to support for health workers and for outreach
travel, and logistic support (health worker per diem,
transport and cold chain) and was not available for additional
CIP activities.

Both strategies were reinforced by performance-based

agreements and monitoring and management support.

Establishment of outputs-based performance agreements

Performance-based agreements for improved immunization
were instituted which detail objectives, target populations,
the budget agreement, and roles, responsibilities and duties
of each system level (Table 3). The agreements are with the
National-level and joint signatories include PHD and OD
Health Managers (with EPI managers as co-signatories). The
OD assume responsibility for instituting and monitoring sub-
agreements with health centers in their respective catchment

areas.

Of the funding, 70% is provided in advance, with a 30%
final payment made on achievement of the coverage target,
as verified by a post activity assessment (refer to Methods).
At this time, it is too early to evaluate the impact of coverage
improvement strategies on coverage rates. However, the
early signs are positive. Of the 10 Districts that implemented
the trial of the outreach agreements, eight have reached their
targets in the first quarter of operation. After 5 months of
operation in 2003, eight out of 10 CIP Districts are reporting
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annual coverage improvements for DPT3 that range from

3% to 31% when compared with the same period in 2002.

Establishment of a national monitoring and management

support strategy

The development of CIP and performance-based agreements
presented important management challenges for the NIP,
such as how to monitor these agreements, and what role the
NIP would play in supporting sub-national levels of

government to reach coverage targets.

The functional analysis of the NIP management structure
recommended multiskilling of managers and devolution of
some tasks to mid-level managers. Further, the NIP Manager
proposed a model of ‘integrated national supervision’ in

order to increase management efficiency and accountability.

Based on these factors, a ‘monitoring and management

support strategy’>> (Fig 6) was developed (post-CIP and

performance-based agreement introduction) with the stated

purposes of:

1. Supporting and advocating immunization coverage
improvement and quality.

2. Providing supportive management to middle level
managers.

3. Providing follow up corrective actions in support of

coverage improvement and quality.

Key elements of the strategy include multiskill composition
of national monitoring teams, a regional (geographic) focus
for management support (with the country divided into three
regional multiskilled management teams rather than
technical units operating nationally but within narrowly
defined technical areas), and a focused objective of
providing management support for Provinces and Districts to

raise routine immunization coverage.

Mone of the children in this photograph have been immunized against the & EPI diseases. This village is
only 10 kilometers along a poor road from a District Town, which is the location of the nearest health
centre, The father kas no work, The mother visits the District town only once every three months,
beeause the family cannot afford the 51.50 to hire a motoreyvele to make the journcy. Heath staff travel
very rarely to this location, becavse of concerns of security. These concerns are related to health
workers traveling alone to very poor unstable arcas of the District. A vaccing preventable disease would
be a potential catastrophe for this family, But for a cost of 52 extra per child, a team of primary health
care workers will reach these children in coming months. District managers traveled with Provincial
and National staff to this location, in order to undertake site visits to an area targeted for coverage

improvement planning,

Fig S: Case study: reaching the un-immunized children and families.
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Table 3: Responsibilities for each system level in performance agreements for coverage improvement plans and outreach

agreements

Health centre District

Province

National

Provide immunization Assist development of the

services as identified in HC | CIP.

microplan. .
P Assist the health centers to

Ensure the quality of implement the program.

outreach activities (No un-
(N Develop a sub- agreement

. ized target chil
immunized target children with HC for

and pregnant women after . .
pregt implementation of the

outreach session).
program.

Provide the OD with
Implement management

timely and accurate s . .
activities as outlined in the

information regarding
summary.

coverage and disease .
Provide a quarterly report

reporting. to the PHD that:

- provides a summary of
activity at management
level,

Provide ideas and
suggestions about
improvement of coverage

rate to the OD. - indicates the numbers of

target group of un-
immunized children

reached.

Assist development of the
CIP.

Implement management
activities as outlined in the

summary.

Provide a quarterly report
to the NIP that:

- provides a summary of
activity at management
level,

- indicates the numbers of
target group of un-
immunized children
reached,

- identifies costs per child
reached for the Province.
Provide a report of cases
identified for reportable
diseases in the Province
during coverage
improvement planning
(measles, AFP, tetanus,

whooping cough).

Assist development of the
CIP.

Fund the CIP.
Monitor quarterly reports.

Report on project progress

to the Ministry of Health.

AFP, Acute flaccid paralysis; CIP, coverage improvement plan; HC, health centre; OD, operational health district; PHD, provincial health department.

There are a number of risks associated with implementation
including the potential under-skilling of teams in key
technical areas and the risk of field information not being
communicated into the NIP decision-making process. One of
the most important approaches to managing the risks will be
the development of an integrated management structure that

is linked to the integrated monitoring process.

The NIP is

development framework (both function and structure) that

currently developing an organizational

can accommodate the recommendations of the functional

analysis and the requirement for strengthened and integrated
management, particularly in the area of leadership, policy
and planning, resource allocation, and monitoring and

evaluation.

Historically, the emphasis in NIP planning has been on the
attainment of technical objectives only. The current structure
of the NIP reflects this with an emphasis on technical
divisions and a less developed senior management structure
that incorporates higher-level functions. The functional

framework (Fig 7), developed with the assistance of a human
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resource specialist and currently under consideration by the
NIP, is an illustration of the shift from an almost exclusive
focus on operational technical functions towards
development of central management functions of policy and
national planning, leadership, financing and monitoring and

evaluation.
Discussion

Rationale — why management reform?

Questions have been raised as to the purpose of health sector
reform and of institutional development in the context of
improving immunization coverage. For example, why
conduct functional analysis at all? Why reorganize into
regions? What is the benefit of microplanning? Why do we
need to contract instead of direct?

As with most public health endeavors, the primary
motivation is reduction in population morbidity and
mortality. Notwithstanding campaign success in the areas of
polio eradication and the sharp reduction in the incidence of
measles, immunization coverage rates in Cambodia have not
risen, and have even declined since 1995. This is despite an

extensive period of international collaboration and health

infrastructure development. Additionally, an overarching
process of political decentralization and administrative de-
concentration is underway. Therefore institutional reform is
essential to keep pace with economic and social change and
to respond to the epidemiological setting of suboptimal
coverage rates and persistently high child and maternal

mortality rates.

The objective of institutional development is therefore to
increase the capacity and optimize usage of public
management in order to maximize population access to
public services, and in doing so, impact positively on public
health. This linking of proximal outcomes (health system
developments), intermediate outcomes (health service
access) and distal outcomes (health impact) is outlined (Fig
8).

In reference to the proximal indicator of system
development, systems being introduced have included
integration of the program and sector plans, introduction of
CIP, establishment of performance-based agreements and the
development of models of central program function and
structure.

to regional areas.

support strategy.

STRATEGY 1 Focus monitoring and management support teams on the priorily strategic
objectives of the National Immunization Program and Ministry of Health — improving
coverage and quality of immunization.

STRATEGY 2 Ensure cach team has the correct mix of skills to be able to provide
monitoring and management support for Provinces and Districts.

STRATEGY 3 Improve efficiency and accountability by allocating teams and team leaders
STRATEGY 4 Provide guidelines for monitoring and management support, and include
these within a simple summary reporting format.

STRATEGY 5 Identify a specific officer to co ordinate the monitoring and management

Fig 6: Summary of the monitoring and management support strategy
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NIP FUNCTIONS: MANAGEMENT AND OFERATIONS
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Fig 7: Draft functional statement of the National Immunization Program (NIP).
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Fig 8: Relationship between institutional development outcomes and public health impact.
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Additional institutional developments in this period have
also included financial sustainability planning and
development of a national communication strategy (not
discussed here). Moreover, there are other forms of
development such as new technology and new vaccine
introduction that can impact positively on coverage.
However, national and international experience indicates that
institutional development, although not sufficient on its own,
is nonetheless a necessary condition for coverage
improvement, especially given the current pace of economic,

social and political change in developing countries.

The role of integrated planning systems in strengthening

decentralized health program management

Integration of immunization program planning with health
system planning has the potential to improve coverage in
several ways. A fundamental reason for the gaps in program
performance between routine services and campaign efforts
has been the fact that campaigns are centrally managed and
routine services are not. With regard to campaigns, resources
are  mobilized centrally, directives are central,
communications strategies are centrally driven (though sub-
nationally assisted) and national political commitment is
galvanized. In contrast, routine immunization services are
essentially decentralized in their management, financing and
planning. Service delivery is provided through the 970 health
centers that are nearly exclusively rural. The finance for
outreach services (through which 70-80% of children are
vaccinated) is mobilized through Provincial treasuries and
departments of finance and then de-concentrated to OD and
NIP managers at OD level. Routine immunization
performance is therefore far more heavily dependent on the

effective function of the sub-national health system(s).

Integration of the immunization program with the broader
health system through integrated health planning therefore
provides the NIP with greater capacity to influence the
resource allocation decisions of power brokers in sub-
national agencies. In contrast, reliance on vertical planning

exposes the immunization program to the risk of sole

dependence on centrally managed international sources of
finance, and distances EPI managers from the system
management of Provincial and District Health Directors,
who essentially are the main players in management of

human and financial resources at the sub-national level.

Integration of vertical program planning with health system
planning ‘key areas of work’ and processes is therefore a
critical first step in aligning immunization with current and
future health sector reforms. It places the NIP in a stronger
leadership position to negotiate the potential benefits of
decentralization and de-concentration, rather than being

forced to respond in a delayed fashion to their potential risks.

The role of decentralized planning (microplanning) in

promoting equity in health care provision

By identifying strategies, activities and finances to reach
marginal populations, local area planning processes have
demonstrated the capacity for local services to be pro-equity,
pro-poor and pro-rights in relation to access to health. These

form the three core values of MOH in Cambodia®.

Although the most prominent feature of the CIP process was
the bringing of the health system into closer contact with
remote and marginal populations, geographical distance and
population dispersal remain major barriers to coverage
improvement. Cambodia is a central plain area bordered by
mountainous regions with dispersed, mobile and difficult to
access populations, particularly in wet seasons. Flooding and
poor roads often exacerbate the problem of geographical
distance. The interaction of the exposures of sociological
marginalization and geographic distance significantly
increases the risk of un-immunized status. Across the
country, the distance between health centers and villages
varies from 35 km in the remote province of Mondulkiri to
just over 1 km in the capital of Phnom Penh (Fig 9).
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Fig 9: Average Distance from Villages to Health Centers by Province in Cambodia®.

There are more than 13 000 villages in Cambodia, and
current MOH Outreach Policy** dictates that each village
should be reached once a month by health centre staff. It was
recently estimated that annual outreach requires travel
funding for 1.4 million km per year. This tests the financial
sustainability of sole reliance on outreach as a strategy for
reaching rural populations. The variation and distance within
the social and physical landscape provides added impetus for
a decentralized planning strategy that takes into account the
real geographic distances and sociological conditions of
marginal populations, in order that the most disadvantaged
children can be reached by the health system.

Role of performance agreements in promoting sub-

national accountability for health system performance

Cambodia is now experiencing the triple pressures of post-
conflict, post-centrally governed systems, and multi-lateral
lending pressure, and hence is highly exposed to the well-

documented risks of hastily implemented policies of
decentralization and de-concentration. This being the case,
there are additional imperatives for Cambodia to adopt a
model of administrative governance that links system levels
in such a way as to help maintain system unity under the
pressure of declining central governance. Contracting
provides such an opportunity by providing both a chain of
management and monitoring support that reaches to the
grassroots level, and a chain of accountability that links back
through the health system levels to NIP managers. This shift
from ‘central command’ accountability to a de-concentrated
style of governance has been evident in the character of
consultations between national and Provincial levels prior to
signing of the CIP Agreements. Whereas the tradition of
vertical programs is to centrally direct, contracts are in
contrast negotiated between joint signatories to the CIP

agreements.

The international literature provides interesting case studies
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on the role of performance-based agreements and contracting
in enhancing health system performance***’. In Nicaragua,
accountability of sub-national health authorities for service
provision has been strengthened by stipulating
responsibilities of service levels in the form of outputs-based
performance agreements®. In the decentralized context of
Burkina Faso, a World Bank study reported that the
development of a system of outputs-based contracts for
improved immunization coverage has resulted in

improvements to some indicators®.

Cambodia has already experienced positive outcomes from
trials of health system contracting. The system of program
agreements outlined in this paper has demonstrated
potentially significant benefits for improved coverage.
Accountabilities for improved immunization are being de-
concentrated to Provincial and District health directors and
Health Centre Managers. As co-signatories to the
agreements, primary  accountability = for  coverage
improvement shifts from the central to sub-national levels.
This may be the key to shifting responsibility, and in turn,
improving coverage, by motivating sub-national authorities
to mobilize resources for achieving the health outcomes for

which they can now be held accountable.

Strengthening  management systems by  building
information linkages between micro- and macro-level

planning processes

Perhaps the most interesting feature of the microplanning
process has been the impact of local processes on national
strategic thinking, particularly in the area of the national
coverage improvement strategy. CIP has focused health
planners on the clusters (numbers) of unimmunized in
different /ocations and the reasons why these clusters exist.
In a similar vein, numbers and locations can be applied to

national area analysis of coverage rates.

The map in Fig 10 provides a snapshot of unimmunized
children nationally.

Although the reasons for clustering of pockets of
unimmunized at macro- and micro-level may vary
(population density at the macro-level and social variables at
the micro-level), microplanning has nevertheless reinforced
a national epidemiological and needs-based approach to
planning. That is, microplanning has resulted in a focus of
management effort on development of performance-based
strategies to target the highest numbers of unimmunized at
both national and local level. This perspective has been
further reinforced by the GAVI-funding system, which
provides performance-based payments to developing
countries based on the attainment of a mutually agreed

number of children to be immunized.

In summary, both planning responses (sector strategic
planning and health centre microplanning) provide important
opportunities for the NIP to address the major reasons for
plan failure — failure of resourcing for implementation and
lack of match between organizational planning goals and

community health needs™.

Establishing links between local health development and

institutional development

A clear pathway can be observed between the various
management reform processes of the NIP. The availability of
GAVI funds to improve coverage in a flexible way
encouraged the NIP to initiate microplanning processes. This
in turn motivated the NIP to institute a system of
performance-based contracts in order to promote
accountability at the sub-national level for management of
NIP funds. The establishment of the contract system
stimulated the development of a monitoring and
management support strategy in order to verify contractual
outcomes and address non-attainment of results. Finally, the
establishment of contracts and monitoring systems places
pressures on managers to review structures in order to
successfully and efficiently integrate field information into
management decision-making. Management reform is hence
a dynamic process, driven by system linkages established
through needs-based planning, sector integration and

contracting between levels of government (Fig 11).
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NUMBER OF CHILDREN UNIMMUNIZED FOR DPT3, 2002

Fig 10: National Mapping of the Un-Immunized

Conclusion

Immunization campaign successes in Cambodia have
demonstrated that the application of appropriate
management approaches in association with the secure
financing for immunization can result in significant public
health successes. However, new management approaches
will be required to maintain and improve routine
immunization coverage in a health system that is becoming
increasingly decentralized. The NIP has recently undertaken
management reform initiatives that have included integration
of health sector and national program planning, strengthened
micro-planning capacity, introduction of performance
contracts and the establishment of an integrated monitoring
strategy. In 2003, there are early signs that reform processes
undertaken by the NIP have resulted in improved

immunization coverage in targeted areas, and these should

Phnom Penh

# Children
Unimmunized DPT3

e 1Dot=100

2728

place the national program in a stronger position to lift

immunization coverage in 2004.

An evaluation of the coverage impact of these institutional
developments will be the subject of a later report. If
coverage continues to improve in country-wide or selected
locations, a more in-depth analysis will be required of the
institutional ~ correlates of improved immunization

performance.
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Fig 11: Linking of community health development to institutional development.
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