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Introduction

MIS) is a government initiated and funded
motivating skilled birth attendants (or

eries at health centres — the largest primary health care
network and the reco e for normal deliveries (Ir, Korchais et al. 2015).

According to guidance fro inistry of Health (MOH), besides midwives, physicians and other
trained health personnel can also receive these incentives when attending deliveries in public health
facilities. Up to 30% of the incentives will be shared with other health personnel in the facility and
eventually with other people such as traditional birth attendants (TBAs) who refer women to the
facility for delivery (Ir and Chheng 2012). The number of deliveries is reported monthly by health
facilities through the routine health information system. Based on the number of reported
deliveries, incentives are disbursed quarterly to the facilities through public financial disbursement
channels (Ir and Chheng 2012).

The GMIS became operational nationwide in late 2007, following a joint prakas (directive) from the
MOH and Ministry of Economics and Finance (MEF) to allocate government budget to the incentive
payments (Ir and Chheng 2012). Since then, the percentage of deliveries in public health facilities as
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a proportion of assisted deliveries at home decreased from 21% to 15% over the same period (Ir and
Chheng 2012). The maternal mortality ratio (MMR) declined from, according to Unicef estimates,
315 deaths per 100,000 live births in 2005 to 202 per 100,000 live births in 2010 and 161 in 2015
(Unicef 2017). Improving maternal health was one of the most critical Millennium Development
Goals (MDG5), but whilst Cambodia has made substantial progress towards achieving MDGS5, the
MMR decline has been insufficient to achieve this goal (Ir and Chheng 2012).

This article explores why this particular policy approach —an incentives approach rather than
alternative strategies to addressing maternal mortality — was implemented, and to what extent and
how this decision was informed by policy-relevant evidence. Cambodia’s MOH has, like many
government departments in countries elsewhere (Cabinet Office 1999, DEFRA 2011, Government
Office for Science 2012), explicitly endorsed ‘evidence-based’ policy approaches. An example of this
endorsement is in the country’s second Health Strategic Plan ( 015), which defines priorities
and goals for the entire health sector, highlighting the nee engthen and invest in health
information system and health research for evidence-ba aking, planning, monitoring

chosen policy approach. It describes policy cha ties presented by the
continuous shifts in three key ‘streams’, the so-c stream and the
politics stream. In this classic model, ‘windows of op ems arise or are

ical will (politics) i
those windows allow for stakeholders ) to drive changes forward (Kingdon

1995).

This paper draws on finding
with stakeholders from
Interviews particular
Cambodian health secto
policy decisions.i
processe

which is frequently observe poorly funded public health systems with poor accountability (van de
Poel, Flores et al. 2016). Support for PBF has spread rapidly in many countries in recent years (van de
Poel, Flores et al. 2016). But whilst there is considerable enthusiasm for PBF policies, according to a
Cochrane Collaboration review (2012) of pay-for-performance to improve the delivery of health
interventions in LMICs, the current evidence base is too weak to draw any general conclusions
regarding effectiveness, with more robust and comprehensive study needed (Witter, Fretheim et al.
2012, van de Poel, Flores et al. 2016).

According to van der Poel et al. (2016), Cambodia was the first documented case of a low-income
country to experiment with PBF of public health care (van de Poel, Flores et al. 2016). Since 1999, a
variety of health programme funding of districts and facilities in Cambodia have been contingent on
performance targets or have directly linked revenues to services delivered. The main PBF
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programmes implemented have specified performance targets relating to child vaccination,
antenatal care, delivery in a public facility, and birth-spacing use (van de Poel, Flores et al. 2016).
These funding arrangements have been intended to increase aspects of healthcare provision, and
there has been considerable variation in the strength and conditions of the incentives offered (van
de Poel, Flores et al. 2016).

The interviewees in this study specifically identified the GMIS as a notable PBF policy, and described
it as contributing to reducing Cambodia’s high MMR over recent years. When asked about what the
evidence was that contributed to the choice of this GMIS policy, there was discussion of factors such
as that midwives are not sufficiently paid, or sufficiently skilled and trained. There was also mention
of the high MMR and infant mortality rate, and the need to address the millennium development
ically held to be relevant for
dence at times promoted as

ed reliance on single hierarchies

goal. These responses illustrate the diversity of evidence types ty
informing policy, many of which sit outside classic ‘hierarchies’
useful to guide policy development. However, authors hav

quality as necessarily relevant to
at is ‘appropriate’ evidence
d Abeysinghe 2015,

of evidence which typically are based around measures
policy decisions (Petticrew and Roberts 2003), with ¢
for policy, given the needs and contexts of the ac
Parkhurst 2017).

cision (Parkh

One respondent further suggested that the schem were likely

trialled in this health area (although the of any specific ). There was
also considerable discussion of that at i i me from high levels of the MOH and
above, and that in such situations evide i important.
As noted in interviews with three represe

“We don’t knov ' ] h S] ... who can influence to make this

from... seems to be coming out of nowhere... PM’s
t in the topic... USAID and JICA were the two

tually hugely successful. It’s now used as evidence in other countries,
ay 2017)

I'll tell you, this is rea eresting. If that wasn’t donor influenced. That was the new minister, he’s still
there [unintelligible 0:29:37.9] went off and thought about it. | don’t think he talked to UNICEF or WHO
and he came up with this idea and he sold it [unintelligible 0:29:50.2] and he told Ministry of Economy
and Finance money is made available, it’s the only incentive that is on budget for the government and
when this came out WHO, UNICEF and UNFPO well that’s not going to work and [unintelligible 0:30:06.3]
| was really surprised. They didn’t tell anybody, but they can be really proud, they thought it up
themselves, it’s as super as anything. It goes through the government budget and we’ve seen
institutional deliveries go from 20 per cent to sort of 85 per cent and maternal mortality coming down
from 470 to 170 in ten years. That’s almost unheard of. (CAM-15, May 2017)
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Thus, whilst pilot studies of the policy may have been undertaken, the policy decision appears to
overall lack an evidence base, and appears to have been a political decision made from the highest
levels of government.

Yet while skilled birth attendance is a central feature of most global calls to reduce maternal
mortality (Campbell, Graham et al. 2006, Koblinsky, Matthew et al. 2006), there are still a number of
different potential ways to achieve birth attendance in attempts to reduce maternal mortality.
Classically maternal death has been described as a result of three delays — delays in seeking care,
delays in reaching a care facility, and delays in receiving appropriate care once at a facility (Thaddeus
and Maine 1994). From this conceptualisation, numerous efforts have been attempted to target one
or more of these delays — targeting women, health care providers, ambulance services, or broader
health systems improvements; and one recent systematic review of maternal health interventions in
resource-limited settings concluded that “[p]rograms integrati iple interventions were more

. 1)” (Nyamtema, Urassa et al.
alth effort thus raises the

likely to have significant positive impacts on maternal outc
2011). This history of thinking and practice in the global

helpful. Interviews conducted in Cambodia easily r i i ce of Kingdon's
three ‘streams’. In particular the persistently high M

d you. [so it was more about wanting to reach the MDGs] and save face
o hide it and then some professor took it up to the Vice Prime Minister
and that's hov e lligible 00:36:18] stuff by the [unintelligible 00:36:19]. It was mainly to
save face.” (CA

The politics

Prior to the introduction of the GMIS, the issue of maternal mortality had received global
prioritisation in the form of MDG5, and the target for achievement of this was 2015. Thus, in 2007
when the GMIS was implemented, achieving this target would have been at the forefront of health
issues to be addressed, as suggested by the respondent in the previous quote, resulting in
considerable prioritisation of the issue of the political agenda.

The policy (solution)

The GMIS is one of a myriad of possible solutions to this problem of maternal mortality. There are
however several reasons why this particular policy solution may have been chosen. First, as a
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solution that doesn’t require radical health system change, it would have been (relatively) simple to
implement, without causing undue tension or resistance in the way that a more radical change in a
health system would. Related to this, by targeting low-level underpaid staff, it would not have upset
high-level civil servants with more power. As Ir (2010) reported in relation to the implementation of
a health equity funds scheme in Cambodia, “HEF does not seem to harm anybody’s interest” (lr,
Bigdeli et al. 2010). Second, as was also recognised by Ir et al. (2010) in their paper (Ir, Bigdeli et al.
2010), it's a way for donors to transfer funds to the poor, and for the mobilisation of additional
funds to the health sector. Third, it appears to fit with a “politics of gifts” that has been described by
Hughes (2006) as a part of Cambodian culture or expectations (Hughes 2006).

As noted by a respondent from the Ministry of Economy and Finance:

nt to have increase as well... But
entives were done earlier... then in
ntives paid by the government to
laries with extra funding from

“We cannot increase salaries, as other sectors of societies wo
we give incentives, based on performance.... Education, cus
health, the midwifery incentive came later.... There are
technical officers and government staff... then, we ca

(CAM-14, August 2014)

As noted by a representative from a donor age

“A few years ago there was a policy to put one m incentive... Hun
Sen acted on this, and the policy. ] ] ici he trigger was
the DHS...it had quite a bit of imp ressure from the international
community... and [it] was relativel ] ... DHS is absolutely the most

important piece of evidence for heal j ia... i y survey... the 2014 is in the
making and the govii j 7 h...” (CAM-12, August 2014)

sdon approach to policy formulation and agenda
setting, the GM ect a combination of political interest and local context, and a
politically palatable ion. e of evidence, thus, appears to have followed from this policy

of evidence relevant to the proposed policy situation mentioned
by respondents as potenti portant. This makes political sense in the local context, yet it stands
in contrast to much literature calling for ‘evidence-based’ or ‘evidence-informed’ policymaking,
which has often presented ‘politics’ as a ‘barrier’ to evidence ‘use’ (Oliver, Lorenc et al. 2014,
Parkhurst 2017). Such views typically assume evidence will be used within a problem-solving process
which would, in this area, theoretically start with the problem of the MMR, continue to a review of
all available intervention evidence, and selects the most cost-effective and/or efficacious regardless
of other political structures, needs, or demands. This depoliticised view of the role of evidence in
policymaking has been critiqued by a number of policy scholars as an over-simplified and over-
technocratic view of policy formulation (Russell, Greenhalg et al. 2008, Liverani, Hawkins et al. 2013,
Cairney 2015).
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It is worth noting that although the introduction of the GMIS has been accompanied by
improvements in the percentage of deliveries in public health facilities and falls in the national
maternal mortality ratio, care is needed with interpretation of such evidence and evaluations of
impact. First, these are observational correlations, and thus not necessarily causal given the number
of other factors that could influence changes in maternal outcomes, with other contributing health
system improvements and wider societal changes in Cambodia documented by others (Liljestrand
and Sambath 2012, Dingle, Powell-Jackson et al. 2013). Second, with regard to evaluations of PBF
schemes more generally, a number of evaluations of PBF schemes such as the GMIS have been
undertaken, and PBF policies have been credited with developments including increasing utilisation
by the poor, decreasing total family per capita health expenditure and encouraging better
management (Eldridge and Palmer 2009) — but there are still known challenges in causal attribution
for such programmes, as they are often implemented alongside r health sector reforms
including the introduction of higher official user fees, as was e in Cambodia (Soeters and
Griffiths 2003). One of our respondents commented that ity of evaluations undertaken is

review of empirical evidence and oth hampions often cate. Rather
we found the use of evidence to fit wit i ring multiple needs and concerns,

typical of Kingdon’s model, to describe

"Strategies for reducing ma al mortality: getting on with what works." Lancet 368: 1284-1386.

DEFRA (2011). Defra's Evidence Investment Strategy: 2010-2013 and beyond. London, DEFRA.

Dingle, A., T. Powell-Jackson and C. Goodman (2013). "A decade of improvements in equity of access
to reproductive and maternal health services in Cambodia, 2000-2010." International Journal of
Health Equity 12: 51.

Eldridge, C. and N. Palmer (2009). "Performance-based payment: some reflections on the discourse,
evidence and unanswered question." Health Policy and Planning 24: 160-166.

Government Office for Science (2012). Science and analysis assurance review of the Department for
Work and Pensions. London, Department for Business, Innovation and Skills.



DRAFT — NOT FOR CITATION/CIRCULATION WITHOUT PERMISSION

Hughes, C. (2006). "The politics of gifts: Tradition and regimentation in contemporary Cambodia."
Journal of Southeast Asian Studies 37(3): 469-489.

Ir, P., M. Bigdeli, B. Meessen and W. van Damme (2010). "Translating knowledge into policy and
action to promote health equity: The Health Equity Funds policy process in Cambodia 2000-2008."
Health Policy 96: 200-209.

Ir, P. and K. Chheng (2012). Evaluation of Government Midwifery Incentive Scheme in Cambodia: An
exploration of the scheme effects on institutional deliveries and health system. Phnom Penh,
Cambodia, Health System Development Support Unit, National Institite of Public Health.

Ir, P., C. Korchais, K. Chheng, D. Horemans, W. van Damme and B. Meessen (2015). "Boosting facility
deliveries with results-based financing: a mixed-methods evaluati f the government midwifery

Koblinsky, M., Z. Matthew, J. Hussein, D. Marala E. Achadi, S. Adjei, P.
Padmanabhan, B. Marchal, V. de Brouwere, W. v Survival Series
steering group (2006). "Going to scale with professi 4): 1377-1386

Liljestrand, J. and M. Sambath (2012). "So ici ments and health system
strengthening of maternity care are co ality reduction in Cambodia."
Reproductive Health Matters 20(39): 62-

Liverani, M., B. Hawkin . c itutional influences on the ude of
evidence in public he

. "Maternal health interventions in resource
pacts and factors for change." BMC Pregnancy

Parkhurst, J. (2017). The
evidence. London, Routledge

evidence: from evidence based policy to the good governance of

Parkhurst, J. and S. Abeysinghe (2015). "What constitutes ‘good’ evidence for public health and
social policy making? From hierarchies to appropriateness." Social Epistemology Review and Reply
Collective 3(10): 40-52.

Petticrew, M. and H. Roberts (2003). "Evidence, hierarchies, and typologies: horses for courses."
Journal of Epidemiology and Community Health 57(7): 527-529.

Russell, J., T. Greenhalg, E. Byrne and McDonnell (2008). "Recognising rhetoric in health care policy
analysis." Journal of Health Services Research and Policy 13(1).



DRAFT — NOT FOR CITATION/CIRCULATION WITHOUT PERMISSION

Soeters, R. and F. Griffiths (2003). "Improving government health services through contract
management: a case from Cambodia." Health Policy and Planning.

Thaddeus, S. and D. Maine (1994). "Too far to walk: Maternal mortality in context." Social Science
and Medicine 38(8): 1091-1110.

Unicef. (2017). "Unicef data. Monitoring the situation of children and women." from
https://data.unicef.org/topic/maternal-health/maternal-mortality.

van de Poel, E., G. Flores, P. Ir and O. O'Donnell (2016). "Impact of performance-based financing in a
low-resource setting: A decade of experience in Cambodia." Health Economics 25: 688-705.

Witter, S., A. Fretheim, F. Kessy and A. Lindahl (2012). "Paying
delivery of health interventions in low- and middle-income

formance to improve the
ies." Cochrane Database Syst Rev



