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Table 1 Socic-demographic data {n=408)

Variables oon %

Socid-economic variables
Age (median: 37 years) : )
37 R 197 483

237 ’ 211 517
Marital status P :
Married or living together . 243 596
Divorced or separated © , ' 48 118
"Widowed 112275
Never married - ) “ ' 5 212
Health stat(;s : :
Good et 263 645
Some concerns o 115 .283
Feel bad ' k 2869
Education ' i :
None : 146 : 36.1
Primary : 173 1428
Secondary or higher : ' 85 210
Number of children (mean: 2.2)
Having a son : 4 e 277 679
Having a daughter 247 605
Pregnancy experience after HIV diagnosis :
Yes : ’ N 159 390
No : : ©7249 610
Awareness of MTCT i
Comect - : ' 369 904
Incorrect : 39 96

‘Time since diagnosis of HIV positivity (median; 48 months)

<48 : i 202 495

248 e 185 456
Time on anti-retroviral therapy (median: 32 months) '

<32 ‘ 195 478

232 : : 198 485

Partner-related variables
Living with partner ’ .
Yes' 237 581

No ' 171 419
Disclosed HIV status to partner '

Yes ‘ . ey 237 582

No ; 170 418
Partner's HIV status”

Positive ‘ 192 741

Negative 7 58 224

Unsure 9 35

"Total number of women with a partner. MTCT: mother to child transmission
of HIV.
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Multivariate logistic regression analysis to determine
associations of risk of inconsistent condom use

Two- multivariate logistic regression. models were employed
in the analysis of data (Table 3). In model 1, which ex-

" cluded partner-related variables, obtaining family plan-

ning information from he’alth facilities (adjusted odds -
ratio (AOR):.2.6, 95% Cl: 1.1-6.2, p < 0.05), awareness

of MTCT: (AOR: 4.7, 95% CI: 1.9-11.6, p <0.01), and

having a son (AOR: 2.0, 95% CI: 1.1-3.9, p < 0.05) were
identified as significant predictors of the use of modern
contraceptive methods  at evelfy" sexual intercourse. -
Model 2, which included all variables, identified being
able to ask a partner to use of condom as the only sig-
nificant predictor of the use of modern contraceptive
methods at every sexual intercourse (AOR: 23.7, 95%

Cl:5:8-97.6, p < 0.001). Data of 38 respondents were ex-

cluded fmm}he bivariate analysis and logistic regres-
sion analysis due to invalid answer about the last sexual
intercourse (Figure 1). Women who were widowed
were 75.0% despite 27.5% among all respondents. The
percentages of education and health status indicated a
similar tendency of all respondents (Table 4). :

Discussion , ;

Although previous studies reported that HIV-positive
women tend to plan to have a baby because of their person-
alized stigmar [15-17), our study that targeted HIV-positive
Cambodian women on ART showed. that the majority
(92.3%) of respondents were not planning to have a child,
although some reported the experience of losing a child due
to MTCT of HIV and surrounding pressure to have a baby.
The difference between this study and the above previous
studies may be due to differences in fertility preference,
given that the median age of respondents was 37 vyears, or
because more than 80% of women of this study had at least
one child. Qur results demonstrated that many (61.2-89.2%)
of our respondents had knowledge of condoms, the pill, in-
jection and TUD as modern contraceptive methods and that
the majority (68.7%) were actually using condoms. The per-
centage of women using other modern methods ranged
from 32 to 14.2%. This means that the proportions of

~women using the pill, TUD-or injection were relatively low

compared with the level of awareness about these methods.
According to the Cambodia Demographic and Health Swr-
vey, 2010 [9], 95% of women of the general population of
Cambodia have some knowledge about condoms, the pill,
injection, or IUD as family planning methods, and the pill is
the most commaonly used method of family planning (9.5%),
with only 1.7% reporting the use of condoms [9]. This was
considerably different 1o the women from our study, all of
whom were on ART. Qur results indicated that women on
ART 'were much more inclined to use condoms for family
planning compared to women in the general population.
Interestingly, the proportion of women on ART using
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Table 2 Family planning practice {n=408)

Variables ‘n %
Planning pregnancy
Yes S 27 .67
No 374 923 -
Unsure : 4 10
Knowledge of family planning methods (multiple answers)
Any modern method 398 978
Sterilization 185 455
Pill 341 838
Intrauterine device 249 612
Injection 299 735
Implant 191, 469
Condomn 363 892
Any traditional method -0 00
Nore 9 22
Source of family planning L
Any health facility 356 877
Used ébﬁtréceptive method during sexual intercourse”
Every time 194 685
Sometimes/Never 62 295
Unsure 220
Being able to ask partner to use condom” '
Always - 170 - 586
Sometimes ’ 85 ..293
Never 35 121
Being able to refuse sexual intercourse with partner’
Possible ' 1757 681
Impossible 70 272
Unsure i , 1247
Variables related to last sexual intercourse
Time
<4 weeks 154 378
<3 months 3791
<1 year 22 54
>1 year 113 2?.8
Never 2 05
Unsure 79 - 194
Partner
~Husband 223 877
Partner living together 15 59
Boyfriend 10 . 39
Other 1 .04
Unsure 5 20
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Table 2 Family planning practice (n= 408) (Continued)

Family planning methods (multiple answers)

Any modern method ‘ : 228 814
Sterilizatioh , 9 32
- pill S o 40 142
wp ‘ 17 60
Injection G S 1036
Implant 9 32
_ Condom s , 193 687
Any tradmonal method : S 3 11
Dual method (condom + modern method) 49 175
None 5 : . 10 - 152

"Total number of women with partriers.

~ condoms in Cambodia seems much higher than that in Af-
rican countries, where the rates ranged from 30 to 50%

[18]. This' means that Cambodlan HIV female carriers seem
to be better educated on condom use as a means of pre-
venu‘ng,HIV’transmiSsidn to their partrers as well as for
avoiding unintended pregnancy. However, since the choice
of contraceptive method for family planning among HIV-

positive women seems to be limited to condoms, which re-

quires cooperation from the male partner, it might be diffi-
cult for such women to achieve their desired fertility choice.

Om study also demonstrated that approximately one
quarter of the respondents who were not planning to have

ca chlld was exposed to the risk to unintended pregnancy by
~not using any modern contraceptive method. Unintended

pregnancy can lead to unsafe abortion, which is a major
cause of maternal death in developing countries, such as
Cambodia [4,6]. In addition, prévention of unintended preg-
nancy among HIV~posiﬁve women is stressed as the second

 prong for PMTCT. However, according to CDHS2010, the

unmet need for family planning among the general popula--
tion in Cambodia was 16.6%, which has recently been de-

clining but s stll high in comparison to-other Southeast

Asian countries, largely due to insufficient opportunities for

women to obtain family planning information [9]. There is

a need to emphasize that Cambodian women on ART

should be better protected against unintended pregnancy,

and that it is necessary to consider an effective strategy to

reduce the risk by assessing plﬁdlCtOlS of -the risk of unin-

tended pregnancy. On the other hand, taking the male-
dominant culture into account, multivariate logistic regres-

sion analysis was performed in the present study using two

models. The first model focused on women-related predic-

tors, with the expectation ‘that individual support for each

woman would be considered in further detail. The second

model included all variables and assessed the predictors to

the risk of inconsistent condom use.
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~Table 3 Associations between routine use of modern contraceptive method and related factors: Mu!twanate logistic
regression showing adjusted odds ratio’s (AOR) and 95% confidence intervalis [95% CI]

Y

“Using modern contraceptives every time Adjusted odds ratio
‘Variables Total Yes (n=179) No (n=59) P value Model 1: Model 2:
; (n=238) [%] [75.2%] [24.8%)] women status - all variables
Socioeconomic variables '
Age (median: 37.years) !
<37 138[58.0] 103[74.6] 35[254] 0810
237 ~-100[42.0] 76760} 24[240] - ' = =
Education” : : 2
Less than primary 189[80.11 140[74.1] 49(25.9] 0510
Secondary or Higher 47(19.9] 37(787] 10[21.3] L o
Duration of ART (median: 32 months) : g ‘
<32 ' 485 86(754] 28(246] 0878
232 515 85[746) 290254] i T
Having a son' .
No 70[294] 46[65.7 24[343] 0.029 107 210
Yes 168[706] 133(78.7] 35[213] 2071139 22[09-59]
Having a daughter i g ! )
No : 89[374] 63(70.8] 26{29.2] : 0.222
Yes 149[626] 116[77.9] -33[22.1] i W
Pregnancy experience after HIV.diagnosis :
No : 124[52.1] 100[80.6] 24[1944] 0.043 1.0 10
Yes 114[47.9] - 79169.3] 35(30.7] ; 06[03-1.1] 12[04-3.8]
Awareness of MTCT ; ' :
Correct 215[903] 169(78.6] 46[214) <0001 477[19-116]  21[05-99]
- Incorrect 23[9.7] 10[43.5] 13[56.5] 10 10
Partner- related variables k k
lemg with a partner in same house : .
Yes 211(88.7] 166(78.7} 45[213] 0.001 81(06-1139]
No 270113] 13048.1] 14519] o 10
Disclosed HIV status to a partner :
Yes ' 207[87.0] 166(80.2] 41[198] <0.001 2.0[03-13.9]
No 31[13.0] 1314191 18581 © e 10
Partner's HIV status S ' ,
Negative 52[21 8] 36(69.2] - 16[30.8] 0.032 1.0
Positive 159[66.8] 132(83.0] 27[170] o 08[03-24]
Family pkanning—retated variables :
Obtaining family planhing information
from health facility . ’
No 27[113) 15155.6) 12[44.4) 0.012 10 10
Yes 211[887] 16477.7] 47(223] 2671.1-621  2100677]
Being able to ask a partner to use condom ‘ g
at each sexual intercourse
Possible 151[634] 146[96.7] 53.31 <0.001 23.77[58-97.6]
Impossible 84[35.3] 33(39.3] 51607] w 10
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Table 3 Associations between routine use of modern cohtraceptwe method and related factors: Multivariate logistic
regression showing adjusted odds ratio’s (AOR) and 95% conﬁdence intervals [95% ClI] (Continued)

Being able to refuse a sexual mtercourse
with a partner

171106] 21 [6.7—6,5]

Possible 160[69.9] 143[89.4] <0001 =

Impossible 69[30.1] 33[47.8] 36[52.2] ; g : : 10
Person in last sexual intercourse was a » :
husband g

Yes . 203(86.8] 162(79.8] 412021 0.001 — 32[0.7-15.1]
No ' 31[132] 16[516] 15[484] S

**¥p<0.001, *p<0.01, *p<0.05 MTCT: mother to child transmission of HIV.

Since multivariate regression model 1 identified seeking
information on family planning from government health fa-
cilities was an independent predictor of routine use of mod-
ern contraceptive methods, effective’ methods should be
considered to dissipate information on family planning. Qur
‘respondents, as HIV-positive women on ART, must be en-

couraged to visit health facilities periodically to obtain their -

medications, and this relation should be utilized to link
ART centers and family planmng services. To enhance mo-
tivation of HIV-positive women to family planning practice,
it is likely that family planning services provided by medical

personnel, including counselors, could eventually lead to a ,
reduction in the risk of unintended pregnancy {4,19]. Alter-

natively, the health facilities at ART sites should also provxde
family planning services as part of the ART service, so that
women do not have to disclose their HIV status to family
planning services. Moreoves, the timing of the provision in-
formation on family planning to-women after starting ART
needs to be taken into account. A study from South Africa
reported that unmet family planning needs rose in the year
following the beginning of ART [6]. In this regard, the
provision’yoyf information soon after starting ART would
seemn unstitable since HIV-positive patients likely receive a
great deal of information at that time, including their health
status and explanation regarding ART medications [4].
Another predictor of the use of modern contraceptive

methods in Model ‘1 was awareness of MTCT. While

there are no studies that have directly determined. the
association between awareness of MTCT and family
planning practices, a study from Uganda reported that
HIV-positive .women: who were aware of the short life
. expectancy of ‘HIV-infected children  tended to use
contraceptive methods [20]. By being aware of MTCT,
HIV-positive -women might be more concerned about
the chance of mothering HIV-infected children, and thus
plan to have no more children {15]. Although providing
information on MTCT seems to be an effective way to
avoid unintended pregnancies, health care providers in-
volved in family planning services, e.g, counselors,
should be aware of the sensitivity of MTCT issue for
HIV-positive women. Information on MTCT could have

negaﬁﬂze effects on family planning and fertility desires

by promoting the recalling of a trauma, feeling of guilt

in relation to the loss of a child due to MTCT, or anxiety
regarding possible infection of a child or possibility that
the child may become an orphan in the future [7,15,16,20].
Therefore health care providers should be careful while
providing education on MTCT to women on ART; they
should advise women oni the need to reduce the risk of un-
intended pregnancy but at the same time avoid negative
psychological effects.

Having a son was also a predictor for use of modern
contraceptive methods. In our study, HIV-positive wonien
who did not have sons were less likely to employ adequate

Table 4 Socio-demographic data (n=36")

Variables £ : n %
: Age(median; 37 years) L : .
<37 . L 22 611
237 ' c 14 389
Marital status
Married,of Living together L 4 111
Divorced or Sepa‘rated : 5. 139
Widowed - : 27 750
Never-Married o o
Education , ‘ 5
None : 7194
Primary : 19 528
Secondary or Higher 10 278
Héalth status
Good 18 500
Some concerns ' 15417
Feel bad ) ) 3 83
Timé since diagnosis of HIV positivity (median: 48 months)
<48 ' 3 e
248 12333
Unsure ' 1 28

*36 women who were excluded due to invalid answers regarding the last
sexual intercourse and contraception use at last sexual intercourse.
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contraceptive methods regardless of their family planning
and fertility desire. Similar findings have also been de-

“scribed in several other studies [21-23]. Reports from

*India and Uganda have shown a preference among HIV-
positive people in those countries for having sons [4,7]. In
Cambodia, boys also tend to be preferred culturally and a
disparity between boys and gitls in education, nutrition,
and health aspects has been reported [24]. Thus, the cul-
tural background about the preference for male children
should be further investigated.

In Model 2, which included all variables rehted to
both HIV-infected women and their partners, only “Be-
ing able to ask a partner to use a condom” was a signifi-
cant predictor related to the routine use of a modern
contraceptive method. The lack of significance of the
predictors identified in Model 1 by the logistic regres-
sion analysis could be related to possibility that the abil-
ity of negotiation for condom use confounded each
significant variable. Since condom use: was the main
contraceptive method among our respondents, the abil-
ity to ask the partner to use condom is likely to be a key
in preventing unintended pregnancy. Although the con-

dom is an easy and effective tool with little side effects

for contraception, this method requires the cooperation
of ‘the male ‘partner, who may not always view its use
positively based on interruption of sexual pleasure and
“sexual function or because the partner is the final deci-
sion maker and the woman request is refused [18].
Moreover, in the general population, there are some cul-
tural norms or behaviors such as subordination, discrim-
ination, and violence against women, with men tending
to have more power to control sexual relationships
[25-28]. This is reflected by the low proportion of
women using condoms for family planning in Cambodia
compared with those using methods that do not require
the ‘partner’s cooperation such as the pill, injection and
1UD. Thus, although the ability to negotiate condom use
was identified as a significant determinant in the preven-
tion ‘of inconsistent condon use in our study, similar to
the findings of previous studies [12,29], cultural back-
ground should be carefully considered so that women in

Cambodia who want to enforce the use of condoms for

family planning may be empowered through improve-
ments to communication and negotiation skills. A “dual
contraceptive method, i.e., condom plus a modern contra-
ceptive which does not require ‘the cooperation of the
male partner, should be better promoted among HIV-
infected women in order to protect them from both preg-
“nancy and disease.

In our analysis, 36 women were excluded due to .in-
valid answers about the last sexual intercourse and
contraceptive use then, which might be sensitive ques-
tions to answer, and this exclusion could lead to a bias.
Howe\v:er, many of the 36 excluded women were old,
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widowed or ‘divorced, who might not have any stable
partner, or they did not feel obligated to answer ques-
tions on family planning practice and details of sexual
intercourse. Therefore, the exclusion of these 36 women
from our analysis was unlikely to have biased our
analysis.

Study limitations :

The present study had certain limitations. First, since
this study was conducted in the capxta] of Cambodza,
where access to health facilities was better than in rural
areas, and the sarnpling of sites was purposive, it cannot
genexalwe the study findings to the overall populatxon
Moreover, since it was a health facility-based study, the

- respondents did not include women who have a little

motivation to control their own health and rarely visit

health facilities. These women might be at greater risk

with other predictors of unintended pregnancy. Second,
the structured questionnaire based on a self report may
be subject to recall bias; thus, there is possibility of being

_imprecise or false answers with the actual family plan-
‘ning practice. However, respondents whose last sexual

intercourse was more than one year before the quesnon— -
naire were excluded from the analysis to avoid potential
bias. Third, the odds ratio was noticeably large because
the ability of negotiation for condom use was strongly
related to some predictors, potentially creating imbal-
ance in cell size due to the relatively small population
sample. Despite. these limitations, our selection of five
study sites among 11 in Phnom Penh and our quantita-
tive analysis mean that our findings likely represent the
reality of family planning practice among HIV-positive
women on ART in Cambodia. To our Knowledge, this is
the first study implying important issues and suggestions
in order to prevent unintended pr eg,nancy among
women on ART in Southeast Asia,

Conc!usuons

The present study showed that nearly one quarter of the
investigaled women were. at risk of unintended preg-
nancy, suggesting a high unmet need for pregnancy
among HIV-positive women on ART in Cambodia.
These women on ART mainly use condom in their fam-
ily planning compared with methods that do not require
male cooperation. The résults suggest that the ability of
women on ART to enforce condom use was a significant
predictor and that they could be better empowered
through improvements of communication and negotiation
skills to help them achieve this end. Furthermore, the re-
sults suggested that, in order to prevent unintended preg-
nancy, male partners should be more involved in family
planning. Otherwise, in order to help prevent unintended
pregnancies, health ‘professionals providing family plan-
ning information to women on ART need to'promote a
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dual method, mc]udmg a method that does not require
male cooperation.

Abbreviations : : :
ART: Anti-retroviral therap), 1UD: Intrauterine device; MTCT: Mother te child
transmission of HIV; PLHIV: People living with HIV; PMTCT: Prevention of
mother to child transmission of HIV; VCT: Volurgrary counseling and testing.
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 Abstract: In 2013, the ﬁﬁh Tokyo Interna’uonal Conference on African Deve]opment (TICAD V) w1l] be hosted
by the Japanese govemment TICAD, which has been held every five years, has played a catalytlc role in African

policy dxalogue and a leading role in promotmg the human security ‘approach (HSA). We review the development

of the HSA in the TICAD dlalogue on health agendas and recommend TICAD’s role in the integration of the HSA
beyond the 2015 agenda. While health was not the main agenda in TICAD I and T, the nnportance of primary
health care, and the development of ‘regional health systems was noted in TICAD oI In 2008, when Japan hosted
both the G8 summit and TICAD 1V, the Takeml Workmg Group developed strong momentum for health i in Africa.
Their policy. dla]ogues on global health in Sub-Saharan Africa incubated several recommendahons hlghhghnng
HSA and health system strengthemng (HSS). HSA is. relevant to HSS because it focuses on individuals and com-
munities. It has two mutually reinforcing. su'ategles, a top-down approach by central or local _governments (pro-

tection) and a bottomoup approach by individuals and communities (empowerment) The “Yokohama Action
Plan,” which promotes HSA was welcomed: by the TICAD IV member countries. Umversal ‘health coverage

(UHC) is a major candidate for the post—2015 agenda recommended by the World Health Orgamzatlon ‘We expect
UHC to provide a more balanced approach between specxﬁc disease focus and system-based solutions. Japan s glo-
bal hea]th policy is coherent with HSA because human security can be the basis of UHC-compatxble HSS.

Key words: Japan, human security concept health systems strengthemng, primary health care, universal

health coverage

INTRODUCTIO/N“

The year 2013 can be a landmark year for global
health trends because the 5" Tokyo International Confer-
ence on African development (TICAD V) will be held in
~ Yokohama, Japan, followed by a high-level panel on the
post-2015 Millennium Development Goals (MDG) agenda
in the United Nations [1]. This is expected to cast light- on
global health in the post-MDG agendas.

- Since its first launch in 1993, TICAD, which is co-
hosted by the government of Japan, the United Nations
Development Programme (UNDP), and the World Bank,
has aimed primarily at promoting policy dialogue on
Africa with action-oriented results as opposed to the pump-

priming of pledges [2]. Thus far TICAD has been held
every five years with several additional meetmgs (Table 1).

TICAD has played a leadmg role in promoting the
human secunty concept in policy dlalogue on Africa. As
stated above, TICAD isnot a  pledge conference, thus it may
not be appropriate to evaluate it from the financial aspect. It
is, however, necessary to examine the relationship betweer
global health and TICAD to understand its catalytxc func- ,
tion.

In this article, we bneﬂy review thedevelopment of

- the human security concept in the TICAD health agenda di-

alogue, and finally ; recommend a role for TICAD in the in-
tegration of the human secunty concept in the post-2015
agenda :
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AGENDA ON HEALTH AND INTEGRATION OF
~ HUMAN SECURITY IN THE TICAD DIALOGUE

* Looking back on TICAD?’s dialogue, health in Africa
has not been the main agenda. Its momentum in relation to
health has grown gradually.

In the Tokyo declaration adopted in TICAD I (1993),

health was treated as an ad-hoc topic. The statement men-

~ tioned that investment priority should be given to nutrition,
health,, and education with special referenceto the improve-
ment of the situation of woman and children. In addition,
the threat posed by the HIV/AIDS pandermc was recog-
nized [3].

In TICAD 11 (1998), the statement items in “Towards

the 21st century ? mcluded health through all life stages and

an increase of access to: pnmary health care [4].
The term “Human Secunty” was first adopted in
TICAD I [51. In the Chair’s summary of TICAD 11, the

three pillars of Japanese assistance in Africa were an-

nounced including: “human centered development,” “pov-

erty reduction through economic growth ” and ¢ consohda-
tion of peace.” Under the item “human centered develop-
ment,” besides undersconng the : seriousness of HIV/AIDS
as one of the most serious threats to African development
and the serious impact of tuberculosis, malaria, and polio,

the importance of primary health care (PHC), and the devel-
~.opment of a reg10na1 health system as well as health educa-
tion to deal with 1nfecnous diseases was recogmzed

The year 2008 wasa very special year for global health

trends because the G8 Toyako Summit, Japan and the

TICAD TV were both co-hosted by the Government of

Japan. A strong momentum for global health that focused
on Africa was developed and which kept MDGs 4, 5, and 6
high on the agenda. The momentum was developed by the

Takemi Working Group (TWG), which was chaired by Prof.

Keizo Takemi [6]. The lngh -level working group, which

was compnsed of scholars, ,government officials, and prac-

titioners from a diverse range of sectors in Japan, was man-
aged by the Japan Center for International Exchange
(JCIE). The group held several dialogues on global health.

The TWG membership included officers from the J. apan In-

ternational Cooperatlon Agency (JICA), which is in charge
of handling Japan’s overseas domestic aid activities, along-
side officers from the Ministry of Foreign Affairs, and the
Ministry of Health, Labour and Welfare, Japan Over the
course of dialogues, focus was set primarily on Sub-
Saharan Africa because the Millennium Development Goals
Report, 2007 revealed that Sub-Saharan African countries
had fallen far behind in the achievement of MDG 4, 5, and
6 [6]. At that time, since health systems strengthening was

considered a key to empowering individuals and communi-

Tropical Medicine and Health Vol.41 No.3, 2013

ties [7], the focus of the topic gradually evolved to health
system strengthening with human security. The TWG pro-
posed several recommendations to the Government of
Japan that emphasized these two points of focus [7, 8].In
TICAD 1V, their recommendations were also reflected in
the “Yokohama Action Plan,” which indicated that the
TICAD process should focus on the notion of “human secu-

rity” for the achievement of the MDGs [9].

In the TICAD V Preparatory Senior Officials’ Meeting
held in Burkina Faso (November, 7012),_ which was at-
tended by the delegations of African countries and TICAD
co-organizers (the Government of Japan, the African Union
Comrmssron, the United Natlons, the United Nations De-
velopment Programme and the World Bank), part1c1pants
commended African countries for havmg achieved remark-
able economic and social development, but stressed that
they are still faced with various development: challenges

including growing economic d1spanty and insufficient

progress towarcls achlevmg the MDGs [10]

- THE RELEVANCE' OFHUMAN SECURITY TO
~ HEALTH SYSTEM STRENGTHENING
The human security approach has particular adaptabil-
ity with regard to the promotion of health system strength-
ening because of its focus on comprehensive health care
services for improving the health and wellbemg of individ-

‘uals and communities [11]. Human security builds on two
kinds of mutually reinforcing strategies: protection and em-
- powerment. Protection shields people from dangers, while

empowerment enables people to develop their potential and
to participate fully in decision-making [12]. According to
the Takemi schema (Fig. 1) of health system strengthening
in Japan’s post World War IT period [13], protecuon equates

to a top-down approach. Empowerment in contrast, is a

bottom-up approach. The top-down approach can be made
by central or local governments, while the bottom-up ap-
proach can be achieved by individuals and communities.
Both are therefore required in a variety of situations and are

- mutually reinforcing. The Takemi schema is a dual ap-

proach in that it is both top-down and bottom-up and as such

~-aims to protect communities as it empowers [13]. Tall and

Jimba modified this dual approach into a model that fits the
situation of Africa, with a structure that is almost same as

- the Takemi schema [14].

The government of Japan has made global health a
high priority in its foreign policy agenda and it has been
among the strongest advocates for human security.

The government of Japan thus welcomed the TWG
recommendation. Interestingly, in the Kyushu-Okinawa G8
summit held in 2000, infectious diseases were picked up as
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Fig. 1.

a threat with the potential to feverse decades of develop-

ment and rob an entire generation of hope for a better future,
upholding the importance of human security [15]. The Jap-
anese foreign minister of the day declared Japan’s commit-
ment to the support of global health through the human se-
curity approach with a mention of the vital importance of
not only focusing on the health and protection of individu-
als, but also striving to empower individuals and communi-
ties through the strengthening of health systems [7, ]6]

In February 2008, the G8 health experts group

(GHEG) meeting was organized among G8 member coun-

tries. In its dialogue process, respect for human security was

affirmed and its importance for global health was stipulated

in the report entitled “Toyako Framework for Action on

Global Health,” which was welcomed by the chair’s sum- -

mary of G8 Toyako Summit [17, 18].

THE post-2015 AGENDA

Now that the year 2015 is approaching, the post-2015
agenda should be “carefully eonsidered. Universal health
coverage (UHC) is, thus far, a major candidate for the post-
2015 agenda since the WHO emphasizes its importance as a
single overarching health agenda that makes sense [19]. We
support this recommendation because UHC is deemed to be
able to provide a more balanced approach between specific
disease focus and system-based solutions including PHC
[20]; and the human security approach would be more effec-
tive for covering vulnerable groups that have been excluded

Takemi’s schema on health system sl:engﬂaenmg—'[\vo sided strategy—
‘Source: Modified from Takemi K. Japan’s Role in Global Health and Human Secunty 2008.
http://www.jcie.or, Jp/cross/g]obalhea]ﬂm/cgh -jc01 pdf -

from UHC and for fragile countries with weak health sys-
tems. One of the weaknesses of PHC is the legacy that the
system failed to integrate HIV/AIDS care, which was a ma-
jor component of MDG 6. We. expect UHC to essentially be
PHC with HIV/AIDS countermeasures (MDG 6). IFMDG 6
is successfully integrated into PHC by UHC, it would make
PHC the winning method for integrating health system
strengthening with regard to MDGs 4, 5, and 6. ;
One of major success stories with regard to UHC is Ja-

~ pan. Its successes have been detailed and analyzed in sev-

eral articles [21-23]. Many factors are suggested to have
contributed to the establishment of UHC and improvement
of health of Japanese people mcludmg public health poli-
cies, high 11teracy and education levels, traditional diet and
exercise, economic growth, and a stable political environ-
ment with a social, democratic movement [22-24]. In the
period following World War II until the mid-1960s, Japan
reduced mortality rates due to infectious diseases in chil-
dren under the age of five and of adult mortality due to tu-
berculosis. While improvement of nutrition and environ-
mental conditions are primary contributors to health, we
speculate that the “selection and concentration strategy”
contributed strongly to this success after 1961, at which
time UHC was launched and treatment costs of patients

_with TB were treated as a public expense [25]. As the

Takemi schema shows, while local health workers made a
conscious effort to deliver services to community people
based on the egalitarian principles of treatment, the central
government developed the strategy of nationwide utiliza-
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tion of UHC [25]. However, we should keep in mind that, in
spite of Japan’s success with regard to UHC development,
the country still faces its own challenges. With its rapidly
aging society and the burden of the Great East Tohoku di-
sasters, UHC in Japan is losing its affordability to all people
and has required structural reform [26].

The mtroductxon of UHC to global health needs to be
consxdered a dynamm issue and it would be very d1ff1cult to

provide a one size fits all solution for nnpovenshed coun--

tries in Africa and beyond Africa has its own unique health
problem with the hlgh level of HIV/AIDS [27]. In addition

to the burden of HIV/AIDS, recent reports indicate that the
number of people with undlagnosed hypertension and dia-

betes is greater than the number of people living with HIV/
AIDS [28, 29]. Japan’s healthcare challenge is that it must
adapt to the pressures ¢ ofa rapldly aging population.. 1In this

regard, we see some smulanty as to the issues that must be

tackled. Thus, we recommend the UHC for the post-2015
agenda. The lessons J apan has leamed from tackling the dy-
namic challenges of its agmg popula’non would apply well
to Africa and prov1de a good opportumty for mutual learn-
ing. As Shlbuya et al. pointed out in their four key policy
recommendations, reconsidering the meamng “of global
health in aging populations and identifying areas in which
Japan has greater expertise is a key facet of the strategic
agenda [26]

In this regard the series of dialogues i in TICAD and
subsequent meetings should be respected since we see a
clue in the 1mplementat10n of the human security concept.

It is widely recognized that in order to deliver both pre-
ventive and curative healthcare services in an efficient and
effective manner, health system strengthening with local
ownership, local diagnosis and local capacity building is re-
quired. For that purpose, a two-sided strategy is needed to
‘both strengthen the state’s capacity to deliver prevention
and curative health services and to empower community-
based health workers, volunteers and parents [20]. In Sub-
Saharan African countries, in particular, donors and part-
ners must coordmate and harmonize their approaches to
UHC in order to avoid duplication and fragmentation. Thus,
the human security approach should not be an additional ef-
fort, it should be integrated into efforts towards UHC.

As Vega pointed out [30], for the achievement of sus-
tainable UHC, two inter-related components are required:
access to coverage for necessary health services and access
to coverage with financial protection. This challenge can be
discussed in the coming TICAD and subsequent meetings

with a view to the human security approach (protectxon and

empowerment).
Japan’s global health policy has been consistent from
the Okinawa G8 summit in 2000, through the Toyako G8
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Summit and TICAD IV in 2008 to TICAD V in 2013 be-
cause it has been based on the human security concept with
a special emphasis on bottom-up, comprehensive, multi-
sectoral, and participatory approaches that allow it to trans-
form legacy PHC into effective UHC. ' '

CHALLENGES TO BE CONSIDERED

For the reasons noted above there is a great opportu— :
nity for Japan’s global health policy and its domestic expe-
riences of developing UHC to contribute to Africa. We
should, however, consider several challenges with respect
to its applicability, sustaxnablhty and outcome in the Afri-
can setting. :

- First, the apphcablhty of the human security model
(Takenn s dual approach) to Africa should be carefully dis-
cussed. The promotion of the human security approach may
not be well accepted given the promotion of a rights-based
approach by several stakeholders including the United Na-

- tions Children’s Fund (UNICEF), the United Natlons Popu-

lation Fund [31], Sweden [32] and the United Kingdom

-[34]. Although the applxcablhty of the HS model is recog-

nized with a level of expectation [34], it should be a matter
of discussion in TICAD V. pohcy dlalogues and subsequent
meetings. While we see some snmlanty between the rights-
based approach and HSA, mcludmg top-down and bottom-

up approach [31], we speculate that the rights-based ap- ‘
proach, a kind of legal-based and normative approach, may
not be effective when “instant choices need to be made be-
tween two fundamentally bad, options.” In contrast, HSA
might assist decision-making by “identifying the least ob-
jectionable option” [12]. In addition, we should consider the
coherence of UHC with existing social franchising systems

“and condmonal cash transfer [35-37], both of which are
_considered to be innovative and of great impact to healthin

Africa. A system of UHC with HSA integratéd with social
franchising and condmonal cash transfer could be recog-
nized as being favorable.

Second, the sustainability of UHC should be con31d~
ered. Looking back on the history of PHC, the lesson of se-
lective PHC is deemed to be important. Criticisms of PHC
included that it was too broad and there were doubts over its
feasibility. Selective PHC, which consisted of GOBI
(growth monitoring, oral rehydrat]on therapy, breastfeed—
ing, and immunization) approaches, was advocated by
UNICEF and supported by several donors. However, the
SCheme has been c,rit‘icizedy‘for its narrow focus on techno-
centric approaches [38], which did not encourage commu-
nity participation and which were unable to take a central
position in the global health community. As a result, the
PHC concept and its implementation fluctuated and com-
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Title of conferences

Year and meetings Date ' ’Ven'ue ’ Summary
1993 TICAD I October 5-6  Tokyo, Japan  Co-organizers vowed to resuscitate the declme in development
First Tokyo Interna- assistance for Africa which had followed the end of the Cold War.
tional Conference on «
: ! Tokyo Declaration on African Development, » guidelines for
African Development African development were adopted. The emphasized priorities are:
Importance of ‘Africa’s ownership® of its development as well as
of the partnershxp between Africa and the mterna‘nonal commu-
nity. ;
Harnessmg of As:an expenence for the benefit of Aﬁ-xcan
: : : development.
1998 TICAD II October 19-21 Tokyo, Japan  Primary Theme: Poverty Reductlon and Integranon into the

Second Tokyo Inter-
national  Conference
on African Develop-
ment

Global Economy

“African Development Towards the 21st Century the Tokyo
Agenda for Action” was adopted.

Ownershlp and partnership were the underlying principles.

Expressed commitment to the agreed goals and priority actions in
the followmg areas:

Social development educatlon health and population, and other
measures to assist the poor.

Economic development: private sector develo ment, industrial de-
velopment agncultura] evelopment, external debt.

Foundations for . development: good govemance
prevention and post—conﬂlct development.

conflict

2001

TICAD Mmlstenal December 3-4  Tokyo, Japan
Meeting

Substantive discussions took place on TICAD 11 review and on
NEPAD (the New Partnership for Africa’s Development), the

. development initiative by African people themselves.

2003

TICAD III September 29— Tokyo, Japan
Third Tokyo Interna- October 1
tional Conference on

Succeeded in bringing together international support for African
development, NEPAD in parti cular, and expanding parmership
within the international community. In addition, at TICAD III

African Development priority challenges were specified in the various development:
: areas, and a new initiative toward future African development was
adopted
The three pillars of Japan s assistance for Africa was announced
including “human centered development”, “poverty reduction
through economic growth” and “consolidation of peace”.
“The TICAD Tenth Anniversary Declaration,” which confimed
‘approaches to development including consohdatlon of peace and
human security was adopted.
2008 TICADIV May 28-30 Yokohama, “Yokohama Declaration” accompanied by “Yokohama Acnon
‘Fourth Tokyo Interna- Japan Plan” was adopted.
X?ifmcﬁg?ﬁ?ﬁe gtn ' ll)klz'ggn to be ’taken by 2012 was described in “Yokohama Action
2010 Second TICAD May 23 Arusha, Discussion focused on progress in" the imy lementatlon of ‘the
Ministerial Fo]low-up Tanzania Yokohama “Action Plan as TICAD IV follow-up, as well as
Meeting : MDGs.
2011 Third TICAD - May 1-2 Dakar Pohtlca] and financial issues in Africa were a]so discussed.
Ministerial Follow-up Senega]
Meeting
2012 Fourth TICAD May 5-6 Marrakech, The “Kan commitment” was mentioned.
Ministerial Follow-up Morocco ,
 Meeting
2012 TICAD 'V Preparato- Nov 15-17 Ouagadougou, Remaining development challenges ‘including MDGs were
1y Senior Oﬁiclals Burkina Faso ~ mentioned.
Meeting

The items were modified from the web http://www.mofa.go Jp/regmn/afnca/txcad/meetmg htm] (accessed on Apr 15, 2013)

/69



140

mon interest was lost. The Sustainability of UHC may be as-
sociated with health finance and management capacity,

which is another challenge. Once UHC is prioritized and -

targeted for the post-MDG agenda, it is less likely to fluctu-
“ate than PHC. However, the global health community has
- been swinging like a pendulum from a vertical approach
~ (selective PHC and the MDGs), to a horizontal approach
(health system strengthemng and PHC) Even if the UHC

concept achieves mainstream acceptance among the global

health community, the direction of the stream should be
carefully monitored through the TICAD dialogue processes
and the World Health Assembly agendas which cover a va-

riety of items but which do not always reflect mtematlonal :

health issues in terms of disease burden [39]

Third, the outcomes achieved through TICAD should
be cons:dered As the TICAD momtormg process reported,
the renovation of more than 1,000 health facilities and the
training of more than 100, 000 health workers have already
been achieved. These indicators were set in reflection on the
“Yokohama Actlon Plan” and “Toyako Framework for Ac-
tion ‘on. Global ‘Health”. In a sense, Japan may. have
achieved accountablhty to the global health community,
however these achievements and inputs mcludmg an ongo-
ing model prOJect named “EMBRACE?” (Ensure Mothers
and Babies Regular Access to Care) [40} and education ser-
vices in poor countries from 2011 to present (contmumg to
2015) [41] have been made based on a large amount of do-
* nor funds, including Japan’s plodge of US$ 8.5 mllllon at

the UN MDG Summit in September 2010, named the “Kan

commitment,” from the name of the prime minister of the

day [42]. The Kan commitment was not restricted to

TICAD actions. The problem, however, is that this achieve-
ment came at the cost of such a large amount of input. As
- noted above, the main objective of TICAD is to promote

output-oriented policy dialogue, not the pump-pnmmg of .

the pledges, which are necessaly to sustain high-input pro-
grams.

the means by which this achievement can vitalize commu-
nities in the light of the human security concept In the com-
ing TICAD V and follow-up meetings, the direction of pol-
icy dialogue should focus on how to bring about outcome
and establish accountabxhty in African countries while best
utilizing existing outputs along with evaluating the appro-
priateness and effectiveness of these inputs; even though
evaluating outcomes will be difficult due as it will take
longer to confirm the actual outcomes. -

CONCLUSION
Japan’s health system experiences and the global

Japan has gained newer accountablhty for estabhshmg '

Tropical Medicine and Health Vol.41 No.3, 2013

health policy presented by the Ministry of Foreign Affairs

and JICA are consistent with the human security concept.

The human security concept can be the basis of health sys-

tem strengthening, which complements UHC. It is also Ja-

pan’s challenge to incorporate PHC into health system

strengthening and infectious disease control activities, to

strengthen newborn and child health activities, and to con-

tribute to UHC development. In the coming TICAD dia- -
logue, the human security approach should be strengthened

w1th aview to the post-2015 agenda
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Maternal and child health (MGH) handbooks are comprehensive home-based
booklets designed to integrate MCH records. Althou gh exl)ljlrica'l evidence suggests
the handbooks are more effective than current card-type records, this has not been
scientifically demonstrated. The objectives of this study weré 10 evaluate the impact
of the MCH handbook on maternal knowledge and behaviour as measured by
anienatal care (ANC) altenda’ncé; delivery with skilled birthatiendants (SBAs)and
delivery at a health facility. The Cambodian version of the MCH handbook ywas

fdevdoped and introduced i1 two health centres, and two_ ather health centres

served as controls. Pre- intervention and post-intervention surveys were mnducted
witli 320 women from the intervention areas and 320 women from1ihe control areas
who had given birth within 1 year before the survey. We evaluated the impact of the
hancllmok by using differenice-in-differences  (DID) analysis .and calculated
adjusted odds ratios for ])w—post clmn;,cx in key indicators by using logistic
regression. In addition, we ,mluwe}wcd multiparous women, health stafl and
health volunieers to assess the acceptance and cultural appropriateness: of -the
handbock. Content analysis was performed with the English-lranslallécl transcrip-
tons. The DID analysestevealed thatall key indicators increased in the intervention
group against counterfactual assumptions. The intervention also increased mater:
nal knowledge of all topics addressed except for the risk of severe bleeding after
delivery; this may be attributable to the mfluence of cultural belief. Logistic
regression showed that the intervention: increased ANC attendance, delivery with
SBAs and. delivery at a health facility, even after adjusting for maternal age,
education and economic conditions. The qualitative  data indicated that the

- handbook was well received and culturally appropriate. Thus, the MCH handbook is

a reasonable and superior alternative to current card-type maternal records.

Antenatal care, -difference-in-differences analysis, home-based record; mater-
nal and child health (MCH) handbook, maternal ouicome, skilled birth attendant

/73

107 ‘91 Arenuef uo 1son8 £q /S.10°s[rwmolpogyojodeay;/:diy woly papeousoq



2 HEALTH POLICY AND PLANNING

KEY MESSAGES

skilled birth attendants ‘and delivery at a health fquhty

. Thxs studv was the first to examine the effectiveness of a-maternal and child health (MCH) handbook in Cambodia. The
results indicated that the MCH handbock positively influenced the promotion of antenatal care attendance, delivery wuh

¢ - The MCH handbook was associated with increased healthcare knowledge in mothers.
o The qualitative data indicated that the handbook was well received and cultuj‘ally appropriate.

e The MCH handbook is a reasonable and superior alternative to current card-type maternal records.

Introduction

Home-based health records are personal records of health data
and -information that-are maintained by laypersons at home.
Since the World Health Organization (WHO) first introduc eda
prototype - o lhiome-based - maternal records  (World - Health
Organization 1994) the efféctiveness of such records has been
evaluated and confirmed. {Shah ¢ al. 1993; Essen ef al. 1994;
Osterlund et al. 2005).. Moreover,  the WHO. suggested that

home-based maternal records would be an effective. commu-

nity-level tool for pregnancy and postpartum care (Gertler ef al.
©2011). The organization also recommended the distribution of
birth and emergency cards for childbirth: care, child health
records and immunization cards for newborn care, and’ advo-
cacy malterials and counselling cards {or infancy and childhood
“care (Gertler e al, 2011). Although each card and record has a
specific and indépendcht “purpose, this system nevertheless
results in multiple cards for cach child, which can be confusing
for mothers and health care providers. Alihough simple cards
and thin books are casily lnoduced they are. also casily
misplaced.

Maternal and- child health (MGH) handbooks are compre-
hensive: home-based  booklets intended to integrate all. the

previously described records into-one book. MCH handbooks

generally includé records of antenatal care (ANC), labour and
delivery, postpartnn care, newborn and child care, immuniza-
tions: and family planning: The handbooks also contain infor-
mation for mothers on how to properly care for themselves and
their “children, including pictorial information - for illiterate
mothers. Thus, the handbooks: contain MCH care records and
information for the entire period between plcqmn(v and carly
childhood.

The effectiveness of MCH handbooks has been cva]ualul in
developing “countries in Asia (Isaranurag 2009; Gertler e al.
2011; Baequni and Nakamura 2012) and Africa (World Health
Organization Regional Office for Africa 2012). Empirical results
indicate that booklet-type records retain the advantages of card-
type records, are welcomed by, mothers and are feasible 1o
implement, even in Jow-income countrics.” However, scientific
evidence supporting the benefits of the handbooks is minimal.
Using ecclogical data in Indonesia, Osaki-ef al. (2009) showed
that the: MCH handbook © imiproved immunization coverage.
Because the MCH “handbook was provided as part of a
provincial program in the intervention by Osaki ef al, all
surveyed mothers  should have received © the = handbook.
Therefore, comparisons were made between mothers who
retained the handbook and those who lost or failed to receive
it due to program failure.

Arecent study in thc Paksnman Authority demonstrated that
the MCH handbook improved maternal knowledge on exclusive
brmslfecdmg and the risks associated with membrane rupture
during  pregnancy, especially among - less-educated . women
(Hagiwaraef “al. 2013). However, because’ the handbook was
rapidly accepted by many MCH centies, the size of the control
groups was one-fourth that of the intervention g:mups, sug-
gesting that those centres had some difficulties releasing - the
handbook. This - study also’ lacked ‘other comparable home

~record systems, consequently indicating the need for a study.

with a- direct ‘comparison between the ‘handbook and . other
types of records.

Therefore, we conducted a quasn f:xperunenial sludv of Lhe
effectivencss of the MCH handbook in Cambodia. There are
several types of MCH-related home-based records in. Cambodia,
including the child growth card, the tetanus immunization card
and the vitamin A intake record. The Mother Health Record is
another record based: on the WHO's prototype record (World
Health Organization 1994) -and scrves as a substitute for
hospital-based  medical = records for - health professionals.
Because this record contains only words and mc‘dica] wrms,

~‘many. mothers (especially those with minimal educanon) do

not understand what was recorded:
We developed a Cambodian version ol the MCH handbuu]\

that comprised the records and information mentioned in the -

preceding text and introduced it.in two health centre catchment
arcas. Two other health centres were assessed as controls. The
objectives of this study were to evaluate the impact of thé MCH
handbook on maternal knowledge and behaviour .and to
investigate the acceptance and feasibility of the handhook.

Methods

Study area

This study was conductcd in two districts in Kampong Cham
Province, Cambodia: Ponhea-Krek-Dombae (PKD) and Memut.
PKD has a population of 205 000, with 1 referral hospital and
16 health centres. Memut . is situated east of PKD and has a
population of 134 000; it has 1 referral hospital and 10 affiliated
health cen\yu:és. We purposely selected an intervention health
centre and a control health centre in each district to ensure
they were matched in terms of population, midwifery status
(full-time vs part-time and secondary vs primary midwives),
accessibility to main roads (especially during the rainy season)
and performance of MCH activities (ANC, immunization and
under-five clinic coverage).

| | /74
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Development of the MCH handbook

The Cambodian version of the MCH handbook was based on
the Indoncsiankand'J'apanese handbooks. The cultural appro-
priateness of the handbook was assessed through feedback
from physicians and nurses working for a local nongovern-
mental organization, mdividual interviews and {ocus groups
with ‘mothers, nurses and midwives. We revised the original
version of the MCH handbook in accordance with this feedback
to produce a (rial version.

Training sessions on handbook use were conducted in: the
intervention areas for medical personnel (physicians, nurses
and midwives), village health volunteers (VHVs) and wraditional
birth attendants (TBAs). The trial version of the MCH hand-
book was then introduced to ‘the participating centres in
January 2008. Mothers who received ANC at the intervention
health centres and outreach programs in affiliated villages
received the handbook and health education wusing the hand-

book. A researcher visited the health centres every momh and

monitored handbook use.

In the control areas, the standard Cambodlan Child Health
Card (child growth card) and Mother Health Record were used.
As part of typical MCH services in Cambodia, all mothers in the
control areas received  these records as well as the tetanus

* immunization card and the vitamin A-intake record.

Study populauou

To evaluate the impact of the MCH handbook ‘on matemnal
knowledge and  behaviour, we conducted prospective pre-
intervention and - post-intervention surveys and compared the
results between' the intervention and control areas. Because the
frequency of ANC visits -among mothers in the studied areas
was “low (in our pre:intervention survey, 48.1% ohtained
ANC <2 times during pregnancy), we foresaw difficulties in
conducting follow-up (o evaluate the knowledge and behav-
iours:of individual pi*cgnant women. Therefore, we decided to
evaluate the lmpaa of the handbook on the community as a
whole:

The subjécts were women who had given birth 1 year bcfozc
the survey. The number of women of reproductive age (15-49
vears)  living in. the intervention and control areas was
‘estimated based on the Cambodia Demographic and Health
Survey (CDHS) (National Istitute of Public Health ef al. 2006)
and the 2008 General Population Census (National Institute of
Statistics 2009). Women of reproductive -age comprised ap-
proximately ‘one-fourth of the rural population (24.8% in the
CDHS and 26.5% in the General Population Census), corres-
ponding to 7,670 and 7,060 women in the intervention areas
and contyol -areas, respectively. The CDHS estimated the crude
birth rate in the 1ural areas to be 2.6% of the population.
However, this. was found to be an underestimatioz.i when
compared with the actual number of “deliveries reported by
monthly statistics at the health centres; thus, we estimated the
crude birth rate 10 be 3.0%. As a result, there were 920
deliveries in the intervention arcas and 847 deliveries “in the

~control areas.

Sampling design
The sample was designed to provide representative estimates of
health indicators in  the intervention and control areas.

EFFECT OF MCH HANDBOOK 3

We conducted -~ two-stage  cluster sampling:  the first stage
consisted of probability-proporticnate-to-size sampling, and
the  second - stage consisted - of simple random: sampling.
Within each area (two areas for intervention and two areas
for control), 16" clusters of honseholds were selected with
probability proporticnate ‘1o size. Within _each cluster, a
systematic random sample of 10 households was drawn. A
-~ total of 160 women were: selected from each area, résulling in
320 women from the intervention areas and 320 from the

control areas. I case the survey team could not meet the

designated woman, we paid another visit to the woman, I
the woman was not available the second time, she was replautd
by the nearest woman who met the criteria.

The sample size was calculated by using the fo]lownw
formula to estimate the prevalence of key indicators [ie. ANC

attendance and dehvm with skilled birth attendams (SBAs) -

as 50%]:

i ZaZX.v(l =7
_—————————’ 2o

n=requived minimum sample size‘ for - simple/systematic
random sampling. :

Za=conlidence level at 95% (1.96).

p=estimated pr eva}cnce of an idicator in the research area.
d=desired accuracy.

Both quantitative and qualitative data were collected to -

evaluate the intervention. The quantitative data were collected
by using pre-intervention and post-intervention surveys. The
key indicators for evalnation were maternal behaviours: (ie.
ANC attendance, deliveries attended by SBAs and deliveries at
health  facilities). Additional  indicators. mcluded maternal
knowledge of dangér signs during pregnancy and delivery,
prevention  of anacmia, prevention of intestinal parasites,
mother-to-child human immunodeficiency virus (HIV) trans-
mission, early breastfeeding practice and child immunization.

Interviewers were recruited  from health profcssionzﬂs in
Cambodia- and  trained by an author together with a
Cambodian counterpart: who had both a medical and an
epxdenuo]oqmal background. The pre- mttrvenmon Survey was
_conducted from June 2007 to July 2007, and the post-
intervention  survey was conducted from May 2009 m June
2009.

The qualitative "aspect -of the study assessed the cultural

appropriateness - of the. MCH handbook and explored the

potential obstacles and effects associated with -its implémenta-
tion.  The subjects incuded  multiparous  women, - midwives,
nurses, VHVs and TBAs in the iniervention areas. The inclusion
criteria for subjects were as follows: (1) multiparous women
who  had ‘used both the current: records and the MCH
handbook; (2) midwives and nurses in-the intervention areas
who had experience using both the cuent records and the
MCH handbook and (3) VHVs ‘and TBAs in the intervention
areas who were trained to provide health education to mothers
using the MCH handbook.

Twelve months -after the MCH handbook was introduced,
guided individual interviews were conducted with 20 multip-
arous ‘women who had used both thé standard Child Health
Card/Mother  Bealth - Record “and  the - MCH handbook,
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8 midwives “and nurses who worked at health centres and
10 VHVs and TBAs in the intervention areas. The miterviews
were recorded after obtaining oral consent from the partici-
pants; Women were selected from those living in-villages near

the hecalth centres due to travel difficulties. For nurses and

midwives; all of those who were working in the intervention
areas were incladed. Tn the intervention areas, each village had
~appointed 'VHVs and TBAs who were assigned to collect
information on deaths and  births.: They met regularly at
health centyes; therefore, participants were reciuited “at this
regular meefing. : '

Data analysis

The survey data from the intervention and: control arcas were -

compared between pre-intervention and post-intervention using
difference-in-differences (DID) analysis. DID. analysis is com-
monly used to compare outcome changes over time between a

treated population and a control population,: which conse-

quently assesses the impact of a given variable. This approach
combines Lwo . comparisons, pre-and-post. comparisons and
comparisons between the intervention and control groups, to
estimate the- effect ol interventions against. counterfactual
assumptions (Gertleref al: 2011). :

We also calenlated adjusted odds ratios (ORs) for pre—post
changes in the four key indicators (ANG attendance at least
once, ANC attendance four times or more, delivery with SBA
and dc]ivcry" at health facilities) in the intervention and control
groups by using logistic vegression. We examined the: associ-
ation between the key indicators and background variables.

Those - variables that showed a constant significant association

in all groups with the four indicators were considered 1o be
confounding factors and adjusted in the regression analysis;
they were age, literacy and availability of electricity. IBM SPSS
version 21 was used for statistical analysis. :

The qualnamm data were transaibed in- Khmer: and then
translated into” English. Content analysis was performed by
using the English-translated data: The data were “coded “and
classified - into. categories by comparing thttdi‘l’fm*tfnccs and
similarities between the codes.

Ethical approval was obtained from ‘the author’s institute and
the Ministry of Health Cambodia:

Results ,
Sociodemographic characteristics

“The sociodemographic characteristics of the yespondents are
summarized in Table 1. The intérvention and control groups
were similar in age distribution -and marital status. Farming
was the most .common: occupation among respondents and
their husbands-in_boththe interventdon and Conuol groups.
A greater percentage of respondents and their husbands in the
intervention - groups worked part-time, relative to- the control
groups. ‘In addition, many husbands of women in the control
“groups were merchants and office or factory workers.

The average number of years of schooling was significantly
lower inthe intervention’ groups than the control groups (one-
way analysis of variance and Bonferroni test, P < 0.05). Literacy
was also significantly lower among the pre-intervention groups

than among the -comparison groups. The change in  literacy
between ‘the pre-intervention and: post-intervention groups was
greater for the intervention groups:than foxr the control groups.
Finally, assct ownership was. significantly Jower in the inter-
vention groups than in the control groups. A

Effect of the intervention :

The DID analyses for key mdicators are presented in Table 2.
When the changes in the control groups were set as counterface
tual a«umpnons, the. results showed that all key indicators
improved in the intervention nmum Moreover, the elffect of the

~intervention on’ deliverics attended Dby SBAs )w'as especially high.

“The effect of the intervention o maternal knowledge of danger
signs during pregnancy and delivery is indicated in Table 3. This
information was presented in the MCH handbook with words or
words and pictures.: The intervention: increased  respondent
knowledge of all subjects except for severe bleeding alter birth.
The effect of the imervention on knowledge of symptoms of
placenta accreta was, allhcmgh positive, less than one point.

Table 4 lists the effect of the intervention on knowledge ‘and
l)elld\f10ux‘ relating (o anacmia, parasites, HIV. infection, and
carly breastfecding: In all four items, the intervention effect
was positive and ranged from 6.2 10.9.9 points.

Logistic regression analysis

Because  there: were  difll ‘cncc# in literacy and . economic
conditions between the presintervention and post-intérvention
aroups as well ‘as’ the intervention and control groups, we

performed. logistic regression - to_calculate adjusted "ORs by

controlling for these confounders {Table 5). In intervention
areas, the intervention significantly increased ANG attendance
by four visits or more, delivery with SBAs and_delivery at a
health facility. n control arcas, the on]\ significant: pre-post
change was dclivery at.a health facility. Compmcd with the
intervention: areas  (OR: 2.499, conlidence  interval: 1.746-
3.578), the OR for delivery at a llcall]yfaci]ily was smaller in
the control arcas {OR: 1.866, confidence interval: 1.343--2.593).

Qualitative analysis ;

Qualitative - data were  collected from - multiparous - women,
health centré nurses and midwives, VHVs and TBAs in the
intervention arcas. The sociodemographic: characteristics ‘of the
participants are summatized in Table 6. The mean. age of
mothers in the intervention areas was 26.8 years (range; 21-33
vears). All the participants were married. Sixteen were farmers,

and the others were merchants, day workers and homemakers.

Eight participants had no formal education; seven participants
had -yeceived  primary - education “and five participants” had
received secondary and higher education.

The mean age of healtly centre staff was 37.5 years (range:
25-53 years). Four were male, and fouy svere female. Four were
secondary nurses, three were primary midwives and one was a
primary nurse. Three had >5 years of experience working at a
health centre and five had >10 years of experience.

The meani age of VHVs ‘and TBAs was 50.8 vears (range:
29-56 veirs). Four were male, and six were female; all of them
were farmers. ‘Two had no  formal - education, - two had
received primary education, - two had received secondary
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EFFECT OF MCH HANDBOOK 5

Table 1 Sociodemographic characteristics of women in intervention and control areas

Sociodemographic Characteristics Intervention o Gontrol
' “Pre (N=320) Post (N = 320) Pre (N =320) Post (N =320)
. n (%) n (%) 1 (%) n (%)
Age (mean [SD])? 26,7 [6.25] 27.3 16471 26.4 [5.93] 27.0 [6.07]
- Mauital status® ’ !
Married : 307 (95.9) 290 (90.6) 307 (95.9} 304 (95.03
Other 13 @1 30 (9.4) 13 1) 16 (5.0)
Occupation of husband® ' ; : : : ' :
Farmer : 226 0 (70.6) 201 (62.8) 189 (59:1) S8 (363}
Occasional Worker . 36 (11.3) 71 '(22.2 S 28 (8.8} 49 {15.3)
Merchant 11 (34) 16 (5.0} 30 (9.4) 25 (7.8)
Office/factory worker 11 (3.4) 1 (0;3) : 35 { 10,9'} : 26 B
Other 36 {113 31 (9.7) 38 (119) 40 (12.5)
Occupation of respondent ; i
Farmer 207 (64.7) 143 (44.7) 181 (56.6) 130 (40.6)
Hoinemakei : . 40 {12.5) 104 (32.5) 75 {23.4) 131 (40.9)
Merchant : 35 (10.9y 27 (84) 29 (9.1 a3 (7.8
Occasional worker - . 31 (9.7) 38 (1}.49) 12 (3.8} 11 (3.4)
Other. : 8 7 22y 8 (2.5) 023 (7.2) 23 7y
“Years of school .1itendrancezb (hlean [spp)? Ciagl [2:63] 5.2 [2.441 53" [2.57] 5.6 [2.471
" Literacy® : s ‘ : /
Cannot read at all 180 (56.3) 100 (31.3) 139 (43.4) 144 (45.0)
Can read parts of/entire sentences 140 (43.8) 220 {68.7) 181 (56:6) 176 (55.0}
Household assets® k ’ ,
Telephone 53 (16.6) 97 (303)" 93 (30.6) 134 (41.9)
Motorbike 149 {46.6) 237 (74.1) 190 (59.4) 246 (76.9%
Television ) : J,zd (38.8) 131 (40.9) 151 (47.2) 167 (52.2)
Blectricity i 85 (26.6) 114 (35.6) 84 '(26,3) 158 (49.4)
Note: $D, standard deviation. : . «
*Analysis of variance.
PChi-square test.
“Chi-square 1est-berween farmer and others.
3Chi-square ‘test between farmer, homemaker and others.
Table 2 fiflect of intervention on key indicators (DID)
Key indicators ~Intervention (%) Control (%) Difference ' Assumption®  Effect
: Pre (N=320})" Post (N=320)  Pre (N=320) Post (N=320) A :
: a b : C : d o b-a d—-c (b—-a)—(d—c¢)
Frequency of ANC . 3 ) :
At Jeast once : ' 83.8 . 90.6 81.3 81.3 6.8 0.0 6.8
Four times or more 33.1 45.3 29.4 -~ 397 122 103 1.9
Delivery with SBA 53.8 77.2 56.6 67.8 234 112 122
Delivery at health facilities 513 7 34.1 52.5 c228 18.4 4.4
SCounterfaciual assumption. ‘
*P < 0.05. )
=P < 0.01. :
education and four had completed high school. Two had All the - mothers reported that ‘they preferred the MCH

<5 years of experience, four had between 5 and 9 vears of  haudbook to the cwrent record system. This opinion was
experience and- four had >10 years of experience as health shared by all of the health centre staff, VHVs and TBAs.
volunteers. - The reasons why respondents preferved the MCH handbook were

77

ST0Z ‘81 Arenuep uo 3san8 £q /S10°sjeumolpiofxojodeaty/dny woly papeoumocy



6 HEALTH POLICY AND PLANNING

Table 3 Effect of intervention on maternal knowledge of danger signs during pregnancy and delivery (DID}

-Knowledge items Intervention (%)

Control (%)

Difference Assumption” Effect

Pre (N =320} Post (N=320) Pre

(N=320) Post (N =320)

: a b < d b-a d-c¢ (b—a);(d—c)
Danger signs during pregnancy )
SW’ellmg i 16.6 48.1 247 43.8 315 19.1 124
Peérsistent vomiting 1.9 225 25 5.0 20.6 2.3 18.1
Severe headache or blured vision 0.9 178 13 122 169 109 , 6.0
Convulsion 0.3 44 2.5 ‘ 3.8 - 4.1 S13 2.8
Bleedmg from vagina 18.1 584 269 475 403 206 19.7.
PROM ' 0.0 166 03 s 1646 53 113
Danger signs during delivery - ' : 2
Prolonged labour : 94 303 16.9 319 209 15.0 5.9
Severe bleeding after birth 6.6 100 106 19 34 85 s
Malp)jesemation 5.9 13.1 10.6 113 72 : 0.7 6.5
Placenta accreta 0.6 44 06 38 38 32 0.6

Convulsions : i 0.9 4.4 34 ) 31 - S35 -0.3 : 3.8

Note: PROM, premature rupture of membrane.
“Counterlactual assumption.

Table 4 Effect of intervention on maternal knowledge and behaviour on anaemia, parasites, MTCT of HIV and early breastfeeding (DID)

Knowledge items Intervention (%) Control (%) Difference - Assumption®  Effect
Pre Post Pre Post :
(N=320) = (N=320)  (N=320)  (N=320) :
; : a b . < d b—a d—c¢ (b—a)—(d=c)

Know at least one method = - 61.6 853 70.9 38.4 23.7 17.5 6.2

to prevent anaemia k : 3 :
Know at least one mode of : 328 60.6 50.9 68.8 27.8 17.9 9.9

transmission of intestinal parasites ; : : ¥
Know that HIV can be transmitted 69.1 87.5 © 819 92.8 184 109 7.5

from mother 1o child s :
Early blfeastfeeding 23.8 40.0° 30.0 40.0 16.2 10.0 6.2
*Counterfactual assumption. s
Table 5 Adjusted effect of the intervention on key indicators
Key indicators Intervention P " Control : P

Adjusted OR? 95% CI Adjusted OR? 95% ClL

Frequency of ANC : :

At least once 1.476 0.876-2.486 0.813 0.537-1.232

Four times or more : 1.546 - ©1.086-2.200 * 1.277 0.902-1.808
Delivery with SBA 2613 1.805-3.782 i 1.092 0.763-1.562
Delivery at health facilities 2.499 1.746-3.578 # 1:866 1.343-2.593 o

~Norte: CI, confidence inferval. '
?Adjusted with age, literacy and economic sratus' (eleciricity).
*P<0.05. :
#P < 0.01.

organized into four categories: appearance.(attractive and dur-
able), ‘practical information (useful health information, more
illustrations, usable for health education), convenience (casy 1o
read/keep/carry, combined maternal and child records) and long-
term value (can be used for future children).

/

All of the mothers mentioned that the size of the book and its

illustrations ‘were appropriate. When we showed the mothers
the handbook’s illustrations, all were able 10 correcty identify

the ‘meanings of the illustrations. Some of “the educated -

mothers reported difficulty with certain terms, such as ‘white
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