Every person counts
Promoting the inclusion of persons with disabilities
in the health sector in Cambodia
A publication in the German Health Practice Collection

Published by:

German Health Practice Collection
Showcasing health and social protection for
development
Goal
The German Health Practice Collection (GHPC) aims
to share good practices and lessons learned from
health and social protection projects around the world.
Since 2004, the Collection has helped assemble a
vibrant community of practice among health experts,
for whom the process of producing each publication
is as important as the publication itself as it is set up
to generate a number of learning opportunities: The
community works together to define good practice,
which is then critically discussed within the community
and assessed by independent peer reviewers.
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Scope
The Collection covers projects supported by German
Development Cooperation (GDC) and its international
and country-level partners around the world. GDC
includes the Federal Ministry for Economic Coopera
tion and Development (BMZ) and its implementing
organisations: Deutsche Gesellschaft für Internation
ale Zusammenarbeit (GIZ) GmbH and KfW Develop
ment Bank (KfW). The projects are drawn from a wide
range of technical fields and geographical areas, at
scales running from the local to the global. The com
mon factor is that they make useful contributions to
the current state of knowledge about health and social
protection in development settings.

Join the Community of Practice

Publications
All publications in the Collection describe the projects in
enough detail to allow for their replication or adaptation
in different contexts. Written in plain language, they aim
to appeal to a wide range of readers and not only spe
cialists. Readers are also directed to more technical re
sources, including tools for practitioners. Available both
in full reports and summarised short versions, Collection
documents can be read online, downloaded or ordered
in hard copy. Versions in languages other than English
are made available if the projects operate in countries
where other major languages are widely spoken.

Do you know of promising practices in Germansupported health and social protection projects? If so,
visit health.bmz.de/good-practices/submit-proposals
to submit a proposal. You can also rate and comment on
all candidates for the current round of selection.
For a historical perspective, visit health.bmz.de/goodpractices/GHPC/index.html, to find all publications on the
projects and programmes documented since 2004.
More information can be obtained from the Managing Edi
tor at ghpc@giz.de.

Front cover photo: Members of the Epic Encounters dance troupe during a performance of ‘Our Family’ in Kampot, Cambodia. Epic
Encounters is part of Epic Arts, a non-governmental organisation which uses various art forms to bring together people with and without dis
abilities and to create dialogue about disability issues.
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Executive summary

Box 1. Key Messages
Situation. People with disabilities in Cambodia face multiple barriers when accessing health services. The public health
system has limited capacity to prevent, detect and treat impairments that can be disabling.
Approach. German Development Cooperation has followed a ‘twin-track approach’ to promoting the inclusion of per
sons with disabilities. In addition to mainstreaming a focus on disability into on-going work on health financing, health
system governance and health service delivery, the projects also supported interventions which built awareness of dis
ability and the rights of persons with disabilities and strengthened the early detection of impairments among newborns
and children in two provinces.
Results. There is greater understanding of need for inclusion of persons with disabilities in the health sector among
partner institutions, local authorities and communities, and at the political level.
Lessons learned. In contexts where inclusion is not an established concept, it takes long-term commitment, partner
ships with a range of stakeholders, and a flexible approach to testing and refining interventions in order to create and
sustain the momentum and ownership for changes that result in a more inclusive health system.

This case study describes how technical cooperation projects
funded by Germany’s Federal Ministry for Economic Coopera
tion and Development (BMZ) and implemented in coopera
tion with the Royal Government of Cambodia have systemati
cally fostered the inclusion of persons with disabilities in the
health sector in Cambodia.

Situation
According to the 2009 Cambodian Socio-Economic Survey,
6.3% of Cambodians live with a disability, although actual
disability prevalence is likely to be higher. Many of the im
pairments associated with disability are preventable and are
exacerbated by poverty and poor access to health services,
clean water and sanitation.
Cambodia’s public health system is not well equipped to
meet the needs of persons with disabilities, or to diagnose
and treat impairments which could become disabling. Barri
ers encountered by persons with disabilities when accessing
care include high direct and indirect costs, the physical inac
cessibility of health facilities, communication barriers, and
negative attitudes on the part of health care workers. There
is no institutionalised screening for impairments among
newborns, infants and children. Few specialised health ser
vices are available at the local level, coordination between
service providers is inadequate, and there is not a functional
referral system to support a continuum of care.

4

Executive summary

Approach
In line with the BMZ’s Action Plan for the Inclusion of Per
sons with Disabilities, the Deutsche Gesellschaft für Interna
tionale Zusammenarbeit (GIZ) has systematically introduced
a cross-cutting focus on the needs of persons with disabili
ties into two technical cooperation projects which are imple
mented on behalf of BMZ in cooperation with the Ministry of
Health of Cambodia.
Together with provincial health departments and nongovernmental organisations such as Handicap International
and Epic Arts, the Social Health Protection project and the
Rights-Based Family Planning and Maternal Health project
designed and implemented a package of measures aimed at
improving the accessibility and utilisation of health care ser
vices by persons with disabilities, making the health system
itself more inclusive, and preventing impairments that can
result in disability. The twin-track approach pursued by GIZ
involves both ‘mainstreaming’ a focus on inclusion into the
projects’ core work and providing specific support to persons
with disabilities, their families and disabled people’s organisa
tions (DPOs).
In Kampot and Kampong Thom provinces, the projects
built awareness about disability and the rights of persons
with disabilities through workshops, trainings and com
munity events reaching more than 6,000 representatives of
commune councils, Village Health Support Groups, health
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officials and health workers, religious leaders, parents,
and other community members. More than 5,000 people
watched modern dance performances, created by a troupe
of young deaf and disabled artists from Epic Arts, aimed at
combating stigma and discrimination against persons with
disabilities.
The projects supported measures aimed at improving the
early detection of impairments and the prevention of dis
ability among children. These included developing a set of
screening tools, training health workers in their use, creat
ing service directories, making screening available to more
than 17,000 children, and supporting detected children to
receive follow-up consultations.
DPOs participated in community forums and participatory
planning processes aimed at making the health system
more responsive to citizen needs. A voucher mechanism
which reimburses the transportation costs incurred by per
sons with disabilities when travelling to local health centres
has been developed and piloted; evidence about the high
health expenditures incurred by persons with disabilities is
also being brought into national-level policy discussions on
the expansion of social health protection schemes.

Results
This case study, unlike those which have preceded it in the
German Health Practice Collection, documents the early
experiences of an important new approach, rather than the
outcomes of an established development intervention.
Efforts to promote the inclusion of persons with disabilities
in the health sector have yielded some preliminary results,
although these are difficult to measure. There is now
greater awareness of disability and of the need for inclu
sion of persons with disabilities among partner institutions,
in communities where the projects work, and at a political
level. The projects’ investments in the development of tools
and procedures for screening children for impairments have
opened up the prospect that early detection could eventu
ally become institutionalised in the health system. Work
with commune councils and DPOs has led to DPOs’ involve
ment in routine planning meetings, bringing the concerns
of persons with disabilities into health-related governance
processes.

Lessons Learned
Among the key learnings to date:
Introducing a focus on inclusion into a complex
development intervention requires strong leadership,
commitment across the project team, and an investment
of both time and resources. This case from Cambodia
provides a positive example of how a systematic approach
to promoting inclusion can be pursued, from collecting
evidence on the challenge and identifying entry points
within project frameworks, to consulting with partners,
identifying appropriate collaborators, and integrating new
approaches into project cycles.
Inclusion lends itself to sectoral mainstreaming approaches, but broader partnerships are required to
tackle structural obstacles. Structural challenges within
the health system go beyond what can be addressed by
projects through a mainstreaming approach, while social
and economic factors with roots outside the health sector
also constrain persons with disabilities from using health
services. Cooperation beyond the health sector, in areas
such as education and employment, might unlock new
opportunities.
The early and active involvement of DPOs in design
ing, planning and implementing inclusion measures
can encourage more persons with disabilities, and their
families, to claim their rights. DPO participation signifi
cantly changes the perception of disability in society and
promotes understanding about the diversity of individual
capacities.
A long-term commitment and a focus on building alli
ances are important to help create political ownership
for inclusion. It is possible to catalyse momentum around
inclusion of persons with disabilities by leveraging existing
relationships with government partners and by joining
forces with key players, including local disability organisa
tions. However for positive changes in the lives of persons
with disabilities to be sustained, political ownership is
essential.

Executive summary
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Realising the right to health for persons with
disabilities in Cambodia
‘I just wish we knew what was wrong with him,’ said Chreb
Chhom, glancing at the young boy with soft brown eyes who
was nestled in the arms of her sister, Sokny Chhom. ‘Some
times he doesn’t seem to hear us when we call to him.’
Chreb Chhom sat on a woven mat spread out on a low
wooden platform in front of her house, a traditional Khmer
dwelling built on stilts to protect against annual floods. She
lives here at the end of a rutted dirt path in the village of
Chak Chrum, about an hour’s drive from Kampot, with her
sister, her elderly mother, the young boy – Bona Touch–
who is her grand-nephew, and his cousin. Bona’s parents
live and work near Phnom Penh, and Chreb Chhom is his
main caregiver.
The family understands little about Bona’s developmental
delays. They know that he was underweight at birth and
remains small for his age. Although he is two years old, he
cannot walk and does not bear weight on his legs. Bona
has been seen by doctors at a hospital in Phnom Penh, but
Chreb Chhom doesn’t know what tests have been performed
or how the medicine she has been instructed to give him
may help him. Thus far the family sees little change in his
condition. As Bona has grown bigger and heavier, they have
begun to wonder whether they should look into getting him
a wheelchair.
Bona is not the only member of the household living with dis
ability. Chreb Chhom, who is now 44, lost her right arm just
below the elbow during the war when a bomb exploded close
to her. She does not have a job and is not able to work in the
rice fields to contribute to food production for the household.
‘I stay at home and take care of the children,’ she explains.
Chreb Chhom also cares for her mother, Li Paur, who is 81
and in poor health. More than a third of Cambodians over
60 years of age have one or more impairments that affect
their everyday functioning. Li Paur, who has difficulty moving
unaided and requires assistance to eat and bathe, is the third
member of the household with a disability.
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Chreb Chhom (far right), with members of her family, outside
their home in the Angkor Chey district of Kampot Province.

Multiple barriers to health services for
persons with disabilities
Article 25 of the United Nations Convention on the Rights
of Persons with Disabilities (CRPD) states that persons with
disabilities are entitled to the highest attainable standard
of health without discrimination on the basis of disability.
This includes access to both general health services – such
as treatment for illnesses and injuries, immunisation against
diseases, and sexual and reproductive health services – and
to additional services which may be required as a result of
their specific impairments. Both types of services should be
available as close as possible to where they live, should be
of the same quality as those received by persons without
disabilities, and should be delivered by health professionals
with respect for their human rights, dignity, autonomy and
individual needs.
The Kingdom of Cambodia has been a signatory to the
Convention since October 2007 and ratified it in December
2012. However, a look at the barriers facing Chreb Chhom,
Li Paur and Bona Touch in accessing quality, affordable,
non-discriminatory health care reveals how far Cambodia –
like many other countries – still has to travel until the rights
enshrined in the Convention are realised in practice in the
country’s health system.

Realising the right to health for persons with disabilities in Cambodia
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The direct and indirect costs of seeking health care
For Chreb Chhom and her family, the most immediate barri
ers are financial and logistical. The closest public health cen
tre is five kilometres away, reachable via a series of unpaved
roads. A larger health centre, which has a better selection of
medicines and services, is located about 10 kilometres away,
near the district hospital. To visit either of these facilities,
the family has to organise transportation. Hiring a motorbike
and driver to take them to the nearby health centre and back
costs USD 2.50; a trip by auto rickshaw to the more distant
one costs USD 12.50. This represents a significant cost for
the family, whose monthly income, including remittances
from the parents of the two boys, is approximately USD 50.
Li Paur cannot travel alone, so Chreb Chhom accompanies
her if she needs to visit the health centre. While she is away,
her sister or another adult cares for the children, taking them
away from their normal income-generating activities. This
represents an additional, indirect cost to seeking health care.
No access to specialised services
While basic health services are available relatively close by,
the same is not true of specialised health services, such as
those needed to diagnose Bona Touch’s underlying health
condition and to support his physical, social and intellectual
development. The public health system in Cambodia concen
trates primarily on maternal and child health and on treating
acute illness; even at provincial referral hospitals, such as
the one in nearby Kampot, disciplines such as neurology,
orthopedics, speech-language pathology or developmentalbehavioural paediatrics are not available. With almost no
specialised services close by, the family has taken it upon
themselves to make the 150-kilometre trip to Phnom Penhto
consult with doctors there. Between visits, they monitor
Bona’s condition and hope for signs of progress. Physical and
occupational therapy services, which can be instrumental in
furthering the capabilities of children with developmental
delays, are not available in their area.
Discriminatory attitudes
Beyond the barriers of cost and accessibility lurks another
set of challenges for the family. Persons with disabilities in
Cambodia experience widespread discrimination in their
daily lives, including in the health sector. Chreb Chhom
has not always felt welcome at her local health centre. She
recalls one occasion when she and her mother were left to
wait for a long time before being attended to, although the

Residents of rural areas must often travel long distances to public
health facilities. The lack of physically accessible and affordable
transportation can be a barrier to access for some persons with
disabilities.

facility wasn’t busy. Another time, she was forced to pay for
a consultation, despite the sign hanging next to the registra
tion desk indicating that persons with disabilities should be
treated without charge.
‘The nurses claimed that they didn’t notice my impairment,’
she said incredulously, gesturing at her arm. ‘They said it was
my responsibility to point it out to them.’ She fell silent for
a moment. ‘I wish that people at the health centres would
treat those of us with disabilities with respect.’

The long road to a more inclusive health
system in Cambodia
In a country which struggles to provide basic health services
to its citizens, making the health sector more accessible and
responsive to the specific needs of persons with disabilities is
a formidable task.
The Social Health Protection project, which is implemented
by GIZ on behalf of Germany’s Federal Ministry for Economic
Cooperation and Development (BMZ), has taken up this chal
lenge as part of its core work. Since 2009 it has gradually in
troduced a cross-cutting focus on the needs of persons with
disabilities and older persons in the design and implementa
tion of its activities in the areas of health financing, health
system governance and health service delivery in order to
address the types of challenges faced by Chreb Chhom and
her relatives. Through its strategic advice to the Ministry

Realising the right to health for persons with disabilities in Cambodia
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of Health, its implementation of social protection schemes
and its efforts to strengthen decentralised health systems in
Kampong Thom and Kampot provinces, the project has been
experimenting with ways to improve the accessibility and
utilisation of health care services by persons with disabili
ties, to make the health system itself more inclusive, and to
prevent impairments that can result in disability.1 Since 2012,
it has been joined in these efforts by the Rights-Based Family
Planning and Maternal Health project, also implemented by
GIZ, which focuses on improving emergency maternal and
child health and Rights-Based Family Planning services in
four provinces.

Although they predate its adoption, these initiatives are
currently implemented in the context of the BMZ’s Action
Plan for the Inclusion of Persons with Disabilities (20132015), whose goal is to ensure that inclusion of persons with
disabilities is systematically fostered throughout German
development cooperation. The plan is aligned with Germany’s
National Action Plan to Implement the UN Convention on the
Rights of Persons with Disabilities, which was adopted in 2011.
Chronicling difficult choices and dilemmas
This publication describes how, over the past five years, the
Social Health Protection and Rights-Based Family Planning
and Maternal Health projects, with support from the GIZimplemented Sector Initiative on Inclusion of Persons with
Disabilities,2 have approached the task of ‘mainstreaming
inclusion.’ It is, in essence, a story about learning by doing
and about the continuous assessments and readjustments
that have been required in the course of implementing a
commitment to inclusion of persons with disabilities in a
specific bilateral development cooperation context.

The process has proven to be more complex than perhaps
anyone imagined: against a backdrop of extreme need and
little existing activity on disability in the health sector, the
project has attempted to work with its counterparts in gov
ernment, as well as with civil society organisations, to identify
and implement practical measures to make the health system
more inclusive. While some of these pilot efforts show
promise, others have run into unanticipated challenges or
have proven hard to sustain. Difficult choices and dilemmas
confronted project personnel at all stages. Is it appropriate
to screen for and diagnose impairments in a context where
follow-up services are not readily available? How can disabled
people’s organisations be encouraged to advocate on health
issues when the main issue concerning their members is
not health, but livelihoods? In a context where many people
prefer private over public health services, how can persons
with disabilities be encouraged to visit local health centres for
their health needs?
The decision to document this journey in some detail
represents a departure from the German Health Practice
Collection’s historical focus on ‘good and promising prac
tices,’ as measured by effectiveness and results, and a move
towards more critical engagement with the questions of
‘what works’ in development cooperation – and how. As the
German-supported projects in which an inclusive approach to
development cooperation has been pursued most systemati
cally, and for the longest period of time, the Social Health
Protection and Rights-Based Family Planning and Maternal
Health projects are pertinent examples for others within Ger
man Development Cooperation to learn from. They are also
relevant for broader audiences, as enhancing the inclusion of
persons with disabilities in development goals and measures
is a topic of increasing significance in current international
discussions about the post-2015 agenda. The implementation
of the Sustainable Development Goals will require state and
non-state actors to rethink models of cooperation and to take
all members of society – including persons with disabilities –
into account.

1

The latter refers to the primary prevention of impairments as well as efforts to prevent the worsening of existing impairments and/or
the development of additional impairments.

2

Commissioned by BMZ, the Sector Initiative works to strengthen the inclusion of persons with disabilities in German Development
Cooperation strategies, processes and programmes.
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Disability in Cambodia
A human rights issue and a development
challenge
According to the World Report on Disability, 15.6% of per
sons aged 15 and over (785 million people, based on 2010
population estimates) live with some form of disability, and
2.2% (110 million people) experience significant difficulties in
functioning. Including children, more than one billion people
are believed to live with disability (WHO, 2011).
Persons with disabilities are far from a homogeneous group.
The impairments associated with disability are many and
varied, and disability itself takes diverse forms: it can be
visible or invisible, acquired or congenital, reversible or
life-long (WHO, 2011). Disability is frequently equated with
restricted mobility, but impairments affecting vision, hearing,
speech, intellectual capacities and mental health can also be
disabling if the environment is not fully accessible and the
needs of persons with disabilities are not taken into account.
As societies age, and non-communicable diseases, such
as cancer and diabetes, become more widespread, an ever
growing number of people will experience disability at some
point during their lives.
Despite its prevalence, disability continues to be invisible in
many settings around the world. Persons with disabilities
often do not enjoy equal access to schools and higher educa
tion institutions, employment opportunities, or health and
welfare systems. Their voices are not always heard in political
processes and local decision-making. Many persons with
disabilities are subject to stigma and discrimination in their
own communities – and sometimes from their own family
members. In the absence of strong self-representing or
ganisations, the rights of persons with disabilities to full and
equal participation in society can go unacknowledged and
unfulfilled. Children with disabilities are particularly vulner
able to violations of their rights and often do not enjoy the
legal protections to which they are entitled (UNICEF, 2013).
Disability is not only a human rights issue, however; it is
also a development challenge. As a result of exclusion from
the labour market and higher costs of living, persons with
disabilities are more likely to be poor than those without. At
the same time, people living in poverty are more likely than

Physical barriers can prevent people with certain impairments
from full participation in their communities.

others to develop health conditions associated with disability
and to become disabled as a result of those conditions. Glob
ally, disability prevalence is higher in developing countries
than in developed ones and higher, in all countries, among
vulnerable population groups, such as women and older
people (WHO, 2011).
From separation to inclusion
Perspectives on disability have been changing over the past
four decades, thanks in large part to the international disabil
ity rights movement. If, in the past, disability tended to be
viewed narrowly as a medical problem, current understand
ings of disability emphasise the physical, social and structural
barriers which prevent people with certain impairments from
playing a full and equal role in society (WHO, 2011).
The shift from a medical to a social model of disability has
been accompanied by a new orientation on inclusion. Rather
than supporting persons with disabilities through special
institutions separate from the mainstream of society, current
policies stress the need to remove the barriers which prevent
the full participation of persons with disabilities in their com
munities. These ideas are reflected in the Convention on the
Rights of Persons with Disabilities, which aims to promote
and ensure the full and equal enjoyment of human rights
and fundamental freedoms by persons with disabilities, and
to promote respect for their inherent dignity. By early 2015,
more than 150 countries had ratified the Convention.

Disability in Cambodia
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What do we know about disability in
Cambodia?
A higher prevalence of disability than statistics suggest
As is the case in many developing countries, there are few
reliable sources of information about the prevalence of
disability in Cambodia. Recent estimates among the general
population range from 1.4 to 6.3%,3 but the actual preva
lence is almost certainly higher. This is in part because the
main sources of data, such as censuses and household
surveys, rely on self-reported information which can lead
to underreporting when compared to measured aspects of
disability.4 Because disability is interpreted in relation to
what is considered ‘normal’ functioning in a given context,
some people who experience difficulties in functioning may
simply consider this a natural part of getting older and not
think of themselves as living with disability. Poorly phrased
or insensitive questions, and concern about disability-related
stigma, can also influence respondents’ answers and lead to
underreporting (WHO, 2011).

The most robust data about disability in Cambodia derive
from a measured study of disability among children aged two
to nine, conducted in 2011-2012 by a team of researchers in
cooperation with the Ministry of Education, Youth and Sports
(Evans et al., 2014). The two-phase study (referred to hereaf
ter as the ‘Evans study’), in which more than 19,000 children
were screened and nearly 4,000 underwent detailed clinical
assessments, found that 15.6% of children have impairments
and 10.1% are living with a disability.5

Given that disability prevalence tends to rise with age, the
results of the Evans study indicate that the country’s actual
disability prevalence may be much closer to the World
Health Organization’s global disability estimates than other
data sources suggest. Applying these global rates to the cur
rent Cambodian population, there are probably at least two
million Cambodians living with a disability and more than
320,000 who experience severe difficulties in functioning
(Disability Rights Initiative Cambodia, n.d.).

Box 2. Cambodia at a glance
Since the conclusion of the Paris Peace Accords in 1991, which marked a negotiated end to years of genocide, civil con
flict and foreign occupation, Cambodia has experienced marked improvements in its social and economic situation.
Cambodia’s score on the Human Development Index rose from 0.251 in 1980 to 0.584 in 2013, an increase of 132.7%
(UNDP, 2014). Cambodia is ranked 136 out of 187 countries, placing it towards the bottom of countries with a ‘me
dium’ level of human development.
Although Cambodia remains a low-income country, it has enjoyed strong economic growth in recent years. The per
capita Gross Domestic Product quadrupled in the two decades between 1993 and 2013 (World Bank, 2013).
Strong economic performance and rising per capital consumption has led to reductions in the proportion of the
population living in poverty – from 53.2% in 2004 to 20.5% in 2011. However many Cambodians who have moved
above the poverty line in recent years remain extremely vulnerable to falling back into poverty (World Bank, 2013).
Cambodia has a particularly low urbanisation rate: only 20% of the population of approximately 14 million lives in
urban areas, compared to 34% across South East Asia as a whole (WHO, 2014).

3

According to the 2008 General Population Census and the 2009 Cambodia Socio-Economic Survey, respectively.

4

The WHO’s International Classification of Functioning, Disability and Health is the framework which is widely used for understanding
and measuring disability.

5

The study defined ‘impairment’ as an abnormality or limitation in structure, but one which was temporary, easily treatable or reversible,
or which did not affect the child’s functioning compared to other children of similar age. ‘Disability’ was defined as an impairment which
permanently affected the child’s ability to function at the same level as his or her peers (Evans et al., 2014, p. 9).
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at risk of being born with impairments. The Evans study
(2014), for example, found that a history of difficult delivery
was a significant predictor of disability among children.
The conditions in which children grow up are also important.
Major injuries are another risk factor for disability (Evans
et al.) and poor childhood nutrition can lead to stunting,
developmental delays and intellectual disabilities. The failure
to treat acute childhood illnesses, such as fever and respira
tory infections, and to diagnose basic health problems, such
as eye and ear infections, can lead to permanent disability
later in life.

Beliefs and perceptions of disability
Failure to diagnose and treat minor ailments, such as ear infec
tions, can result in permanent hearing loss.

Patterns of disability
According to the 2013 Cambodia Socio-Economic Survey,
the most commonly-reported disabilities in the country are
vision-related (36% of persons reporting one or more dif
ficulties), followed by difficulties with movement (30%) and
hearing (15%).6 Difficulties in speech, feeling, learning and
mental health are less commonly reported and are likely to
be significantly underestimated (Cordier, 2014; McLaughlin
& Wickeri, 2012).

As in many countries, disability in Cambodia is more com
mon among older than younger persons: 36% of Cambodians
over the age of 60 report one or more difficulties, compared
to 5% among those aged 30-44 (National Institute of Statis
tics, 2010). The incidence of disability is likely to rise as the
country’s currently young population ages. By 2050, persons
60 and above will account for more than one-fifth of the
population, compared to less than one-tenth today (United
Nations, 2013).
Most disabilities in Cambodia are preventable (Thomas,
2005). Poverty, poor access to health services, clean water
and sanitation, and limited awareness of the links between
health and disability all contribute to the high prevalence of
avoidable impairments. Poor antenatal care and inadequate
obstetric services during complicated deliveries put children

Disability causation
Cambodia is a predominantly Buddhist country and much
has been made of the influence of the karmic belief system
on understandings of disability among Khmers.7 Karma
posits that one’s present-day wellbeing, including physical
health and bodily status, is a reflection of actions commit
ted during previous lives. Through this lens, disability can be
understood as payment for sins, bad character or unwhole
some thoughts from a previous life (Gartrell, 2010).

The Khmer world view has also been shaped over the course
of centuries by animist beliefs. Spirits and ancestors are the
‘moral guardians’ of Khmer society and can inflict sickness
on humans in response to moral or social transgressions.
Physical or mental illness is therefore widely understood to
be caused by disruptions of one sort or another to the social,
natural, or cosmological order (Oveson & Trankell, 2010).
This indigenous health cosmology, rather than biomedical
understandings of health and disease, continues to hold
sway for many Cambodians. In a baseline study of disabil
ity awareness supported by the Social Health Protection
project in 2013, more than 40% of community members sur
veyed in Kampong Thom (n=50) and 20% in Kampot (n=50)
agreed that disability ‘can be’ or ‘may be’ caused by spirits
or bad karma. Views among health care workers (n=20 in
each province) were similar to those of the general public
(Handicap International, 2013).

6

Estimates, based on analysis of 2013 Cambodia Socio-Economic Survey data conducted by Social Health Protection project.

7

The Khmer are the predominant ethnic group in Cambodia.

Disability in Cambodia
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The social construction of disability
Cambodian society is strongly hierarchical, with age fol
lowed by gender as the key determinants of social status.
Disability overrides other attributes of the social hierarchy,
however, and persons with disabilities enjoy lower social
status than their peers at all levels of society (Gartrell, 2010).
Charity and a culture of giving are integral aspects of Khmer
life: the wealthy and those in high positions are obliged to
help those beneath them by providing gifts or money. By
acting on feelings of pity and compassion, they fulfil their
responsibilities and accrue more karmic merit. Those who
are lower on the social hierarchy are expected to receive this
help (Carter, 2009). The belief in karma helps to ‘naturalise
disability with poverty and suffering’ and to structure social
expectations for persons with disabilities (Gartrell, 2010)
Perceptions of disability are also influenced by the central
position of the family unit in Khmer culture. Great signifi
cance is attached to an individual’s ability to contribute to
family livelihood and wellbeing, and not being able to do
so, regardless of the cause, ‘upsets the accepted order and
causes friction with the family and society’ (Carter, 2009). In
the subsistence economies that characterise rural communi
ties in Cambodia, the core challenge for every household is
to produce enough food. Mild and moderate impairments
can limit people’s ability both to work in the fields and to
sell their labour (Thomas, 2005). Persons with disabilities
who do not contribute to food production are seen as a
drain on household resources and a burden for their fami
lies. Individuals or households which are unable to uphold
norms of reciprocity, including various forms of mutual as
sistance, can be excluded from important social networks at
community level. The same is true of those whose behaviour
is seen to disrupt social harmony (Gartrell, 2010).
Social exclusion among persons with disabilities
Given the attitudes and beliefs described above, it is not
surprising that many persons with disabilities in Cambodia
experience stigma, discrimination, and social exclusion as a
result of their impairments. Both children and adults living
with disabilities report being teased and called names (Co
operation Committee for Cambodia, 2006; Thomas, 2005).
Anecdotal evidence suggests that children with severe
disabilities are sometimes hidden away from the community
and kept in dire conditions (Thomas, 2005). Many parents of
children with disabilities do not believe their children can be
educated and do not consider enrolling them in school (Gar
trell, 2010; Cooperation Committee for Cambodia, 2006).
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Persons with disabilities number among Cambodia’s poorest
citizens and have fewer possibilities than others to improve
their socio-economic situations. Only 58% of persons with
disabilities in Cambodia are literate, compared to 80% of the
general population (National Institute of Statistics, 2013).
The economic activity rate among persons with disabilities
is lower than that among the general population (69 versus
82%); only 61% of women with disabilities are economically
active (National Institute of Statistics, 2013), making them
particularly dependent upon their families and relatives.
The natural and built environment represents a major
barrier to participation for many persons with disabilities.
Many public buildings, including relatively new ones, are not
barrier free, and typical Khmer houses are built on stilts. In
rural areas, the location of one’s house and the type of road
and path (i.e. dirt or tarred) which connect it to the rest of
the village are key factors influencing engagement with the
broader community (Gartrell, 2010).
Persons with disabilities are sometimes excluded from
community institutions and political processes. Reportedly,
they are generally not welcome to join microcredit schemes,
because they are seen as unlikely to repay loans; are often
not invited to attend community meetings and events, in
cluding weddings and festivals; and are infrequently visited
by monks and lay persons from the pagodas, neighbours and
even family members (Thomas, 2005).
As in other countries (WHO, 2011), Cambodian women
living with disabilities experience a ‘double exclusion’ on
the basis of their gender and their impairment. They are less
likely to marry than women without disabilities (Coopera
tion Committee for Cambodia, 2006) and are subject to
much higher levels of sexual, physical and emotional vio
lence within the family (Astbury & Walji, 2013).
The marginalised position of persons with disabilities in
Cambodian society at large is also mirrored in the health
system, where the overarching focus on maternal and child
health and acute care leaves a multitude of gaps for persons
with special health needs. The next chapter will discuss
these in more detail.
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Action to uphold the rights of persons
with disabilities
The National Disability Strategic Plan, adopted in 2013,
outlines the steps which the Kingdom of Cambodia intends
to take to uphold its obligations under the CRPD and to im
prove the situation of persons with disabilities in the coun
try. On paper, the strategy is promising. In practice, however,
there are significant challenges to the government’s ability
to implement its provisions. The institutional framework for
addressing the rights of persons with disabilities is com
plex: multiple government bodies, committees and working
groups are involved, with overlapping responsibilities,
varying levels of knowledge and experience with disability,
and poor functional cooperation (Disability Rights Initia
tive Cambodia, n.d.). The Ministry of Social Affairs, Veterans
and Youth Rehabilitation is formally responsible for the
development of policies and laws related to disability and
rehabilitation, but has extremely limited resources, while the
Disability Action Council, an inter-ministerial body tasked
with coordinating the implementation of the National
Disability Strategic Plan, has only advisory power. This has
posed challenges in terms of setting priorities, clarifying
roles among various actors, and facilitating practical interministerial cooperation.

Aware of the distance that must be travelled to realise
the rights of persons with disabilities in the country, the
Cambodian authorities have welcomed contributions from
development partners. It is in this context that the Federal
Republic of Germany and the Royal Government of Cam
bodia agreed to introduce gradually a focus on vulnerable
groups, including persons with disabilities, into develop
ment cooperation measures in the field of health, and later
into other sectors. The next chapter describes the genesis
of this agreement and how the Social Health Protection
project set out to operationalise an approach to inclusion in
its activities.

The natural and built environ
ments in Cambodia present many
barriers to the full participation of
persons with mobility impairments.
A typical Khmer house, in the Angkor
Chey District of Kampot Province.

Disability in Cambodia
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How can German support to the Cambodian health
sector promote inclusion?
The German contribution
Few doctors and trained medical personnel survived the
murderous rule of the Khmer Rouge (1975-1979), and dur
ing this period and the years of civil conflict which preceded
and followed it the country’s health infrastructure was
largely destroyed. Over the past two decades, with extensive
international support, Cambodia has made great strides
in rebuilding its public health system and delivering basic
health care services to the population. Key health outcomes,
such as the maternal mortality and under-five mortality
rates, have improved markedly, although significant gaps
exist between poorer and more affluent Cambodians (World
Bank, 2013).
Germany’s Ministry for Economic Cooperation and Develop
ment has been supporting the Cambodian health sector for
more than 20 years. It currently provides the Royal Govern
ment of Cambodia with financial and technical support for
the implementation of the Second Health Strategic Plan
(2008-2015), which is the roadmap for strengthening the
country’s health system. This support is aimed at improving
the access of poor and vulnerable Cambodians to effec
tive and affordable quality health care and at increasing the
utilisation of such services. German development coopera
tion in the health sector currently comprises two technical
and one financial assistance project, which are implemented
in a complementary way as part of the Cambodian-German
Social Health Protection Programme:

The GIZ-implemented Social Health Protection project
concentrates, in its current phase, on three of the five ele
ments of the government’s Health Strategic Plan: health
financing, health system governance and health service
delivery. Advisors with the project provide strategic advice
to the Ministry of Health, help to design and implement
social protection schemes, and work to strengthen the
health system with provincial government partners in
Kampong Thom, Kampot and, since September 2015, Kep
provinces (see Figure 1).
The Rights-Based Family Planning and Maternal Health
project, implemented by GIZ since 2012, aims to improve
maternal and child health care and family planning ser
vices in Kampong Speu, Kampong Thom, Kampot and Kep
provinces. This most recent project is part of Germany’s
expanded commitment to improving reproductive health
and family planning worldwide following the launch of
the Muskoka Initiative on Maternal, Newborn and Child
Health at the 2010 G8 summit in Canada.
The KfW Entwicklungsbank administers Germany’s finan
cial cooperation in the health sector on behalf of BMZ.
Since 2009 KfW has supported the Ministry of Health with
financial contributions for mother and child health, family
planning, and reproductive health care. In 2011, it launched
a voucher programme which provides beneficiaries, includ
ing women of reproductive age and vulnerable popula
tions, with free access to specific health services, such as
long-term family planning, safe motherhood services, safe
abortion, child growth monitoring and nutrition, cervical
cancer screening, and treatment for cataracts.

Figure 1. Map of Cambodia

A growing policy focus on persons with
disabilities

Project areas with inclusion-related activities
Other project areas

The idea of focusing explicit attention upon the needs of per
sons with disabilities in the health sector was first broached
during German-Cambodian government negotiations in late
2009. At that time, disability issues were rising on the agenda
in both countries: Germany had ratified the CRPD in February
of that year while Cambodia had, in July, adopted the Law on
the Promotion and Protection of the Rights of Persons with
Disabilities, the country’s first-ever legislation on disability.

Siem Reap

Kampong Thom

Kampong
Speu
Kampot
Kep

Phnom Penh

CAMBODIA
Staff at the GIZ-implemented Sector Initiative on Inclusion
of Persons with Disabilities were instrumental in getting
disability onto the agenda. The Sector Initiative, based at the
GIZ head offices in Eschborn and Bonn, advises the BMZ

This geographical map is for informational purposes only and does not constitute recognition of international boundaries or regions; GIZ makes no claims
concerning the validity, accuracy or completeness of the maps nor assumes any liability resulting from the use of the information therein.
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on policy issues related to disability and works closely with
GIZ-implemented country programmes to support inclu
sion of persons with disabilities in development cooperation
measures. In specific cases, with the explicit agreement of
BMZ, it may also provide financial contributions to support
inclusion measures at country level. Aware of BMZ’s growing
interest in addressing disability issues, the Sector Initiative
recognised in Cambodia a promising opportunity to work
towards greater inclusion in the health sector and facilitated
an exchange of ideas about how inclusion could be fostered
through German-supported activities.
When representatives of the German government proposed
to introduce a focus on vulnerable groups – defined as
persons with disabilities and older persons – into develop
ment cooperation in the health sector, their Cambodian
counterparts readily agreed. Persons with disabilities and
older persons were already included as target populations in
health sector strategies, and efforts to identify and address
their particular health needs were welcome.
The focus on persons with disabilities in the health sector
was an early chapter in what would eventually become a
much larger-scale commitment by BMZ to bring disability
into the mainstream of German development cooperation.
At the 2011 government negotiations, the Cambodian and
German delegations agreed to extend the focus on inclusion

beyond the health sector to all current and future coopera
tion activities in the country. With this decision, Cambodia
became one of the first countries where Germany fostered
an inclusive design across its development cooperation
activities. This was followed in 2013 by the launch of the
BMZ’s Action Plan for the Inclusion of Persons with Disabilities
(see Box 3).

Identifying key issues and gaps
Once a commitment was made at a policy level to introduce
a focus on persons with disabilities, it fell to project staff to
operationalise this in practice. But where to start? Reflecting
back on the early years, Bernd Schramm, the head of the Social
Health Protection project, put it plainly: ‘This was totally new
to us. We didn’t have expertise on disability within the project.’
The team set itself the goal of mainstreaming a focus on
persons with disabilities systematically across all three project
areas and identifying a range of suitable activities. It began by
consulting available literature and commissioning an explora
tory study (Platt, 2010) which assessed the availability, quality
and accessibility of health services for persons with disabili
ties. Commissioned by BMZ, the Sector Initiative on Inclusion
of Persons with Disabilities funded the study, which was car
ried out by HelpAge International and a team of Cambodian

Box 3. BMZ’s Action Plan for the Inclusion of Persons with Disabilities
The BMZ’s Action Plan for the Inclusion of Persons with Disabilities (BMZ, 2013) describes the steps to be taken to move
gradually towards systematic inclusion of persons with disabilities in German development policy. The plan is based on
three main strategies:
Setting a good example internally (i.e. being an attractive, inclusive and barrier-free organisation);
Fostering the inclusion of persons with disabilities in partner countries; and
Cooperating with other actors in bilateral and multilateral engagements.
One of the fundamental principles of the Action Plan is the twin-track approach, which specifies that German de
velopment policy will, in parallel:
Provide specific support to people with disabilities, their families, and disabled people’s organisations; and
Mainstream inclusion of persons with disabilities across the board in all development measures.
The Action Plan also acknowledges the complementarity of inclusion and prevention. Through its continued engage
ment in areas such as nutrition, preventive and rehabilitative health care, improved occupational health and safety, and
improved environmental protection, German Development Cooperation helps to reduce the risks that may result in or
worsen impairments.
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researchers. More than 70 people took part in focus group
discussions in Kampong Thom and Kampot provinces, and
38 key informant interviews were conducted with health care
workers and officials at the provincial and national levels.
The main conclusions from this preliminary research in
cluded the following:
Persons with disabilities face barriers to accessing care at
public health facilities. Not all health facilities are physically
accessible for persons with restricted mobility; moreover,
communication barriers can make it difficult for persons who
are deaf, have speech impairments or experience hearing
loss to interact with health personnel. Distances to public
health facilities also pose a barrier to accessing care for some
persons with disabilities. Many persons with disabilities need
the physical and/or financial support of family members and
caregivers to reach health facilities and to access services.
When they do access health care, persons with disabilities
often have negative experiences. Long waiting times, and
rude and disparaging treatment from health care workers,
are common at public health facilities. Poor treatment was
interpreted primarily as a reflection of persons with disabilities’ low social status and inability to pay for consultations,
rather than as discrimination against them on the basis of
their impairments.
Services available through the public health system are per
ceived to be of inadequate quality. The health needs of per
sons with disabilities are not met under standard packages of
care available at public health centres and hospitals. Persons
with disabilities report dissatisfaction with diagnostic capaci
ties, treatment options, and supplies of medicines available
through public facilities. For persons with impairments who
require rehabilitation services,8 the record-keeping systems,
referral networks and cooperation between public and pri
vate sector health and rehabilitation providers, which would
be needed to ensure a continuum of care, do not exist.

8

Health centres, district hospitals and even provincial hospi
tals have limited capacity to detect and diagnose impair
ments which are not yet disabling. There is no institutional
ised screening of newborns, infants or children in Cambodia,
and limited knowledge, among both health workers and the
general public, that certain illnesses or developmental delays
can lead to permanent disability. The absence of primary eye
and ear care represents a major gap in basic health services.
Persons with disabilities are often deterred from seeking
services because of direct and indirect costs. While financ
ing schemes are available to help poor people access public
health services in Cambodia (see p. 20), none specifically tar
get persons with disabilities. Persons with disabilities express
uncertainty about the costs incurred when seeking care at
public facilities; they report that, even when exemptions are
granted, the practice of health workers asking for under-thetable payments continues. Sometimes patients are forced
to buy their own medicines from pharmacies when health
centres run out of supplies. There are also significant indirect
costs to accessing health care, including transportation, food
and occasionally overnight accommodation.
Like most Cambodians, persons with disabilities prefer to
seek care from private providers. Except in acute situations,
persons with disabilities prefer to use private health services
(village doctors, pharmacies, private clinics) over public
health facilities because they are located closer to where
they live (therefore easier and cheaper to access), do not re
quire long waits, will offer treatment on credit, provide more
polite treatment, and are perceived as being of better quality
(e.g. better equipment, stronger medications). Provincial hos
pitals are preferred for serious conditions and for treatments
that are not available through private providers.
There are few entry points for persons with disabilities
to influence the health system. They have few avenues to
provide feedback on their experiences in the health system,
to challenge poor treatment, or to complain about violations
of their rights. While the policymakers interviewed saw this
as a logical role for Disabled People’s Organisations to play,
persons with disabilities in the study made no mention of
collective action via DPOs.

Provision of rehabilitation services is the responsibility of the Ministry of Social Affairs, Veterans and Youth Rehabilitation. A network
of 11 physical rehabilitation centres (PRCs), established by international NGOs and later turned over to this ministry, has evolved into
the ‘backbone’ of services for Cambodians with physical impairments (DRIC, n.d.).
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Operationalising inclusion
The authors of the study identified a number of measures
that the Social Health Protection project could take, within
its existing mandate, to improve the access of persons with
disabilities to health care. These were clustered in three
main areas:
Building capacity, information and awareness about the
needs of persons with disabilities among both service
providers and users;
Policy actions to bring the health needs of persons with
disabilities into the mainstream of development planning
and efforts to strengthen social protection systems; and
Improving financial access to health for persons with
disabilities by, e.g., adapting health financing schemes to
better target persons with disabilities.
The study’s findings and preliminary recommendations
were presented in Phnom Penh to a group of key stake
holders, including representatives of the Ministry of Health,
in late 2010.
Consultations with partners and stakeholders
Armed with the findings from the scoping study, staff at
the Social Health Protection project consulted broadly with
actors in the disability sector, including other development
partners, to narrow down a set of practical measures which
were aligned to the country’s Health Strategic Plan as well as
the project’s focus areas, would not duplicate activities being
supported by others, and would, with modest resources, add
value against a backdrop of enormous need.
What they found was that there was little risk of overlap:
the space at the intersection of health and disability was
largely unoccupied. Health was not a major concern within
the disability sector, which was primarily concerned with
meeting basic needs (e.g. livelihood schemes, vocational
training); at the same time, little was being done to address
the needs of persons with disabilities within the health sec
tor itself. While the government was placing great emphasis
on measures to reduce maternal and infant mortality (e.g.
safe deliveries), much less attention was being paid to chil
dren’s health, including the early detection of impairments
and acute care services (e.g. ear and eye care) to prevent
disability.

Because the disability sector in Cambodia had been driven
forward largely by civil society organisations, it had evolved
separately from other development efforts in the country
which were carried out in close cooperation with govern
ment. Disability-related programmes were typically not
integrated with local structures – a significant obstacle to
the goal of inclusion of persons with disabilities. The goal for
the Social Health Protection project was to bridge this gap:
to address disability within the health system, while drawing
upon the expertise and insights of civil society organisations.
Preliminary workshops with a wide range of stakeholders in
Kampong Thom and Kampot revealed how challenging this
would be: not only was access to health for persons with
disabilities barely recognised as a topic, but there was little
history of systematic cooperation between government and
civil society in Cambodia.
Heike Krumbiegel, a former technical advisor with GIZ who
introduced the twin-track approach to promoting inclusion
between 2012 and 2014, recalls some of these early discus
sions. ‘When we asked the Provincial Health Departments for
their ideas about what we could do, the answer at first was
that persons with disabilities don’t have any problems in the
health sector.’ Surprisingly, this was the view of the Disabled
People’s Organisations and persons with disabilities who
were part of the planning phase as well. ‘We found that we
really had to sensitise participants about the rights of per
sons with disabilities. Persons with disabilities didn’t know
and didn’t ask for their rights,’ Krumbiegel said.
Towards a twin-track approach
Starting in 2011, measures to foster inclusion of persons
with disabilities were progressively integrated into the Social
Health Protection project’s three areas of focus. The techni
cal advisors responsible for health financing, health service
delivery and health system governance all ensured that the
core activities in their areas reflected a disability perspec
tive, while targeted activities aimed at empowering persons
with disabilities were coordinated by an additional technical
advisor with special expertise in mainstreaming and dis
ability, who reported directly to the head of the project. This
combination of mainstreaming and targeted interventions
was in line with the ‘twin-track approach’ to inclusion which
was later enshrined in the BMZ’s Action Plan.
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A multi-level approach, including both policy advice and
practical interventions, was devised to foster inclusive devel
opment in the health sector. Rather than attempting to start
at the national level, the Social Health Protection project de
cided to concentrate its efforts at the provincial level, where
it enjoyed long-standing relationships with the Provincial
Health Departments in Kampong Thom and Kampot. Here,
the team foresaw a greater likelihood of practical results
which could be scaled up further or used to open up policy
discussions at the national level.
The supported measures (summarised in Figure 3, and
described in detail in the following chapter) were designed
to be mutually reinforcing, simultaneously addressing the
health financing challenges faced by persons with disabili
ties, the need for better access to quality health services,
and the limited awareness of disabilities and the rights
of persons with disability within the health system. This
‘systems approach’ to fostering inclusion was intended to
maximise synergies across different project areas and within
the broader health system. Interventions were aimed at both
service providers and users; local authorities and civil society
organisations were also systematically engaged.

Where possible, measures in support of inclusion of persons
with disabilities were integrated into existing workplans and
undertaken by project personnel. However, in some cases,
the planned measures required additional expertise, or were
at a scale that went beyond what project staff could feasibly
manage. In early 2013, the Social Health Protection and the
Rights-Based Family Planning and Maternal Health projects
entered into agreements with several partners on a package
of interlinked interventions. The main collaboration was with
the international NGO Handicap International (HI), which
agreed to undertake a wide range of awareness-raising activi
ties and capacity building measures with health care workers,
local authorities and community members in Kampong Thom
and Kampot provinces. Epic Arts, a Kampot-based inclusive
arts NGO, was contracted to work alongside HI to raise
awareness of disability in communities and to combat stigma
and discrimination through innovative dances created and
performed by persons with disabilities. At the same time, an
Ear, Nose and Throat (ENT) specialist was hired to build the
capacity to diagnose and treat hearing impairments at the
provincial hospitals in Kampong Thom and Kampot.
The next chapter describes in detail the experience of imple
menting the twin-track approach.

Figure 3. A cross-cutting approach to fostering inclusion in the health sector
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Implementing a twin-track approach
This chapter summarises what has been done in each of the
project areas to foster inclusion of persons with disabilities,
what has been achieved, and how staff addressed challenges
which arose along the way.

Health financing: bringing evidence into
the policy process
While the proportion of Cambodians living under the
poverty line has declined sharply over the past decade,
many of those who have escaped poverty have only barely
done so and remain highly vulnerable to economic shocks.
For Cambodia’s poor and ‘near poor,’ the direct and indirect
costs of accessing health services are both a barrier to care
and a major source of impoverishment. According to WHO
(2014), private expenditure accounted for more than threequarters of total health expenditure in Cambodia in 2011; of
this, 80% was comprised of direct out-of-pocket payments
by users.
There is strong political commitment on the part of the
Royal Government of Cambodia to improve equity in access
to good-quality health care and to extend social health
protection to the poor and vulnerable. The country has en
dorsed the movement to Universal Health Coverage (UHC)
and has drafted a comprehensive health financing policy
to guide it on this long and complex journey (Jacobs et al.,
2014). As in many developing countries, the Cambodian gov
ernment plans to begin by supporting a number of parallel
social health protection initiatives targeted at different seg
ments of the population, i.e. salaried private sector employ
ees, civil servants and veterans, and the poor. The intention
is that these will at a later stage be harmonised into a single,
overarching social health protection scheme.

The position of vulnerable groups during the
transition to Universal Health Coverage
The vision of UHC implies that all Cambodians, including
those with special health needs, will be able to access the
services they need without risk of financial ruin. However, at
present the health needs of the majority of the population,
including persons with disabilities, are not being adequately
met and the question arises as to what can and should be
done during the progressive transition to UHC to enable
more equitable access to health care for the country’s most
disadvantaged groups.
According to a 2004 government ‘prakas’ (ministerial deci
sion), persons with disabilities are entitled to health services
free of charge, i.e. are exempted from the standard user fees
levied at health facilities. The ‘prakas’ has been poorly dis
seminated, however, and because it requires health facilities
to cover the foregone income, it is not systematically imple
mented. An additional challenge is the lack of a mechanism
for assessing, determining and formally recognising disability
in Cambodia. In the absence of a system of official identifica
tion, front-line health workers must use their own under
standing of disability in determining who does and does not
qualify for an exemption.

Germany is one of the government’s main partners in the stra
tegic development of social health protection and advocates
for the extension of existing social health protection schemes
for the poor to vulnerable groups, through mechanisms such
as self-targeting and vouchers for priority services.
According to the schedule of fees posted at health centres, persons
with disabilities are among the categories of patients exempted from
user fees. In practice, however, the exemption is not systematically
implemented.
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19

German Health Practice Collection

The exemption for persons with disabilities spelled out in the
‘prakas’ is similar to a system of user fee exemptions which
has been in place for the country’s poor since the intro
duction of user fees in the 1990s. These too encountered
difficulties at the level of implementation: fees were rarely
waived for the poor, and studies suggested that the imposi
tion of user fees deterred the poor from seeking care at
public hospitals (Jacobs et al., 2014). By the early 2000s, the
Cambodian authorities recognised these limitations and later
introduced Health Equity Funds (HEF), a third-party payment
mechanism which covers user fees on behalf of identified
poor households (see Box 4).
Persons with disabilities who are identified as poor and
are in possession of an ‘ID Poor’ card are eligible for free
consultations and treatment at public health facilities via
HEFs. However, where specific services are not available at
a given facility, they, like other poor Cambodians, may incur
additional out-of-pocket costs to access the care they need.
Moreover, it is known that the utilisation of HEF services by
members of eligible households remains low (Noy & Saing,
2012), suggesting that other barriers or factors, such as the
acceptability of services at public health facilities, play a ma
jor role in decisions about when and where to seek care.
Disability is not an automatic qualifying criterion for receipt
of an ID Poor card; the determination of poverty is made
on the basis of household assets and revenues, not on risk
factors or health needs of its individual members. Only the
disability status of the head of household is considered.

There is, at present, no specific protection to mitigate risks or
address the needs of vulnerable groups such as persons with
disabilities who live in households which do not meet the
poverty criteria.
As HEFs mature, there is a need to consider expanding the
mechanism to people affected by risk factors, such as dis
ability, old age or childhood, which are not currently part of
the criteria for HEF coverage. However, responsibility for the
development of strategies for such an expansion remains
unclear, as HEFs are under the oversight of the Ministry of
Health, which administers public health facilities, while the
interests of people with disabilities are to be addressed by the
Ministry of Social Affairs, Veterans and Youth Rehabilitation.
Extending existing social health protection schemes and ex
panding benefit packages to meet the needs of those groups
remains an advocacy and financing challenge.
Generating evidence to inform decision-making
To help the Cambodian government take informed decisions
about inclusion of persons with disabilities in emerging social
health protection schemes, the Social Health Protection pro
ject has used existing national datasets to generate evidence
about the health financing challenges facing persons with
disabilities and has brought this evidence into national policy
discussions for the first time.

Box 4. Health Equity Funds
Health Equity Funds are third-party-administered schemes which reimburse public health facilities for services rendered
to the poor. First piloted in the late 1990s by NGOs to cover health facility user fees which were deterring the poor from
accessing care, HEFs have evolved into the most widespread social health protection scheme in Cambodia. They are cur
rently active in all operational districts and, as of June 2015, cover nearly all public facilities.
HEFs target Cambodia’s poorest citizens, who are identified through household-based proxy means testing with com
munity verification. This formal pre-identification process, known as ID Poor, is conducted under the auspices of the
Ministry of Planning. Households determined to be poor receive an ID Poor card which entitles them to social benefits.
Currently, these benefits are primarily limited to HEF coverage: free health services at public hospitals and health centres,
reimbursement of transportation costs when referred from the health centre to the hospital, provision of food allow
ances, and coverage of other expenses related to hospital stays.
In addition to the formal pre-identification process, ‘HEF operators’ – the local non-governmental or community-based
organisations which implement HEFs – also post-identify households that may have fallen into poverty between rounds
of the ID Poor identification process, or who may have been missed during this process.
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Staff with the project have analysed data from the 2004
through 2013 Cambodia Socio-Economic Surveys and
sought to place trends in health financing and access to
care for persons with disabilities into Cambodia’s broader
socio-economic and demographic context. They found that
persons with disabilities are more than twice as likely to
report being sick or injured than those without disabilities.
On average, persons with disabilities spend five times more
on health care – and significantly more on transportation
to access health care – than those without disabilities. The
incidence of debt is almost four times greater among house
holds that have one or more disabled members than among
households without.9

The analysis also showed, as mentioned previously, that the
overlap between disability and old age is large and set to
grow. Despite accounting for only 6% of the general popula
tion, persons over 60 accounted for 39% of persons with
disabilities in 2014. A staggering 62% of disabilities were
reported among people over 45 years of age.10

The preliminary findings from this analysis were presented
at a regional workshop on health financing and social health
protection for vulnerable groups which was held in Phnom
Penh in early 2015 and attended by high-level representa
tives of the Ministry of Health. Finer-grained analysis is still
underway and the results will be published in a series of
policy briefs and technical notes over the coming year.

Box 5. Removing transportation-related barriers to care: a pilot scheme in Kampot
For persons with disabilities and their family members and caregivers, the costs of hiring transportation to travel to and
from health facilities can be prohibitively expensive. From the earliest stages of its work on inclusion, the Social Health
Protection project explored ways to mitigate or remove this particular barrier to care. The ultimate goal was to develop a
transparent, participatory and sustainable approach to supporting the travel costs of persons with disabilities.
During 2013-2014, the health financing team at the Social Health Protection
project developed a voucher mechanism to reimburse the transportation costs
incurred by persons with disabilities, as well as poor older persons, when they
travel from their homes to local health centres. The pilot scheme, which is based
on the team’s previous experience with transport vouchers for the poor, began
in September 2014 in one operational district and is gradually being scaled up
to the rest of the province. Buddhism for Health, the HEF operator in Kampot,
implements the scheme with support from the Social Health Protection project.

Porn Sem, the head monk at the Troy
Koh Pagoda in Kampot, has been working
with Buddhism for Health and the Social
Health Protection project to introduce a
voucher scheme to reimburse the transportation costs of persons with disabilities
when they travel to health facilities.

One of the distinctive elements of the pilot scheme is the central role played by
faith-based organisations. Porn Sem, the head monk at the Troy Koh Pagoda,
chairs a committee of 40 pagodas in the district which have agreed to collect and
pool funds for this purpose (a similar committee exists for Muslim religious lead
ers). They also disseminate information in their communities, and via commune
chiefs, about the availability of the transportation reimbursement and encourage
people to seek health services.
Why is he moved to support such an effort? ‘I can see the difficulties and chal
lenges faced by the poor, and by older people and persons with disabilities. I feel
sympathy for them and I help according to my capacities,’ he explains.

The scheme is still in early stages and one of the challenges is to develop a systematic targeting mechanism. Staff with
the Social Health Protection project in Kampot are currently supporting local authorities and DPOs to generate lists of
persons with disabilities who are eligible for the benefit.
9

Unpublished analysis of 2004-2013 Cambodia Socio-Economic Survey data conducted by Social Health Protection project.
Ibid.
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The prospect of mounting health care needs among distinct,
but overlapping vulnerable populations poses a challenge
for the resource-constrained Cambodian health system in
the coming years. Ultimately, the government will have to
decide how to gradually extend its social health protection
coverage and to expand benefits to additional target groups.

Health system governance: promoting
participation of persons with disabilities
Despite improvements in the public health system in recent
years, less than one-third of Cambodians seek treatment
at public facilities when they fall ill or are injured (National
Institute of Statistics and ICF Macro, 2011). Private provid
ers are perceived to be friendlier and more responsive to
patient needs, although they are largely unregulated and
care is often not better than in public facilities. Improving
both the perception of public services and patient satisfac
tion is essential for increasing the utilisation of the public
health system. Recognising this, the Health Strategic Plan
(2008-2015) underscores the importance of making health
service delivery more responsive to people’s needs and more
accountable to local populations.
A move towards greater local oversight of health services is
in line with broader processes of decentralisation. Over the
course of the next decade, subnational administrative struc
tures, including district and commune councils, will gradu
ally take over responsibility for a range of public services.
Following years of centralised control, these reforms present
important opportunities for the development of local, demo
cratic decision-making practices (Plummer & Tritt, 2012).
The challenges are significant, however: not only do councils
require further technical support to assume new adminis
trative, planning and budgeting functions, but community
participation in local governance must also be encouraged.
It is in this context that the health system governance com
ponent of the Social Health Protection project aims to en
hance local governance and community monitoring of health
service efficiency in Kampong Thom and Kampot provinces.
Its work is guided by the idea of an ‘accountability triangle’
in which interactions between three sets of actors – citizens
and health service users, health providers, and policymakers (i.e. politicians, councils) – can lead to better-managed

22

Implementing a twin-track approach

Community participation in local health system governance can
lead to better-managed health facilities and greater utilisation of
health services.

health facilities, more efficient and effective service delivery,
and greater utilisation of services. The project supports three
main processes: the development and implementation of cli
ent feedback mechanisms, advocacy and capacity building on
client rights and provider rights and duties, and the develop
ment of decentralised participative planning processes.
Where are the voices of the most vulnerable groups?
The concept of ‘participation’ as it has evolved in contem
porary political discourse in recent decades ‘has no historical
precedent and little cultural resonance in Cambodia’ (Plum
mer & Tritt, 2012, p.31). Citizens are not confident in their
ability – individually and collectively – to influence decisions
or to use their voices to bring about change. This is especially true for women, the poor, older persons, and persons
with disabilities who have difficulty getting information,
expressing their views, and influencing community priorities
(GIZ, 2013).
Cambodia has a large civil society community focused on
disability, with a national network of 61 DPOs affiliated to
the Cambodian Disabled People’s Organisation, hundreds of
self-help groups, and other disability-related organisations,
such as associations for persons who are deaf. In theory,
these groups are well placed to advocate for the interests
of persons with disabilities in local governance processes;
however, in practice they are often excluded from ‘invited’
forms of participation, such as commune council meetings,
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where many decisions of consequence are taken (Plummer
& Tritt, 2012).11 DPOs and self-help groups have historically
been focused on livelihood concerns and most have not been
active in lobbying for access to services, including health
services, at a local level.

In Kampong Thom and Kampot, where the Social Health
Protection project focuses its attention, commune councils
have traditionally had limited contact with DPOs and persons
with disabilities. More than half of the 34 council members
surveyed by Handicap International in the two provinces
as part of a baseline study for the project’s inclusion activi
ties said that they ‘rarely’ or ‘never’ met with individuals and
groups representing persons with disabilities.12 Less than
two-fifths agreed with the statement that the commune
council responds to the needs of persons with disabilities
in their community. Indeed, the majority of those surveyed
acknowledged that they had limited knowledge of disability
(Handicap International, 2013).
Raising awareness of the rights and needs of persons
with disabilities
Both the initial stakeholder consultations on inclusion activi
ties and the baseline study undertaken by HI pointed to the
same fact: there was an acute need to raise awareness of
disability and the rights and needs of persons with disabilities in the two provinces as a prelude to efforts to improve
the participation of persons with disabilities in local health
system governance processes.
During the first half of 2013 Handicap International, Epic
Arts and staff from the Social Health Protection project
conducted two sets of introductory workshops on disability
awareness for a wide range of stakeholder groups, including
local authorities, in Kampong Thom and Kampot. Two-day
disability awareness workshops held in March 2013 covered
the prevalence and main causes of disability in Cambodia,
the types of services and support needed by persons with
disabilities and the barriers impeding access to them, and
laws and policies on disability and disability rights. In addi
tion to participants from the Provincial Health Departments
and local NGOs, members of Village Health Support Groups

and the Commune Committees for Women and Children
(linked to commune councils) attended these sessions.
These were followed, in June 2013, by three-day workshops
on disability advocacy and awareness which engaged a range
of provincial authorities, including those from the depart
ments of education and social affairs and the offices of the
provincial governor, as well as NGOs and religious leaders.
Here, emphasis was placed on disability rights and human
rights, and on the national and international laws, policies
and frameworks pertaining to disability. Handicap Interna
tional and staff from the Social Health Protection project
presented the findings from the provincial baseline studies
and the results of focus group discussions which described
barriers to and facilitators of service access for persons with
disabilities in each province.
These preliminary workshops, which reached more than 100
stakeholders in the two provinces, laid the groundwork for
the efforts, described in the next section, to start bridging
the participation gap between DPOs and persons with dis
abilities and provincial and local governance processes in the
area of health.
A seat at the table: bringing persons with disabilities
into local governance processes
Given their marginalised position in Cambodian society, as
well as their often greater than average health needs, it is
particularly important that persons with disabilities have the
opportunity to feed back their experiences about the health
system and to engage alongside other members of the com
munity in local-level discussions and decision-making about
health. For many persons with disabilities, however, this is
not a straightforward prospect. ‘A lot of people with disabili
ties think that others look down on them,’ explains Channtey
Heng, the Vulnerable Group Advisor for the Social Health
Protection project in Kampot. ‘They say, “I’m just a disabled
person, I don’t have rights.” We let them know that they do.’
Since 2013, the Social Health Protection project and the
non-governmental organisations with which it works in the
area of health system governance have systematically invited
DPOs and persons with disabilities to all activities supported
by the project in Kampong Thom and Kampot provinces.

11

Plummer and Tritt (2012) have found that formal, ‘open’ participatory processes, such as village meetings, tend to be ineffective in
terms of empowering citizen engagement, and that meaningful voice is to be found in ‘invited participation’ and informal engagement
with authorities at village level. They note, however, that invited participation may not be representative of community preferences as
women and marginalised groups are largely excluded (p. 7).

12

The survey included 16 commune council members from 8 communes in Kampong Thom; and 18 members from 9 communes in
Kampot.
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This includes trainings on client rights and provider rights
and duties, which seek to build community awareness of
key health-related rights, such as the right to choice and
informed consent, to confidentiality, to privacy, and to equal
and non-discriminatory treatment. The facilitators who lead
these trainings have been specially trained on the rights of
persons with disabilities and are encouraged to use examples
related to disability when conducting the sessions with health
workers and members of the public. DPOs are also invited to
attend public reflection forums which are convened follow
ing the training sessions to allow an open discussion of client
experiences in the health system.
The health system governance team at the Social Health
Protection project also works directly with commune councils
to build their capacity to assume their health-related roles in
the context of decentralisation. These include monitoring the
quality of health services, managing and overseeing Health
Centre Management Committees and ensuring that they act
upon citizen feedback, and supporting the maintenance of
health centre infrastructure. The commune councils also play
a key role in the preparation of annual health centre opera
tional plans, which should be developed with community
participation. The Social Health Protection project sup
ports this planning process by underwriting a series of joint
planning workshops in each province which bring together
representatives of commune councils, health centre chiefs,
district authorities, and NGO representatives. Representatives
of DPOs participated in the joint planning meetings for the
first time in 2014, and have continued to do so ever since.
According to Por Pen, who works on health system govern
ance issues in the Kampot provincial office of the Social
Health Protection project, ‘Mainstreaming disability has not
been easy. We have had to build up the concept of inclusion
with all stakeholders and to encourage their active support.’
In the past, commune councils never planned their budg
ets with thoughts of persons with disabilities in mind, he
explains, but now the councillor responsible for women and
children has to be aware of challenges facing persons with
disabilities, to know about the services that are available, and
to mobilise forms of support for persons with disabilities. ‘We
are trying to bring change right into the system,’ he continues.
‘The commune councils need to have ownership. This is a
really difficult challenge. Before, we didn’t really grasp the
need ourselves. But now we understand that persons with
disabilities need the same things as everyone else, and have
certain special needs, too.’
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Building capacity for meaningful participation
The systematic engagement of DPOs in these local processes
has created the possibility for more participatory planning in
the communes in which the Social Health Protection project
works. The regular attendance of DPOs and persons with
disabilities at these events and meetings is an important first
step, but much remains to be done to ensure the quality
of participation. The mere presence of DPOs and persons
with disabilities ‘in the room’ does not mean that the needs
and rights of persons with disabilities will necessarily be
advanced against a backdrop of competing priorities and
limited resources (see example in Box 5). In the next phase of
the project, beginning in September 2015, the Social Health
Protection project and its partner NGOs will systematically
collect information about the extent to which the DPOs and
persons with disabilities who attend various trainings, forums
and planning meetings actually contribute to discussions, and
will track the types of issues they raise to monitor whether
and how these are then addressed at health centre level.
The challenge going forward is to build on what has been
done so far – and to take advantage of increased political
attention to persons with disabilities – to move towards
more meaningful participation of persons with disabilities
in local governance in the health sector. According to Shana
Dörr, a technical advisor who coordinates activities related
to inclusion of persons with disabilities for GIZ in Cambodia,
this involves, among others, intensifying efforts to build the
institutional capacity and advocacy skills of DPOs. ‘We are
trying to respect the slogan “Nothing about us, without us”
and are committed to involving DPOs and other civil society
organisations in all stages of our programme, from planning
to evaluation, and to supporting them to be able to advocate
for their members’ needs and rights.’
Vulnerable Group Advisors with expertise in disability
advocacy have been working for the Social Health Protec
tion and the Rights-Based Family Planning and Maternal
Health projects in Kampong Thom and Kampot since spring
2014, with a major emphasis on strengthening the work of
local disability organisations. In early 2015 contracts were
concluded with three DPOs aiming at improving their core
organisational capacities, consolidating their understand
ing of disability laws and rights, and building basic advocacy
and lobbying skills (see ‘Looking ahead,’ p. 38, for further
information).
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Box 6. Engagement between commune councils and DPOs
The commune council: ‘From now on we will engage persons with disabilities more’
Dambok Kpos Commune, in the centre of Kampot Province, has a population of just over 16,000 people spread across
11 villages. According to the commune chief, Phy Kem, there are more than 200 people with disabilities in his commune,
most of them with war- or landmine-related physical impairments. His wife is one of them, and he is familiar with the
challenges persons with disabilities face in daily life: ‘The living conditions for persons with disabilities are sometimes dif
ficult. It’s hard for them to work and make money. They want to have a role in society, but they aren’t very well educated.’

The Dambok Kpos commune office.

How does the commune council engage with the needs
of persons with disabilities in the community, including in
the area of health? ‘We have regular monthly meetings,’
Phy Kem explains. ‘When persons with disabilities want to
express themselves, they can do so. But this involves travel
ling and sometimes there are problems with accessibility.
They can join meetings, but they don’t always do so. And
when they do come, it’s difficult for them to participate,’
due to a lack of awareness of the objectives of the meeting
and a lack of confidence in bringing forth their views. He
estimates that persons with disabilities are present at about
half of the meetings they hold.

Phy Kem describes changes in the political environment which point in the direction of greater engagement of persons
with disabilities in the future. ‘In the past the government has not emphasised the needs of persons with disabilities, but
now they have said that we need to make sure they have a voice in all activities. Now we have to invite them to all our
meetings and we do this. From this year onwards we will engage persons with disabilities more.’
The DPO: ‘Not getting special attention is also a form of discrimination’
Han Ing is the director of the Angkor Chey DPO, which has more than 200 members across five communes, including
Dambok Kpos. He regularly attends commune council meetings and the authorities in Dambok Kpos acknowledge his
role in bringing issues from the community of persons with disabilities to their attention.
Health is an emerging area of focus for Angkor Chey DPO:
for the past two years it has been working closely with the
Social Health Protection project and HI to promote early
detection of disabilities and early intervention services in
the area (see next section).

Han Ing (right) with Phy Kem (center) and the chief of Chak
Chrum village, Chhel Mey.

One of the main results has been greater sharing of information. ‘If there are special services that become available for persons with disabilities, for example through an
NGO that works in the area, we learn about this from the
commune authorities,’ says Han Ing. ‘We also report to the
commune councils cases of discrimination against persons
with disabilities in health centres. The problem is that they
don’t really get any special attention, which can also be
considered a form of discrimination.’

While there is a long way to go, Han Ing believes that local authorities are now more aware of disability issues. ‘When I
go to village chiefs, they pay more attention than they used to,’ he explains.
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Health services: preventing disability
through early detection and intervention
Early childhood is a critical time for children with disabilities
to access interventions which can support them to reach
their full potential (WHO, 2012). Early detection and early
intervention refer to a range of actions aimed at prevent
ing impairments (primary prevention), identifying signs of
impairment (secondary prevention), supporting children with
impairments or developmental delays through home- and
community-based services (tertiary prevention), and working
with families and community structures to enhance the social
inclusion of children with disabilities, as well as their families.
Although the concept of early detection and early interven
tion is actively promoted by NGOs in the disability sector in
Cambodia, it is not yet reflected within the health system.
Pre-service training for health care workers does not cover
disability issues and there is limited capacity to detect
impairments or conditions that could lead to permanent
disability. Critically, there is no system for comprehensive
newborn screening in Cambodia, nor is there a system
for periodic developmental checks of infants and young
children, apart from weight and growth monitoring aimed
at detecting signs of malnutrition. As a result, many parents
and caregivers of children with mild and moderate disabilities (e.g. low vision, partial hearing loss) are unaware of their
child’s disability or the potential for it to become more seri
ous over time (Evans et al., 2014).

A systematic approach to screening for impairments, refer
ring and treating children at risk of developing permanent
disabilities, and providing community-based services for chil
dren living with disabilities would help to prevent or mitigate
many of the impairments which affect children’s perfor
mance at school and can limit their prospects later in life.
An opportunity to bring early detection and
intervention into the health system
The Social Health Protection project in Cambodia has a long
history of providing technical support in the area of maternal
and child health, particularly midwifery. Given this histori
cal focus, and the identified need for early detection and
intervention in Cambodia, it was therefore a logical start
ing point for the project to look for ways within the health
system to identify children with impairments and to support
them and their families to access appropriate care, treatment
or services.
As the team at the Social Health Protection project began
exploring potential approaches in 2012, it recognised that
there were strands of ongoing activity which could be drawn
together and expanded with the project’s support. Handicap
International had worked closely with the Ministry of Edu
cation, Youth and Sport on the implementation of the Evans
study, which investigated the prevalence of disability among
children in Cambodia, and was looking for ways to develop
and roll-out a simplified screening tool for use at health
centre level. The Social Health Protection project saw an
The basic health of neonates
is assessed immediately follow
ing birth, but detailed newborn
screenings and periodic de
velopmental checks of infants
and older children are not yet
part of the Cambodian health
system. As a result, parents
may be unaware of impair
ments in their children which
could become more serious
over time.
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opportunity to use its strong working relationship with pro
vincial and national health authorities to engage the health
sector in these efforts. In addition, the Rights-Based Family
Planning and Maternal Health Project would soon begin in
Cambodia13 and there was the prospect that KfW Entwick
lungsbank could integrate disability screening into its voucher
schemes, thereby addressing financial barriers to screening.

At the same time, however, the project team grappled with
concerns about supporting early detection in a context
where the coverage of specialised services was low and
referral networks, including those between the health and
rehabilitation systems, were not well-established. A national
network of Physical Rehabilitation Centres, established in
the 1990s by international NGOs and subsequently handed
over to the Ministry of Social Affairs, Veterans and Youth
Rehabilitation, provided certain impairment-related services
free of charge, and a number of NGOs set up mobile ‘camps’
where people could access, for example, free ear and eye
health services. Specialised pediatric services were also avail
able, free of charge, at hospitals in Phnom Penh and Siem
Reap. Referral procedures were unclear, or entirely lacking,
however, and, in most of these cases, accessing services re
quired families to travel with their children, sometimes long
distances, from their rural homes to unfamiliar institutions in
larger cities. It was clear from the Evans study that follow-up
by parents would be a major challenge: even when provided
with a scheduled appointment, free consultations and the
reimbursement of transportation costs, many parents of
children identified for detailed screening did not bring their
children to appointments.
Heike Krumbiegel, the technical advisor who helped to
structure the approach to inclusion, recalls the lengthy
discussions within the team which led to the decision to sup
port the ongoing work of the Cambodian government and
HI in this area. ‘We knew that what we could do was only a
small step: we could advise parents of the need to seek care
or support and inform them where they could go,’ she said
recently. ‘People have different views on this,’ she continued,
alluding to the fact that the project could not guarantee
follow-up care, ‘but I thought that parents have the right to
know. If they don’t know, they can’t decide for themselves
what steps to take to support their children.’

13

Ultimately, they agreed upon a two-pronged approach:
first, to build links from the health system to the acute
care and rehabilitative services which were available free
of charge, but not always accessed because people with
disabilities, and even health workers, were unaware of them;
and second, to raise awareness in communities, including
among parents of children with impairments, about the
importance of non-medical forms of support for children
with developmental delays, and to promote the existence of
community-based initiatives, such as parent support groups
and self-help groups, aimed at fostering the children’s social
and intellectual development.
An innovative four-way partnership
After much discussion and planning, the Social Health
Protection and Rights-Based Family Planning and Maternal
Health projects, the Provincial Health Departments, Handicap International and Epic Arts embarked in early 2013 upon
a joint programme of work in Kampong Thom and Kampot
provinces.
The collaboration involved a wide range of activities both
within and outside the health system. Inside the health
system, the goal was to develop and pilot a set of screen
ing tools (a simplified version of the tools used in the Evans
study), to build the capacity of health workers to detect and
refer children with impairments using these tools, and to
strengthen referral networks so that children detected via
screening could be directed to appropriate services. Outside
the health system, a set of community-based activities aimed
to raise awareness of disability and early detection/early in
tervention among DPOs, members of Village Health Support
Groups, and the public at large. These two strands of activity
would come together at a series of Health Centre Days, pub
lic events at 42 health centres designed to raise awareness of
disability, to bring community members into closer contact
with the health system, and to provide a chance for children
to be screened for impairments.

As many impairments among Cambodian children are associated with prematurity and low birth weight, poor maternal health, and
inadequate ante- and post-natal care, disability was directly related to the project focus.
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Building capacity for disability screening: developing
tools and training health workers
In March 2013, work got underway. HI, in cooperation with
the National Pediatric Hospital in Phnom Penh, assembled
a high-level technical steering committee whose task over
the coming months was to develop, pilot and refine a set of
disability screening tools. The committee brought together
a wide mix of experts: Ministry of Health and Ministry of
Education officials, clinical specialists, provincial-level health
practitioners, and representatives from NGOs. Over the
course of half a year, the committee members met monthly
to debate every aspect of Cambodia’s first disability screen
ing tools for children. In addition to being clinically sound,
the tools needed to be short and simple – suitable for use by
nurses and midwives in the course of their routine work.
It was a challenging process. Adam Huebner, who led this
effort on behalf of HI, recalls there were a lot of differing
opinions and every point was argued. At the same time, ac
cording to Huebner, ‘the committee members were highly
motivated. Many of them had been involved in the Evans
study; they knew the issues and the background,’ he said.
‘They also saw the need. We had eye specialists, audiologists
and orthopaedic doctors involved and they all understood
why this was important.’
By August 2013, the committee had developed three sepa
rate tools: for newborns (0-28 days), infants (9-12 months)
and young children (5-6 years). Each tool was one page long,
with four to seven main sections covering (depending on age)
the child’s medical history, a physical and functional exami
nation, and basic assessments of motor skills, vision, hearing
and cognition/language. The committee also prepared a
Khmer-language training manual for each tool and a threeday training curriculum covering all three tools.
After the tools were piloted and further refined, 19 partici
pants from Kampong Thom and Kampot provinces came to
the National Pediatric Hospital to be trained as trainers in
the screening methodology. These individuals, who included
representatives from the Provincial Health Departments, the
provincial hospitals, and two operational districts from each
province, then cascaded the training to staff (primarily nurses
and midwives) at 42 health centres in the two provinces.
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Nurses and midwives at 42 health centres in Kampong Thom and
Kampot provinces, including at the Dambok Kpos Health Centre,
pictured here, were trained to detect impairments in children, using
a standardised set of screening tools.

The training module involved two days of theoretical infor
mation and one day of clinical practice. It was clear, however,
that health workers with no prior experience screening for
impairments would not be able to use these tools with con
fidence with only basic training. Members of the technical
steering committee then fanned out to participating health
centres to provide supportive supervision and refresher
training to 177 health centre staff over the course of 2013
and 2014. These follow-on trainings provided nurses and
midwives with the opportunity to practice the screening
protocol repeatedly.
Before they began using the tool routinely, each participating
health centre received a copy of a specially-created referral
directory outlining health and social services in their province
and neighbouring provinces, as well as in Phnom Penh. They
also received some basic medical equipment, including blood
pressure measurement sets, hanging scales, stethoscopes,
and pen lights and a ‘tumbling E’ chart for eye tests.
Introducing the concepts of early detection and early
intervention in communities
In addition to this clinically-focused work, teams from HI
also implemented a wide range of activities in the commu
nities surrounding the participating health centres. These
aimed to build awareness of disability, the main causes of
disability among children, and the importance of interven
ing early to detect and treat impairments that can lead to
permanent disability.
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The programme of work was ambitious. HI conducted 84
community awareness sessions involving more than 4,600
people, including members of Village Health Support Groups,
the Commune Councils for Women and Children and DPOs,
as well as village chiefs, health centre staff and local residents.
These sessions, which used already existing materials devel
oped by HI in an earlier project, educated villagers about the
‘warning signs’ of disability: the so-called five ‘danger signs’
(i.e. diarrhoea, high fever, difficulty breathing, inability to eat
or drink, convulsions) and 15 ‘special signs’ (e.g. Spinal Bifida,
club foot, cleft lip/palate, hydrocephalous, floppy baby etc.).
It stressed the importance of seeking medical consultation
for children displaying any of these signs. Evaluations follow
ing the sessions showed that the ‘danger signs’ and ‘special
signs’ were well understood by participants.
In addition, teams from HI provided more in-depth training
on early detection and early intervention to more than 1,730
‘community agents’: members of Village Health Support
Groups and Commune Councils for Women and Children
who are well-positioned in their communities to identify
children with impairments and to encourage their parents to
seek care. These two-day trainings covered the definitions of
impairment and disability, risk factors and causes of disability,
principles of child development, and basic forms of support
for children with disabilities which can be provided at home
(e.g. play stimulation).
The information conveyed during these trainings was rein
forced through posters and other informational materials.
More than 8,000 posters on ‘danger signs’, ‘special signs’, and
child development were distributed to health centres, Village
Health Support Groups and Commune Councils for Women
and Children in the two provinces.
DPOs and other disability-related NGOs were actively engaged in this aspect of the project, both as participants in train
ings and as conduits for sharing information in the community.
Health Centre Days generate an overwhelming
response
Between December 2013 and August 2014, a total of 84
Health Centre Days, two at each participating health centre,
were organised. According to Adam Huebner of HI, the
goals of the Health Centre Days were three-fold: first, to
build a relationship between the health centre and com
munity members, many of whom normally sought care
from private providers; second, to raise awareness of child

Heike Krumbiegel (back right), of the Social Health Protection
project, watches as a doctor administers eye examinations to chil
dren at a Health Centre Day.

development and disability in the community; and third,
to screen children for impairments. To fulfil this final goal,
teams of clinicians invited by HI worked alongside health
centre staff to screen children and to provide parents with
referrals, where necessary.
The Health Centre Days were widely publicised and the
turnout far exceeded expectations: a total of 17,052
children attended, an average of more than 200 per event.
On the one hand, this was a welcome surprise. Heike
Krumbiegel was stunned: ‘I couldn’t believe it when I went
to my first Health Centre Day and there were 300 parents
with children waiting for advice and screening. The health
centres were usually empty – people didn’t trust them – and
suddenly hundreds of mothers had turned up.’
On the other hand, the massive turnout meant that the
teams of specialists who were present to conduct the
screenings could not keep up with the volume of wait
ing children. The screening tools ideally require 15 to 20
minutes per child to complete, the hearing test requires a
quiet room, and the eye test a dark room. These conditions
simply couldn’t be met. The teams did the best they could,
but only a quarter of the children who attended benefited
from a full screening using the tool; the rest had brief con
sultations with health personnel.
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Box 7. ‘Audiences have never seen performers like us before’
Visitors to many of the Health Centre Days were treated to
something absolutely unusual for rural Cambodia: modern
dance performances by a troupe of young deaf and disabled
artists. The Epic Encounters team – a group of eight men and
women who study dance as part of the Inclusive Arts Project
run by the Kampot-based NGO, Epic Arts – performed two
different dances for audiences at Health Centre Days across
Kampong Thom and Kampot provinces.

Members of Epic Encounters performing ‘Recovery’ at a Health
Centre Day. The dance encourages audiences to visit health cen
tres, rather than traditional healers, when they fall ill.

Both dances convey health messages: ‘Recovery’ is about
the importance of seeking formal medical care when ill, and
‘Our Family’ addresses antenatal care and safe pregnancy.
As important, if not more important, than the educational
content of the dances, however, is the fact that they were
created and performed by persons with disabilities.

Audiences were captivated and initial scepticism quickly
turned to admiration: ‘Honestly, in my mind, when I first
saw the performers, I thought they were deaf,’ said one health worker. ‘But when I saw their ability, I thought they can do
things by themselves and they can do them well.’
‘I was really impressed by them,’ admitted a woman in the audience, waiting to have her child screened. ‘I admire the group.’
‘All the people here liked it,’ said another. ‘They understood the idea that persons with disabilities can perform nicely like
other people.’
While such views might sound patronising, it is important
to put them into context: outside major towns, such as
Kampot, persons with disabilities are often invisible, and
understanding of disability is extremely limited. Buntheng
Ou, a coordinator with Epic Arts who travelled with the Epic
Encounters team to the Health Centre Day performances,
recalls one day in Kampong Thom when several of the art
ists were stopped by police on the street. ‘They were signing
to one another,’ he explained, ‘but the police had never seen
sign language before. I ran over and asked them what they
had done wrong. “Nothing,” the police replied, “They were
just standing in the street not talking.”’
Buntheng Ou and the Epic Encounters dancers all agree that
the collaboration with GIZ was extremely important for
exposing rural audiences to positive examples of disability.
‘Audiences have never seen performers like us before,’ said
one of the team.
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The Epic Encounters team performed at more than 50 Health
Centre Days in two provinces, reaching an audience of over 5,000
people.
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Supporting positively screened children to access
services
The parents of 721 children who were positively screened at
the Health Centre Days or during routine visits to health cen
tres were given referrals for further assessments. HI worked
closely with health centre staff and the referred families to
facilitate their access to services: they encouraged families to
follow-up on referrals by explaining what the clinicians had
identified during the screening, what would happen during a
follow-up consultation and the possible consequences of not
seeking follow-on care. Many parents needed to be con
vinced to take their children for further assessments – and
also reassured that they would be able to manage visits with
their children to large, unfamiliar cities.

While the health financing team of the Social Health Protec
tion project was working on the design of a sustainable,
community-based transportation voucher system (see Box 5,
p. 21), there was a need to put interim measures in place to
mitigate the risk that families with limited resources would
not follow up on referrals. With financial support from GIZ,
HI provided the families of 66 children with financial sup
port (average of USD 20 per family) to reimburse the costs
of transportation and related expenses, primarily for trips
to Siem Reap or Phnom Penh. As a series of individual case
studies prepared by HI (2014) showed, this was a facilitat
ing factor for many families who would otherwise not have
sought care.

Box 8. Diverse referral pathways
A first grader gets care for his low vision
At the suggestion of a Village Health Support Group member, the parents of six-year old Sam
edy brought him to a Health Centre Day at the Archar Leak Health Centre in Kampong Thom
province. His parents had noticed that Samedy often squinted, and were angry that people in
the village called him names. When the doctors diagnosed Samedy with low vision and referred
him to the Angkor Children’s Hospital in Siem Reap for treatment, the parents were surprised.
‘We never thought that this was serious or an impairment,’ said his father, Kimsin Tem.
It took the family a few months to save enough money to make the trip to the hospital. Sam
edy’s eyes were tested and he was given a prescription for glasses for six months. The doctor
explained that if his eyes didn’t improve, surgery could be required. The parents were very concerned by this prospect, but
were also satisfied with the hospital. The doctor provided clear explanations and helped them understand that the goal
was to prevent Samedy from developing a permanent disability. Samedy began wearing glasses every day and his eyes
gradually improved. His parents plan to bring him to his scheduled follow-up appointment.
Treatment is difficult to access for a girl with glaucoma and a facial tumour
Four-year old Yada lives in the Stong District of Kampong Thom province. She was born with
glaucoma and a facial tumour. When she was an infant, she spent a month at the Kantha
Bopha Children’s Hospital in Phnom Penh, but the doctors decided that she was too young
to be treated and told Yada’s parents to bring her back when she was older. She had not been
seen again until she was screened at a Health Centre Day and referred for treatment at the
Angkor Children’s Hospital in Siem Reap.
Shortly thereafter, with support from HI, Yada’s parents made the four-hour trip by taxi to
Siem Reap and were seen by specialists at the hospital. The doctors prescribed pills and eye
drops for Yada’s eyes, but explained that they could not undertake surgery on her: the parents would need to bring her to
the National Paediatric Hospital or to Kean Kleang Hospital in Phnom Penh. The parents felt that they were treated well by
the doctors and given the chance to ask questions. However for financial reasons they have not been able to bring Yada to
the capital for further consultations and are fearful that, if they do, they will find out there are no hospitals in Phnom Penh
which can perform the surgery. Yada attends school and is accepted in her community, but the family is unfortunately no
closer to getting treatment for her impairments.
Source: Adopted from Handicap International, 2014.
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While it was not possible to track the experiences of all the
children who had been positively screened, staff from HI
did successfully follow up with roughly one-fifth (136 cases)
of those who had been referred for further assessments. Of
these, just over half had sought referral services (n=73) and
nearly one-third (n=42) had received some form of treat
ment. In Kampong Thom, 85% of those monitored had
sought referral services (compared to only 32% in Kampot),
a fact which likely reflects the relative proximity to free spe
cialised services in Siem Reap.
The factors underpinning the uptake of referral services are
well-known: the direct and indirect costs of seeking care at
distant hospitals, the absence of a caregiver to travel with
the child, prioritisation of family livelihood over the child’s
health concerns, long waiting times for appointments, and
a belief that the child’s impairment is not serious (Handicap
International, 2014). Two of the many different experiences
are illustrated in Box 8 on the previous page.
Taking stock: achievements and limitations
The collaboration between HI, Epic Arts, the Provincial Health
Departments, and the Social Health Protection and RightsBased Family Planning and Maternal Health projects accom
plished an impressive amount in a relatively short period of
time. According to an external evaluator who assessed the
results of the intervention in late 2014, the awareness-raising
activities in the community and the capacity-building work
within the public health system answered a considerable inter
est on the part of both health staff and the population to learn
more about disability. Moreover, the investment in screening
tools laid an important foundation for the Ministry of Health
to build upon in its next planning cycle (De Mey, 2014).
Officials with the Provincial Department of Health in Kam
pot were pleased with the collaboration. ‘We see that we can
help children by supporting early detection and intervention,’
says Samedy Sor, the focal person for disability issues at
the department. ‘We can increase children’s independence
and their access to education, as well as reducing the stress
experienced by the children and their families.’
In this respect, the collaboration with HI lived up to one of
the Social Health Protection project’s original objectives: to
support concrete initiatives at provincial level which serve
as ‘examples of what is possible’ in a difficult context. At
the same time, the fundamental questions which the team
grappled with at the outset remained relevant throughout.

32

Implementing a twin-track approach

As the external evaluator put it: ‘Does screening without
appropriate decentralised referral capacity make sense?
Does screening without appropriate community care make
sense?’ The intervention was carried out in four operational
districts where there were limited community-based support
services for children with disabilities, and where referrals for
specialised care had to be made regionally or nationally in
the absence of organised referral pathways. Some children
accessed services as a result of the intervention, but these
represent a relatively low proportion of the overall number
of detected children.
Certain aspects of the project design may have contributed
to this result. The intense focus on implementing activities
at a large scale with a minimum of staff meant that referral
mechanisms could not be tackled properly, nor could de
tected cases be followed up as systematically as planned (De
Mey, 2014). In addition, the screening database and followup monitoring system did not capture information in a way
that allowed the output of the screenings to be compared
with those from follow-on consultations (i.e. which would
allow for insight into the validity of the screening tools).
These weaknesses were recognised mid-way through the in
tervention and partially remedied by putting more resources
into database management and systematically following up
with a sub-set of the detected cases.
Ultimately, attention to screening and referral mechanisms
needs to go hand in hand with investments in institutional
and community-based rehabilitation services. As the evalua
tor noted, many disabling factors have no medical solutions,
or only partial medical solutions, making community-based
assistance – such as family support groups and play groups
– particularly important (De Mey, 2014). Yet these types of
initiatives remain extremely underdeveloped in Cambodia.
It was beyond the scope of this intervention to systemati
cally address these gaps and, indeed, one of its valuable
contributions has been to demonstrate, in concrete terms,
the need to bring the public health system closer to existing
services for persons with disabilities. The external evalua
tor observed that early detection and early intervention ‘has
been interpreted by health staff mainly as early referral’ and
that health centre staff do not yet feel confident advising
on appropriate referral services because they don’t really
know which services can be beneficial (De Mey, 2014). Much
remains to be done.

Showcasing health and social protection for development

What comes next?
In December 2014 the main results of the collaboration were
presented and discussed at a national workshop in Phnom
Penh which was opened by the Minister of Health – a sign
of the rising prominence of disability issues on the na
tional agenda. There is widespread interest, both within the
Ministry and beyond it, to see the screening tools finalised,
officially approved, and institutionalised.
The Rights-Based Family Planning and Maternal Health
project is taking the work with the screening tools forward.
It is cooperating closely with HI and the technical steering
committee, which continues to meet quarterly, to resolve
outstanding questions about the tools and to lobby the
Ministry of Health for their adoption and institutionalisa
tion. The intention is to rework the three existing tools into
two: a medical screening tool for neonatal children, aimed
at detecting birth defects, and a developmental screening
tool for children between the ages of two months and five

years, aimed at assessing functional skills (i.e. developmental
milestones).14 Once these tools have been finalised, they
will need to be checked for reliability and scientific validity
before they can be presented to the Ministry of Health for
approval. The objective is to integrate the disability screening
tools into the health system so that screening is performed
routinely during newborn and child health checks.

The project also plans to collaborate with HI on the de
velopment of referral guidelines for common impairments
which will support health workers in directing patients to
appropriate medical and rehabilitation services, as well as
to community-based rehabilitation services. This will be
accompanied by the creation of a web-based, client-centred
referral directory which will provide parents of positively
screened children with up-to-date information about service
providers’ procedures for accepting new patients, their
service capacity, how to make appointments, and costs/fee
exemptions.

Box 9. Building capacity to manage hearing impairments in Kampong Thom Province
Hearing impairments affect an estimated 15% of Cambodians who report one or more
difficulties in functioning, yet Ear Nose and Throat (ENT) services are not readily avail
able to most of the population, including the roughly 690,000 people living in Kam
pong Thom province.
During 2013 and 2014, the Social Health Protection project supported the establish
ment of an ENT unit at the Kampong Thom provincial hospital to build capacity within
the health system to manage hearing impairments. Dr Lucy Haurisa, a German-trained
ENT specialist who works at a private clinic in Phnom Penh, provided intensive training
on ear and hearing care to Dr Vichet, a surgeon from the Kampong Thom provincial
hospital, so that he could offer consultations and perform minor procedures on an
outpatient basis.
Dr Vichet and colleagues at the
opening of the new Ear Nose Throat
unit at the provincial hospital in
Kampong Thom.

Some of the training was organised in Kampong Thom, involving local patients at the
hospital there, while other parts were done in Phnom Penh, where the greater volume
of patients allowed Dr Vichet ample opportunity to practice basic procedures. GIZ
also supported the hospital in procuring essential equipment for the ENT clinic, which
opened in July 2014.

The investment in Kampong Thom has helped to improve the availability of basic ENT services. The new unit, while mod
est, is now able to undertake basic procedures and to assist with inpatient emergencies in a way that was previously not
possible. As a result of his improved familiarity with ENT as a field, and his visits to various ENT facilities and specialists
in Phnom Penh, Dr Vichet is also better able to direct referrals for conditions he is unable to treat. In the coming year the
Social Health Protection project will support intensive ENT training for a nurse from the hospital to join the new unit.

14
This will allow all children from birth through the age of five to be covered by a screening tool. Under the approach tested with three
separate tools, children between the ages of one and nine months, and between one and four years, were not covered by any of the tools.
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Discussion
Over the past five years the Social Health Protection and
Rights-Based Family Planning and Maternal Health projects,
with the active support of BMZ and the Sector Initiative on
Inclusion of Persons with Disabilities, and in close coopera
tion with the Royal Government of Cambodia, have worked
to put inclusion of persons with disabilities more squarely
on the agenda within the Cambodian health sector. This
final section draws together some key reflections from this
journey. It describes the main achievements to date, high
lights areas of difficulty, and flags questions which should
be considered by programmes in other countries which are
interested in promoting inclusion in the health sector.

Promising developments
The cross-cutting focus on inclusion of persons with dis
abilities has steadily built in intensity over the past five years,
accelerating since the launch of the BMZ’s Action Plan in
2013. While much has been done, there is a general feel
ing among the project teams in Cambodia that it is still too
early to talk about measureable outcomes and impact. The
past years are understood as a period of ‘learning by doing,’
both for the teams and their partners, as they have piloted a
variety of approaches at different levels of the health system.
While the results generated are difficult to measure, they are
far from insignificant:
There is now greater awareness of disability and of the
need for inclusion of persons with disabilities in the health
sector among partner institutions and in communities. The
projects have drawn attention to the topic of inclusion at
multiple levels and with numerous different constituencies,
from policymakers engaged with social protection frame
works at a national level to provincial and district health
authorities, front-line health workers, local authorities and
residents of rural communities. In all of these contexts,
this has required a thorough sensitisation process: sensitis
ing policymakers to the health financing situation facing
persons with disabilities, sensitising health workers to the
rights of persons with disabilities to health care, sensitising
local authorities to the importance of engaging persons with
disabilities in decision-making processes, sensitising persons
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with disabilities themselves to their right to access services,
and sensitising parents to signs of impairment and disability
in their children. The projects have also helped to generate
awareness of disability and to counter stigma and discrimina
tion by exposing thousands of people to positive depictions
of disability (i.e. via performances by Epic Arts).
‘Some years ago, before this project, nothing was happening
on disability,’ says Chheng Tann, the Deputy Director of the
Provincial Health Department in Kampot, who has been with
the department for 20 years. ‘Now the Ministry of Health
builds new health centres with ramps, and GIZ has intro
duced a focus on this topic. The situation is changing.’
Inclusion of persons with disabilities in the health sector
is now more firmly on the political agenda in Cambodia.
German support for inclusion of persons with disabilities in
the health sector has coincided with growing attention to
the rights of persons with disabilities in Cambodia in recent
years. At the national level Germany is playing a leading role
among development partners in highlighting needs of per
sons with disabilities in the emerging social health protection
system. There are now some signs of growing political com
mitment, including ministerial-level representation at work
shops on disability-related topics facilitated by the Social
Health Protection project. While this has not yet translated
into concrete implementation measures, it does suggest that
the government is beginning to pay greater attention to the
situation of persons with disabilities in the health sector.
DPOs increasingly have a seat at the table. Through its
activities aimed at improving health system governance, as
well as the sustained efforts of its Vulnerable Group Advisors
at provincial level, the Social Health Protection project has
encouraged DPOs and other civil society actors to engage
directly with local authorities and health officials. It has also
begun to build the capacity of DPOs to lobby and advocate
for the health-related needs of persons with disabilities at
a local and provincial level. In a context where the voices
of civil society are not always welcome, or heard, it is an
important accomplishment that DPOs now have a ‘seat at
the table’ during routine planning meetings, public reflection
forums about the health system, and provincial-level techni
cal working group sessions.
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Concrete tools and approaches have been developed which
can be scaled up. The significant investment in the develop
ment of disability screening tools, with representatives from
different departments of the Ministry of Health involved in
the technical steering committee and the Provincial Health
Departments involved in implementation, has contributed to
increased awareness of childhood disability among highlevel officials. These efforts have opened up the prospect
that early detection could eventually become institutional
ised within the health system. The collaborative interven
tion between the Provincial Health Departments, GIZ, HI
and Epic Arts in Kampong Thom and Kampot provinces is
viewed by the Ministry of Health as a practical example on
which to build in the future. Similarly, the development of a
community-funded transportation reimbursement scheme
in Kampot Province, while still in early stages of roll-out, is
another practical example with potential for scale-up.
The project teams have a new perspective on disability as a
development issue. Staff with the Social Health Protection
and the Rights-Based Family Planning and Maternal Health
projects did not have expertise in disability issues when man
dated to mainstream a focus on inclusion in their activities.
Shana Dörr, the technical advisor currently responsible for
inclusion issues, notes that ‘it was a long process to ensure
that the project teams were not only aware of, but also
invested in working towards the inclusion of persons with
disabilities.’ The teams drew strategically upon the technical expertise of others, both within German Development
Cooperation (i.e. the Sector Initiative on Inclusion of Persons
with Disabilities) and in Cambodia itself (e.g. Handicap Inter
national, Epic Arts) to structure their approach and to build
competence in this area.
Over the past years, both international and Cambodian
personnel working with the two projects have increased
their understanding of disability as a development issue
and now view their portfolios through a different lens. This
is particularly true at the provincial level, where Vulnerable
Group Advisors are working closely with colleagues across
project areas, resulting in a growing sense of ownership in
the approach to inclusion. According to Dörr, ‘Technical staff
from across project areas are now working together in an
increasingly harmonised way to realise the full inclusion of
persons with disabilities.’

Supported measures have made a difference in the lives
of persons with disabilities. While it is too soon to speak in
general terms about the impact of this work on persons with
disabilities in the focus districts, there is anecdotal evidence
to suggest that the measures are leading to positive changes
in some people’s lives. Some children who were positively
screened for impairments at health centres in Kampong
Thom and Kampot now have an improved health-related
quality of life thanks to successful referrals and support
in accessing care. As a result of DPOs’ closer contact with
health centres and local authorities, instances of discrimina
tion are being highlighted, addressed and resolved.
Chreb Chhom, for example, whose story was featured at the
start of this publication, has noticed some positive changes
since the Angkor Chey DPO took up her complaints about
discriminatory treatment at the health centre. ‘Last time
when I went to fetch medicine, the nurses said that they
wouldn’t charge me anymore. I can’t say why, but something
has changed,’ she says. Channtey Heng, the Vulnerable Group
Advisor for the Social Health Protection project in Kampot,
also believes a shift is underway: ‘Not only are health officials, from provincial to health centre level, more knowl
edgeable about disability, but patients with disabilities are
being welcomed and helped more than in the past.’
Joint action by complementary partners can pave the way
for inclusion. The experience in Cambodia is noteworthy
for the way it has brought together a diverse and comple
mentary mix of institutions with specific roles and mandates
to pursue a shared vision of greater inclusion of persons
with disabilities in the health sector. The initial negotiations
between the German and Cambodian governments created
a strong basis for the mainstreaming efforts, and continued
high-level political commitment on both sides has been an
important factor throughout. Contributions from Handicap
International and Epic Arts, who brought deep expertise
in disability in the Cambodian context, were essential for
both planning and carrying out inclusion measures of good
quality. In addition, the strong commitment of the GIZ-im
plemented health projects, not only at the level of technical
advisors, but also on the part of the project head, was crucial
for pushing the focus on inclusion forward.
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Key challenges
It is also instructive to look at the challenges and difficulties
which have faced the Social Health Protection and RightsBased Family Planning and Maternal Health projects as they
have systematically promoted the inclusion of persons with
disabilities. What lessons do their experiences hold for other
countries considering such an approach?
Don’t underestimate what it takes to start from scratch.
When the two technical cooperation projects introduced a
cross-cutting focus on persons with disabilities into their
activities, they did so against a backdrop of overwhelming
need. Despite commitments on paper to fulfil the rights of
persons with disabilities to health, very little was being done
in concrete terms within the health system. The disability
sector operated largely in parallel to mainstream develop
ment efforts. Although barriers to care for persons with
disabilities were enormous, making the health system more
inclusive was not initially a priority for Provincial Health
Departments or for local authorities, nor did it align with the
expressed concerns of persons with disabilities themselves.
Inclusion of persons with disabilities was not an area where
the government had approved tools or methods which could
be applied: it required starting from scratch.
In introducing a focus on vulnerable groups, the teams have
had to navigate a difficult tension between moving quickly
and concretely (i.e. innovating measures within a time-bound
framework) and proceeding more deliberately (i.e. building
consensus and political ownership). An intensive sensitisation
process with government partners and civil society groups
was necessary to reach a shared understanding of the rights
of persons with disabilities to health care and to identify
areas for intervention. This process was complex and time
consuming, but unavoidable if the measures to be supported
were to stand a chance of sustainability. In this respect, an
important lesson is that it takes significant time just to begin
the process of fostering inclusion – to collect evidence on
the issue, reach agreement with partners, identify appro
priate collaborators, and integrate new approaches into a
project cycle.
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There are no ‘quick fixes’ to be had in an extremely chal
lenging context. Equally important, it is necessary to be real
istic about the time it takes, once started, to initiate changes
on an issue as complex as this one. The topic of disability
touches upon every aspect of the health system: applying a
disability lens reveals what’s not working, at every level and
in every direction, from the availability of services to people’s
access to services to citizen participation in decision-making.
While the projects’ activities have led to greater awareness
of disability and sensitivity to the rights of persons with dis
abilities, there are fundamental problems within the health
system itself which defy easy answers. The lack of specialised
services, the absence of referral mechanisms, and the inabil
ity to treat common impairments associated with disability
(e.g. acute ear and eye care) at a decentralised level – as
well as the lack of a mechanism for identifying persons with
disabilities and the absence of financing schemes targeted
at them – are structural challenges whose solutions fall well
beyond what can be addressed through a mainstreaming
approach.
This is not to suggest that the inclusion of persons with
disabilities would ultimately be better served through standalone initiatives. Mainstreaming is a more cost-effective way
to meet the specific needs of person with disabilities and,
crucially, one which regards persons with disabilities as citi
zens with rights, just like those without disabilities. However,
a mainstreaming approach implemented in the context of a
specific development initiative can realistically only tackle
small elements of a complex and systemic problem. Even
when undertaken alongside targeted interventions aimed
at empowering persons with disabilities, as was the case in
Cambodia, it is necessary to be realistic about what can be
achieved in a relatively short period of time.
It is also important to recognise the limits to promoting in
clusion within a single sector – in this case, health – when the
underlying factors which constrain persons with disabilities
from utilising health services often extend well beyond the
health sector. Cooperation beyond the health sector, in areas
such as education and employment, might lead to greater
progress or unlock new opportunities, but could be politi
cally difficult to achieve in the Cambodian context and would
extend beyond the boundaries of the projects’ core work.
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Building political ownership is a slow process that cannot
be rushed. Upholding the rights of persons with disabilities is
one of many issues facing the Royal Government of Cambo
dia; despite some promising signs, it is not yet a clear priority.
At present, there is a risk that development partners might
take on increasing responsibility for implementing pro
grammes in support of persons with disabilities in Cambodia
without securing clear commitments from government.
The experience in Cambodia shows that it is possible to
catalyse momentum around inclusion of persons with dis
abilities by leveraging existing relationships with government
partners and by joining forces with key players in the field. At
the same time it is important to recognise that government
counterparts feel overburdened by external demands and
have to work through competing priorities. In this respect, a
long-term, intersectoral commitment to promoting the in
clusion of persons with disabilities which would go hand-inhand with efforts to gradually strengthen political ownership
appears a prudent strategy.
It can be cumbersome to steer the approach to inclusion in
a complex development measure. The Social Health Protec
tion and the Rights-Based Family Planning and Maternal
Health projects have conscientiously pursued a focus on
inclusion: each project has addressed disability issues in its
core work and additional activities have been coordinated
by an advisor focusing specifically on vulnerable groups. At
present, responsibility for inclusion of persons with dis
abilities is dispersed across the teams – in other words, it has
been successfully mainstreamed – and activities are being
undertaken with the goal of generating mutually reinforcing
results. As is often the case with mainstreaming approaches,
however, it can be difficult to oversee and coordinate diverse
measures as part of a common strategy. While the various
elements of German Development Cooperation’s portfolio in
social health protection (i.e. technical and financial coop
eration) offer many potential synergies when it comes to
inclusion of persons with disabilities, not all of these have yet
been effectively realised in practice.

Despite important gains, sustainable results can be elusive.
The Social Health Protection and Rights-Based Family
Planning and Maternal Health projects kept the issue of
sustainability in mind from the earliest stages. The goal was
to ensure that all capacity building measures – whether the
development and roll out of screening tools or the introduc
tion of ENT services at provincial hospitals – be able to be
handed over to partners to be taken forward. The results
in this respect have been mixed. The collaboration with
HI at provincial level is not being extended as originally
envisioned, leaving a gap while national-level discussions
continue about the possible integration of screening tools
into the health system. While there is now interest on the
part of Provincial Health Departments to continue and even
expand disability screenings for children, the approach is not
yet firmly enough anchored in the health system to be car
ried forward without external support.
Integrating screening for impairments into routine health
services and establishing well-functioning referral mecha
nisms will require sustained efforts to build awareness of
disability at provincial and national levels and to encourage
multi-sectoral collaboration (between health, education and
social affairs, in particular) in support of inclusion. Despite
the involvement of representatives from various departments
in the Ministry of Health in the technical steering committee
which developed the screening tools and referral directories,
it remains a major challenge to ensure the commitment of
key high-level decision makers within the Ministry to adopt
and implement the tools nationwide.
The experience from Cambodia suggests that generating
sustainable results in such a challenging context requires a
long-term commitment of personnel and resources, as well
as long-term strategies and partnership agreements. Even
where piloted approaches appear promising, they must be
firmly rooted in the health system, something that can take
several project cycles to achieve.
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Looking ahead
Table 1. Current partnerships supported by ESTHER Germany
Movement towards the greater inclusion of persons with
disabilities in the health sector in Cambodia is now underway,
however for further advances to be made in the years ahead,
continuous support will be required.
Cambodia is one of the countries where Germany is com
mitting long-term support for the achievement of Universal
Health Coverage and where it has the opportunity to inform
how the needs of vulnerable groups, including persons with
disabilities, are addressed in the emerging social protection
system. Working in concert, the Social Health Protection and
Rights-Based Family Planning and Maternal Health projects
are uniquely positioned both to promote inclusion in policy
discussions at national level and to support provincial partner
organisations to take concrete steps to improve access to
health services for persons with disabilities.
Germany’s continued commitment in Cambodia…
Going forward, the Social Health Protection and Rights-Based
Family Planning and Maternal Health projects will continue
to support a system-wide approach to promoting greater
inclusion. On the ‘health systems’ side, the projects will
work towards the goal of making health services accessible
for persons with disabilities by focusing on health financing
issues (i.e. advocating for HEFs to be extended to persons
with disabilities) and by supporting the institutionalisation of
disability screening tools, strengthening referral networks and
developing referral guidelines for common impairments.
On the ‘health users’ side, they will work to ensure that peo
ple are aware of – and make use of – available services and
benefits. This will include a new package of activities to be
supported by the Rights-Based Family Planning and Maternal
Health project aimed at raising awareness of sexual and re
productive health and rights among persons with disabilities,
and making information about these topics in appropriate
formats. Increasing understanding of disability rights will be a
major theme in this area of work.
A central part of the strategy in the coming years involves
building the organisational capacity of DPOs to play a more
vital role in advocating for the health-related rights of persons
with disabilities at a decentralised level. ‘Direct engagement

15

38

with DPOs in the communities where they work is quite es
sential,’ says Shana Dörr. ‘We are working towards sustainable
solutions, and DPOs are change agents for the future.’ The
first stage of this work is already underway and concentrates
on improving the DPOs’ core organisational capacities, their
understanding of disability laws and rights, and their basic
advocacy and lobbying skills. Later, support will turn to more
health-specific issues, in order to enable DPOs to undertake
awareness campaigns and to participate effectively in Health
Centre Management Committee meetings and other technical
meetings. The Social Health Protection project, through its
Vulnerable Group Advisors at provincial level, will also support
DPOs to develop strategies to expand their membership, as
well as to systematically identify the needs of their members
in order to be able to represent them adequately.
The project teams will continue to build practical linkages
between government and civil society partners and to extend
the community of actors who are committed to a more
inclusive health sector. While the first phase of this work has
proven that the demand for information about disability is
greater than it may first appear, it has also brought into focus
how much remains to be done to transform the Cambodian
health system into one in which the health and wellbeing of
every person does, indeed, count. Germany is well positioned
to be a strong partner to the Royal Government of Cambodia
in this endeavour.
…and internationally
At a global level, Germany remains firmly committed to
realising greater inclusion of persons with disabilities beyond
the conclusion of the current BMZ Action Plan at the end of
2015 and has established itself as one of the main bilateral
stakeholders promoting inclusion in development. As the
German Minister for Development, Dr Gerd Müller, has
said, inclusion and meaningful participation are ‘marks of
quality’ in the work of German Development Cooperation.15
Germany’s active support for the recognition and realisation
of the rights of person with disabilities – its commitment to
‘leave no one behind,’ neither in Germany, nor internationally
– will continue in the future, including through multilateral
engagements aimed at ensuring that inclusion is incorpo
rated into the post-2015 development agenda (BMZ, 2015).

www.bmz.de/de/presse/aktuelleMeldungen/2014/november/20141111_pm_109_Eroeffnung-des-Runden-Tischs-zur-Inklusion/
index.html
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Peer review
In reviewing this publication, two international experts in in
clusive development concluded that the German-supported
approach to fostering the inclusion of persons with disabili
ties in the health sector in Cambodia is a valuable experience
which is worth documenting and sharing widely. In their
view, the case study makes an important contribution to the
still limited body of knowledge about disability-inclusive
development practices in the health sector, providing
disability-related organisations, development practitioners
and policymakers in other contexts with an opportunity to
learn from, and potentially translate aspects of, the experi
ence in the health sector in Cambodia.

Promising aspects
The reviewers drew attention to several aspects of the ap
proach as particularly promising.
The Social Health Protection and Rights-Based Family Plan
ning and Maternal Health projects pursued a flexible and
practical approach to fostering greater inclusion in the social
health protection system in Cambodia. The supported inter
ventions were informed by an underlying exploratory study
and adapted continuously as implementation proceeded.
Project teams demonstrated a capacity to learn from both
achievements and setbacks.
The approach reflects a deep understanding of the socio-cul
tural, economic and political context of Cambodia. The deci
sion to work in close partnership with local disability-focused
organisations, and to concentrate efforts at the local, rather
than central level, increased the likelihood of achieving results.

An innovative aspect of the approach is its comprehensive
ness. By design, the approach involved many relevant stake
holders, from government counterparts to local-level civil
society organisations, and stretched across three key topic
areas within the health sector (i.e. governance, financing and
service delivery). The supported interventions reflect a range
of measures, including capacity building and advocacy at the
policy level.
Meaningful linkages were built between the Social Health
Protection and Rights-Based Family Planning and Maternal
Health projects, enabling both inclusion and prevention of
impairments to be addressed. In terms of the work in sup
port of childhood screening, the reviewers pointed to the
development and further refinement of practical screening
tools, and efforts to strengthen follow-up and referral proce
dures, as particular strengths.

Critical observations
The reviewers also raised questions about certain aspects
of the approach, including whether more could have been
done at an early stage to work more collaboratively with
DPOs at the grassroots level in the design, implementation
and monitoring of inclusion-focused activities. While it may
not have been possible to achieve within the constraints of
cost and programme timelines, a slower and more deliberate
approach to working with DPOs to build their understanding
of the connection between health and income generation, at
the individual and household level, might have helped them
to assume greater ownership of advocacy efforts on behalf of
persons with disabilities.

Box 10. Publication process of the German Health Practice Collection
In response to annual calls for proposals, experts working in GDC-supported initiatives propose projects that they
regard as good or promising practice to the Managing Editor of the GHPC at ghpc@giz.de. All proposals are then posted
on the Collection’s website to allow GDC experts and the interested public to compare, assess and rate them. The pro
posals are also discussed in various technical fora in which German experts participate.
Informed by this initial peer assessment, an editorial board of GDC experts and BMZ officers select those they deem
most worthy of publication. Professional writers then make on-site visits to collect information, working closely with
the local partners and GDC personnel who jointly implement the selected projects.
Each report is submitted in draft form to independent peer reviewers who are acknowledged internationally as scholars
or practitioners. The reviewers assess the broader relevance of the described case study, comment upon its strengths
and weaknesses, and advise whether the documented approach is worth sharing with a larger audience.
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Questions were also raised about the extent to which the
projects have tried to engage with other aspects of social
protection (e.g. work, livelihoods) which fall outside the
health sector, but which are essential for supporting the
inclusion of persons with disabilities.
The reviewers also noted that, in the future, the approach
might benefit from greater attention to gender (e.g. tracking
and addressing sex-based disparities among children with
impairments in their access to services) and to issues of
confidentiality when targeting persons with disabilities for
particular benefits.
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