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Foreword

It givesmegreet pleasureto introduce the Cambodia Human Devel op-
ment Report 2001, whichisthefifthin aseriesof national Human Devel opment
Reports published in Cambodia. M ore than 100 countriesthroughout theworld
have published national Human Devel opment Reports. Thesereportshave been
important toolsfor the promotion of the cause of human devel opment and apeople-
centred approach to nationa policy making. Each of thefour previous Cambodia
Human Devel opment Reports has been very well-received by government
agencies, NGOs, international donorsand civil society groups. They havealso
attracted considerable media attention. Moreimportantly, they have provided
information that is useful for planning and programming purposes to many
devel opment organisationsworkinginthefield.

Thisreport isthefirst CambodiaHuman Devel opment Report to be pro-
duced withinanew capacity building strategy. It was prepared by thenewly formed
National Research Teamwith technical cooperation, and ensured full ownership
of each stage of production. Thisisanimportant step towards national autonomy
inproduction and full ownership of the Cambodia Human Devel opment Reports.

Cambodia Human Devel opment Report 2001 focuses on the HIV/AIDS
epidemicin Cambodia. Such aresearch effort will spread over aperiod of two
years. Thisyear’ sprogressreport documentsthe reciprocal rel ationship between
theHIV/AIDS epidemic and human devel opment in Cambodia. The Roya Gov-
ernment of Cambodiaresponded rapidly to the emerging epidemicin Cambodia,
and evidence suggests that the HIV prevalence rate may now be stabilising.
Nevertheless, Cambodiahasthe most seriousepidemicintheregionand itsimpact
isnow being felt throughout the country. For thisreason, it wasimportant for the
Cambodia Human Development Report 2001 to focus on understanding the
mai n determinants contributing to theepidemicin Cambodia.

Thereport detailshow widespread poverty in Cambodiaprovidesfertile
ground for the spread of the epidemic and how theepidemic, inturn, undermines
effortsto dleviate poverty.

Thereport highlightsthe key concept of vulnerability and identifiesessen-
tial featuresof present-day Cambodian soci ety that feed thisvulnerability. Thus,
thereport isanimportant tool for policy and programmedesign. | would liketo
add my support to thereport’srecommendation that a peopl e-centred approach
isessentia in order to build on the achievements of the Cambodian responseto
the epidemic so far and to movethisresponseto the next stage.

The Cambodia Human Devel opment Report 2001 isthe outcome of a
nationally executed project funded by UNDP and executed by the Ministry of
Panning with the technical cooperation of the CambodiaDevel opment Resource
Institute. Thisreport makesextensive use of the quantitative surveysundertaken
by the National Ingtitute of Statistics, Ministry of Planning: particularly, the 1998
population census and the Cambodi an socio-economic survey 1999, whichwere
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undertaken by the National I nstitute under the auspicesof the Ministry of Plan-
ning. Thereport a so makesextensveuseof the HIV sentind surveillancesurveys
and behaviourd surveillance survey undertaken by NCHADS, Ministry of Hedlth
with support from FHI, WHO, UNICEF, French Cooperation and the Cambo-
diaDisease Control and Health Development Project.

I would liketo acknowledgethe assi stance of several agenciesand indi-
vidualsin bringing out the Cambodia Human Devel opment Report 2001. First
and foremost, the Ministry of Planning would liketo thank UNDPfor itsmany
contributionsincluding mobilizing technica inputsand funding for producing the
report. Ms. Dominique At t Ouyahia-M cAdams, Resident Representative of
UNDP-Cambodia, hasbeen very supportive and encouraging of thisnew capacity
building phase of the Cambodia Human Devel opment Report 2001.

Second, | would liketo acknowledge the Cambodia Development Re-
sourceIngtitutefor providing technical cooperation and an appropriate academic
and research-focused environment which enabl ed the devel opment of profes-
sional skillsamong the National Research Team. Particular thanksareduetothe
Director of Research for the Cambodia Human Development Report 2001
who facilitated thisprocess, Dr. Claude Katz, andto Ms. EvaMysdliwiec and Dr
Sarthi Acharyafor their technical cooperation. The members of the National
Research Team are: Ms. Khiev Bory, Mr. Maun Sarath and Mr. Chea Chantum
(Minigtry of Planning), Dr Lim Kaday (National AIDSA uthority), Dr. Ly Penh Sun
(Nationa Centrefor HIV/AIDS, Dermatology and STDs), Mr. Prum Virak, Mr.
Deup Channarith, Mr. Long Yav and Mr Rath Sethik (Centrefor Population Studies,
Roya University of Phnom Penh). Assistanceto theteam wasa so provided by
Ms. Tep Saravy at CDRI. Thereport was edited by Ms. AlexandraMaclean.

Third, | would liketo thank thetechnical advisory group established by
the Ministry of Planning for the Cambodia Human Devel opment Report 2001,
comprising of: Ms. Mom Thany (Child Rights Foundation), Ms. Khieu Serey
Vutha(Ministry of Women and Veteran' sAffairs), General Meas Sakon (Ministry
of Interior), Mr. Lim Kalay and Dr. TiaPhalla(National AIDSAuthority), Mr.
VengBunLay (Minigtry of Defence), HE Kim Saysamden (Ministry of Planning),
Mr. David Sdter and Mr. Gunner Walzholz (IL O), Mr. Geoff Manthey (UNAIDS),
Mr Sar Nak (Ministry of Education, Youth and Sports), Dr. Yath Yathy (Ministry
of Hedth), Mr. Chea Chantum (Ministry of Planning), Mr. CheaSamnang (Min-
istry of Rural Development), Mr. JamesD’ Ercole (UNFPA), Ms. AyeAyeTwin
(WHO), Ms. Ingrid Cyimana (UNDP), and Ms. Heang Siek Ly (Ministry of
Planning). Thetechnical advisory group provided very useful guidanceto usin
ensuring that the report reflectsthe various concerns and sectors of Cambodian
society.

| am confident that thisyear’ sprogressreport will contributeto thenationd
debate and dia ogue about the HIV/AIDS epidemicin Cambodia, informing stra-
tegic direction and policy and programming decisions.

e

Chhay Than
Phnom Penh Minigter of Planning
June 2002 Roya Government of Cambodia



Foreword

Cambodiafacesan AIDS epidemic that potentially could reversethe
development gains made since peacereturned to the country. It isestimated that
2.8% of theadult populationisinfected with HIV, anong thehighestinAsia; that
many tensof thousandshaveaready died asaresult; and that possibly two hundred
thousand peopleincluding childrenwill develop AIDSwithinthenext 5-10 years.

Theeffortsof the Royal Government of Cambodiato achieve effective
responsetotheHIV/AIDScriss, including itseffortsto achieve the Millennium
Development Goal on HIV/AIDS—to halt and reversethe spread of HIV/AIDS
by 2015 —aretremendous. Indeed, theleadership and broad partnership stance
that the RGC has adopted in addressing the HIV/AIDS epidemic by steering
reformsasoutlinedinthe* National Strategic Framework for aComprehensive
and Multi-Sectord ResponsetoHIV/AIDS, 2001-2005" isdready yid dingvauable
results. Of great encouragement for thisconcerted response aretheindications of
areduction inthe HIV/AIDS prevalence rate. In the context of such abroad
partnershipon HIV/AIDS, the United Nations Country Team (UNCT) in Cambodia
isworking to significantly enhanceits support to the national response against
HIV/AIDS on the basis of the UNDAF (2001-2005). In doing so, the UNCT
has developed aCommon Strategy that clearly setsout thefuture emphasisof the
Team both collectively andindividualy.

Inlinewith the above, the CHDR has opted to focus on addressing key
human devel opment challengesinrelationto HIV/AIDS. Such aresearch effort
will spread over aperiod of two years. Thisyear’ sProgress Report onthe*” Societd
Aspectsof theHIV/AIDS Epidemicin Cambodia’ setsaframework that outlines
thefact that HIV/AIDS deepensthe poverty of households and nation, while
poverty favoursthespread of thedisease by increasing thevul nerability of individuas
toinfection.

In acknowledging the complex links betweenthe HIV/AIDS epidemic,
Poverty and Human Deve opment, theinitia researchwork providescriticd andyss
to the effect that the HIV/AIDS epidemic isadevel opment issue, striking asit
doesat thesocia wefareof the population of andready fragile Cambodian society.
Oneof thekey message of the Report istheimportance of building onachievements
to-date and the adoption of abroad people-centred approach, by giving voiceto
the peopleliving with HIVV/AIDS, ensuring respect for therights of peoplewith
HIV/AIDSthrough improved knowledge on the disease, and addressing social
inequity in order to ensure effective participation and mobilization of al socia
groups.

Inthisregard, | wishto congratul atethe National Research Teamfor their
outstandingwork in preparation of thisyear’ sProgressReport. Itisindeed important
to notethat theresponsbility to preparethe Progress Report wasentirely anationa
effort, withfour ingtitutionsinvolved intheresearch work. Theseingtitutionsare
theMinistry of Planning, the Roya University of Phnom Penh, the National AIDS
Authority, and the National Centrefor HIV/AIDS, Dermatology and STDs. The
overd| coordination for advisory and support serviceswas provided by anational
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research institute, the Cambodia Devel opment Resource Ingtitute (CDRI). This
new partnership arrangement isdesigned to achievetwo key objectives. Firg, it
amsat strengthening nationa ownership on the outcomesof thekey findingsand
policy recommendations of the CHDR(s), by allowing for anin-country and
demand-driven research effort. Second, it seeksto adopt an aternative capacity
development strategy capable of providing amore sustainable capacity inthe
Ministry of Planning, other lineministriesand government indtitutionsinreaionto
policy analysisand research methods.

| trust that the analysisand recommendati ons of thisProgress Report will
contributeto further support abroad-based national debate on the challenges of
HIV/AIDS, including setting the tagetofindizethe Report on HIV/AIDSthrough
additiona research work aimed at further shaping public policy direction, resource
alocation, priority setting and targeted interventions.

'Eé-dfiu_fc,ﬂ -

DominiqueAi t OuyahiaMcAdams
United Nations
Deve opment Programme
Resident Representative



Executive summary

The 2001 CHDR hasmany origi-
nal features. Firgt, itisoriented toward
keeping nationd capacity building asa
primeconcern. Thisis, indeed, thefirst
concretesteptoredisngtheobjectives
promoted by the first CHDR: to see
thattheHDRs “transferred fully into
Cambodian hands’:. The 2001 report
was prepared and produced jointly by
anational research team and asenior
research advisor, under thetechnical
assistance of aprivate Cambodianre-
searchingtitution, the Cambodian De-
velopment Resourcelngtitute.

The 2001 CHDR is also unique
because of the specific circumstances
in Cambodia. In addition to serious
concerns born from the HIV/AIDS
epidemic asamajor threat for the hu-
man devel opment processinal coun-
tries, theHIV/AIDSepidemicin Cam-
bodia deserves particular attention.
Cambodiaisoneof the poorest coun-
triesin Southeast Asia, and the coun-
try with the highest HIV prevalence
rate, but it seemsto have curbed its
epidemicrate. From 1997 onwards, the
series of national prevalence rates
among adults, asestimated throughthe
HIV Surveillance Surveys, shows a
steady decline, from 3.9%t0 2.8%.

At the same time, analysing the
background of human poverty raises
fundamenta concernsabout thefuture.
The human devel opment perspective
pointsout the structural link between
societal balancesand the sustainable
capability of asociety to respond to
socid threats. Cambodiahasoneof the
poorest human devel opment perform-
ances in the region, its HDI score

(0.541) ranks Cambodia 121 inter-
nationally, and the worst but onein
Southeast Asia. Cambodian society is
characterised by entrenched inequal -
ity, inmany essential dimensions, such
asincome poverty (the consumption
share of the poorest 10% of the popu-
lation being aslow as 4%, whilethe
richest 10% share 20%), gender sta-
tusand accessto education. Marked
regiond differenceswithinthe country
enhancetheseinequalities.

The am of the 2001 CHDR isto
study these diverging aspects charac-
teristic of the Cambodian case, and to
contribute, through an effectivehuman
devel opment perspective, to outlining
thewaystowards controlling the epi-
demic.

Chapter 1 elaborateson the contri-
bution of the human devel opment per-
spective to an understanding of the
spreading of theHIV/AIDS epidemic.
Thekey concept of socid vulnerability
goesbeyond pointing out ‘ risk groups
inorder to highlight, through abetter
understanding of sex asasocia issue,
the circumstances pregnant with op-
portunitiesfor the epidemicto spread.
Meanwhile, it providesall actorsin-
volved in the struggle against HIV/
AlDSwithan effectiveframework to
addressboth immediate and structural
determinantsof theepidemic.

Chapter 1 then retraces the Cam-
bodianstuationinrdationtotheHIV/
AIDS epidemic. Particular care has
been taken to list the assumptions
needed to provideestimates. takinginto
account the level of confidence of a
guantitative assessment isneeded in

! Paul Matthews, former UNDP representative, CHDR-1997
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order to accurately interpret trends. The
largerange of dispersion acrossprov-
incesfor all groupssurveyed pointsto
the need for precaution when drawing
nationa results. Conversely, consistent
declining trendsfor most of thegroups
surveyed, and indicatorsdrawn from
Behaviourd Survelllance Surveys, such
asrising consi stent condom use, sup-
port theconclusonof adeclining preva:
lenceinthegenera population.
Chapter 2 reviews the aspects of
Cambodian society whoselinksto the
HIV/AIDS epidemic are expected to
beparticularly activeintheprevioudy
elaborated framework. The analysis
takesinto account the specific features
of the Cambodian population. It first
studiestheimpact of theepidemic on
human development achievements.
Fromthehousehold andindividud view-
point, threemainissuestypify themain
consequencesof theepidemic. Thefirst
istheimpoverishment of thehousehold,
inparticular through thedistressed sdle
of productive assets. This calls for
publicinterventionto enablehouseholds
to avoid the distressed sale of
productive assets, and also to address
thedifficult question of thecost of hedth
care. The second issue is the
vulnerability of children, due, in particu-
lar, to being orphaned by AIDS. This
requiresasufficient input of resources
to providesupport for children affected
by AIDS. It dso callsfor an open de-
bate on the urgent issue of the avail-
ability of  Anti-Retroviral
Therapy(ART), theonly meansto pre-
vent HIV infectionleadingtoAlDSand
therefore to death. The provision of
ART isexaminedinthefollowing sec-
tion, which dealswith the setbacksin
human rights achievements, thethird
main consequences of the epidemic
according to the present analysis. Fi-
nally, although therewasno new quan-
titative assessment of the HIV/AIDS
impact a nationd leve, apreviousstudy
from Bunnaand Myershasbeen used

to point out the hypothesisneeded for
such an assessment and the order of
magnitude of theresultsderived.
Themain contribution of the Hu-
man Devel opment perspectivetothe
study of the spread of theHIV/AIDS
epidemic and to aid thedesign of ef-
fectiveresponses, isto highlight the
structural featuresinasociety which
providethebest opportunitiesfor this
epidemic. Four such featuresin Cam-
bodian society areunderlined, only two
areexamined dueto time constraints.
Thefirgt isthemarked gender inequal -
ity. Thestrict divison of rolesand the
separateand digtinct lifestylesof males
and females from a very young age
provide, among other aspects, afer-
tileground for the epidemic. The sec-
ondfeatureistheweaknessof thepub-
lic sector, which deprivesthe society
of themeansto act uponitself. Thelast
two of thesefegtures, theissue of mo-
bility and migration, and theway in
which human poverty rendersthe poor
unableto clamtheir rights, areonly
briefly mentioned. It isto be hoped that
aspecific in-depth study can be un-
dertaken for each. Both features, to-
gether withcdling for specificinterven-
tion, dsoindicatethat thechallenge of
governancewill play akey roleinsca-
ing up the responseto the epidemic.
Chapter 3 reviewsthe main fea-
turesof theresponseto the epidemic
sofar, aresponsewhichtestifiestoa
strong will at government level toes-
tablish an effective HIV/AIDS task
force asearly aspossible. The ‘Na-
tional Strategic framework for acom-
prehensveand multi-sectord response
toHIV/AIDS hasbeen produced for
the 2001-2005 period, it drawson the
improvementsmadein thenational re-
sponse during the last ten years. A
major feature of the Cambodian
achievement isthe successful partner-
ship between the national structures,
theUnited Nation system, and the net-
work of loca andinternationa NGOs.



Executive summary

Themgor result that theprevalence
haspossibly been curbedreliesclearly
upon the development of animpres-
sivelevel of awarenessinthe popula-
tion (the 2000 Demographic and
Health survey found that more than
70% of the sampled women knew of
waysto prevent infectionfromHIV),
and upon a firm campaign for safe
commercia sex. Numerousand vari-
ous actions have been undertaken to
carefor and support people affected
by HIV/AIDS.

Cambodiaisnow facing the chal-
lenge of scaling up previousachieve-
mentsin acontext marked by signifi-
cant disparitiesand possibly character-
ised by multiple epidemic stages, and

weak public meansof action. Thekey
message of thereport isthat, giventhe
present Situation, oneof thebest means
of ensuring an effectiveand holigticre-
sponse is to adopt a people-centred
approach. It would make possiblethe
creation of alink betweenlocal initia-
tivesand the sharing of information
between these. Such cooperation will
proveinvaduableininforming, influenc-
ing and strengthening theresponseto
theepidemicat nationd levdl.

Thereaderswill findinthe conclu-
sion of the report recommendations
based ontheandysispresented. These
recommendations are offered as a
contribution to the necessity of
continued, coordinated and concerted
action.

11
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| ntroduction

Thisintroduction providesan over-
view of previous Cambodia Human
Development Reportsand explainsthe
key principlesonwhichthepresentre-
port is based. The 2001-Cambodia
Human Development Report differs
sgnificantly fromthepreviousCHDR.
Itisfor thisreason that thisfirst part of
thereport also setsout thereasonsfor
bringing in new featuresin the 2001
CHDR. It then explainsthat the 2001
topic was selected in responseto seri-
ousand widespread concernsabout the
HIV/AIDSepidemic asamajor threat
to the human devel opment processin
al countries. Moreover, theHIV/AIDS
epidemic in Cambodiadeserves par-
ticular attention because of itsunique-
ness. An early and resol ute response,
relying particularly on effective partner-
shipsat thenationd level betweengov-
ernmental, non-governmental, and
United Nationsstructures, hasresulted
inagenuine hopewith regard to curb-
ing the prevalence of HIV. But at the
sametime, thelow performancelevel
of crucia aspectsof human develop-
ment threatens to undermine the
achievementsaready made. Itisinlight
of thissituation, that the human devel-
opment situation in Cambodiaisre-
viewed in order to highlight the context
inwhich specific aspectsof human de-
velopment, and in particular theHIV/
AIDS epidemic issue, are being ad-
dressed.

a) Human Development: aglo-
bal effort towar dsfundamental hu-
manrights

The concept of development isof-
ten understood in termsof economics:
adevel oped country ischaracterised by
aflourishing economy, leadingtoahigh
average standard of living based on
sufficiently large GDP per capita. For

morethan 10 years, UNDP hasbeen
advocating that developmentisamulti-
dimensiona concept encompassing far
more than economic wellbeing at the
nationd level. To thisend, the concept
of human devel opment hasregularly
improved. Asthemost recent Global
Human Devel opment Report (UNDP
2001a) states,

Human development is about
much more than the rise or fall of
national incomes. It is about creat-
ing an environment in which people
can develop their full potential and
lead productive, creativelivesin ac-
cord with their needs and interests.
People are the real wealth of na-
tions. Development isthusabout ex-
panding the choices people have to
lead lives that they value. And it is
thus about much more than eco-
nomic growth, whichisonly ameans
— if a very important one — of en-
larging people’schoices.

The most basic human needs are
food and water. Of the4.6 billion peo-
plelivingin developing countries, about
1.2hillion(oneinfour) liveonlessthan
US$1 aday and nearly onehillion peo-
ple have no access to safe water
sources. However, protection against
communicablediseasesfor parentsand
children, education, and meaningful
citizenshiparea sofundamenta human
rights(UNDP 20018a):

Fundamental to enlarging these
choicesisbuilding human capabili-
ties — the range of things that peo-
ple can do or be in life. The most
basic capabilities for human devel-
opment areto lead long and healthy
lives, to be knowledgeable, to have
accessto theresources needed for a
decent standard of living and to be
able to participate in the life of the
community. Without these, many
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choicesaresimply not available, and
many opportunitiesinliferemainin-
accessible.

Health, education and participation
inthelifeof thecommunity must there-
forebetakeninto account together with
thestandard of livingin order to assess
acountry’sdevelopmenta level. This
concept of development — of human
development —isclosdly related tothe
concept of humanrights. Bothsharethe
objective of human freedom and both
facethechalengeof poverty.

While UNDP has been publishing
the Human Development Report
(HDR) annually since 1990 to review
thestate of human devel opment around
the world, we have begun to see a
number of countriesproducing nationa
HDRs since 1995. These national
HDRshavefocused on trendsin hu-
man devel opment and poverty within
acountry, and highlightedintra-nationd
disparities in human development
acrossregions, economic groups, and
gender.

b) Cambodian strategy for Hu-
man Development Reports: to-
war dsnational owner ship

The UNDP funded project, ‘Ca-
pacity Development for Preparation of
the CambodiaHuman Devel opment
Reports , executed by the Ministry of
Planning, beganin 1997. Four impor-
tant reports have been produced:

CHDR 1997: Poverty as-
sessment. Thisfirst report provided a
factual overview of human devel op-
ment in Cambodia. Relying onthesec-
ond Socio-Economic Survey (SES)
(see below), conducted in 1996, the
report cal culated three human devel -

opment indices: HDI, GDI and aspe-
cific Cambodian Human Devel opment
Index which isbased onthe monitor-
ing of tenindicators’. In order toillus-
tratethemain patternsof poverty inthe
country, all anadysiswasdisaggregated
by poverty status.

CHDR 1998: Women’scon-
tribution to development. Thissec-
ond report was essentially based upon
the 1997 CSES. It provides measures
of HDI, GDI, athird indicator, the
Gender Empowerment Measure
(GEM)3, and another UNDP indica-
tor, the Human Poverty Index (HPI).
TheHPI measuresdeprivationinthree
essentia elementsof humanlife: lon-
gevity, knowledge and adecent stand-
ard of living. The report sets out the
cultural andlegad context of thegender
issue, and then assessesthegender Situ-
ationinthemain areasof life.

CHDR 1999: Village
Economy and Development. This
report analysed theroleof villagesin
Cambodia sdevel opment, making use
of thevillagequestionnaire of the 1997
CSES. It thus provides a socio-eco-
nomic profile, and information about
educational and hedlthinfrastructures,
and an assessment of village-based de-
velopment programs. HDI, GDI, GEM
and HPI wereagain presented. Asthe
data sourceswere the same asin the
preceding report, theindex valuesdo
not reflect any evolution, but wereup-
dated in order to takeinto account the
change in the HDI formula used by
UNDP since 1999.

CHDR 2000: Children and
Employment. Thereport documented
themagnitude of child labour in Cam-
bodia, and attempted to understand the

2The 10 indicators are: percentage of households making use of safe water, same percentage for toilets, same percentage for electricity

as lighting source, percentage of households owning radio, average housing space, percentage of children under 5 years old being not
stunted, percentage of school enrolment among children aged 6 to 11 years, difference between average age at entry to school and 6 years
of age, percentage of children aged under 5 years with no diarrhoea disease during the two weeks preceding SES survey, percentage of
children aged under 5 years treated for diarrhoea by modern (defined as non-traditional) health service providers.
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determinantsof childlabour withinthe
context of theoverall |abour marketin
the country. Thistimethereport could
draw on datafrom the General popu-
lation Census of 1998 and the recent
1999 CSESfor the computation of the
four indicesHDI, GDI, GEM and HF!.

Building on these achievements, a
new emphasiswas placed on capacity
building inthe preparation of the 2001
report. Inlinewithafundamenta goal
of human development, whichimplies
full development of persond capacities
leading to actual ownership of one's
production, a strategy to strengthen
transfer of skillsand knowledge was
implemented through therecruitment of
aNational Research Team to prepare
and producethereport (sceAnnex A).

Thus, this2001 report differsfrom
the preceding reportsin anumber of
waysforemost of whichisthat it views
theneed for nationa capacity building
asoneof itsmain concerns.

- Thereport is intended as a
pedagogicd tool for CHDR readers. no
autonomy ispossible in interpreting
quantitativeinformation without suffi-
cient knowledge of the conditionsin
which thefigureswere produced. Of
coursethisdoesnot meanthat dl policy
makersor all usersof CHDR haveto
become statisticians. However, people
and ingtitutionsin charge of policy de-
signor activein civil society should
sharetheability to participatefully, on
aninformed bag's, inthenecessary dia-
logue between techniciansof quantite-
tive data production and analysisand
policy designers. This is reflected
throughout the report.

- Thereport fulfilstheessential
regquirement of knowledgetransfer: it
reflectsthe actua work undertaken by
the National Research Team. Owner-
shipissynonymouswithfull undersand-
ing, and full understandingisalsothe

condition of effective dissemination.
We hopethat this aspect of thereport
will dlow exchangeswith othersabout
thisprocessof knowledgetransfer, ei-
ther nationdly or globdly.

- Themethodology employed
by the National Research Team dur-
ing the study wasto combinethe use
of quantitativeand quditativeinforma
tion, in order that each approach pro-
videscritica undergtanding of theother.
Theprinciple sourcesof quantitative
data(see Annex B) werethe general
popul ation censusof 1998, the socio-
economic survey of 1999 and the se-
riesof HIV sentinel surveillance sur-
veys and behavioural surveillance
surveys.* Throughout the study proc-
€ess, importance was attached to un-
dergtanding the conditionsinwhichthe
figures were produced, in order to
support critica interpretation.

Thesourceof qualitative datawas
fiddwork, undertakeninfour provinces
(seeAnnex E) that aimed at providing
an understanding of the consequences
of the epidemic in everyday lifefar
from Phnom Penh and to confirm or
repudiateintuitionsabout the dynam-
icsof theepidemic. During thefield-
work, key importance was attached to
developing an understanding of the
epidemic from the perspective of peo-
plelivinginrural locations. Giventhe
timeconstraints, it wasdecided tofo-
cuson the perspective of health staff
who might be expected to be provid-
ing an activeresponseto theepidemic
on aday-to-day basis. Inaddition, the
expertise of professonalsworkingin
Phnom Penhinformed thework of the
researchteamthrough aseriesof semi-
narsondifferent topics.

c) The HIV/AIDS epidemic in
Cambodia: between hopethat thecur-
rent responseto theepidemic may have

4 Unfortunately, the database of the 2000 Cambodian Demographic and Health Survey, which was
expected to be an extremely valuable source of information, was not available for the National

Research Team.
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curbed itsspread, and mgjor concerns
emerging fromthe present socid Stua-
tion.

The 2001 CHDR focuses on the
causes and consequencesof theHIV/
AlIDSepidemicin Cambodia Thefirst
reasonfor thisfocusistheinestimable
threat to theinternationa devel opment
process posed by the epidemic. The
second isthe importance of lessons,
which can bedrawn, to-date, from the
Cambodian responseto the challenge
of theepidemic. Cambodia, oneof the
poorest countries in Southeast Asia,
withthehighest HIV prevaencerate,
seems about to curb the spread of this
epidemic. But, at the same time, an
anaysisof the background of human
poverty inthiscountry raisesimportant
concernsabout theextent towhichthis
achievement issustainable. The 2001
CHDR amstohighlight thesedud, but
gpparently contradictory, aspectsof the
Cambodian situation, and to contrib-
ute, using ahuman devel opment per-
spective, to the determining of an ef-

TheHIV/AIDS epidemic presents
aglobal chalengeto human develop-
ment and humanrights. Inthetwenty
yearssincethefirst observation of the
symptoms of an unknown diseasein
1981, thegloba spread of theepidemic
hasreached every location and every
population group. In 2001, areview
of thecurrent Stuation by theUNAIDS
Global Strategy Framework onHIV/
AlDSmakesfor frightening reading:

The scale of the HIV/AIDS epi-
demicisnow far greater than a dec-
ade ago, exceeding the worst-case
projections made then®... In just 20
years, nearly 58 million people have
been infected with HIV. Countless
others have become more impover-
ished as a consequence: children
havelost their parents; familieshave
lost their property; communities
have lost teachers, health workers,
business and government leaders;
nations have lost their investments
in decades of human resources de-
velopment; and societies have lost

fectiveway forward. untold potential contribution to so-
Table 1: Global summary of the HIV/AIDS epidemic, December 2000
People newly infected with HIV in Total 5.3 million
2000 Adults 4.7 million
Women 2.2 million
Children < 15 years 600,000
Number of people living with HIV/ Total 36.1 million
AIDS Adults 34.7 million
Women 16.4 million
Children < 15 years 1.4 million
AIDS deaths in 2000 Total 3 million
Adults 2.5 million
Women 1.3 million
Children < 15 years 500,000
Total number of AIDS deaths since Total 21.8 million
the beginning of the epidemic Adults 17.5 million
Women 9 million
Children < 15 years 4.3 million

Source: UNAIDS and WHO 2000

5 UNAIDS and WHO (2000), now estimate that the number of people living with HIV or AIDS at the end of the year 2000 stands at 36.1 million.

This is more than 50 percent higher than the 1991 projections of WHO'’s Global Programme on AIDS.
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cial, economic, political, cultural and
gpiritual life. (UNAIDS2001b)

Asnoted by the UNAIDS Strategy
Framework, thestuation differssgnifi-
cantly accordingtolocation. TheHIV/
AIDS pandemic presently consists of
multiple, concurrent epidemics.

At the end of 2000, 36.1 million
men, women and children around the
worldwerelivingwithHIV or AIDS,
25.3 million in sub-Saharan Africa
alone. Thereare 11 countriesin Latin

America and the Caribbean where
prevalenceintheadult populationis
above 1%.

In parts of Eastern Europe there
weremoreinfectionsin 2000 thanin
all previousyearscombined, whilein
partsof southern Africa, the number
of peoplelivingwithHIV/AIDShas
increased by 50% in the last three
years. InAsia, 5.8 million peopleare
livingwithHIV/AIDSand the number
of new infectionsisincreasing.

Table 2: Regional HIV/AIDS statistics, end of 2000
Region Epidemic Adults & Adults & Adult % of HIV- Main modes of
began children children sero- positive transmission
living with newly prevalence adults who for adults living
HIV/AIDS infected with rate® are women | with HIV/AIDS
HIV
Sub-Sahara late 70s- 25.3 million 3.8 million 8.8% 55% Heterosexual
Africa early 80s transmission
(HS)
North Africa & late 80s 400,000 80,000 0.2% 40% Injecting drug
Middle East use (IDU)
South & South- late 80s 5.8million 780,000 0.56% 35% HS, IDU
East Asia
East Asia & late 80s 640,000 130,000 0.07% 13% IDU, HS, Men
Pacific having sex with
men (MSM)
Latin America late 70s- 1.4 million 150,000 0.5% 25% MSM, IDU, HS
early 80s
Caribbean late 70s- 390,000 60,000 2.3% 35% HS, MSM
early 80s
Eastern Europe | early 90s 700,000 250,000 0.35% 25% IDU
& Central Asia
Western late 70s- 540,000 30,000 0.24% 25% MSM, IDU
Europe early 80s
North America late 70s- 920,000 45,000 0.6% 20% MSM, IDU, HS
early 80s
Australia & New | late 70s- 15,000 500 0.13% 10% MSM
Zealand early 80s
Total 36.1 million 5.3 million 1.1% 47%

5 HIV prevalence rate (or seroprevalence rate) is the ratio between the number of infected persons (whatever the date of infection) and

the number of persons likely to be infected (the size of the reference population). The incidence rate is the ratio between the number of newly
infected persons (during a given lapse of time, usually one year) and the size of the reference population.

21



22

Cambodia Human Devel opment Report 2001

Table 2 showstwo major features of
the epidemic in South and Southeast
Asia. The epidemic began probably
about adecade after it wasdetected in
most other countries, and, despitethe
prevalenceratebeing muchlower than
that of sub-SaharanAfrica, itisrather
highamong adults.

TheHIV/AIDSepidemicin Cam-
bodiabeganrddively late, withthefirst
reported incidence of HIV occurring
in1991.

This broadly coincides with the
emergence of the diseasein the East
Asianregion. Cambodianow hasthe
highest prevalencerateintheregion.
The 2000 HIV Surveillance Survey
(NCHADS2001) arrivesat apreva-
lencerate among the adult population
(1549 years) of 2.8 percent ascom-
paredto, Thailand (2.15 percent), Laos
(0.05 percent), Vietnam (0.24 percent),
Malaysia(0.42 percent) and Indone-
sia (0.05 percent) (UNAIDS and
WHO 2000).

Thisprevalencerateiscalculated
fromthe prevalencerateamong ana-
tion-wide sample of pregnant women
attending antenatal clinics, among

whom HIV prevalence was 2.3 per-
cent. HIV prevalenceamong menisde-
duced fromthisHIV prevalencerate,
corrected to account for the differen-
tial infection ratio for men and for
women. TheBehavioural Surveillance
Survey of 1999 (BSSII1) (NCHADS
2000) deduced avauefor thisratio of
1.5:1 (men:women). Thusthe preva-
lencerateamong menisapproximated
to 3.45 percent. Theadult prevalence
rate of 2.8 percent is the weighted
mean of both maleand female preva-
lencerates.

Indrawing conclusonsand design-
ing policy based onthesedata, the con-
text of data collection and analysis
needsto betakeninto account. Aswith
findingsfromall other countries, itis
important to allow for an error bar
whenworking with prevalencedata(as
will bediscussed inthebody of there-
port). Nevertheless, Cambodiadoes
exhibit an extremely rarefeature: there
isacongstent decrease, intheyear pe-
riod 1997 to 2001, from 3.9% to
2.8%" (seeFigurel). Itis, therefore,
reasonableto hopethat thedissase may
have been contained.

Figure 1: HIV Surveillance Surveys showing a decrease in prevalence
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“The 1998 value is not a measured value, but an interpolation between 1997 and 1999 values. Strictly
speaking, Figure 1 relies on only three dates, 1997, 1999, 2000.
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Aswill befully discussedinthere-
port, this apparent trend does not nec-
essaxily imply adediningincidencerate.
Therapidly risng number of degthsfrom
AIDSaso contributesto adeclining
prevalence rate. Next to nothing is
known, anditisevenvery difficult to
develop ahypothesisabout the scale

and evolution of incidencerates.

The2001HIV Surveillance Survey
will provide moreinformation about
thisapparent trend, both through com-
putation of an additiona point for the
curve and by an original attempt to
assess new infections scale
(seeBox 1).

Box 1: Proposal for further investigation on declining HIV seroprevalence rate in Cambodia

Background and conceptual framework

Since the first case of HIV in Cambodia was detected by the National Blood Bank, the epidemic of HIV spread
rapidly, Cambodia even having the highest HIV prevalence rate in the region. From 1995 onward, the Cambodian
Ministry of Health initiated the HIV Sentinel Surveillance (HSS) once a year in order to help the intervention
program monitor the epidemic and serve as a tool for advocating prevention. Since then HSS continues to show
increasing seroprevalence every year in every target groups, but starting from HSS 1998 the prevalence seems to
be slightly decreasing and the trend continues in HSS 1999 and 2000. Although many intervention activities on
HIV have been implemented, Antiretroviral drug access in Cambodia is very limited, therefore the decline of
seroprevalence is most likely due to the increasing rate of AIDS deaths than to the decline of new infections,
which is called incidence. In order to investigate the cause of that decline, further study should be done.

Methodology

Retest all positive serum samples that were keep frozen during the 1998, 1999 and 2000 rounds of HSS by
using Deturned ELISA, which has a capacity to detect recent seroconversion (<121 days). Therefore the inci-
dence of HIV infection will be detected from samples, for each year, and this will make it possible to point out the
trend of incidence from year to year and to confirm the decline of seroprevalence rate. It should be emphasised
that such a crucial study could not have been undertaken a few years ago, because Deturned ELISA, which
provides a unique opening on the degree of new infection, was not available. Such a tool is therefore of the utmost

Source: NCHADS

importance to understand the dynamics of the epidemic.

For the moment, this apparent de-
creasingtrendinHIV prevalencerates
constitutes a spark of hope, of great
encouragement for the determined re-
sponse from Cambodian authorities,
achieved with support from the UN
system, multilateral and bilateral agen-
cies, and with theinvolvement of anet-
work of national and international
NGOs. Thissuccessful partnershipis
oneof themain aspectswhich needsto
behighlighted, andit may providevalu-
ableguidelinesfor HIV/AIDSstrate-
giesinother countries.

However, dongsidethismessage of
hope, is another message about the
need to acknowledge that reasonsfor
serious concerns continue to persist.
Although much still remainsto beun-

derstood about the dynamics of the
HIV/AIDSepidemic,itspersstent and
congstent characteristicsover thepast
decadesall over theworld alow one
toarriveat an understanding of itsper-
tinent features. Of these, themain fea-
tureisthat thelink between the epi-
demic and human poverty iscrucial.
Astheepidemicgradudly wanesinthe
wealthier countries, it has begun to
devadtate countries a ready weakened
by conflict, intractable poverty or so-
cia upheaval (asispresently thestua-
tion in central Europe). Moreover,
within countries the same pattern is
evident. Theepidemic movesfromthe
population asawholeto become con-
centrated insocialy vulnerablegroups.
Upon knowing the particular circum-
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stancesof Cambodian society —wide-
spread poverty and severe social in-
equity— itisnot possibleto be other
than very concerned about itshigh sus-
ceptibility to aresurgence of the epi-
demic.

d) The Human development
stuationin Cambodia

Human development isastructur-
ally complex notion, aimed at going
beyond the understanding of develop-
ment solely ineconomicterms. Thus,
theindicators devel oped to measure

human devel opment will be complex
indicators, gatheringin onefinal vaue
information drawn from different as-
pectsof life.

UNDP devel oped aHuman Devel -
opment Index (HDI) in order to at-
tempt to capture part of the complex-
ity of the Human Deve opment concept
(seeBox 2). Since 1990, agloba Hu-
man Development Report has been
produced each year that hasused this
index to assessthedifferent situations
of the countries and regions of the
world.

Box 2: Human Development Index calculation

HDI is a composite measure of:

- Longevity, as measured by average life expectancy at birth

- Educational attainment. This is constructed from adult literacy rates (which account for two-thirds of the
educational attainment measure) and a combination of primary, secondary and tertiary enrolment ratios (account-
ing for the remaining third)

- Standard of living, as measured by real GDP per capita

Each component of this index is expressed on a scale from 0 to 1. These component values are calculated
using pre-determined minimum and maximum values. The three components are then scaled according the
general formula:

Dimension index = (actual value — minimum value) / (maximum value — minimum value)*

In calculating this formula, the logarithm of the values for GDP per capita (actual, minimum and maximum) is
used instead of the values themselves, in order to take into account the fact that achieving a respectable level of
human development does not require unlimited income. Variation in the high values is less important than varia-
tion in the low values, a property well accounted for by the logarithm function.

HDI is then simply the average of the three dimension indices.

Source: UNDP 2000

* Goalposts for calculating the HDI:

- Life expectancy at birth: minimum = 25 years, maximum = 85

- Adult literacy rate (%): minimum value = 0, maximum = 100

- Combined gross enrolment ratio (%) : minimum value = 0, maximum = 100

- GDP per capita (purchasing power parity US$): minimum value = 100, maximum = 40,000
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Thefollowing diagramsummarisesthe congtruction of theHDI:

Diagram 1: Construction of the HDI
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Globally, thelatest HDI va uespub-
lished for 162 countries by the most
recent Human Development Report
(UNDP2001a) makeuseof 1999 val-
ues and run from a highest value of
0.939 (Norway) to alowest value of

credited with avalueof 0.541, which
ranksthecountry at 121 out of the 162
countries.

Thesituation of Cambodiaamong
East Asian countriesisshowninFig-
ure2:

0.258 (Sierra Leone). Cambodia is

Figure 2: Human Development Index in South-East Asia
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Cambodiathusexhibitsoneof the
poorest Human Devel opment perform-
ancesof itsregion.

TheHDI aimsto capture the com-
bined picture of three development
fields, income, health and education.
Incomepoverty certainly explainspart
of Cambodia’slow ranking for HDI.
Nevertheless, if weplot thisdimenson

against thetotal HDI, we seethat edu-
cation andlongevity area so respons-
blefor Cambodia’'slow HDI. Among
thefour countrieswiththelowest GDP
per capita (and in the same order of
magnitude), HDI ranks from 0.48
(Laos) to 0.68 (Vietnam), with Cam-
bodiaachieving therdatively low fig-
ureof 0.54.

Figure 3: PPP GDP per capita by countries in South East Asia

.8
0.8 9
0.7 1 ]
0,6 1
051 o
04 -
0,3 1
0.2 -
0,1

HIH ikt

Source: Global HDR 2001

0 5000 10 DO

FPP QD pai capla

15 000 20 DO 25 000

Itisnot possibletolook for atem-
poral trend in Cambodia sHDI, asa
technical changeoccurredintheindex
computation algorithm of UNDP in
1999. Sothe seriesof resultshaveto
be cut into two sequencesof twoyears,
sequencestoo short to allow conclu-

sionsto bedrawn: the 1997 and 1998
indiceswere respectively 0.427 and
0.421, and for the last period 1999-
2000 respectively 0.509 and 0.517.

Urban/rura disaggregation reved's
expected results, with urban areasin
much better Stuation.

Figure 4: Urban/rural disaggregation of HDI
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Introduction

Anexamination of thethreedimen-
sionsof theHDI (the GDPindex, the
educationindex and thelifeexpectancy
index) showsthat each contributesto
theresultinglow HDI, together withthe
spatia and gender differences.

i. Persistent widespread poverty

Obviously persistent widespread
poverty, ascan be established through
astudy of consumptiondigtribution, has
asignificant effect onthe Cambodia's
HDI levdl.

A study of the consumption data
from the period 1993-99 ispossible
thanksto the seriesof Socio-Economic
Surveys(seeAnnex B), and provides
policy makers dongwithdl inditutions
and actorsinvolved in social issues,
with possibility of drawing poverty pro-
files

However, careisneeded withtem-
pora comparisons(seeAnnex D). Let
usfirst compare, over thesesix years,
distributionsof per capitaconsump-
tiore.

Table 3: Consumption profile

consumption, in
1993 - 94 prices

day

day
(2,150 Riels
non-adjusted)

Indicators Strata SES 1993-94 SES 1997 SES 1999
(if adjusted)
Average per capita National 2,260 riels per 2,530 riels per 1,800 riels per

day

Inequality in National 0.38 0.42 0.35
consumption: Gini Phnom Penh 0.39 0.46 0.38
index* Other Urban 0.44 0.44 0.35
Rural 0.27 0.33 0.24
Consumption share National 3.4 % 3.0% 3.2%
of the poorest 10% Phnom Penh 25 % 2.6 % 2.8 %
Other Urban 2.7 % 2.7 % 2.8 %
Rural 4.4 % 3.7% 4.0 %
Consumption share National 32.8 % 35.3 % 30.7 %
of the richest 10% Phnom Penh 31.2 % 40.3 % 30.0 %
Other Urban 36.7 % 37.6 % 28.4 %
Rural 22.9 % 27.1 % 20.3 %

* Gini index is a measure of inequality, which runs from O (perfect equality) to 1 (perfect inequality).

Sources: Prescott and Pradham 1997, Knowles 1998, Gibson 1999

Twomaincondusionsmay bedrawvn
from Table 3. Firstly, improvement in
theaverage consumption over thesix-
year period hasbeen weak or evennon-
existent. Secondly, there has been a
persistent pattern of inequality incon-
sumption, with the poorest 10 percent
of the population sharing three percent
of thetotal consumption and therich-
est 10 percent sharing 30 percent. This

inequality isdightly lessmarkedinru-
ral areaswith the corresponding fig-
uresrounding to four percent and 20
percent respectively. This context of
poverty and highinequality iscondu-
civetothespread of HIV/AIDSand
inhibitssociety’s capacity to respond
totheepidemic.

In order toidentify the proportion
of the population that should be

8 This requires monetary inflation to be taken into account. The table is given in 1993-94 prices.
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Figure 5: Cambodian poverty lines counted as poor, consumption iscompared to
thevauesof thepoverty lines(For definitionand
P computation of poverty line, seeAnnex C). The
< 3G x poverty linevauesaresummarisedinFigures.
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variationsof thepoverty linesetting. It
thusprovidesimportantinformation, but

tribution. The proportion of the Cam-
bodian population who isdefined as

cannot beinterpretedinisolationfrom | poor accordingtothisandysisisshown
other featuresof theconsumptiondis- ' inTable4.
Table 4: Head-count indices
SES 1993-94 SES 1997 SES 1999 SES 1999
(adjusted) (Round 1) (Round 2)
National 39.0 36.1 % (47.8 L
unadjusted) 64.4 35.9 %
Phnom Penh 11.4 1.1 19.4 9.7
Other Urban 36.6 29.9 57.3 25.2
Rural 43.1 40.1 70.0 40.1
% under food 20.0 17.9 47.7 11.5
poverty line

Sources: Prescott and Pradham 1997, Knowles 1998, Gibson 1999

28



Introduction

Interpreting thistableasabroadin-
dication of the Cambodian situation
enablesaconclusion that between 40
and 45 percent of the Cambodian
population subsist below the poverty
lineand that thereisno evidencethat
thisgtuationisimproving. Thisisadrik-
ing result, which should formthe start-
ing point for reflection on poverty dle-
viation programmes. It iswithin this
context that the HIV/AIDS epidemic
hastaken root in Cambodia.

However, the head-count index
does not indicate how far below the
poverty linethe poor are. Whether a
personisjust below thepoverty lineor

very far below, he will be counted
by the head-count index in the same
way. Thus, it isuseful to consider a
second index, which measuresthe av-
erage gap between poor people’'s
standard of living and the poverty line.
Thisindex iscalled Poverty Gap In-
dex and isexpressed asaratio of the
aggregate poverty gaptothetotal num-
bersbelow the poverty line. The in-
dex permitsthe cal culation of the cost
of eiminating poverty by making per-
fectly targeted transfersto the poor (in
ahypotheticd gtuationthat assumesno
transaction costs or disincentive ef-
fects).

Table 5: Poverty gap indices

SES 1993-94 SES 1997 SES 1999 SES 1999

(adjusted) (Round 1) (Round 2)
National 9.2 8.7 (13.7 if S

unadjusted) 23.9 6.5
Phnom Penh 3.1 2.2 5.2 2.0
Other Urban 9.6 7.5 23.3 6.8
Rural 10.0 9.7 26.0 6.9
According to food 3.7 8.5 14.5 2.3
poverty line

Sources: Prescott and Pradham 1997, Knowles 1998, Gibson 1999

Withvariations, the poverty gapin-
dices show adepth of poverty rounded
t0 10 percent. Thismeansthat, although
poverty is dramatically widespread,
valuesof consumption by poor people
are concentrated around 10 percent
bel ow the poverty line.

Tosummarise, thereiswidespread
poverty inthe countryside (where 84
percent of the Cambodian population
resdes), highlevelsof inequdity incon-
sumption patterns and no clear trend
of overal poverty alleviation. These
severepoverty related indicatorsdo not
mean that Cambodian society is un-
changing, nor that the Cambodian gov-
ernmentisinactiveontheseissues. The
first and second five-year socio-eco-
nomic development plans, 1996-2001
and 2001-05 respectively, attest to
early and pers stent effortsmadeby the

Cambodian authoritiesto design and
implement poverty dleviaionpolicies.

li. Encouraging schooling rates
marked by spatial and gender in-
equality

Thecircumstancesof educationis
important part of the human devel op-
ment perspectiveasit revea sboththe
recent historical context, throughthe
distribution of literacy among adullts,
and the current policy orientation,
through the school enrolment rates of
children and teenagers.

A Box-and-Whiskers plot of the
adults literacy rate, asreportedinthe
1998 Cambodian national census,
showing thedispersion by provincefor
two agegroupsand by sex, illustrates
beyond doubt the current pattern of
inequality intermsof literacy (Figure
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6): asrong gender inequdity essentidly
dueto amarked disparity inthe older
generdions

- themaeliteracy rate was gpproxi-
mately 80% (79.5%)°

- there was a marked gender gap,
withtherate of femaleliteracy (57%)
being some 25% lower thanthemale

rate. Thisinequality waslessapparent
among young adults.

- thesgnificant dispersionrangeby
province, especialy for women (with
about a60% discrepancy betweenthe
stuationinthecapita and thestuation
in the remote and poorest provinces
along the north-east borde).

Figure 6: Distribution of literacy rates among provinces by sex and age
100
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20 on 022
* 16 016-11
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Thispattern of inequdity by sexand
locationiscommonto al dimensions
of human devel opment in Cambodia.
The present report aimsto show that
it, specifically, must betakeninto ac-
count when attempting to understand
and/or make efforts to monitor the

HIV/AIDSepidemic.

Further, the schooling ratedistribu-
tion for children and teenagers does
allow for some optimism: themarked
gender inequdlity that ischaracteristic
of the schooling rates among theolder
age groups, is almost imperceptible

Table 6: Summary of schooling rates by age and sex
Children schooling rates distribution parameters (%)
Age 6 7 8 g 10 11 12
Sex Male [Female | Male |[Female| Male | Female | Male|Female| Male |Female| Male |Female | Male | Female
Median| 15.6 | 149 |31.4 | 31.3 |45.5 448 |58.6| 57.3 64.8 | 63.5 726| 713 [ 759 | 724
Max 38.7| 376 [63.4 | 63.1 |77.3 76.4 |85.2| 84.9 87.9 | 86.9 91.3| 90.2 | 90.8| 88.3
Min 591 | 466 |10.8 | 9.96 11 11.6 |[17.7| 17.2 17.6 | 15.3 26.7| 222 |282| 21.6
Teenagers schooling rates distribution parameters (%)
Age 13 14 15 16 17 18
Sex Male |Female | Male | Female |[Male |Female | Male | Female | Male | Female | Male |Female
Median| 75.7 69.42 73.1 60.2 |63.5 44.73 53.1 | 34.27 42.1 22.1 31.9 16.14
Max 91.3 86.44 90.4 | 80.75 |85.4 69.8 80.1 57.85 71.1 44.16 60.5 | 31.52
Min 30.7 20.74 33.9 | 21.33 |22.7 11.95 28.2 13.32 17,6 11.91 17.3 5.9

9 Further investigations undertaken by UNESCO in Cambodia conclude that the 1998 Census results are overly optimistic, and that the literacy
level is, in fact, much lower. A reason for this discrepancy may be that the Census recorded literacy levels by declaration, while UNESCO

asked respondents to perform a practical test.
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among thevery young (Table6).
Asgender inequality isan essentia
dimensionof theHIV/AIDSissug, itis
worthwhileexamining thesituationin
regard to schooling at greater length.
Figure 7 shows that up to the age of
12, gender inequdity isminima, witha
growing but till marginal dispersonby

province. However, fromtheageof 12
to 16, the difference in the gender
schooling rate increases sharply as
doestheincreaseindispersion accord-
ingto province. Themargina decrease
in the gender discrepancy observed
fromtheageof 16to 18 arerelated to
poor schooling ratesfor both sexes.

Figure 7: Gender inequality in schooling enrolments

=

-

Note: de-
viation from 0
shows the ex-

tent of inequal-
ity. The width
of the rect-
angles shows
the extent of
province-spe-

cific disper-
sion.

Age 6 7 g8 9 10 1 12 13

Source: CPS 2000

14 15 16 17 18

Insummary, dthough theschooling
situation is characterised by marked
gpatia and gender inequality, reasonfor
hope canbefoundinthehighlevel of
schooling ratesfor young teenagers'©
and thereduced gender discrepancy in
enrolment ratesfor the youngest age

groups.

iii. Theoverall poor health satus
with sharp local distinctions

Lifeexpectancy isastrikingindica-
tor of global inequality. Asthe Globd
HDR declares, leading a long and
healthy lifeisamong most basic as-
pectsof for human development. Life
expectancy in Cambodia, at approxi-

Table 7: Life expectancy in South East Asia
(_:ountry (projected Life expectancy at birth Infant mortality
figures for 2000) rate (/000Ib)

Male Female Both

Brunei Darussalam 74 78 76 8
Cambodia 55 57 56 90
East Timor 49 50 50 120
Indonesia 65 69 67 39

Lao People’s Dem. Rep. 54 57 56 76
Malaysia 71 75 73 9
Myanmar 61 64 62 65
Philippines 68 71 69 30
Singapore 75 80 78 5
Thailand 67 73 70 25
Viet Nam 66 71 69 32
Source: PopMap software, World application.

101t should nevertheless be added that curricula are often very delayed. Many 14 year old pupils are still

enrolled in primary school.
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mately 55 years, is poor and among
theworstintheregion (seeTable7).
As aready shown in terms of
schoolingrates, thespatia distribution
of socid indicatorsishighly heteroge-
neousin Cambodia Asaconsegquence,
any policy, andin particular thosead-
dressngtheHIV/AIDSepidemic, must
givedue consideration to thisimpor-
tant feeture. Tohighlight further thisfea:
turein the case of the health status, the
infant mortality rate, one determinant
of the life expectancy, is considered
here. Thereasonfor choosngthelMR
isthefact that thelifeexpectancy indi-
cator ishighly model -dependent and,
when applied, themodel reliesonthe
population age and sex structure. In
Cambodiathese structureshave been
severdy distorted because of itsrecent
bloody history. An anaysisof thein-
fant mortality rate in these circum-
stancesis, by contrast, morereliable
asit permitsadirect approach, andis
more susceptibleto policy initiatives.
Table 7 showsthat the overdl fig-
urefor infant mortaity ishighin Cam-
bodia. Moreover, from recent meas-
urements(see, for example, theDemo-
graphic and Health Survey 2000) itis
possibleto concludethat there hasbeen
adight worseninginthestuation. The
DHSfound that no morethan 40% of

the children between 12 to 23 months
at thetimeof the survey had beenfully
immunised. Usnganinternationd scale,
the DHS reportsthat 45% of the chil-
dren were stunted, 45% underwei ght
and 15% weretoothinfor their height.

Map 1 providesastriking example
of unequal human development in
Cambodia. Themortality rateranges
from 1 to 3 (64 percent to 170 per
thousand) (1998 popul ation census).

Map 1 showingthe MR again at-
teststothisinequality acrosstheprov-
inces of Cambodia. Not only isthis
pattern evident for other aspectsof the
public hedth status, but also for many
socid phenomena.

Aswill beexplainedinthebody of
thereport, thisspatial inequality isa
critical feeture, which cannot beignored
when ngtheHIV/AIDS situa-
tion and designing appropriate re-
SPONSES.

Thisisthe context in which Cam-
bodiaisfacing HIV epidemic, acon-
text that, aswill be advocated in the
body of thereport, providesafertile
ground for theepidemic, aswell asin-
hibiting social capacity to respondto
the epidemic. Nonetheless, aswill be
shown also, Cambodiais not without
resourceswithwhichto respondtothe
epidemic.

Map 1: Distribution quintiles of infant mortality rate by province (NIS PopMap software)

Source: Census 1998
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1. Human development facing HIV/
AIDS epidemic: conceptual framework
and the Cambodian epidemic situation

1.1. From theper spectiveof in-
dividual behaviour totheconcept of
vulnerability: thesocietal approach

Amongfour principad meansof HIV
transmission (sexud intercourse, blood
transfusion, re-useof needlesfor injec-
tions* parent-to-child transmission),
heterosexual intercourse is the pre-
dominant means of transmission in
Cambodia? with parent to child trans-
mission increasing asmore and more
women becomeHIV positive.

The strong associ ation between the
HIV/AIDS epidemic and sexud activ-
ity hasoften, at least inthe global be-
ginningsof the epidemic, obscured un-
derstanding of mechanismsspreading
theepidemic. Sexisusudly thought of
as a private domain, an individual
choice. Thisconceptudisationgaverise
tothenotion of risky behaviour that has
played a major role in epidemic de-
scription. Thetask becametoidentify
thesub-populationsmost likely to adopt
risky behaviour and to develop inter-
ventionsin order to bring about behav-
iour change.

Thisapproach, useful asit may be,
turned out to be highly insufficient for
reducing the spread of HIV. Twomain
factorsmay help account for itsshort-
comings. thesocid determinantsof hu-
man behaviour and the necessity of un-
derstanding “risk” withinaparticular
context.

1.1.1. Sex isa social issue

Themain shortcoming of the* risky
behaviour” perspectiveisthat it does
not account for thefact that sex, likedll

other human activities, isasocia is-
sue. Assuch, sexud behaviour patterns
are constituentsof overall social de-
sign, linked with other constituentsby
double bonds of action and reaction.
Gender inequdlity, averageagea mar-
riage, personal and social insecurity,
employment patterns, role of women
ingdethefamily, qudity of citizenship,
educationlevelsand soforth, resultin
specific sexud patterns, someof which
providefertileground for theepidemic
to spread.

Thesocial determinants of sexual
behaviour result, in particular, in dif-
ferences between countries, and
among their socia groups, asto their
capability torespondto agiventhredt.
Thismechanismof behaviour driven by
circumstanceiswell knowninrelation
tomany socid issues. For example, in
the case of threats to public health,
some social patternsso serioudy de-
privethe concerned socia groups of
capability that thediseaseislikely to
oppose more resistance in these
groups. This can be observed in de-
veloped countrieswheretuberculosis
persstsin the poorest segmentsof the
popul ation. Another smilar exampleof
thisrelationshipistheperastenceof the
medically understood disease, leprosy,
indevel oping countries, despitethelow
cost of the drugs required for treat-
ment.

A dramaticillustration of theabove
anadyssmay befoundintheevolution
of theHIV epidemicinthe USA:

A new pattern is emerging, with
the epidemic shifting towards poorer

1 HIV is transmitted through the introduction of infected blood or sexual fluids into the body.
2 1t is assumed that sexual transmission is mostly heterosexual. There is little information available

about men having sex with men (UNAIDS 2001c).
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people ... who face disproportionate
risksof infection and aremorelikely
to be missed by prevention cam-
paigns and deprived of access to
treatment. (UNAIDS 2001a)

For example, the report quoted
abovegoesonto describehow therate
of newly reported AIDS casesin the
USA, disaggregated between white
and black communities, showsaper-
fect mirror trend. Therewasaconstant
decrease from 1985 to 1999 for the
white community and a constant in-
crease over the sametime period for
the black community. Thetwo curves
crossed in 1995.

Another highly worrying exampleis
provided by Eastern Europeand Cen-
tral Asia. These societies have under-
gone deep socio-economic transfor-
mations in the last ten years. The
UNAIDS (20014) report notes:

Infection rates are climbing omi-
nously in Eastern Europe and Cen-
tral Asia, whereoverlapping epidem-
ics of HIV, injecting drug use and
sexually transmitted infections are
swelling the ranks of people living
with HIV/AIDS. Most of the quarter
million people who became infected
in 2000 were men - almost all inject-
ing drug usersliving in the margins
of the society. In some parts of the
region, more infections occurred in
2000 thaninall previousyearscom-
bined.

Thisshowsthat the pattern of indi-
vidua behaviour issignificantly deter-
mined by the socid context, and some
contexts are inevitably disastrous.
Assessngthesocid context throughthe
perspective of human development
achievements, there ationship between
the HIV/AIDS epidemic and human
development achievements hasto be
clearly ddineatedin order torender this
perspectiveeffectiveand resultinrel-
evant recommendations for all
stakeholders.

Thekey feature of such asocietal
approach is its incorporation of the
concept of vulnerability, and theway
vulnerability isthenviewedinreation
to socia stratification. The concept of
vulnerability complementstheHD per-
spective, asit dealswiththeavailabil-
ity, or otherwise, of arange of choices
inagiven social context. Addressing
vulnerability cdlsfor anunderstanding
of the relationships which shape the
gructural dynamicsof asociety, if such
an approach is to go beyond words
and becomeeffective. Thegppropriacy
of thisconceptual framework will be
illustrated inthischapter.

Thevalidity of thisapproachisevi-
dentinrelationto gender. Examininga
society from this perspective does not
mean restricting theanalysistoacase
study of women. It meansquestioning
the balance of the differential social
position of both men and women and
their respectiveroles. Similarly, avul-
nerability perspective doesnot mean
restricting the study to only the poorer
groups, but seeing poverty asacondi-
tion shaped by human relationswithin
particular structural dynamics. This
meanstaking into account the differ-
entid socid postionsthat condtitutedl|
theelementsof that society, in order to
understand the different behavioural
responses and the consequent differ-
ent effectiveness of theseresponsesto
asocial threat.

1.1.2. Risk and context

Thesecond mainshortcoming of the
individua behaviour-based gpproachis
that it supposesthat vulnerability toin-
fection isdependent on defined setsof
behaviour. Thisiswrong. It supposes
that behaviour can be separated from
the socia context —such asloca gen-
der and power relations- inwhichit
takes place. A behaviour isnot risky
or safeinor of itsdf. Central and South
Africanwomenlearned thistragicaly:
inhighprevaenceregions, tobeamar-
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riedwomanisto beat extremely high
risk of infection. Accordingly, the sex
ratio of personswith HIV inverted from
apredominance of mento apredomi-
nance of women.

Thisfinding leadsto an important
observation: thewaysinwhich theepi-
demic spreadsarenot uniform, but de-
pend upon theway acountry responds
toit. Global evidence showsthat the
epidemicinitsprimary stage settlesin
the general population through male
behaviour, and in predominantly urban
areas. For example, highratesof early
sero-prevaence have often been found
among aivil sarvantssuch asmaeteach-
ers. Without timely and sufficient atten-
tion to this stage of the epidemic, the
infection among spouseswill play, in
turn, the next main stagein the spread
of the epidemic. Educated people may
benefit frominformation campaignsear-
lier and in agreater number than the
non-educated. Thus the epidemic is
likely to moveinto pocketsof poverty,
whichwill includetherura aress.

Therefore, considering sexual be-
haviour patternsisfundamental to un-
derstanding how theepidemic may have
established itself inaspecific country
context. Giventhat vulnerability toHIV
infectionisclosaly related to socid fac-

tors, one should consider that the dy-
namic of theepidemicisasocia issue,
andreatedtoitsreatively recent emer-
genceand responsestoit. Theremain-
ing part of thischapter isfirst devoted
toillustrate the proposed conceptual
framework, and thento record the cur-
rent stage of the Cambodian HIV/
AlIDSepidemic. TheCHDR 2001 will
thenfocusonthesocia vulnerability
issuein Cambodian society.

1.2. Conceptual framework

The concept of Human Devel op-
ment embodies far more than eco-
nomicwedlth. The present report will
emphasise some its major aspects.
Readersmust bear inmind that sucha
pictureisnot exhaustive, but aimed at
providing relevant examplesof theso-
cia mechanismsunder examination.

TheHIV/AIDSepidemicissmilar
toall other socia phenomena: it par-
ticipatesinand inevitably affectsthe
overal socid bal ancebetween various
groups. It developsin agiven social
context, andinturn, it altersthat con-
text. Diagram 2illustratessomeof the
reciprocal links between key aspects
of human development and the HIV/
AIDS epidemic drawnfromtheglo-
bal experience.

Diagram 2: The HIV/AIDS epidemic is a human development issue
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35



36

Cambodia Human Devel opment Report 2001

Diagram 2illustratestwo dimen-
sionsof thesameissue. Both sides of
thisdiagram address the question of
how peopleorganisethemsdvestolive
together: theleft sidereflectstheindi-
vidual perspective, whiletheright sde
reflectsthe perspective at the national
level. Thearrowsdirected towardsthe
HIV/AIDSepidemicédlipseillustratea
key premise of thisreport: thelevel
of national development and the
extent towhichindividualspartici-
patein and benefit from that devel-
opment arekey factorsdeter min-
ingthe spread of theepidemic. The
arrowsdirected away fromthe HIV/
AlIDSepidemicéelipsein Diagram 2il-
lustratethereciprocity of thesereaion-

ships. theHIV/AIDSepidemicimpacts
heavily on devel opment achievements,
thereby lowering overall standards of
living. A descending spiral, if setin
motion, can bedisastrous.

To make some aspects of these
linksexplicit, Diagram 3illustratesthe
individua perspective, focusngonfive
key areas of human development.
Again, thearrowspointing towardsthe
HIV/AIDSepidemicdlipseoffer some
examplesof how thelevel of human
devel opment influencesthe spread and
impact of the epidemic. The arrows
pointing away from the HIV/AIDS
epidemicdlipseillustrate someexam-
plesof how the epidemic undermines
human devel opment achievements.

Diagram 3: Links between human development and HIV/AIDS: individual perspective
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(death being unavoi dablewithout spe-
cifictrestment): thereciprocd influence
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between the health situation and the
epidemicisobvious. Itisonly oneex-
ampleof agenera mechanismlinking
together essential social structures.
Reciprocity isan important character-
istic of theselinks, despitethefact that
onedirection of therelationshipisof-
ten acknowledged morereedily thanthe
other.

Redtricting commentsontheselinks
tosomeof thefieldsillustratedin Dia-
gram 3, itisapparent that an educated
person has more resources and is,
therefore, more able to benefit from
HIV prevention campaigns, and will
aso havemore opportunitiesto modify
his/her behaviour. At the other end of
the educational scale, are children af-
fected by the HIV/AIDS epidemic.
They lack both resources and oppor-

tunities. Activeparticipationincivil so-
ciety life, through community struc-
tures, for example, placestheindividud
ingdeabeneficid net of informationand
discussion. Inturn, thisincreaseshig/
her range of possible effective reac-
tions. In contrast, the tigmatisation, so
often associated with a seropositive
status, forces the people concerned
intoisolationand silence, deprivingthe
community of their participationinin-
formation sharing.

This mechanism of reciprocal
forces, which existsat anindividual
level, isalso effective at the level of
society. Diagram 4 providesasimilar
illustration of linksbetweenthe HIV/
AIDS epidemic and key aspects of
human devel opment from the national

perspective:

Diagram 4: Links between human development and HIV/AIDS: the national perspective

Economic achievements:

A wealthy economy can allocate sufficient resources to
prevention and cure programmes

Economic growth, GDP per capita <

Public sectors with qualified staff and good infrastructures

Effective public sectors

Mortality due to AIDS is highest in the youngest half of the

working-age population, weakening both the public and
private sectors

can address optimally the HIV/AIDS epidemic

(health, education)

A stable country may bring together all the social groups to

AIDS deprives public sectors of skilled staff
Health system may collapse under unmanageable
demand

respond to the epidemic

Security <

o

Fear, sorrow, deep feeling of inequity can lead to social
unrest

Women voices are the most powerful tool to lead to safe
sexual patterns

| ¥

Gender equality

Epidemic burden presses mainly upon women, as
caretakers and household resource providers

Fear of negative country image can lead governments to
deny the epidemic

HIV/AIDS

epidemic

Country image in the world <

Again, itisessential tofully under-
stand the reciprocity of theinfluences
asshown by thearrowsin Diagram4.
A society is, of course, adynamical

Positive country image is important for activities such as
tourism and, more generally, for the many relationships
which link a country to the global context.

structure. Human development isone
of the most entrenched and demand-
ing of themovementsat work in any
soaey. Achievementsinthedimensons
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shown aboveareinextricably linked,
and contribute to the creation of cir-
cumstanceswhich theepidemic finds
elither moreor lessfertile.

Thelinksbetween dimensionsare
not mechanical: they interact, but
progress—and setbacks - may occur
at various paces. Thismeansthat even
if generd mechanismscan beidentified,
each society will haveaunique pattern
of development and consequently, a
socid issuesuchastheHIV/AIDS epi-
demic has to be understood and ad-
dressed within its specific context,
whiletaking into account global les-
sons.

Diagram 3and 4 also highlight an-
other important feature. Asall social
fieldsarelinked withtheepidemic as
anissue, sotoo aretheactorswho are
shaping theresponsetothe HIV/AIDS
issueinvolved in and affected by the
samesocid dimensions.

Findly, alast digtinctionwill beuse-
ful to render the aboveframework op-
erationa. Readerscould easily becon-
vinced, when reading the example
givenfor each of thered arrows (pro-
viding anillustration of how the con-

text determinesthefeaturesof theepi-
demic) that these belong to two sepa-
ratelevelsof action. Somearedirectly
linked with the epidemic: sexual prac-
tices (for example, negotiating safe
sex), and better health practiceswhich
will impact immediately onthe spread
of the epidemic. These are the near
determinantsof theinfection. Theoth-
ers, such aspoverty alleviation, or im-
provementsto thelevel of education
throughout the entire popul ation, will
slowly modify the circumstancesin
which the epidemicinrooted. These
arethestructural determinants. They
arelinked with the near determinants:
they determine whether the actions
taken in relation to the near determi-
nantsaresustainable.

1.3.Human rightsimplications
of HIV/AIDS

Whilethefundamenta goasof the
Human Rightsapproach convergewith
those of the Human Devel opment ap-
proach, the former does nonetheless
emphasisetherightsthat any human
being can demand of the society he/
sheparticipatesin.

Box 3: Human rights and human development

The basic idea of Human development — that enriching the lives and freedoms of ordinary people is fundamen-
tal —has much in common with the concerns expressed by declarations of human rights. The promotion of human
development and the fulfilment of human rights share, in many ways, a common motivation, and reflect a funda-
mental commitment to promoting the freedom, well-being and dignity of individuals in all societies.

Human development and human rights are close enough in motivation and concern to be compatible and
congruous, and they are different enough in strategy and design to supplement each other fruitfully. A more
integrated approach can thus bring significant rewards, and facilitate in practical ways the shared attempts to
advance the dignity, well-being and freedom of individuals in general.

To have a particular right is to have a claim on other people or institutions that they should help or collaborate
in ensuring access to some freedom. This insistence on a claim on others takes us beyond the idea of human
development. Of course, in the human development perspective, social progress of the valued kind is taken to be
a very good thing, and this should encourage anyone who can help to do something to preserve and promote it.
But the normative connection between laudable goals and reasons for action does not yield specific duties on the
part of other individuals, collectivities or social institutions to bring about human development — or to guarantee
the achievement of any specified level of human development, or of its components.

This is where the human rights approach may offer an additional and very useful perspective for the analysis of
human development. It links the human development approach to the idea that others have duties to facilitate and
enhance human development.

source: Global Human Development Report 2000, UNDP
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In accordance with the proposed
conceptua framework, theissue of hu-
man rights implications of the HIV/
AIDS epidemic can be considered by
examining thereciprocd linksbetween
the epidemic and the promotion of hu-
manrights.

Thepromotion of Human Rightshas
an effect on thedynamicsof theHIV/
AIDSepidemic. Theoveral situation
hasunfortunately resultedinthissitua-
tionbeingillustrated by itsnegetivesde,
but important examples of apositive
linkage may befound, particularly in
Phnom Penh.

e The lack of effective means of
expression on the part of individuals
and communitiesresultsinthe central
adminigration havinginsufficientinfor-
mation about the status and the possi-
bleprogressof theepidemic.

Enabling thevoiceof concernedin-
dividuals, familiesand communitiesto
beexpressedisabasicduty. Itisdsoa
powerful tool for monitoring the epi-
demic. Inno country isthisdeclaration
easlly put into effect. For example, ac-
tivistsfrom the homosexua communi-
tiesin Europe and in the USA strug-
gled to maketheir voicesheard. The
global experiment nevertheless pro-
videsimportant evidence about the ef-
fectivenessof thisapproach.

e Thelack of effective means of
expression on the part of individuals
and communitiesresultsintherebeing
fewer demandsfor apublic safety net.
Thustheburden of theepidemicremans
mainly with the concerned househol ds,
undermining their contributionto and
benefit from the wider economic
achievements and threatening to
polarisethisimpoverished group from
thewider society.

Sharing the burden of theepidemic
by mobilising public supportisthefirst
of asociety’s duties on behalf of the
affected part of its population. Assum-

ing thisresponsibility isalso part and
parcel of maintaining and continuing
with strategiesto address entrenched
poverty andimplement effectivedeve -
opment Strategies.

Conversdly, the epidemic accentu-
ates the negative aspects of the Hu-
man Rightsstuation.

e Fear frominfectionleadstodis-
crimination; no moral conviction can
overcometherefusa to endanger one-
self or anear relative. Aslong asthis
fear exists, no clear understanding
about the circumstancesof peopleliv-
ingwithHIV/AIDS can bereached.

e Thestigmatisation associated with
seropositivestatus (whichisworsefor
thosewithAIDS) silencesmost of the
affected people. In turn this silence
lengthens the time taken to create
awareness in the remainder of the
population.

One essential contribution of the
Human Rights approach is that it
makesexplicit thelegitimacy of thecal
for support. Thepractica implications
of thisperspective are both demand-
ing and highly effective in terms of
shaping aresponse to the epidemic.
Theoutputsof thisframework canbe
appreciated by raising the controver-
sial question of access to Anti-
Retroviral therapies (ART). Thepri-
mary right of each human beingisto
stay alive: demand for accesstoART
therapies, whichinhibit HIV from be-
comingAIDS, ensue, therefore, asan
elementary right. It is the duty of a
country to mobiliseits meansto cope,
asfar aspossible, with thisdemand.

1.4. TheHIV/AIDSepidemicin
the Cambodian context: knowledge
and lack of knowledge

1.4.1. Prevalence rate estima-
tion: HIV Survelllance Surveys

Quantitative knowledgeon HIV/
AlIDSepidemicreliesondataprovided
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by the Sentinel Surveillance system
implemented by theNationa Center for
HIV/AIDS, Dermatology and STls, a
department of theMinistry of Health.
These arethe only countrywide esti-
mationsfor the sero-prevalencerate,
and assuch they areessential. There
have been successveissuesof the Sur-
veillance Sentingl Surveyssince 1992,
but thesehave covered asignificant part
of the country only since 1997. The
report relies on the four most recent
surveysof 1997 to 2000. While senti-
nel surveyshaveinherent limitations, as

discussed inthischapter, thesesurveys
providein-depth information about the
spread of the epidemicwithin salected
population groups.

The methodol ogy of the Sentinel
Surveyscons stsof identifying groups
presenting potentialy high-risk sexua
behaviour, and groupslikely toberep-
resentative of the national behaviour
norm. From these groups, asample of
volunteersistested for the presence of
HIV. The groups chosen during the
previous four years are listed in
Table8.

Table 8: Sentinel groups

1997 (22 provinces)

1998 (19 provinces)

1999 (20 provinces)

2000 (21 provinces)

DCSW*
Male police
ANC?

Hospital in-patients®
Tuberculosis patients
Military personnel

DCSW DCSW
Male police Male police
Married women of ANC

reproductive age
Hospital in-patients

IDCSW* Beer promoters

workers®

population)

Hospital in-patients
Tuberculosis patients

Non-brothel based sex

Households (general

DCSW
Male police
ANC

Hospital in-patients
Tuberculosis patients

IDCSW

* Female Direct Commercial Sex Workers,
2Pregnant women attending antenatal clinics
3 Hospital in-patients were surveyed in only three provinces

4Indirect Commercial Sex Workers. IDCSW includes women beer promoters, women bar workers and

women working in karaoke lounges and massage parlours.

5‘Beer promoters’ and ‘non-brothel-based sex workers’ were an attempt to disaggregate the IDCSW

group.
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The 2000 Sentind Survey Sampling
thusencompassed six sentinel groups.
1) Female direct commercial sex
workers (DCSW) 2) Femaleindirect
commercia sex workers(IDCSW) 3)
Male police 4) Pregnant women at-
tending antenatal clinics (ANC
women) 5) Tuberculosis patientsand
6) Hospital in-patients (in 3 provinces
only).

For DCSW, IDCSW and Police
(and ANC women and TB patients),
the sample covered 21 provinces,

gratifiedin Provincidscapitalsandre-
maining digtricts. Thesampling frame
indl the 21 provincesbut Battambang
coversthetwo strata. For hospitalsin-
patient, thethreeprovincesinwhichthe
survey takes place are Battambang,
Kampong Cham and Phnom Penh.
DCSW, IDCSW and police were
recruited from randomly selected Sites,
whileANC women, TB patientsand
hospitd in-patientswererecruited from
purposely selected sentinel sites. In
provinceswherethe total number of
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DSCW wasnot likely to exceed 150,
the corresponding sampleincludesall
the DSCW. In provinceswheretheto-
tal number of DSCW wassignificantly
higher than 150, cluster sampling was
done. IDSCW were sampled from a
list of all beer companiesthat hire beer
promotion women, as well as bars,
karaoke |oungesand massage houses.

The sampling size, per province,
was decided to be 150 people from
each sample group if prevalence in
1999 was higher than 5 percent, and
300 peoplefrom each samplegroup if
prevalencewaslessthan 5 percent. In
some provincesit wasnot possibleto
achievethese sampling targets, and so
as many people as possible werein-
cludedinthesample.

Thefirst aim of the HSSisto pro-
vide an estimate of theoverall preva
lencerateamong adults. Thefiguresfor
2000 have aready been describedin
theintroduction of thisreport: 2.8% of
Cambodian adultswer eexpected to
beHIV positivein 2000.

Asaready explained, thisfigureis
based on measuring the prevalencerate
inasampleof pregnant volunteers at-
tending antenatal clinics. Thischoice
may be questioned for the following
reasons, but no other choicewould have

been any lessquestionable. First, preg-
nant women are likely to be more
sexudlly activethanthetotal group of
adult women. But, and thisisthemain
limitation, most Cambodianwomendo
not attend antenata clinics. According
to the 2000 Cambodian Demographic
and Health Survey, 89% of the babies
bornin the five years preceding the
survey weredelivered at home. Thus
only about 10% of mothersgavebirth
inahealthfacility. Indeed most (55%)
had no contact with ahealth facility
during pregnancy.

Althoughattending antenatd clinics
isan urban phenomenontypical of the
wealthier groups, it also includes
womenwith high-risk pregnancies. It
Isnot easy to assesshow these biases
arelikdy todigtort themeasured preva
lence, and even less how they might
changeover time.

Whentheepidemicismost present
in urban areas, such prevaence as-
sessed through these attendancefig-
ures might overestimate the overal
nationa prevaence. When prevention
issuccessful among educated people,
thereversemight betrue. It resultsin
an underestimation of national preva
lence. Box 4 gives details for some
aspectsof thisdiscussion.

Box 4: Estimates of prevalence rates are inherently fragile data

Estimates of prevalence rates are essential, as knowledge of the extent of the spread of the epidemic is

clearly key information in the organisation of any response to the epidemic. Unfortunately, gathering data to
estimate prevalence, in addition to the difficulties common to all measurements of social phenomena described
in Annexes, has specific requirements and features that cause such estimations to be inherently fragile data.

Firstly, estimation of HIV prevalence rates requires blood testing from a representative sample of the popula-
tion. This requirement is impossible to meet. An essential feature of HIV testing is that it is voluntary. Accommo-
dation of the needs for both voluntary testing and a representative sample requires compromises. The Ethical
considerations demand that the requirement that blood testing is voluntary is met in full. Therefore, distortions
inside the surveillance samples have to be accepted.

Secondly, fortunately, within the range of overall prevalence likely to be found in Cambodia (an order of magni-
tude of around 3 percent), only a few people in a sample of a few thousand will be HIV positive. For example, the
sample of pregnant women attending antenatal clinics (ANC), from which the overall Cambodian prevalence rate
is deduced (as explained earlier in the report), included 6,562 women in the 2000 round of sentinel surveillance.
Among them, 152 were found HIV positive, unequally spread across the 21 provinces. Thus, by province, there
were between one and 17 women who tested positive. Obviously, small hazard variations will significantly influ-
ence any description of such a sub-sample. In other words, any figures deduced from this sub-sample encom-
pass a large error bar.
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School attainment will be used here to illustrate the type of distortion resulting from these unavoidable features
of prevalence measurement. An obvious concern about the choice of the sentinel group of pregnant women
attending ANC to represent Cambodian women of reproductive age is that a very small percentage of Cambodian
women of reproductive age access ANC. Most pregnant Cambodian women do not attend ANC, and those who do
are not likely to be a random sample of pregnant women and are likely to share certain characteristics. Indeed,
the sample of pregnant women tested in the 2000 Sentinel Surveillance Survey were found to have a school
attainment distribution distorted towards a high level.

The same kind of distortion was found in the sample of household men surveyed for the 2000 Behavioural
Sentinel Survey. Of the 3,166 men sampled through a multistage sample frame, 6.5 percent reported that they
had not attended school (8.7 percent of men in rural households and 4.3 percent of men in urban households).
The corresponding figures from the 1998 census, for the five provinces surveyed pooled together, are respectively
19.1percent (total), 23.68 percent (rural) and 8.84 (urban). School attainment of men from 15 to 49 is not suscep-
tible to significant change in a two year time period. The choice of the ANC sample, and the sample from
household sampling exhibit the same feature. Reasons contributing to this same distortion appearing in both the
sample of pregnant women attending ANC clinics and the male household survey may include difficulties in
conducting the survey deep in the countryside and the greater ease of response and cooperation with the survey
among more educated people.

Adjusting estimates of prevalence rates in the context of a sample that is unrepresentative of school attain-
ment levels is not straightforward. Global trends suggest that the older an epidemic is, the more deeply it is
rooted in the poorest part of society. If this trend holds for Cambodia, it could mean that surveillance survey
results will gradually come to underestimate the actual HIV rate. Such underestimation will have consequences
for all quantitative assessments deduced from the estimated prevalence rate, including the projected number of
persons developing AIDS at a given time and the projected number of AIDS-related deaths.

The best way to clarify thisques-
tion of prevalenceisto crosscheck this
survey with other typesof prevalence
surveys. But there hasbeen, sofar, no
clear answer. An attempt was madein
1998 to substitute the sample of
women attendingANCswithasample
of married women of reproductiveage.
The corresponding valueproved to be

Figure 8 : HIV seroprevalence among sentinel groups in 2000

Source: NCHADS, Sentinel Survey 2000 dissemination
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lower than what would have been ex-
pected through an interpolation of the
resultsfrom ANC attendant women.
The three values measured from
women attending ANCs are 3.2%,
2.6%, 2.3% (for 1997, 1999 and 2000
respectively), resulting in an extrapo-
latevaluefor 1998 of 2.9%. Themeas-
ured valuefrommarried womeninthe
sameyear is2.4%.

Finally, onthebasisof the chosen
framework, onehasto evauatethedif-
ferentid rateof infection betweenmales
and femalesin order to provideana-
tional estimate. Thismay be measured
directly through household testing sur-
veys, or deduced from behavioural es-
timates. Theratio of infectionfor males
to females of 1.5:1 comes from the
Behaviora Surveillance Survey.

It should beclear to readersthat the
steps detailed here do not mean that
Cambodiandataarelessrdiablethan
other data of this kind. These steps
highlight the Cambodianresponsetothe
unavoidable congtraintsof prevaence
estimates. In one way or another, all
countries haveto deal with the same
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problem. Theprevaencedatain Cam-
bodiaarefar from beinglessreliable,
and the Surveillance Systemisconsid-
ered oneof thebest intheregion. The
CHDR dealswiththequestion of reli-
abilityinsomedetail, asfair consdera-
tion of the level of confidence to be
givento epidemic oreading assessment
isneeded to consider the possibly weak
ground on which epidemic might keep
onrooting, if not refueling.

The second aim of the HSS is to
follow the groupsdesignated ashigh-
risk groups. TheHIV seroprevalence
for Sentinel sub-populationsin2000is

showninFigure8.

Inorder tointerpret thesedata, itis
important to produce an estimated rate
of variation from oneprovinceto an-
other.

Sentinel Surveysarenot designed
toprovidedatafor adiscussononthe
situation in each province, but the
rangeof variationisneverthedessasig-
nificant indicator. Table 9 showsthat,
for each sampled group, the disper-
sion acrossthe provincesisvery im-
portant. The results combine statisti-
cal fluctuationswith significant local
disparities.

Table 9: Range of HIV prevalences in different provinces (HSS 2000)

Sentinel Group

Lowest Prevalence

Highest Prevalence

Direct sex workers
Indirect sex workers
Police

Antenatal clinic attendees
TB patients (20 provinces)

Hospital in-patients
(3 provinces)

7.1%

5.2%

0.7%

0.5%

0.0%

8.1%

58.6%

32.8%

10.7%

5.7%

19.5%

12.1%

* N=21 provinces

The prevalence trends of the epi-
demic providedatawhich areof para-
mount importancewhen ngthe
effectiveness policiesaready imple-
mented and when considering the de-
sign of futurestrategies. Inorder toun-
derstand and qualify themajor resullt,
presentedintheintroduction, that is, the
decreasing prevaencefor thepast three
years, itisessentia that theevolution
of the prevalence among the surveil-
lance highrisk groupsisalso assessed.

Figure 9 confirmsthe prevalence
resultsderived fromwomen attending
antenata clinics. Among thefour high
risk groups, two (DSW and Policemen)
clearly haveadecreasing trend. Less
clear arethetrendsfor ‘Beer Girls and

Figure 9: HIV prevalence in high risk groups decreases

by Age group (in 19 provinces)
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The Trend of HIV Seroprevalence among Policemen in Urban Areas
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TB patients, but, nevertheless, they are
at least compatiblewith adecrease.

1.4.2. Behavioural Surveillance
Surveys

The Sentinel System asoincludes
repeated behavioural surveys
(NCHADS 1997-2000). The Behav-
ioural Survelllance Survey isaseries
of repeated cross-sectional surveys
conducted at regular intervalson ana-
tional or regiond scaleintarget groups.
Thegoa isto monitor and track high-
risk sexua behavioursin selected tar-
get groupsonaregular and systematic
basis.

WhileHIV Surveillance Surveysare
intended to estimatethe preva ence of
infection among chosen surveillance
groups, Behavioura Surveillance Sur-
vey (BSS) isintended to assess and
follow over timethe sexua behaviour
of these groups. BSSmethodology is
widely used around theworldinrela
tion to variousaspectsof public hedth,
such as smoking, eating patterns, al-
cohol consumption and so on. Annua
roundsof BSShavebeenincludedin
the Cambodian processfor monitor-
ing the HIV/AIDS epidemic since
1997, in order to monitor high-risk
sexual behavioursin selected target
groups on aregular and systematic
basis. Expected usesof BSSare sated
tobe:

- Targeting prevention programs

- | dentifying specific behaviour in
need of change

- Providing indicators of success
and identifying persistent problemar-
eas

- Serving asan advocacy and policy
tool.

The population is divided into
groups characterised by three broad
categoriesof behaviour. Firstly acore
group, defined asahighly vulnerable
group of individuals characterised by
high ratesof partner change, long du-
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ration of STD infection oftenrelated to
poor accessto acceptable health care,
and highly efficient transmission of in-
fection per exposure. Secondly, bridg-
ing groups, asthetransmissonof STD/
HIV beyond coregroupsinto the gen-
eral population has been shownto be
basad on patternsof mixing by individu-

alswho have sexual intercoursewith
peoplecategorised as’ coregroup’ and
‘genera population.” The ‘generd
population’ is assumed to be at low
rsk.

The occupationd groupschosento
represent thesethree categoriesand be
sampledfor thesurvelllancesurvey are:

Femalesex workers(BSSI, I1, I11)
Police/Military (BSSI, 11, 111)

Coregroups

Women beer promoters (BSSI, I, 111)
Moto-taxi drivers(BSSI, I1, [11)

Bridge

Working women (BSS|, 1)
Vocational students(BSSI, 1)
Governmentd officids(BSSII)

Multistage sample of householdsmales (BSSIV)

Generd Population

BSSI: 1997 (sample4,356), BSS11: 1998 (sample4,265), BSS111: 1999 (sample 3,400),

BSSI1V: 2000 (sample 3,166).

* Inthreeof thefivesites, BSSI relied on GTZ studly.

TheBSSareadministeredinonly
five provinces, wherethefivelargest
citiesarefound:

Phnom Penh, Sihanoukville,
Battambang, Kampong Cham and
Siem Reap. Each provincial townis
sampled, plusthreerurd didrictsineach
province. BSS collects basic demo-
graphicinformation about therespond-
ents (age, marital status, age at first
marriage, number of children, educa-
tional level and, since 1998, monthly
income, whether the person liveswith
family or not and whether the person
hasmigrated in the surveyed | ocation
duringthelast year). Patternsof sexua
behaviour among the pre-defined
groupsare captured by thefollowing
items

-Meanageat first sex. BSS1tolll
consistently found younger valuesfor

the women belonging to the core
groups(17.6dl roundsfor femaesex
workers®) and bridge groups (ap-
proximately 18.4 for women beer pro-
moters) than for general population
women (21 to 22.5 for the two first
roundsfor working women). Nothing
similar isobserved for men, withfig-
ures running from 21 to 22 without
definitetrends.

- Percentage ever had ‘ sweetheart’
and percentagewitha‘ sweetheart’ in
the past year.

- Percentage never married and
sexudly active

- Number of lifetime sexual part-
ners- median (and mean).

Beyond expected broad indications
(for example, only a few working
women who have never been married
report being sexually active, ascom-

13 Readers should keep in mind that a large number of female sex workers in Cambodia are forced into
sex work. Addressing the trafficking of women is part of a comprehensive response to the HIV/AIDS

epidemic.
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pared to 40-45 percent of beer pro- | acteristicsof therespondents, suchas
motersreporting sexud activity),none | age. Readersmust to refer to thefour
of theseindicatorsenable straightfor- | draftsof the BSS.

ward interpretation. Thisisduetothe Particular attention hasbeen paidto
fact thet they arelinked withother char- ' monitoring condom use. Thefigure 10

Figure 10: Improvement in consistent condom use
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bel ow showsan appreciableimprove-
ment in cons stent condom use.

Attention is also paid to the
frequency of STDsand accessto STD
treatment and to HIV testing. The
successive BSS aso exhibit a trend
towardslesscommercial sex use. (See
figurell).

Nevertheless, BSSa so capturesthe
inexorable progression of the human
consequences of the HIV/AIDS epi-
demic: inoneyear, between 1998 and
1999, the percentage of peopleknow-
ing someone sick with AIDS has in-
creased 2.5to0 3fold among thesenting
group. The 2000 household male sur-
vey found that thelowest proportion of
respondents knowing someonesick or
who hasdiedfromAlIDSwasnearly one
quarter (in Sem Reap), whilethehigh-
est proportion wasmorethan hdf of the
samplegroup (in Phnom Penh).

1.4.3.On aknife sedgebetween
successand threat

Asshown, the Cambodian epidemic
gtuation, asassessed by thesurvelllance
system, includes contrasting features.
However, mostimportantly, thepreva-
lencerate, hencethe number of person
living with HIV, shows a marked
decrease. (See figure 12).

Nevertheless, decrease in preva-
lence doesnot mean adecreaseinthe
number of new infections. Peoplewith
HIV remanHIV postiveaslongasthey
live. Inthecontext of asteadily increas-
ing population size, adecreaseinthe
sero-prevalence rate is synonymous
with adecreasein the number of HIV
positive people. Therefore, adecrease
inthe number of HIV positive people
meansthat thenumber of deethsof HIV
positive people is greater than the
number of new infections. Thus, de-
creasing prevaencemay occur inava
riety of contexts:. for example, where
thereisincreasing incidence coupled
withamoresteeply increasing number
of deathsor wherethereisdecreasing
incidence. Inthecurrent context of the

conceptual framework and the Cambodian epidemic situation

Figure 12: The number of persons living with HIV/AIDS
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epidemicin Cambodia, thenumber of
deathscanonly increase. Therefore, it
isnecessary to mobiliseother informa:
tion sourcesin order to interpret the
decreaseinthe prevalence and deter-
mine further stepsin arelevant re-
sponsetotheepidemic.

Currently, theonly way togainin-
sight into the gradual lessening of the
incidencerateisto consder thepreva-
lence rate for very young adults (A
new, origina effort will beundertaken
in 2001 to provide moredirect infor-
mation. SeeBox 1). The sub-sample
of pregnant women attending antena
ta clinicscannot be disaggregated by
agegroup, particularly withregardto
younger women becausethissub-sam-
pleisgatisticaly very weak inddethe
sample. Thesampleof direct commer-
cia sex workers(DCSW) providesan
dternative method for estimatinginci-
denceratevariation. Thetrend among
thisgroup showsasgnificant decrease,
from a prevalence rate of 42.6 per-
centin 199810 31.5 percent in 2000.
Theyoungest women in thissample
account for thelargest decrease. When
thissample of womenisdividedinto
two agegroups, younger than 20 years
and older than 20 years, both age
groupsexhibit adeclinein prevaence.
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However, whilethe older group shows
adeclineof about 10 percent (decress-
ing from 43.4 percent to 33.9 percent),
thedeclineintheyounger groupisal-
most 20 percent (decreasingfrom41.8
percent to 23.1 percent).

Itisdifficult to assesswhether this
encouraging result reflectsagenerd
trendintheoverall population. How-
ever, other features give reason for
optimism, in particular, the steady in-
creasein reported consistent condom
use.

Lessencouraging s, first, thein-
creasing number of AIDSdeeths While
no direct measurement is available,
convergent information supportsthis
fact. Onthebasisof theglobal experi-
ment, aten yearsperiod fromthefirst
reported HIV case correspondsto the
median length of surviva. TheBehav-
ioural Surveillance Surveysreport a
sharp increase from 1998t01999in
the proportion of people knowing
someone“sck withAIDS’ (seefigure
13).

Figure 13: The percentage of people in each surveillance group
knowing someone sick with AIDS
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In 2000, 47.8% of the sample of
women surveyed for the Demographic
and Health Survey answered that they
personally knew someone who has
AIDSor who had died of AIDS. The
dispersion across provincesissignifi-
cant. It rangesfrom 13% in the north
eastern provincesto 76.3%in Phnom
Penh.

Secondly, from the societal per-
spective, several aspects of Cambo-
dian society arehighly relevant to the
HIV/AIDS epidemic: these include
gender normsand relations, and pov-
erty that isboth widespread and highly
iniquitous, dong with persond and so-

cia insecurity. Moreovey, isit possible
to infer that the trend towards a
gradual concentration of theHIV epi-
demicinthevulnerablesegmentsof the
populationistruein the case of Cam-
bodia?

Theanswer will bedecisivefor de-
signing stepsfor prevention and miti-
gation of theepidemic’ sconsequences.
Inorder tocast somelight on apos-
sbleanswer tothiscrucial question,
Chapter 2 explorestheissue of re-
ciprocd reationsbetween Human De-
velopment achievementsandthe HIV/
AlDSepidemicinthe Cambodian con-
text.



2. The Human Development
perspective and the dynamic
of the HIV/AIDS in Cambodia

TheHuman Devel opment perspec-
tive, together with critical information
about the current HIV/AIDS epidemic,
providethe CHDR with aconceptudl
framework to elaborate on the pro-
posed approach specific to the Cam-
bodian context. A decrease in the
prevalenceraterepresentsafirst and
animportant success. theepidemicin
Southeast Asiaisat itsworst in Cam-
bodia, but its spread has been dramati-
cally owed. Itis, therefore, particu-
larly important to understand and sur-
mise how the epidemic may evolvein
thefuture. Certain questionsmay be
asked in relation to this. Can the de-
scending spiral describedin chapter 1
be activated in Cambodia? A process
of development isoccurring in Cam-
bodia, but which of itsmain achieve-
mentswill bethreatened by the spread
of theepidemic? Conversdly, whichfea
turesof the Cambodian society arethe
most likely tofacilitatethisspread?

Thereader will not find acompre-
hensivereview of themany related so-
cid fieldsandissuesinthisreport. Itis
not withinitsscopeto consder dl these.
Theattached bibliography can be con-
sulted for greater detail regarding the
issues mentioned, or complementary
research. Thereport focusesasclosely
asposs bleonthe Cambodian Situation,
and thefeaturesmost relevant to this
context. Moreover, it hasbeen decided
that thereport should rely onthefind-
ingsof previous studieswhere possi-
ble, and elaborate on only thoseissues
considered both crucial and currently

lessexamined. Findly, certainimpor-
tant issues, for example, the safety of
blood products and drug abuse - no
doubt sgnificant problemslinkedtothe
spread of the epidemic - have been ex-
cluded from thisreport, because, even
if they play aroleinthedynamicof the
epidemic, their specificity rendersthem
questionable and, again, it was not
possibleto addresstheminthisreport.

Conversdly, theaimsof thisreport
are to show the effectiveness of the
Human Development approach to
consderationsof the HIV/AIDS epi-
demic asasocial issue and to discuss
what light thisperspectivecan cast on
the dynamicsof theepidemic.

2.1. Introduction: Link be-
tween HIV/AIDS epidemic and
demographicfeatures

Popul ation structure, together with
itsspatia distribution, isof key impor-
tancefor socid issuessuch astheHIV/
AIDS epidemic. Population structure
in Cambodiahasbeen heavily affected
by several decades of war and con-
flict. Of particular relevancehereisthe
sgnificantlack of birthsand highinfant
mortality levels during the Khmer
Rouge regime of 1975-79 (see Fig-
ure14). Thisgeneration—childrenborn
and surviving this period — are now
young adults. Already proportionately
small innumber comparedto other age
groupsinthe population, thisgenera-
tionislikely to beseverely affected by
AlDSdeaths.
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Figure 14: Cambodian population structure (1998 census)
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Figure 14 showsthe age structure
and the age-specific sex ratio of the
population.

Digproportionately smdl inszeand
with an unbalanced sex ratio, the
youngest segment of theworking age
populationisnow facingtheHIV/AIDS

epidemic. Theimbaanceof thespatid
distribution of women and menisan-
other very sgnificant factor to betaken
into account when consideringthepro-
jectionsat nationa level for the poten-
tial spread of the HIV/AIDSepidemic
(seeFigure15).

Figure 15: Age and Sex Imbalance
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Inadditionto animbalanceinthe
national sex ratio, Figure 15illustrates
how thesex ratio variessgnificantly by
age between urbanandrural aress. In
contrast tothegenera trend, intheage
20to40yearsagegroup, thesex ratio

15100 or higher in urban areas, prob-
ably asareault of internd migrationfor
work. Disaggregation of thisinforma
tion by provincereveal sthat thisgen-
era demographicfeatureismorepro-
nounced for someurban areasthan oth-
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ersand also existsin some semi-rural
areas, again, probably duetotheavail-
ability of employment opportunitiesthet
atract migrant maleworkers. Locations
such asthesethat attract high levelsof
migration requirespecid atentionfrom
policy makers.

Itisessential to takethedynamics
of the demographic structure of the
popul ation into account in an assess-
ment of the potential nationwide con-
sequencesof theHIV/AIDSepidemic.
Epidemicsaredynamic by nature. Itis
vital for thepublicadminigtrationto at-
tempt to anticipate potentia triggersfor
thefurther spread of theepidemic. The
accuracy of thisanalysisand the effi-
cacy of the action taken in response
impacts dramatically both on the
number of peopledirectly affected and
the economi c consequences of theepi-
demic.

2.2. The HIV/AIDS epidemic
threatens human development
achievementsin Cambodia

After 20 years of the global HIV/
AlIDSepidemic, itspower toravagea
nationisall too obvious. Dramatic set-
backsin human devel opment are seen
inhighprevaenceregionsof theworld.
Economiesare shattered when the epi-
demic sweepsthrough theworkforce,
asiswidely observed in some coun-
triesin Sub-SaharanAfrica.

Cambodiaisnot experiencing such
very high prevalencerates. However,
with aprevaencerate of 2.8 percent,
the country stands on the edge of a
dangerousslope. Theepidemicisal-
ready generdised throughout the popu-
lation, beyond the so-called “risk
groups’, but vigorous efforts may be
expected to keep it under control and
to mitigateitsimpact, provided that the
2001 surveillanceresultswill confirm
the downward trend suggested by the
2000figures. However, itisnecessary
to understand how the epidemic affects
society, in order to scale up achieve-

ments. Aided by such an understand-
ing arelevant response may be de-
signed and activated. Moreover, this
understanding is necessary because
setbacks in Human Development
achievementsworsen the socia con-
text and provide opportunitiesfor the
epidemic to resist and develop new
rootsinthe population.

The chapter beginswith theindi-
vidua perspective, asitisappropriate
to stressthemain consequencesof the
current epidemic: householdimpover-
ishment and the consequent vulnerabil -
ity of children.

2.2.1. The crucial issue of the
distressed saleof productiveassets

Asthe study of thedistribution of
individual consumption has already
shown, thestandard of livingin Cam-
bodiaishighly unequd, withawidepart
of thepopulationlivinginimpoverished
and precarioussituations. TheL orenz
curveof inequality intheconsumption
distribution by householdin 1999 (Fig-
ure 16) and the quantitative summary
in Table 10 below provideaclear il-
lustration.

Figure 16: Lorenz curve for the consumption
distribution by households (SES 1999)
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Source: Computed by National Research
Team from SES 1999 data
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Table 10: Quantitative summary of consumption distribution by household

Share of food Share of non-food Share of total

consumption consumption expenditure
10% poorest 2.97% 0.97% 2.26%
10% richest 24.32% 51.4% 34.8%
Gini coefficient 0.33 0.63 0.44

Source: Computed by National Research Team from SES 1999 data

Someof the principal characteris-
ticsof poor householdsarewell-estab-
lished, asthey have been repeatedly
confirmed by the successive SES.
These surveysconfirm commontrends
insocid drdification:

- Poor households tend to be
larger, younger and include proportion-
ately more children than richer house-
holds.

- Thepoor aemorelikdytolive
in househol dsinwhich the head of the
household isilliterate and has signifi-
cantly fewer yearsof schoolingthan her/
hisricher counterparts.

- Human poverty is highest in
poor householdsinwhich the head of
thehouseholdisengagedinagriculture.

Thisprofilehasto beunderstoodin
acontext wheresubsstencefarmingis
the main occupation for amgjority of
theworking age population. The cen-
sus for 1998 shows that more than
75% of the working age population
werefarmers: that is, 3 out of four em-
ployed people over the age of 14
workedintheagricultural sector. Thus,
an assessment of the consequences of
the HIV/AIDS epidemic must begin
with an assessment of the consequences
for rurd farming househol ds. Withmany
among thisvulnerablepopulaionliving
aprecarious existence, the epidemic
feedsthe mechanismsby which house-
holdsbecomelandless. Landlessnessis
already widely anticipated to become
anincreadngly seriousproblemover the
coming years. Landlessnessin Cambo-

diaisan extremely seriousissuedueto
thelimited range of dternative activi-
ties. Farmersforced to sell their pro-
ductive land face few options other
thanto sell their labour to other farm-
ersor to migrateto townsin search of
work aslabourers. Diagram Silludtrates
the mechani sms by which people be-
comelandless.

Land issues areindeed of crucial
sgnificancefor anagricultura country
such asCambodia.

Moreover, the same mechanisms
lead to asset sale and impoverishment
of householdsaffected by HIV/AIDS
regardless of the basisof their liveli-
hoods. Mounting hedth costs (includ-
ing high spending onunregulated or in-
appropriate biomedicineor traditiona
medicine), theloss of labour of pro-
ductivefamily membersand theimpact
of fear and discrimination on employ-
ment and businessactivitiesaredl fac-
torsthat trigger sale of land and other
assets, followed by arapid dlideinto
poverty and sometimesdestitution.

Health cost isasurprisingly com-
plexissuein Cambodia Thenegative
consequencesof illnesson household
membersoftenfeatureinthestoriesof
familieswho havefalenintosocid dis-
tress. On the other hand, as will be
shownin the second part of thischap-
ter, the safety net of public health
centersisactive, and saff clam, at lesst
outside the towns, that services are
provided free—thefee-based system
being inappropriate, dueto the extent
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Diagram 5: Mechanisms by which people become landless

Unwanted
land

'

Returnees

Factors related to landlessness in Cambodia

Some NGO
credit projects

Land grabbing by
powerful people

)

Authorities
take over land

Insecurity and
absence of legal
land tenure papers

Business

. Ceremon
failure y

/ credit

Landlessness <

Inappropriate land
distribution system

A

Distressed
sale Newly married
couples
A
\
Expensive Population
Growth

N

Natural Lack of health
Disaster services

Lack of rural
credit

Analysis by National Research Team

Sources: Sik (2000), Kato (1999), O'Brien (2000), Biddulph (2000),
Vonn et al. (2000), Ramamurthy et al. (2001), Figueiredo et al. (2001).

T

T

lliness/accident

of poverty. An exploratory qualitative
urvey takenintheagriculturd province
with the highest population density*4,
wherelandlessnessiscurrently themain
threat to households, illustrates the
complexities of the relationship
betweenthe hedth caresystemand the
people. Every household surveyed
claimed to need more land, but
declared that the hope of buying such
land was dependent on none of its
number becomingill. Only the poorest
household stated that health carewas
provided freeinthe publicfecility.

14 Takeo province

The Demographic and Health Sur-
vey findingsal soreflect thisincons st-
ency. Households were asked about
seeking treatment for membersill or
injuredinthe 30 daysbeforethe sur-
vey. Of these, for afirgt treatment, 35%
sought careinthe non-medica sector,
33% inthe private sector, and 19%in
the public sector. Themean total ex-
penditurefor thisfirg treetment accord-
ingthesourceisdisplayedinfigure 17,
and it showsthat public sector wasthe
most expensive of the three sources
(the category “Others’ can be ex-
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Figure 17: Mean expenditure (in US dollars) for a first treatment

40 ira
35
an 284
=5 2137
an
18
10
5 N ]
8 T
Public secinr  Privale sechor Mo miadinsl Cither
BECIOf

Source: Cambodia DHS - 2000

cluded, asit may represent thosewho
went to another country suchas Thai-
land or Vietnam, or who used special-
ISt services).
Asthesemechanismscauseincress-
ing numbersof househol dsaffected by
HIV/AIDSto dideinto deep poverty,
the expansion of the segment of the
population living far below the poverty
linein severe and entrenched poverty

Figure 18: Epimodel projection for cumulative number of AIDS deaths
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Source: Estimated Economic Impacts of AIDS in Cambodia,
Bunna and Myers (UNDP, 1999)

will, inturn, provideincreasangly fertile
ground for the spread of theepidemic.
A descending spird that rgpidly gethers
momentum could thus be initiated,
becoming ever moredifficult to halt.
Therefore, enabling households to
avoid distressed sales of productive
assetsshould beakey focusfor public
intervention.

2.2.2. AIDSdeathsand thevul-
ner ability of children

Inadditiontothelossof livelihood
through the sale of productive assets,
households affected by HIV/AIDS
face the illness and death of family
members. Thewelfareof childrenor-
phaned by AIDSisamajor concern
from both the househol d and national
perspective. Inthe current conditions,
thevast mgority of peoplewith HIV
will eventualy diefromAIDS. Anti-
retroviral therapy isavailableonly toa
amdll, affluent minority. A projection of
deaths per year was done in 1999,
using three different scenarios for
epidemic spreading, by Bunna and
Myers(see2.2.4 below).

Two yearsafter their sudy, the pro-
jectionsthey derived from Epimodel
software may beretained asan order
of magnitude. Although their projec-
tions concerning the pressure on the
hedlth system seem, at the present time,
not to have cometo passinrural ar-
eas, theconclusionthat ‘ the benefits of
aggressive prevention are clear’ re-
mainsrelevant to the current Situation.

The2000 Surveillance Survey esti-
matesthe number of adults (aged 15-
49 years) living with HIV to be near
170,000.> According to theratio of
death to the number of people with
HIV provided by the projections of
Bunnaand Myers(1999), an order of
magnitude of the estimated number of
cumulative deathsisaround 10,000.

5 The 2000 sentinel surveillance gives a figure of 169,000 adults (aged 15-49) living with HIV. A computation, based on linear interpolation
between 1998 census data and the NIS projection (2000), for the estimation of the number of adults (15-49 years old) in 2000, gives a figure

of 170,000 adults living with HIV.
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Figure 18 showshow the cumulative
number of deaths could riseat anin-
creasing rateover time.

Themagjority of deathsnow occur-
ring aretheresult of infectionintheearly
years of the epidemic. Spouses, par-
ticularly women, remain highly vulner-
abletoinfectionfromoneanother. The
infection and eventual death of both
parentsresultsin growing numbers of
orphaned children. With limited com-
munity resourcesand optionsfor pro-

viding adequate care and support for
thesechildren, they areparticularly vul-
nerableto poverty and extreme depri-
vaionthatisadditiondly fudled by fear
and discrimination. From the national
perspective, thegrowth of such aseri-
ously deprived sub-group within the
populationwill underminecther devel-
opment achievements.

Of particular concernisthe prob-
lem of school drop-out rates. These
arehighin Cambodia, especially for

Box 5: HIV/AIDS and the vulnerability of children

This text is taken from ‘Children Affected by HIV/AIDS: Appraisal of Needs and Resources in Cambodia’,

published by the Khmer HIV/AIDS NGO Alliance (Khana (2000) (Phnom Penh)).

Many factors make children vulnerable in Cambodia. These are nearly all related to poverty and are more
pronounced for girls than for boys. The most vulnerable ages are between 7 and 12 years, and the most vulnerable
children overall are orphans from poor families. Children affected by HIV/AIDS are exposed to increased factors of
vulnerability through high levels of psychosocial stress and stigma. The impacts of having a parent with HIV-
related illness are multiple and serious. Families can slide into poverty quickly. Children take on new roles as
carers and income generators. Some may have to leave home. After the death of a parent, children can be
cheated of land, housing and other assets. Some may have to work or beg to pay back their parents’ debts.
Siblings are often split up and are unable to look after one another.

There are limitations to all the options for the care of orphans. Grandparents are often old and poor and the
demographics show proportionately few people of grandparent age. Other relatives may treat fostered children as
servants, monks have limited resources, children prefer family life to orphanages and life on the street can be
dangerous and unhealthy. Adoption and fostering practices are largely unregulated.

The psychosocial impact on children affected by AIDS is very high. Caring for sick parents, coping with grief,
relocation too unfamiliar surroundings, separation from siblings and other support networks can all be traumatic
for children. Children may worry that they themselves are infected, that their parents have done something bad, or
even feel that they themselves are responsible for what has happened. They may be actively discouraged from
talking about a situation where the death of parents is associated with sex. They may be made fun of by other
children, or isolated from playing with other children by adults who are misinformed about HIV transmission.
Often, children in distress behave in ways that may be interpreted as misbehaviour.

Children with HIV are at risk of being denied their basic rights. Poverty and misinformation can result in
families thinking that it is not worth treating a child with HIV or sending them to school. There is little experience
amongst health workers of treating children with HIV/AIDS in Cambodia and drugs are either expensive or not
available.

girlsover theageof 12 (seelntroduc-
tion). Specific solutionsare needed ur-
gently, and they should be another key
focusfor publicintervention, possibly
in partnershipwiththe NGOsaready
involved.

Theinput of sufficient resourcesto
providesupport for children affected by
AIDS- for example, enablingthemto
continuetheir education and remainin
their home communities- isessentia if
thehugesocial costsof alowingthem

to suffer extreme poverty and depri-
vaionaretobeavoided. Theresources
required to provide support for chil-
dren affected by AIDSwill grow con-
tinuoudly over the next decade asex-
isting HIV infectionslead to deaths
fromAIDS. Such scenariosraisele-
gitimate questions about the possibil-
ity of preventing mortaity among peo-
ple infected with HIV. The medical
technology to achievethisexists. The
key question iswhether or not Cam-
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bodiacan mobilisetheresourcesand
capacity required to makethistechnol-
ogy availableand effectivefor people
with HIV (seenext session).

2.2.3. Setbacksin humanrights
achievements

Human devel opment achievements
arefragile, particularly inthefield of
human rights. The presence of HIV/
AIDS can have ashattering effect on
thevery concept of humanrights. The
first right of any humanbeingistolive.
Thisbasicright requiresacknowledge-
mentindl fiddsof humanactivities and
HIV/AIDS leads to setbacks in all
these.

- Respect for the person.

Firstly, with regard to respect for
personswith HIV, asgnificant effortis
being madein Cambodiatofacilitate
respect for peoplewith HIV by inclu-
sion of the subject in communication
about HIV/AIDSa community level,
ininformationcampaigns'® and intrain-
ing for staff involved in HIV/AIDS
work. Thenegativeimpact of discrimi-
natory behaviour and attitudesisstated
and discussed. However, the overall
stuationinthecountry differsfromthe
requirements. Itisfrequent to still en-
counter apersistent disregard for the
most e ementary rightsof peoplewith
HIV especidly thosewithAIDS. Fear
isapowerful mativefor discrimination:
alack of clear information and under-
standing about HIV transmissionisan
important factor in the continued exist-
enceof discriminatory practices.

HIV/AIDS prevention and care
cannot be separated from oneanother.
Discriminationisanimportant issuein
theavailability of acontinuum of care
for peoplewithHIV/AIDS. In Phnom
Penhandinthefew other areaswhere
itisimplemented at the current time,

the joint government-NGO home-
based care programmes have been
successful inreducing fear and discrimi-
nation withinthe household and local
community, and in establishing effec-
tivereferral systemsfor hospital care.
Elsawhereitispossibletowitnessap-
palinggtuations. Itisvitd for discrimi-
nation to continue to be actively ad-
dressed at each step along the con-
tinuum. Discrimination, often based on
fear, remainsadominant issueamong
peopleinvolvedinthe careof people
withHIV and AIDS. For example, a-
though staff in one referral hospital
stated that peoplewith AIDSwerenot
refused admission to the hospital, pa
tientswith end-stageAIDSwere ac-
commodatedinanextremdy smdl and
poorly maintained building avay from
themainwards.

Unfortunately, discrimination - and
afailure to acknowledge a person’s
basic right for respect - may also be
fuelled by prevention campaigns. For
example, effortstoimplement effective
messuresto reducetransmissonof HIV
through commercial sex can quickly
lead todiscriminatory practicesagainst
womenworkinginthecommercia sex
industry.

- Equitable access to the benefits
of scientific progress

The needs of AIDS patients and
their familiesareuniversal: medicine
and scientific progress are the com-
mon property of all humankind.
(UNAIDS20014a)

People havearight to receivethe
highest level of technical support that
their society isabletoprovideat agiven
time. Discussion of what Cambodian
society isableto provideat the present
timehas, sofar, beenlimitedtoacircle
of experts. From the perspectivethat
the HIV/AIDS epidemicisahuman

16 Such as the video “With Hope and Help: Cambodia” (funded and co-ordinated by UNICEF East Asia and Pacific Regional office and UNICEF
Cambodia, with support from UNAIDS, produced by Living Films, 2001), which was televised in part. This gives a voice to people living
with HIV
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development issue and needs to be
addressed through arights based ap-
proach, itissuggestedthat itisnow time
to open up this debate for people di-
rectly affected by HIV/AIDS and so-
cietyingenerd.

The CHDR wantsto emphasisthe
need to overcome obstacles and con-
Sider enabling anti-retroviral therapy
(ART) on arights based strategy. At
the present time, thereisno cure for
HIV/AIDS. Without specific treatment
(ART) thereis 100 percent mortality
fromAIDS. After along asymptomatic
period (the global median period of
surviva fromHIV infectiontodeathis
estimated at 10 years), with episodic
opportunistic diseases, abrief sympto-
matic period (estimated at several
months to more than one year) with
steeply declining health status, isfol-
lowed by death. With ART, this last
period can be postponed, and optimal
treatment may enablepeopleto havea
nearly normd lifeexpectancy, dthough
thisisnot acurefor HIV.

The year 2001 is an important
benchmark in debate of the issue of
ART, astheformerly insurmountable
barrier of the costs of ART has been
overcome. Nevertheless, therearetill
mgor difficultiesinenablingwidespread
accesstoART:

- ART requiresadequately trained
medical personnd and adequatefacili-
ties. Key issuesintheprovisonof ART
include beginning therapy at the appro-
priate time and ensuring correct dos-
age. Falluretodo soresultsintherapid
development of virusresstancetodrugs
and consequently, invery poor prog-
noss

- ART hasseriousside-effects (for
example, onliver function). Inacoun-
try wheretheaveragelevd of hedthis
poor, side effects of thedrugsmay be
aninsolubleproblem.

- ART isextremely demanding on
the patient, requiring aquasi perfect
adherenceto thedrug regime. Theef-

fectivenessof thetherapy declinesvery
steeply without strict adherencetothe
regime

- Inthe present conditions), ARV
drugsareraregoods. A market exists
for there-sde of many drugs, and this
islikely tobeparticularly Sgnificant for
ARV drugs. Afaluretoeffectively ad-
dressthis situation will result in the
rapid enrichment by a few traders
rather thanasgnificant mitigation of the
consegquencesof theepidemic

However, thesedifficultieshaveto
be considered in the context of the
social cost of the deaths of the vast
magjority of peoplewith HIV. Assess-
mentsof thesocia costsmust takeinto
account both the direct and indirect
consequencesof AIDS mortality. Di-
rect consequencesinclude orphaned
children, impoverishment of house-
holds and impact on theworking age
population. I ndirect consequencesin-
cludetheweskening of socid linksand
cooperation resulting fromincreasing
inequity and thelimitedinvolvement of
peoplewith HIV in effortsto develop
an effectiveresponseto epidemic.

Open and informed debate on this
issue of accessto ART, involving all
sectorsof society isurgently needed.
International assistance, particularly
fromthe UN system may informthis
debatewith global experience.

Notwithstanding that thiswill bea
difficult debate, discussonwhichena
blestheinformed participation of peo-
plewith HIV and peopl e affected by
HIV/AIDSwill enabletheir voiceto
be heard in the public sphere. Open
discussion about accessto treatment
isasointringcally linked tothefacili-
tation of accessto voluntary counsel-
lingandtesting.

An open and informed debate
about accesstotreatment will dsofa
cilitatethesharing of accurateinforma:
tion about HIV/AIDS. Knowledge
about HIV/AIDS and about treatment
for HIV/AIDSexists, in acontext of
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vast amounts of conflicting and inac-
curateinformation'’. Facilitating the
sharing of accurateinformation not only
empowers peopleto makeinformed
choicesabout their lives, but also dra-
maticaly reducesdiscrimination agangt
peoplewith HIV, based onfear. Clear
knowledge about HIV transmission
enabl es carersto support peoplewith
HIV without fear that they areplacing
themselvesat risk of infection. Clear
information about HIV reducesrejec-
tion—by families, communitiesandin-
stitutions—of peoplewho haveabasic
humanright tolivewith dignity andre-
spect and to receivethe best treatment,
careand support that society isableto
provide.

2.2.4. An example of assessing
the national impact of the HIV/
AlDSepidemic

Combined, two reasonsrender dif-
ficult any tentative assessment of the
macro consequencesat anationd level.
Thefirst isthe scale of the epidemic:
within arange of afew percent, socid
consequences are pointed at the com-
munity level, but quantitative consoli-
dation of thesefindingsat the national
level isreliableonly for very limited
activity domains. Thesecondreasonis
the specific featuresof Cambodian so-
ciety. These encompassin particular
theweak social sector, variouslevels
of monetisation and thefeebleenforce-
ment of the existing labour code. A
summary of an assessment of theeco-
nomic consegquencesof theHIV/AIDS
epidemic by Bunnaand Myers(1999)
neverthelessallows certain assump-
tionsto be made about the magnitude
of itsimpact. The methodology they
used to assess economic impacts of
HIV/AIDS datesthat:

Sudies of the economic costs of
illness and death typically distin-

guish ‘direct costs’ and ‘indirect
costs . The“direct costs of HIV/AIDS
include the public and private costs
of treatment and care, the costs of
caring for AIDS orphans, the costs
of funerals, the public and private
costs of prevention, and the costs of
preparing the health care systemto
deal withthe growing epidemic. The
most important ‘indirect costs of
AlDSarethe privatelossesto house-
holds, extended familiesand commu-
nities due to the premature death of
young adults of prime working age.
What is lost is the income these
adultswould have ear ned, the prod-
uct they would have produced.
(Bunnaand Myers 1999)

Bunnaand Myersexplorethecon-
sequences of three possible scenarios
for theevolution of theHIV/AIDS epi-
demicin Cambodia Thefirst scenario
is that the epidemic had already
peakedin 1998, the secondisthat the
peak will occur in 2002, and thethird
scenarioisthat the epidemicwill peak
in 2006. The authors attempted to
compute, for each of the three
scenarios, direct and indirect costs of
theepidemic: that is, thecostsof illness
and death resulting fromHIV/AIDS.

1) Direct costsincludethe public
and private costs of treatment and care,
thecost of caringfor children orphaned
by AIDS, the cost of funerals, public
and private costsof preventionandthe
costsof preparing theheath systemto
copewiththegrowing epidemic.

Of those, only public costsof treat-
ment, for both inpatients and outpa-
tients, werepriced. Lack of informa-
tion prevented quantitative assessment
of thefallowingitems:

- Cost of prevention (public and
private, including expenditure by
NGOs)

- Household costs (expenditure on

17 For example, so-called Tai-Sheng capsules were being offered by medical staff as Anti-retrovirus medication in a large provincial town.
The composition of these capsules is, in fact, plant extracts (Radix ginseng, Radix angelicae, Sinensis, Fructus lycii) and by no means do
they constitute ARV medication.
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hedthcareand funerals)

- Public health system costs other
than the cost of treatment (e.g., man-
aging blood suppliesand HIV testing)

Costs of treatment were priced as
folows

|npatient care:

- Estimate the number of hospitali-
sation episodes: number of peoplewith
HIV whowill use public health facili-
tiesmultiplied by the number of times
they will usethem.

- Estimatetheaveragelength of one
hospitalisation episode, in days.

- Estimate the average cost per hos-
pitalisation episode (cost per inpatient
day plus and average drug cost per
episode).

Outpatient care:

Assessed by the same method as
above (number of outpatient episodes
per person with HIV and average cost
per episodes).

Theseassumptionsaretimedepend-
ent and based on the current situation
of Cambodia smain public hospitals
and experience in Thailand. In
particular, the authorsassumethat the
widespread availability of home-based
carewill gradudly beachieved.

2) Indirect costs are computed as
thelossof earningsof adultsdying from
AIDS. Theauthorsarguethat it ispos-

erage per capitaproduct ($300), with
adecrease over time (to $250) dueto
the probable concentration of the epi-
demic among urban poor and rural
households

3) The impact on households is
mainly the result of expenditure on
hedlth services(direct costsand means
of financing payment of hedth costs).
One consequenceisthat childrenare
left very vulnerablefor exampletoma-
nutrition and school dropout. The au-
thors stressthe vulnerability of most
Cambodian householdstoillnessand
the costs of illness even before the
HIV/AIDSepidemic.

For caculation of points 1) and 2)
above, the key dataisthe estimation
of thenumber of peoplewith HIV, the
number of peoplewithAIDSand the
number of deathsfromAIDSineach
successiveyear. Thisisdonethrough
Epimode software (Chinand Lwanga
1990, 1995), using data available at
thetime of the paper, for thethree sce-
nariosdescribed above. Figure6inthis
CHDR report isbased on projections
for the*best’ scenario (the peak of the
epidemicin 1998), which possbly best
representsthe current Situation.

Bunnaand Myers cost estimation
for 1999 within scenario 1 (epidemic
peak in 1998) is given below as an
exampleof the outputsof thismethod
of quantitative assessment of theeco-
nomic consequencesof theHIV/AIDS

sibletocomputethislossusingtheav- | epidemic(Table1l)
Table 11: Estimation of 1999 HIV/AIDS epidemic cost

Estimation of 1999 situation (scenario 1)

Number of new AIDS cases: 5,336
Cumulative total number of AIDS cases: 11,216
Number of AIDS-related deaths occurring this year: 6,610
Direct costs (in USD)

Inpatient cost estimates: 1,152,575
Outpatient cost estimates: 400,200
Total: 1,552,776
Indirect costs: (in USD) 23 131 560
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2.3. Poverty in Cambodiafuels
theHIV/AIDSepidemic

One specific result of the Human
Development perspectiveisthatitheps
to understand the social mechanisms
stimulating theepidemic. Globa ineg-
uity according to the capability tore-
spond to the epidemic has been dis-
cussed intheIntroduction. Obvioudy
the multi-faceted problems of human
poverty are highly conducive to the
spread of the epidemic. In order for
this statement to result in effective
policy design, the main mechanisms
leadingtoit haveto beidentified.

2.3.1. Gender inequality feeds
HIV/AIDSepidemic

Strict divison of rolesbetween
men and womeninsdesociety andin-
ddethefamily

At the current time, Cambodiais
characterised by agtrict divisonof roles
between men and women inside soci-
ety and inside thefamily. Combined
withstrong socid hierarchies, thisleads
torigid gtratification. To continuewith
the exampl e of theimportant issue of
schooling, gender differentidsareevi-
dent from childhood: girlsdropout from
school younger and more often than
boys. Thisisnot arural feature: even
the capital town, with its high school-
ing rates, followsthe drop out pattern
explained earlierinthereport (seeFig-
ure19).

Figure 19: Gender differential in school drop-out rates

(population census 1998 data)

Percantage of make and female schooling age 6-18 and its
discrapancy in Pnomm Panh, 1958
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Source: CPS-RUPP Research Team 2000

-Parallel lifeeducation

Cambodian society isnot tolerant
to mixed sex youth activitiesand does
not countenance premarital sex be-
tween young people. Thispardld life
educationisgroundfor socialy toler-
ated commercial sex consumption by
young men. Thisisenhanced by ahigh
singulate mean age at marriage: Cen-

sus-1998 data give the agesof 24.2
years for men and 22.5 years for
women, respectively. Thereisevidence
of apresent lower value for women,
but no known trend for men.

Gender inequality contributes to
commercia sex consumption by young
men and the vulnerability of married
womentoinfectionfromther husbands,
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preparing the ground for the spread of
theepidemicinthegenera population.
Gender issuesare actively addressed
by a number of organisations, both
Cambodianandinternational. Thereis
someevidence of changing behaviour
in urban areas. However, sustainable
improvement in gender-related
vulnerabilities requires structural
changestowardsanew balance. Ob-
vioudly, this new balance cannot be
concaved of without Sgnificant poverty
dleviation.

2.3.2. Poverty and low human de-
velopment deprivesociety fromthe
ability toact upon itself.

- Social link, public sector and
gover nanceissue

Low socia and economic devel op-
ment not only contributesto the spread
of the epidemic, but also rendersthe
necessary regponseat nationd level dif-
ficulttoachieve.

The full power and authority of
the state needs to be brought to bear
on the crisis, ensuring optimal allo-
cation or resources and the mobili-
sation of all sectors and levels of
government around a result-oriented
national strategy. Thisisthe govern-
ance challenge of HIV/AIDS.
(UNAIDS20014a)

In Cambodia, the national authori-
tiesareresponding to theepidemic (see
chapter three). However, these efforts
are hindered, and possibly rendered
ineffective, by theweaknessof the so-
cia sector.

A multi-sectora responseisessen-
tia to reducevulnerability toinfection,
aswell asto mitigatetheimpact of the
epidemic at al levels. For example,
action by theeducation sector isclearly
needed. Asdescribed above, itispar-
ticularly important for young peopleto
be targeted for HIV prevention.
Knowledgeof thesocial and biologica
mechanismsby which HIV istranamit-

ted as, or before, young people enter
into sexual relationships may be ex-
pected to lead to asignificant dropin
theHIV incidencerate. Theclassroom
isoneof thefew placeswheregirlsand
boys gather together. Evenif school
attendancerates are proportionately
lower for girlsinthehigh grades, the
school providesan opportunity todis-
cussopenly boththeHIV/AIDSdis-
ease and the underlying mechanisms
that facilitateits spread, particularly
gender inequdity.

Equally important isthe response
from the health sector. Following the
reform of the hedlth system, anetwork
of health centresisin placethroughout
Cambodia. These health centresare
the basic tool for implementation of
effective public health surveillance.
Amongitsresponghilitiesarethepro-
motion of reproductive hedth through
ST treatment and antenatal careand
the immunisation of children. Each
hedlth centreislinkedto areferral hos-
pital, towhichit refers patients need-
ing hospitalisation or whoseillnessre-
quiresmore sophisticated medical in-
tervention.

An assessment of the effectiveness
of the public sector isneeded in order
to evaluatethe meansactually avail-
able to the authorities to implement
programmesfor HIV/AIDSinforma-
tion, prevention and care. Effectiveness
of the public sector isnot aninternal
question for the public services, but a
question of therd ationship betweenthe
locd facilitiesandlocal population.

- The case of the health sector

TheNational Research Team un-
dertook fidldworksto collect informa:
tion about theleve towhich the popu-
lation can and do make use of public
facilities. A short timeframe meant that
the team had to focustheir research
on selected aspects of thisquestion.
The health sector was chosen as ex-
ample of the public sector and four
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provinceswere selected. However, the
resultsof thefield study hold for other
fieldsof publicintervention and other
provincesaswell: careful study of spe-
cific casesshedslight on how theleve
of human development in Cambodiais
undermined by public action.

The four provinces visited were
Kompong Cham, Pailin, Koh Kong,
and Mondulkiri. Kompong Chamisa
central province and the provincial
capital isaccessible by river and by a
good road from Phnom Penh. Pailin
and Koh Kong are both along the bor-
der with Thailand, inthewest and south-
west of Cambodia respectively.
Mondulkiri, the largest province in
Cambodiaon the eastern border with
Vietnam, isaplateauwithan eevation
of 800 meters. Itisparticularly difficult
to reach from Phnom Penh dueto the
abysmal road access. Thesituationin
theprovinceisevidence of the poorest
achievementsin human devel opment.

Inthesefour contrasted situations,
observation of theeveryday lifeof peo-
pleinvolvedinrespondingtothe HIV/
AlIDS epidemic and thoseinfected or
directly affected by HIV/AIDS helps
to assess consequences of the epi-
demic for basic economic activities.
Thisassessment will inform recommen-
dationsfor an effectiveresponse. These
four examplesenableanumber of gen-
eralisationsto bemade:

The Cambodian population lives
with endemic diseases, which contrib-
uteto the precariousnessof life. Ma
lariaiswidespread. In each of thefour
locationssurveyed, campagnsfor mos-
quito netsareimplemented periodicaly,
including the distribution of mosguito
netssupplied by theMinistry of Hedth
or with help from NGOs. Neverthe-
less, malaria kills in Cambodia. In
Pailin, medica staff reported that new-
comerswereparticularly likely to suf-
fer serious episodes of malaria, while
theloca population tendsto haveless
acuteepisodes. InMondulkiri, itises-

timated that up to 70% of the popula-
tionisinfected by maaria Tuberculo-
sisisvery widespread, as are acute
respiratory infections. Hedth saff dso
reported significant incidence of
diarrhoed diseaseand dermatitis. Lep-
rosy isnot yet eradicated. There are
periodic dengueepidemics, particularly
in urban or more densely populated
areas, resulting in child deaths. In
Kompong Cham, at the time of the
study, hedth staff weredistributing in-
secticide for the water containersin
responseto an outbreak. Although den-
gueoutbresksaregenerdly morecom-
mon during therainy season, dengueis
adry season problem in Koh Kong.
The HIV/AIDS epidemic is taking
placeinapopulation aready fighting
againg and/or livingwith endemic com-
municablediseases.

Thenetwork of health centresisin-
tended to address the day-to-day
health needs of the population and to
identify patients who need to bere-
ferredto hospital. Thisnetwork isrea-
sonably dense, despite an unequal
spread. Thestudy found ahighaware-
nessof theHIV/AIDSepidemicat all
levelsof the hedth system aswell as
motivated heal th saff.

Thisrenderseven moredtriking the
major finding of the fieldwork. The
health system addresses, at |east par-
tially, theHIV/AIDS epidemic. How-
ever, the epidemic, rather than exert-
ing pressure on the health system, is
nearly invisibleat each of thedifferent
levelsof thesystem.

For example, commercid sexistar-
geted for prevention activitiesby Pro-
vincial AIDS Offices. One hundred
percent condom campaigns are in
place, conducted through the Opera-
tional Districts and sometimes sup-
ported by NGOs. The 100 percent
condom campaignsareimplemented
differently in different locations (see
Box 9). For example, in Kompong
Cham the campaign largely employs
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strategiesof education, including peer
education. Elsewhere, measures are
more coercive, including therelocation
of al brothel-based commercia sexto
asinglelocation outsidethetown and
control of individual sex workers at
Provincial Health Department level
through the holding of personal data.
Attheloca leve, dl thehedlth centres
surveyed werewillingtoincludeinfor-
mationon HIV/AIDSinther outreach
activities. Preventionwork withindirect
sex workersisa so undertakenin some
places, for example, through a pro-
grammeof peer educationin Kompong
Cham.

Yet, demandson the health system
from peopledirectly affected by HIV/
AIDS are very low. Thislack of de-
mand isareflection of extremely low
ratesof utilisation of hedthfacilitiesfor
al hedthcareneeds. For example, while
thestandard of facilitiesand equipment
levelsvary at thefour referral hospi-
tals, they share (with the notable ex-
ception of Sean Monorom RH in
Mondulkiri) alow to very low rate of
occupancy of their medical wards.
Occupancy ratesarelow or minimal
eveninthereferra hospitd inKompong
Cham provincid town, whichisoneof
the largest and has an advantage in
termsof trained staff, sinceit wasfor-
merly the provincial hospital. The
‘Communicable DiseasesWard' hasa
capacity of 20 beds, which aredesig-
nated for patientswith arange of dis-
eases including HIV/AIDS, and has
been newly repaired and repainted.
During our visit only four bedswere
occupied.

Medical staff at al levelsare cat-
egorical: only poor peoplemake use of
thepublic hedth system, and clientsare

18 Exceptions can be found in remote areas. For example, staff at the Sala Krau HC in Pailin reported that the HC was responsible for providing
services to four communes, a total of 32 villages. Staff noted that difficulty of travel to the referral hospital demands an inpatient facility in the

HC that does not currently exist.

often the poorest among thepoor. This
resultsin under-activity for the health
centres. Thehealth centresvisited are
responsiblefor providing servicesto
between 10 and 15 villages.®® The
number of reported outpatient consul-
tationsranged between 100 to 500 for
themonth of July 2001, which gives
anaverageof 16 per day. Itisnot neg-
ligible, butitisout of proportionwith
the expected healthcare needs of the
catchment areapopulations.

Theclinical skillsof hedth staff are
clearly not afactor in thisunder-utili-
sation of the health system by the bet-
ter off. Theprivatedinicsused by better
off peopleareusudly run by staff from
thepubliccinics. Thisunder-utilisation
may be accounted for by threemain
reasons, both of which are closely
linked to devel opment issues.

Thefirst reasonisthelimited avail-
ability of thehedth saff, whichinturn
isdirectly linked to theissue of sala-
ries. Health staff membersreceivea
sdary that meetsthefamily needsonly
for afew days of each month. They
therefore have no choice but to under-
take other activities, such asrunning
privatedlinicsor cultivating chamcar.X®
Thetimeavailablefor fulfilling their
dutiesinthe public health servicesis
therefore, what remainséafter they have
met their family’sexpenses. Cambo-
diaurgently needs a more effective
system, but the health staff are pres-
ently ableto secureonly asmall part
of thelr livelihood throughwork inthe
health system. Lack of national re-
sources createsasignificant discrep-
ancy between the organigram of the
hedlth systemand redlity, and it facili-
tatesthe spread of the HIV/AIDS epi-
demic.

19 Chamcar is land used for cultivation other than rice.
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Box 6: The salary issue

The reported salaries of government staff range from 30,000 to 60,000 riels per
month (between approximately US$ 8 to US$15), depending on the family size
and position. This does not provide a living wage for an individual, let alone a
family. Well aware of this fact, the government has implemented a policy of salary
incentives for staff but these are currently available only in a small number of work
contexts, for example, for health staff working with tuberculosis patients. The
government is in the process of building partnerships to support the implementa-
tion of this policy of staff incentives. International assistance also plays an impor-
tant role in the implementation of projects that would otherwise be unaffordable.
However, this assistance has the potential to create significant imbalances in
health service provision, through patchy geographic coverage and time-limited
support.

Low salaries coupled with this incentive system result in incentive-driven ac-
tivity. This may not permit staff to identify and follow their own clinical priorities
that can be highly frustrating and discouraging to the staff.

How far do health staff salaries fall short of providing a basic acceptable stand-
ard of living? Health centre staff in Koh Kong made a rapid calculation, based on
the basic needs of a family (rice, food, electricity, water). These needs amount to

US$345.

Insufficient stateresourcesresultin
a poor public sector. A poor public
sector deprives government of the
meansfor effectiveaction. ThisSitua-
tion provides fertile ground for the
spread of the HIV/AIDS epidemic and
Increasesitsimpact.

The second reason for the under-
utilisation of publichedthfedilitiesisthe
poor stateof theinfrastructurein Cam-
bodia Hedlth centres, without el ectric-
ity, resultindifficult conditions(for ex-
ample, babiesborn at night aredeliv-
ered by candlielight). Travel isdifficult
for hedlthy people; it can betraumatic
and dangerousfor ill people.

Another important reason for the
restricted utilisation of public hedthfa
cilitiesislinked to the availability of
medicines. Firstly thelist of essential
drugsavailableat public hedthfacili-
ties appears to be too limited. Sec-
ondly, periodic shortagesin essentid
productsunderminetheeffortsby hedth
caredaff intheareasof preventionand
education. For example, whileSTIsare
thought to be a serious public health
Issue, and knowing that they canfacili-
tatethetransmission of HIV, alack of

appropriate basic medicine (such as
vaginal suppositories) was found in
each of thesurveyed publicfacilitiesin
all provincesvigted. InMondulkiri, at
the end of the 2001 rainy season, the
contraceptivepill wasnolonger avail-
able, and it was not known when the
next supply would arrive. Hence, the
assessment by the population isthat
public hedthfacilitieshavelimited use-
fulness

- The two aspects of the infra-
structureissue.

Cambodiahaslimited and poorly
maintainedinfrastructure. Poor quality
roadsand limited aternativetransport
options maketravel to many parts of
the country difficult and time-consum-
ing. For example, until the upgrading
of Route42 iscompleted, Phnom Penh
is accessible from Koh Kong by a
twice-weekly planeor by seafollowed
by road. Weether conditions, especidly
intherainy season, sometimes prevent
both these modes of transport. The
road north to Pursat isalso very poor
and impassable in the rainy season.
Therehas, however, beenreported Sg-
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nificant migration and mohility between
Koh Kong and the bordering province
of Klong Yai in Thailand. Similarly, it
requireshaf aday totravel fromPailin
to Battambang, the provincia capital,
adistanceof 75kilometres. And, again
depending on the season and the con-
dition of theroads, at least twelveto
sixteen hours are needed to reach
Mondulkiri from Phnom Penh.

HIV/AIDS prevalenceratesdiffer
between provinces and within prov-
inces.

Thesedifferencesmay be partially
accounted for by limited population
mobility in someareas, whichisitsalf
partly dueto poor transport infrastruc-

ture. Improvementsin the road net-
work have the potentia to fuel the
spread of HIVAIDS, and, ironically,
avoiding thispossibility will beanim-
portant challenge of thecoming years
(Lee-Nah Hsu 2001).

2.3.3. Poverty fuelsmobility and
migration

Mobility and migration arewide-
gpreadin Cambodia, for economicand
historica reasons. The population cen-
sus of 1998 found that 10.4 percent
of the population had changed their
residencewithinthelagt fiveyears with
thisrate being much higher in some
provincesand lower in others.

Map 2: Percentage of persons declaring a previous residence less than 6 years ago.

Source: Census 1998
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The highest rates of immigration
found by the 1998 censusarein Phnom
Penh, Koh Kong and Pailin, with the
figurefor Pailinapproximately 40 per-
cent. These statisticswere one of the
reasonsfor selecting these provinces
asfiddwork stes. SuperimposingMap
2 onto acorresponding map for the sex
ratio showsthat migrantsto Koh Kong
and Pailin tend to be male workers.
Thesedifferent migratory patternsare
animportant determinant of vulnerabil-
ity.

Mobility and migration arebriefly
discussed here asthisreport aimsto
cover societal aspects of the HIV/
AIDS epidemic comprehensively.
However, inview of thesignificanceof
mobility and migrationtotheepidemic,
aseparate study isrequiredinorder to
provide comprehensive, in-depth un-
derstanding of current patterns of mi-
gration and mobility and to enablefu-
ture patternsto be anticipated along
withtheir potential consequencesfor
theHIV/AIDSepidemic.

2.3.4. Poverty disempower sthe
poor from claimingtheir rights

Another reason for thefalureof the
epidemicto exert noticeable pressure
onthehealth systemisdeeply rooted
in the socia context of widespread
poverty: poverty disempowersthe poor
fromcdamingther rights. The Director
of theKompong Cham referral hospi-
tal gave a striking example of this
disempowerment. He stated that peo-
ple with HIV/AIDS admitted to the
hospital are among the poorest of the
poor. However, these patientsdid not
approach the hospital independently,
but are brought to the hospital by an
NGO.

TheHIV/AIDSepidemicin Cam-
bodiaischaracterised by the publics-
lence of those affected. The conse-

guencesof infection areaprivate af -
fair, astatement supported by thefact
that thereisno visibledemand on ei-
ther the health system or thelocal au-
thority. The burden of HIV/AIDS s
being felt at household level. Only in
Phnom Penhisthe health system un-
der some pressure. So, unexpectedly,
for acountry whose sero-prevalence
rate (2.8 percent) indicates that the
epidemic is already generalised
throughout the popul ation, researchers
find themselvesin search of the epi-
demicinthepublic sphere.

2.4. Concluson

Thissection briefly reviewsfour key
issuesraised inthischapter.

Frgly, fiddwork undertekenfor this
study suggested that substantiad human
resourcesareavailableto respondto
gtuationsarisng asaresult of theHIV/
AIDSepidemic, but the effective de-
ployment of human resourcesisunder-
mined by alack of material resources.

Secundly, at the current time, due
to characteristics of socia and eco-
nomic developmentin Cambodia, itis
possiblethat the epidemic hasa ready
had dramatic consequencesfor large
sectorsof the population without this
impact being reflected by standard
economic indicators. Cambodia is
characterised by avery small salaried
sector, limited monetisation of thein-
formal sector» andtransitiontoamar-
ket economy that is still recent. The
magjority of the populationisoccupied
insubsistencefarming. Insuch acon-
text, standard economicindicatorsare
not well-adapted to captureeven sig-
nificant changesbecause suchindica
torsareall based on monetary calcu-
letions.

Thirdly, inequitablesharesindevd-
opment achievements are a serious
concernfor attemptsto respond effec-

20 For example, calculations using the 1998 census data show that 41 percent of the population aged
14 or above are ‘unpaid family workers’. For women this rate is 62%.
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tively totheHIV/AIDSepidemic. Eco-
nomic development will not automati-
cally reducesocid and economicineg-
uity: indeed certain paths of economic
development contributeto anincrease
inGDPwhilewideningincomegapsand
promoting de-skilling. Someinvestment
isdirectly exploitative and contributes
toanincreasein other formsof ineg-
uity, specifically gender inequity. An
example of thisisthe growth of the
commercia sexindustry.

Finally, society isconstructed from
a set of relationships encompassing
balancesof power, gender, knowledge
and economic status. Theserelation-
shipsaretightly interdependent. Itisnot
possible to bring about sustainable
changeinoneareaof social relations
without atering the balancein another
area. Similarly, one areacannot be ad-
dressed without addressing all areasof
socia relations. For example, itisnot
possibleto bring about changein gen-
der relationswithout directly address-

ing relationsof power, knowledgeand
economic status.

Thesefindings point out the gov-
ernancechdlengeasplayingakey role
for scaling up the response given so
far totheepidemic.

HIV/AIDSisagovernancechal-
lenge of great complexity. In other
words, success in tackling the epi-
demic will depend on how well the
overall national response is gov-
erned, managed and coordinated,
through strong leadership at all lev-
els, dynamic interaction between
government and civil society, and
society-wide mobilization behind
the common goal of containing this
epidemic (UNAIDS June 2001)

Cambodiaisfacing thischalenge
with strong will and involved human
resources, together with poor means
of action. Chapter 3 reviews the
achievementsalready reachedinthis
context, and proposes orientation to
overcomethisessential inconstancy.
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3. Achievements and Challenges

3.1. Governmental and public
sector involvement

3.1.1. TheHIV/AIDStask force

Chapter two discussed the social
context withinwhichthe HIV/AIDS
epidemicisdeveloping. Thiscontext of
poverty, inequality, mobility and wesk
public sector servicesandinfrastructure
providesfertilegroundfor theepidemic.
Thesituationin Cambodiain 2001 in-
cludes a range of obstacles to HIV/
AIDSprevention, careand impact miti-
gation. Theseinclude: widespread pov-
erty, low human devel opment achieve-
ments, and weaknessin meansof gov-
ernance. Conversealy, there have been

important achievementsintheresponse
to the epidemicthat, itishoped, will
enableCambodiatojointhevery smdl
number of countries that have de-
creased their sero-prevalencerates.

Thegovernment indeed responded
quickly to the emerging HIV/AIDS
epidemicin Cambodia In cooperation
with UN agencies, an HIV/AIDS
taskforce was constituted and
operationalised in stages. Table 12
describes key milestonesin the gov-
ernment response to the HIV/AIDS
epidemic (UNAIDS2001c).

The National AIDS Authority
(NAA) playsakey coordinatingrole
inthegovernment responsetotheHIV/

Table 12: Key milestones in the government response to the HIV/AIDS epidemic

1991 National AIDS Programme established

1994 Provincial AIDS Committees (PAC) and Provincial AIDS Secretariats (PAS)
established

1998 Establishment of the National Centre for HIV/AIDS, Dermatology and STDs (NCHADS)
within the Ministry of Health

January 1999 Establishment of the National AIDS Authority (NAA)

2000 Strategic Plan for HIV/AIDS and STI Prevention and Care 2001-05, developed by
Ministry of Health

2001 Review of the National AIDS Response

Mid 2001 Development of the National Strategic Plan 2001-05

AIDS epidemic. Key tasks include
making recommendationsfor policy
andfor action at nationa level and en-
suring information exchangeand com-
munication. Identified challengesfor
actioninclude:

Toensurethat dl government struc-
turescanwork together withinthestra-
tegicframework.

To develop the capacity and ca-

pabilities of the NAA (including
member ministries) as well as Pro-
vincial AIDS Committees to ensure
timely response and i mplementation
of the National Srategic Plan and
(future) Provincial Srategic Plans.
(UNAIDS2001c)

The National Centre for HIV/
AIDS, Dermatology and STDs
(NCHADY) is another pillar of the
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government response. NCHADS sin
chargeof thesentind surveillancesys-
tem, it develops, inlinewith the Stra-
tegicPlanfor HIV/AIDSand STI Pre-
vention and Care 2001-05, strategies
based on three concepts:

- that aseriesof highrisk Situations
for HIV transmisson exigtsinthe coun-
try; these Situationsarisefromthe be-
haviour of alargenumber of both mar-
ried and single men who continueto
buy largeamountsof commercia sex

- that the HIV prevaence rates
among men throughout the country are
dready sufficiently highthat the spreed,
viatheir wivesand girlfriends, intothe
genera population, and eventudly into
children, isaready taking place

- that sufficient numbers of HIV
infections already exist in the coun-

try to make a significant burden of
increased morbidity and mortality
inevitable (quoted in UNAIDS
2001c)

TheMinistry of Hedlthisakey ac-
tor and is part of the Priority Action
Programme. Involvement of other min-
isriesisasorequired, throughtraining
of staff and through specific actions.
For example, theMinistry of National
Defence organises peer education
programmes. Guidelinesfor dterndive
careof childrenaffected by HIV/AIDS
informd or non-forma ingtitutionshave
been produced by the Ministry of So-
cia Affairs, Labour, Vocationd Train-
ing and Youth Rehabilitationin coop-
erationwith UNICEFR,

In addition to an HIV/AIDS
taskforce and the effective collection

Box 7: The provincial HIV/AIDS taskforce

Administratively a province is divided into districts. Following health sector
reform, a province is also divided into health districts, known as Operational Dis-
tricts (OD). One OD often covers more than one administrative district. The OD is
the administrative office in charge of planning, supplying, monitoring and evaluat-
ing the health services and structures.

Each OD has one Referral Hospital (RH) and several Health Centres (HCs). In
ordinary conditions, the RH provides only inpatient services, while HCs provide
exclusively outpatient services. In areas where transportation is very difficult, a
HC may provide inpatient services.

In order to respond to the HIV/AIDS epidemic, three working groups are estab-
lished by the Provincial Health Department together with the Provincial Authority:
the Provincial AIDS Committee (PAC), Provincial AIDS Secretariat (PAS) and
Provincial AIDS Office (PAO).

- PAC is a policy-making body, headed by the first deputy governor of the
province. Its membership consists of the heads of all the departments within the
province, such as the department of health, department of women'’s affairs and so
forth.

- PAS s acoordinating body, which is headed by the provincial health direc-
tor. Members are officers working in HIV/AIDS prevention in different departments
within the province. For example, the member from police department is respon-
sible for HIV/AIDS prevention activities in all police stations within the province,
such as the recruitment and training of peer educators within the police force.

- PAO is the team of the health staff who work in the HIV/AIDS section of the
provincial health department. They are permanent members of the PAS, which
means that they play an important role in implementing HIV/AIDS prevention
activities in the health sector. In addition, they assist other members of the PAS
in the implementation of HIV/AIDS prevention activities in the different depart-
ments.
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of data, advanced medical servicesfor
HIV/AIDS exist in Phnom Penh, an
important vanguard inthe provision of
medical technology withwhichto ad-

dressHIV/AIDSpreventionand care.
Effortsarenow underway tolink HIV/
AlIDSsarviceswith other existing serv-
ices, particularly TB services.

Box 8: Phnom Penh hospital services for people with HIV/AIDS

Calmette Hospital

Calmette hospital has a ward named ‘Medecine B’ with a capacity of 55 beds. Of the 26 staff assigned to this
ward, 6 are medical doctors and 3 are medical assistants. The bed occupancy rate is almost 100 percent. At the
time of writing, 60 percent of the 55 patients were people with HIV-related conditions. The majority of these
patients were hospitalised with opportunistic infections. The hospital does not provide anti-retroviral drugs (ARVS).
However, ARVs are available through private stockists in Phnom Penh and the doctors will prescribe them if the
patient can afford them.

In addition, the hospital has an outpatient department that provides services for people with HIV-related ill-
nesses. On average, the department sees about 30 patients a day.

Preah Norodom Sihanouk Hospital

This hospital there is a ward called ‘Medecine infectieuses ward’ with a capacity of 60 beds. Of the 30 staff
assigned to this ward, 6 are medical doctors and 2 are medical assistants. In cooperation with MSF France, the
ward provides treatment for opportunistic infections as well as providing ARVs to people with HIV.

Centre of Hope/ Sihanouk hospital
The Centre of Hope is a hospital run by a Christian NGO, providing general outpatient services on Mondays to
Fridays. An average of 10 patients with HIV-related illnesses are seen each day. ARVs are not provided.

Maternal and Child Health Centre

in the training phase.

A pilot project providing ARV drugs to HIV positive pregnant women and their babies after delivery is currently

3.1.2 The ‘National Strategic
Framework for a Comprehensive
and Multi-Sectoral Response to
HIV/AIDS, 2001-2005" developed
by theNational AIDSAuthority

Theconceptud framework designed
by the NAA for the period 2001-2005
advocates ashift in paradigm. NAA
visonreliesontheobservationthat two
complementary gpproachesin support
of decreasing thevulnerability toHIV/
AlIDSat theindividua, community and
societd level haveemerged, according
tothereview of thecurrent Stuationand
theanaysisof obstaclesand opportu-
nitiesfor change.

Thefirst approach concentrateson
influencingindividud stounderstand thet
safe behavior isamore attractive op-

tion, whereasthe second strategy fo-
cuses on changing aspects of the ex-
Isting socio-economic context to sup-
port individual sto protect themselves
from HIV infection and to copewith
the consequencesof HIV/AIDS.

Therefore, the NAA strategy calls
for achangeto theexisting paradigm
for HIV/AIDS actions from a seg-
mented, health centered, and top-
down approachtoamoreholistic de-
velopment gpproach that isgender sen-
sitiveand people-centered with afo-
cuson empowering individuals, com-
munitiesand society.

Theguiding principlesof thispara
digmshiftare:

eHaligtic
> Multi-sectoral and interdiscipli-
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nary involvement isessentid for build-
ing an adequate responseto the HIV
epidemic.

e Empowerment

> Peopleand groupsshould beem-
powered to protect themsel vesagainst
HIV infection

> The plan endorses the GIPA
(Gregter Involvement of PeopleLiving
with or Affected by HIV/AIDS) prin-
cipleasanoverriding principleof the
nationa response

e Community involvement

e Gender equdity

> Resources allocated must take
into consideration thevulnerability of
thevarious affected groupsand com-
munities

e Humanrightsbased

> Equal access to basic care and
sarvicesmust beguaranteed for dl peo-
pleinfected and affected by HIV/AIDS

> Theindividua rightsand respon-
ghilitiesof peopleinfected and affected
by HIV/AIDS must be upheld, inpar-
ticular theright to confidentiality

>HIV teding must bevoluntary with
guaranteed confidentidity and adequate
pre- and post-counselling bothin the
public and private sectors

> Adequate health careand support
servicesmust be easily accessibleto
all personsinfected and affected by
HIV/AIDS

Thegodsfor the national response
aresetas:

e Toreduce new infections of
HIV

e Toprovide care and support
tothose peopleliving with and affected
by HIV/AIDS

e To dleviate the socio-eco-

nomic and humanimpact of AIDSon
theindividual, thefamily, community
and society

Withinthisframework and accord-
ing to the above goals, seven strate-
gieshavebeendesigned by NAA

e Strategy 1. Empowering thein-
dividua, thefamily and community in
preventing HIV and dealing with the
consequencesof HIV/AIDSthrough
the promotion of asocial, cultura and
economic environment that iscondu-
civetothe prevention, care and miti-
gationof HIV/AIDS

e Strategy 2: Enhancing legidative
measuresand policy development

e Strategy 3. Strengthening the
manageria structures, processesand
mechanismstoincreasethecapacity for
coordinating, monitoring, and imple-
menting HIV/AIDS actions, and en-
hance cooperation with stlakeholdersat
nationa andinternationd levels

e Strategy 4: Strengthening and ex-
panding preventive measureswhich
haveprovedto beeffectiveand piloting
other interventions

e Strategy 5: Strengthening and ex-
panding effective actionsfor careand
support which have proved to be ef-
fectiveandpiloting‘ new’ interventions

o Strategy 6: Strengthening nationd
capacity for monitoring, evaluationand
research

e Strategy 7: Mobilising resources
to ensure adequate human capacity and
fundingat dl levels.

3.2 Successful partnerships

3.2.1 The United Nation Coun-
try Team (UNCT)
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This National Task Forceis sup-
ported by UN agenciesactivein Cam-
bodia. The United Nation Country
Team (UNCT) devel oped aCommon
Strategy 200105 for thework of the
United Nations Country Teamin sup-
port of thenationd responsetotheHIV
epidemicin Cambodia inMay 2001.

Withinthisconceptud framework,
the UNCT hasarticulated aset of prin-
ciplesforitsindividua and collective
support to the national responsetothe
HIV epidemic. It hasdecided that its
gpproach should be: holisticand devel -
opment linked; human rights based,;
people centred and gender sensitive;
based on the mobilisation of the social
and moral resources of Cambodian
society, and synergigtic.

The element of the common strat-
egy are: A unified country presence;
Leadership dialogue; An advocacy
drategy; Nationd capacity building for
an integrated and holistic approach;
National capacity building for aid co-
ordination; Collaborativeprogranming;
Review and assessment mechanism.
United Nationsagenciesin Cambodia
will support almost 60 HIV/AIDS ac-
tivitiescosting atotal of $2.9millionin
2001.

3.2.2 Local and international
NGOs

Loca andinternational NGOswork-
ing on HIV/AIDS in Cambodia
coordinate their work through the
Phnom Penh-based HIV/AIDS Coor-
dinating Committee (HACC). HACC
currently has49 member organisations,
many of whichinturn providetechnica
and funding support to partner NGOs
and CBOsin order to build the capac-
ity of thelocal NGO sector to address
theHIV/AIDS epidemic. NGO strat-
egiesfor HIV/AIDS prevention com-
monly include: avareness-railsing: con-
dom promotionand normaisationand
improving accessto condoms, support-
ing accessto hedth servicesand, where

available, voluntary counselling and
testing; intensivework with targeted
groups of men and women to build
knowledge and skillsthat assist them
toreducetheir vulnerability; work at
community-level to addressthesocia
context of vulnerability; mobilisngthe
support of local authorities, commu-
nity and religious|eaders, and work
with peer educators and community
volunteers.

Asthe epidemic hasbecome more
visgblein Cambodia, and communities
areexperiencingincreas ng numbersof
deathsfromAIDS, many NGOsand
CBOshavebegunto providecareand
support for peopleaffected by HIV or
AIDS, their familiesand carers, and
todevelopinitiativesfor impact miti-
gation. Key activitiesincludethe pro-
vision of psycho-socia support, ma-
terial support and basic medical care
aswel| asreferra toclinical and other
services. Many careand support ini-
tiatives have drawn lessonsfromthe
joint government-NGO Home Care
programme, and importance is at-
tached to building partnershipsin or-
der to provide effectivelinkagesbe-
tweensarvices At community leve, the
synergy between prevention and care
initiativesare obvious—for example,
inreducing discrimination againgt peo-
plewithHIV.

Some NGOs are working in the
provision of medical carefor people
with HIV or AIDS, either directly or
through capacity building and funding
support for public services. Improving
accesstotreatment isakey challenge
and in Phnom Penh, pilot projectspro-
viding ART areunderway (seeBox 8).
NGOsalso have akey rolein advo-
caingfor therightsof peoplewithHIV,
at local and national level. Therecent
formation of thefirst network of peo-
plelivingwith HIV in Cambodiare-
ceivescrucia technica and financia
support fromNGOsandisakey step
inenabling theinvolvement of people

73



Cambodia Human Devel opment Report 2001

with HIV at both programming and
policy level (seeBox 11).

NGOswork inall provincesof the
country and in the capital. However,
geographic coverage is uneven and
many needsremanunmet. NGOshave
avitd roleto play inenabling effective
local and nationd responsestotheHIV/
AIDS epidemic. Much has been
achieved, but the need to scale up both
depth and coverage of activities, in
coordinationwith government services
andactivities remainsadgnificant chd-
lenge.

3.3. Achievements

In order to assess achievements of
the response to the HIV/AIDS epi-
demic, the processof theepidemic can

bedividedintofive components. Firs,
the context in which the epidemic de-
velops:. thekey concept hereissocial
vulnerability. Second, the near deter-
minants of infection: responses here
often attempt to target people consid-
ered most likely to adopt risky behav-
iour. A third component istheissue of
voluntary counsdlingandtegting (VCT)
facilities. Fourth, theissue of people
affected with HIV. Fifth, theissue of
peopledying of AIDS.
Thisdivisonisonly methodologi-
cal. Itisdevised fromthe natural pro-
gression of thedisease, rather than by
therelativesignificanceto the society
or asachronological order for the so-
cid response. Clearly, thesefive com-
ponentsareintringcaly linked at many

Figure 20 : Knowledge of HIV/AIDS

Women, age group 1518 Wormen, age group 30-28

6.70% 4.10%

2. 10%

T1.30%

B Doas nol ko of HIVAAIDS

B Knows HIVIAIDS bl dioas not know a way to avoid 4

0 Knows of ways 1o evold HIVIAIDS

Source: Cambodia Demographic and Health Survey, 2000
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levels. Each component congtitutesthe
context of the othersand actsdirectly
onthem.

For example, greater availability of
VCT hasbeenwidey shownto enable
peopleto makemoreinformed assess-
mentsof risk? Therefore, availableand
accessible VCT services can be ex-
pected to influence thetwo first com-
ponents. Public disclosureof HIV sta
tusby sgnificant number of peoplewith
HIV, compared to the present Situation
where the disclosure is exceptional,
would deeply modify both the context
of the epidemic and near determinants
of infection, through the power of the
voiceof peoplewith HIV and through
the socia responseto advocacy for the
rightsof peoplewith HIV.

Alongthismethodologicd divison,
two components have been the current
foci of responses to the epidemic to
date: near determinantsof infectionand,
to alesser extent, careand support for
peoplewithAIDS.

3.3.1. Impressive level

of awar eness

Cambodia is characterised by a
good level of awareness of theHIV/
AlIDS epidemic: thisisboth aconse-
guenceof the achievementsmentioned
above and afactor that isconducive
to the strengthening and devel opment
of such achievements. Throughout the
fieldwork undertaken for thisreport,
boththeknowledgeand activeinvolve-
ment of staff at all level sof theprovin-
cia governmenta structureswereob-
vious. Opportunistic mini-surveyson
marketscong stently found awareness
of theepidemicand of themain means
of preventing HIV transmission.

The CDHS-2000 Survey confirms
thesameresult for women, withadight
improvement according to age (see
figure20).

3.3.2 Resolute campaign for
safer commer cial sex
Among the achievements contrib-

Box 9: The 100 percent condom use campaign

of growing concern

Regulations on 100 percent condom use in Koh Kong province, July 2001

As we know, HIV/AIDS is a savage disease that is continuing to spread through the population across all the
provinces of Cambodia. Atthe same time. there is an increasing rate of deaths caused by this disease which is

In order to suppress and reduce this death rate due to AIDS, and to ensure the welfare of the population the

provincial authority has issued regulations for compulsory 100 percent condom use as follows:

1. The Provincial AIDS Committee, Provincial Health Department and Provincial AIDS Secretariat must strongly
encourage education and dissemination to all the general population in order to avoid the transmission of HIV
through condom use every time they have sex outside marriage. This measure is to guarantee safety during sex.

2. 100 percent condom use is compulsory throughout the province, to make sure that the people are clear in
their minds that they have no danger in having sex with all kinds of sex workers, in brothels, hotels, guest houses
or any other places.

3. Administrative measures will be used to enable active collaboration with concerned organisations to imple-
ment this regulation in order to achieve success such as closing down the establishments and sanctioning
people who do not comply with the regulation.

4. People who make their living from commercial sex must implement and participate in the 100 percent
condom use campaign very actively.

5. The authorities at all levels must participate actively with the 100 percent condom use monitoring commit-
tee.

6. The 100 percent condom use campaign must be implemented from the date of issue of this regulation
onwards. The 100 percent condom use monitoring committee must provide a written report every month to the
provincial authorities and solve all problems that occur in commercial sex and entertainment establishments
within the province in order to achieve a positive result.

(unofficial translation)

21 2000 Behavioural Surveillance Survey found a proportion of 13% of men having ever been

tested.
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uting to thisstabilisation of the preva
lence rate is the campaign for safer
commercid sex. Thisgpproachamsto
target particular contextsof risky be-
haviour and has been vigorously de-
veloped. Thecampaignfocuseson 100
percent condom use (seeBox 9). Dif-
ferent provinces and teams are vari-
oudly adopting more education-based
or more control-based approaches. It
isnot yet fully deployed, andisjust be-
ginninginsomeplaces, butitspotentia
importanceshould berecognised within
the context of aclear understanding of
the dynamics of commercial sex in

3.3.3Careand support for peo-
plewithAIDS

Care and support for peoplewith
AlDSassumedifferent forms. At least
inPhnom Penh onefind Hospices, that
providepaliativecaretotermina stage
AIDS patients, such aspainrelief, ac-
cessory medical care like wound
dressing, education on hygiene, nutri-
tion, sanitation and food providing:

1. Missonariesof charity (Homeof
Peace) located in Chaom Chao com-
mune, Phnom Penh, hasacapacity of
24 beds, 12 for menand 12 for women.

Cambodia.

Box 10: An example of grassroots action in response to the epidemic

Norea Peaceful Children

Norea Peaceful Children (NPC) is an NGO launched and headed by the Venerable Muny Vansaveth, at Norea
pagoda, near Battambang. It was begun as an orphanage for children whose parents died as a result of civil
conflict, in order to help them to escape a future of continued deprivation: the alternative for these children is often
a life limited by lack of education, lack of food supply and lack of health care.

By 1997, the Ven. Muny Vansaveth realised that a new disaster was causing many children to become
orphans — namely, the AIDS disease. NPC decided to launch an HIV prevention and care programme. NPC
continued to provide shelter for orphans from war and AIDS, for street children, and began to provide care and
support for people living with HIV/AIDS who do not have relatives to care for them.

In 1998, the Ven. Muny Vansaveth believed that he was caring for most of the local orphans needing his
support (there are presently 61 living inside Norea Pagoda), and began to visit neighbouring villages in order to
develop an education programme about AIDS. Four houses have been built to provide shelter to people living with
HIV, in different villages. During visits to villages, the Ven. Muny Vansaveth tries to encourage people living with
HIV and to provide information to relatives, mostly wives, about taking care of an HIV infected person.

The Ven. Muny Vansaveth believes that pagodas should and can play an important role in the fight against
HIV/AIDS. There is a high level of respect for monks among Cambodian people and their religious teaching is
influential. Nowadays, he raises these ideas as widely as possible: two other pagodas now care for orphans, but
have not yet joined the HIV/AIDS programme.

The key message advocated by Ven. Muny Vansaveth is that the role of the pagoda is precisely to help.
Moreover, the AIDS epidemic is different from other communicable diseases, such as tuberculosis which can be
transmitted through everyday contact. He believes that it is both important and possible to help HIV infected
people. Monks should educate monks. In accordance with this, NPC try to train other monks. NPC also co-
operates with the Provincial AIDS Office, particularly in order to share training material, in order to increase
support to infected people.

This support includes encouragement for people, but also explaining and teaching in the community. For Ven.
Muny Vansaveth, it is important to involve both traditional healers in dealing with opportunistic infections and the
government in implementing a for policy enabling low price modern drugs. Gathering all human resources is his
essential message: if one could achieve an actual co-operation between government, pagodas, and NGOs, a lot
could be done!

This impressive example of involvement of a religious institution in the fight against the HIV/AIDS epidemic is
also an example of lone man’s courage: minimal support is given to Norea Pagoda (so far, the only contribution
has been a supply of rice from the World Food Programme). In order to ensure sustainable support for the 61
orphans gathered there, and to try to reduce the number of children orphaned by AIDS in the future. NPC is
developing three programmes: agriculture (to help meet food needs), care for the children, and the HIV/AIDS
programme. NPC urgently needs food supplies and equipment.
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2. Maryknall provideshospicecare
aspart of itsHIV/AIDS programme,
with 12 bedsavailable at ahospicein
Chakangre Krom commune. Theaim
of the hospice isto provide care for
‘thosewho havenofamily’. Maryknall
al so supportstwo group homesfor a
total of 20 peoplewho areabletotake
careof their personal needs.

Pagodalnvolvement areanissue of
first importance, as one finds in
Battambang (Wat Norea) together with
theNGO, named Salvation Centrefor
Cambodia. They providefood to pa-
tients, advise patientsto meditate, and
carefor orphans (see Box 10)

Finally, home-based careisamost
promising approach to effective, re-
spectful careand support. Thisimpor-
tant achievement has been devel oped
mainly in Phnom Penh, but provincia
teamsarea so activeinafew locations.
Home-based care teams succeed in
gathering medical and non-medical
carersand ensuring their effective co-
operation. They integratethethreefol-
lowingimportant actions.

1. Theprovision of basic treatment
for symptoms

2. Theprovision of counsdling and
adviceandinformation on condom use
andHIV/AIDS

3. Theprovisonof wefarefundfor
needs such astransportation to medi-
cal servicesandtesting facilities, food
and houserepairs.

The present numbersof Home Care
Teamsare:

- Phnom Penh 10teams

- Battambang 2teams

- SemReap 2teams

- Kandal 2teams

- KompongCham 1team
- Along national road # 1 and#4

Relatedtothisissueof careand sup-
port for peoplewith HIV/AIDS, their
familiesand carers, but applying more
widely, is the co-operation between

governmental sector and NGOs, both
nationa andinternationa. Despiteob-
stacles in some areas, the achieve-
mentsresulting fromthisco-operation
areencouraging.

3.4. Challenges

3.4.1 Theheterogeneousnature
of theepidemicin Cambodia

Animportant challengeisthe het-
erogeneous nature of theepidemicin
Cambodia. Pocketsof high prevaence
ratesand of low prevalenceratesexist
for all surveyed groups, at provincia
and - presumably - local level (see
chapter 1). Evidenceexistsfor geo-
graphic differencesin development of
the epidemic. For example, somear-
eas, suchasPailin, exhibit features of
amorerecent epidemicthanesewhere
in the country, except the north east-
ern provinces (Mondulkiri and
Ratanakiri, which have been so far
only marginally struck). The coming
yearswill dsobringincreased nationd
and international traffic, through the
upgrading of thenationa road network
(Lee-Nah Hsu 2001). Future chal-
lengesmay includetheneed to respond
tomultipleepidemics, thusmultiplying
and diversifying the need for accurate
information and effective meansof ac-
tion.

3.4.2. A people-centred approach

The key message of thisstudy of
the societa and individual aspects of
the HIV/AIDS epidemic is that the
most effective means of ensuring an
effective and holistic responseisto
adopt apeople-centred approach. As
showninthereport, making the present
achievements sustainable and taking
further steps towards reducing the
spread of the epidemic and mitigating
itsimpact, requiressignificant changes
intherelations between different so-
cid actors. For example, changing the
balance of gender normsand relations
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will beof key importancein devel op-
ingafully effectiveresponsetotheHIV/
AlDSepidemic. Other factorsare per-
hapscircumstantial rather than deeply
rooted in society, but are so closely
linked tothe nationa andinternational
environment that effecting change
presentsadifficult challenge. Measures
toimprovetheeffectivenessof thepub-
lic sector, such asaddressing theissue
of civil servants sdlariesarean exam-
pleof this.

An effective response to such
societal challengesisto adopt areso-
lutely people-centred approach, ena
bling local communitiesto assessthe
stuation and local needsinrelationto
HIV/AIDS, andtoenablelinkagesand
information-sharing betweenlocd ini-
tiativeswhichwill beinvaluableinin-
forming, influencing and strengthening
theresponsetotheepidemicat nationa
level. Key principlesthatinformsucha
peopl e-centred approach include:

e Givingvoiceto people.

At present, the peoplemost directly
affected by HIV/AIDS, including the
peoplelivingwith HIV and the people
sufferingfromAIDS, arelargdly silent
outsdether family andimmediate so-
cid context. Thisslencehashad avery
negative impact on both theresponse
to theepidemic and thesituation of the
affected persons. Ontheonehand, this
slencedeprivesthewider population
of knowledgeand an understanding of
theepidemic, which arevita for their
education and asasource of informa-
tion. Conversely, when they areable
tovoicether Stuation, peopledirectly
affected by HIV/AIDS are eager to
sharetheir knowledgeand areefficient
inraisang public awareness. For exam-
ple, an important testimony is pre-
sentedtothepublicin®Cipy heritage’,
a video produced by NCHADS in
1999. Cipy, who contracted HIV, in-
fected hiswifeand watched her degth,
knowsthat hewill leave hischildren

without any parents. He hopesthat if
others, at least, know the circum-
stancesof hisfamily tragedy, thenthat
may help them avoid the same. Ashe
explans

“Thisisthetragedy that my fam-
ily is experiencing. | would like to
tell the true story of my family for
the whole of Cambodian society to
learn fromit. | hope there must be a
changein behavior to stop thetrans-
mission of HIV, otherwise thistrag-
edy will hurt you. | hope that AIDS
will be away from Cambodia from
now on.” (NCHADS 1999)

On the other hand, for the thou-
sandslike Cipy withHIV or AIDSand
othersaffected by HIV/AIDS, silence
deprivesthem of the chanceto claim
their rightsand benefit fromthe avail-
ablesocia help and medical support.
Animmediate priority isto enablethe
voice of people affected by HIV/
AIDS, as well as that of grassroots
communitiesand civil society actors, to
be heard. The Cambodian network of
peoplelivingwithHIV will beessentid
in achievingthisgoa (seeBox 11).

e Ensuring respect for therights of
people with HIV/AIDS through im-
proved knowledge of HIV/AIDS.

“My feeling is that | don't want
anyone to look down on me; I'ma
human being, just like everyone
else...| amnot afraid of showing my
face to you, because it is not only
me who has this disease, but thou-
sands of other peopleaswell...I like
totell peoplewho have HIV like me,
to try not to be upset but to stay
healthy as| do. You may not believe
that | have been infected for 7-8
years. But I’'m telling the truth, |
have HIV, and I’ vehad it since 1993.
So far, | am still healthy because |
take care of myselfl. | don't let the
virus bring me down.” (UNICEF
2001)



3. Achievements and Challenges

Box 11: Cambodian Network of People Living with HIV

The voice of people living with HIV is now beginning to be heard. Support groups and CBOs run by, and for,
people with HIV have played an important part in establishing opportunities for advocacy. Recently, these groups
and organisations have come together to form CPN+, the first network of people with HIV in Cambodia. The
creation of CPN+ is a vital step in enabling the voice of people with HIV to be heard in public discussion about HIV/
AIDS and in all levels of policy-making. The member groups and organisations that make up the network currently
have a total membership of approximately 800 people.

The objectives of CPN+ include advocacy for the rights of people with HIV and ensuring that they achieve and
maintain a visible public face, and the expansion of the network beyond its strong base in Phnom Penh and the
three provinces where it is currently active. CPN+ is focusing attention on the need to build capacity in order to
implement its activities with maximum effectiveness. Strong and important links with the regional network, APN+,
are already established. CPN+ has also attracted the active support of government and non-governmental organi-
sations in Cambodia, including KHANA, UNAIDS, HACC, NAA and the Home Care Network Group.

CPN'’s member groups undertake many vital activities in addition to advocacy. For example, the CBO, Vithey
Chiwit, has established strong links with public health services that facilitate referrals to, and from, the organisa-
tion. Practical and psycho-social support is provided, including counselling, support for children affected by AIDS,

home support visits, a telephone hotline and practical support for funerals.

The people living with HIV who
appear in the UNICEF video “With
Hope and Help” send amessagethat
linkstheir requirement for completere-
gpect of their dignity with explanations
of their fight to copewith the disease
andthe possibility of goingonwithan
activelife. A clear understanding of the
situation of people living with HIV/
AIDSisindeed essential for them to
be respected and supported. Aboveall
what isneeded isan understanding that
HIV/AIDS cannot be transmitted
throughdaily acts:

“We can have meal stogether, can
rest together, can wear each other’s
clothes. Therefore, we should not be
scared to live with people with HIV.

Instead, we should encourage them,
help them to feel comfortable
around their family and friends.
Mental support like this helps them
to regain their spirit, it gives them
the hope to survive and instils in
themthe courageto livein society”

(Dr Ph. Cheang Sun Kaing, UNICEF
2001). TheNAA, for itspart, haspro-
posed a Charter for Persons with
HIV/AIDSin Cambodia. Thecharter
givesexampleshow to defend and re-
spect therights of peoplewith HIV/
AIDS. Oneof the objectivesinwrit-
ing the charter was to create a base
fromwhichanationd discusson could
soringto producealaw enforcingthese
rights (seebox 12).

Box 12 Rights and responsibilities of people with HIV/AIDS

by National AIDS Authority
Considering:

givers,

epidemic and its consequences,

epidemic.

Charter for Persons with HIV/AIDS in Cambodia

- the existing discrimination against persons with HIV or AIDS and their partners, their families, their care-

- danger that the rapid growth of the epidemic in Cambodia, will lead to an unfair and/or irrational attitude
towards HIV infected people and AIDS sufferers,
- the imperative necessity for the population to be more aware and better informed about the HIV/AIDS

- the necessity to undertake common action within the whole country to stop the progression of HIV/AIDS,
This charter stipulates the fundamental and basic rights and duties of all citizens with regard to the HIV/AIDS

79



Cambodia Human Devel opment Report 2001

Liberty, Autonomy, Security of the Person and Freedom of Circulation

The persons with HIV or AIDS are entitled to have the same rights to assure their autonomy, the security of
their person and their freedom of circulation as the rest of the population,

No restriction concerning their movements within the national borders as well as abroad should be imposed
upon the persons with HIV or AIDS,

Segregation, isolation or quarantine of persons with HIV or AIDS in prisons, hospitals or elsewhere is totally
unacceptable,

Persons with HIV or AIDS have rights in decisions regarding marriage and child-bearing, although counselling
about the consequences of these decisions should be provided.

Confidentiality and Privacy

Persons with HIV or AIDS are entitled to confidentiality and privacy concerning their health and HIV status,
Information regarding a person’s HIV or AIDS status must not be given without that person’s consent. After
his/her death, this information must not be given without the consent of this or her partner or his/her family
except if this information is legally requested or could prevent other people’s lives from being endangered or
threatened.

HIV Test

The HIV test must occur only with free and informed consent,

The voluntary and anonymous test must be preceded and followed by a medical examination available to all
the people,

Any HIV positive person shall have access to medical services and to medical, psychological and social
support within the provisions and capabilities of the state.

Education on HIV and AIDS

All people are entitled to receive adequate education on HIV and AIDS and to have access to information
concerning preventive methods,

Information to the general public shall be widespread in order to prevent discrimination against persons with
HIV or AIDS

Employment

The HIV test shall not be part of an employment test,

Being HIV positive shall not, by itself, be grounds for cancellation of an employment contract, nor for down-
grading or relocating an employee or discrimination in the work place,

No information concerning an employee who is HIV positive or has AIDS shall be given by any employer,
No justification whatsoever shall be given to have an employee get an HIV test,

Information and education about HIV and AIDS as well as access to medical visits shall be organised at the
workplace.

Health and Support Services

Persons with HIV or AIDS have rights to housing, food, medical assistance and welfare equal to all other
citizens,

Reasonable accommodation in public services and facilities should be provided for persons with HIV and
AIDS,

Persons with HIV or AIDS shall not be denied access to medical aid funds and to medical services.

Media

Persons with HIV or AIDS have the rights to fair treatment by the media and to observance of their rights to
privacy and confidentially,

The public is entitled to receive comprehensive and detailed information about HIV and AIDS in order to guide
their behaviour.

Insurance
Persons with HIV or AIDS and those suspected to be at risk of having HIV or AIDS, should be protected from
arbitrary discrimination in insurance,

Gender and Sexual Partners
Any person has the right to insist that they or their sexual partners take appropriate precautionary measures
to prevent transmission of HIV,
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The particular vulnerability of women and children shall be recognised and taken into account.

Prisoners

Prisoners shall have access to education, information and preventive measures just like the rest of the
population,

HIV infected prisoners shall have access to the same level of care and treatment as available to all prisoners
Prisoners with AIDS shall have access to treatment that is equivalent to that given to prisoners suffering

not be demanded

from long and other chronic and serious diseases

11 Equal Protection of the Law and Access to Public Benefits
Persons with HIV or AIDS shall have equal access to public benefits and opportunities and the HIV test shalll

e  Public measures shall be taken to protect persons with HIV or AIDS from discrimination in employment,
housing, education and medical and social welfare

12 Duties of Persons with HIV or AIDS
e Persons with HIV or AIDS shall respect the rights, the health and physical integrity of others. They shall
take the appropriate measures to ensure this where necessary.

The Cambodian Network of Peo-
pleLivingwithHIV andtheNAA char-
ter are very important. Nevertheless
their existence and effortshaveyet to
changetheredlitiesof thoselivingwith
HIV/AIDSthroughout Cambodia The
main chalengeisto succeedin provid-
ing sufficient, accurate and understand-
ableinformation. Theroot of rgjection
of peoplewith HIV or AIDSisfear,
resulting frommisinformationandinac-
curate knowledge about HIV/AIDS.
For example, the symptomsof AIDS
isoften extremely distressing, with huge
lossof weight and diarrhea. Inorder to
support and carefor apersonsick with
AlIDSwithout fear for their personal
safety, carersneed clear and accurate
information about communicabledis-
easesingeneral and HIV inparticular.
Aslong asmisplaced fear of infection
persists, therightsof peoplewithHIV
or AIDS cannot be respected.

e Addressing socia inequity inor-
der tomobiliseall social groupseffec-
tivdy

Giving voiceto peopleand ensuring
accurate knowledge about HIV/AIDS
arecrucid drategies. Establishing open

and informed debatewill enablethe
participation of vulnerablepopulations
ininitiativesintended to benefit them
andthiswill greatly enhancethe effec-
tivenessof suchinitiatives. Such de-
batewill, inturn, inevitably lead to dis-
cussion of issuesof equity. For exam-
ple, at present:

- Accessto thefull range of treat-
mentsavailablein Cambodiaand the
capacity to mitigatetheimpact of HIV
aredirectly rd ated toindividua wedth,
education and power

- Families and carers of the poor
lack resourcesto care and support for
their relatives

Anillustration of dia ogue between
actorsand civil society groupsat com-
munity level and nationdl authoritiesis
provided by Botswana. The Botswana
Human Development Report (BHDR)
of 2000 was entitled Towards an
AIDS Free Generation (UNDP
2000). Widespread dissemination of
the BHDR throughout Botswanaen-
hanced mobilisation of society, includ-
ing peoplewith HIV, inresponsetothe
epidemic.2 In Botswana, thisled to
debate about accessto treatment (in
particular, anti-retrovira drugs) which

22 Botswana has one of the highest sero-prevalence rates in the world.
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alowsHIV positive peopleto manage
theinfection, substantialy prolonging
life. Botswanan authorities are re-
spondingtothisissue.

3.5. Summary: Breakingthevi-
ciouscycle

The human devel opment perspec-
tiveiseffectivewhen developing aco-
herent understanding of the epidem-
ic’'sdynamics. Poverty and inequality
fuel theHIV/AIDSepidemic, whichin
turn feeds deepening poverty andin-
equality and leadsto setbacksin hu-
man devel opment achievements. Pov-

erty and inequdity enhancevulnerabil-
ity: theessentia mechanism of thisvi-
ciouscycle. Inorder to break thisvi-
ciouscycle, itscontext of gender and
socid inequditiesin devel opment must
be addressed. It is aso essential to
addressthespecific mechanismsof this
viciouscycle, at least at twolevels: the
mechanism by which poverty leadsto
infection (thusleading to adecreasein
the sero-prevalence rate) and the
mechanism by whichinfectionleadsto
death (thismitigating the consegquences
of the epidemic). Diagram 6 summa-
risesthisandyss.

Diagram 6: Breaking the vicious cycle

Prevention:
decreasing
incidence rate

Support and care for people
living with HIV: mitigating
epidemic consequences

Support and care
for people dying
from AIDS: fulfilling
fundamental
human rights
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Key concept:
Vulnerability. Calls
for the balance of
society to change:
Gender inequality,

social iniquity.

Response:
mobilisation of all
segments of the
society through open
dialogue.

Key concept:
Risk. Calls for
information and
education.
Response:
Community-based
approach, peer
education, VCT.

Key concept:

give voice to people.

Calls for bold policy.

Response: household
protection against loss of
assets, equity in the share
of medical care, including
ART, avoiding HIV leading
inevitably to death from

AIDS.

Key concept: Human
Rights.

Calls for knowledge.
Response: information
and education, Home
Based Care involving
as much as possible
communities.
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Itisessential to understand that the
four partsof Diagram 6 areintrindcaly
linked with oneancther, each beingthe
context, cause and consequence of the
others. Addressing oneaspect requires
that all are considered and acted upon.

Preventionisessentid if theincidence
of HIV/AIDSisto be controlled. As
canbeunderstood fromDiagram 6 (see
thetwo left inserted text boxes), pre-
vention necessarily involvesboth the
structural and the near determinants of
theinfection. Whilethe near determi-
nants may be addressed with immedi-
ate actions, and they will respond rap-
idly (agood examplein Cambodiais
the 100% condom campaign for com-
mercial sex workers), addressing the
structural determinantsisessential for
sustainable progress to be made in
managing and eventudly hdting theepi-
demic. Cdlingfor fundamenta changes
tothemain socid baances(such asthe
gender imbaance) involvesall sectors
of the society and cannot be consid-
ered without first considering thefull
implicationsfor each from the centra
tothegrassrootslevels.

Muitigating the consequences of the
epidemic (in Diagram 6 thethird tex-
tual box fromtheleft) isasocial chal-
lengeof great importancefor Cambo-
dia Although ggnificant difficultieshave
been encountered when attempting to
dleviatewidespread poverty, nofurther

steps towards economic and human
devel opment may be consdered with-
out thisaleviation first taking effect.
Poverty dleviationiscrucid inhelping
househol dsavoid the consequent im-
poverishment of HIV/AIDS. Thisiscal
for both asocia safety net and deter-
mined effortsto keep diveand active
peopleinfected by HIV.

Dignified support and carefor those
with HIV/AIDS (thefourth of thetext
boxesin Diagram 6) isnot only aba-
sicduty of thesociety. Thismobilisa
tion of communitiesthroughinitiatives
such ashome-based care structuresis
inreturninvauableinformation, which
will contributeto prevention Strategies.

Both the graph and textua partsof
Diagram 6 show that effectivegovern-
anceiscaledfor.

The Cambodian government has
shown strong politica will and shaped
an effectivetool to designandimple-
ment atruly multi-sectoral strategic
responseto the HIV/AIDS epidemic
initscreation of the National AIDS
Authority. But, other governance as-
pects such asthe creation of the ca-
pacity to mobilisecivil society or the
ability to bring theresponseto thelo-
ca level, arebeing undermined by the
ineffectual social sector and wide-
spread poverty. Shortcutshaveto be
found, whosecommon featureswill be
enabling peopleinitiative.
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4. Conclusion

Cambodiahasattained animportant
first stageintheresponsetothe HIV/
AIDSepidemic. Key achievementsto
date, which are expected to be condu-
civeto continued successin devel op-
ing an effective response to the epi-
demic, may besummarised asfollows:

- Whileitistoo early to clamthat
theepidemicisunder control, evidence
existsthat the nationa prevaencerate
may have stabilised and is, perhaps,
decreasing.

- The presence of theepidemic, its
key characteristicsand the challenges
it posesfor society arewd|-known and
areaddressed by the staff of centra and
local adminigtrations.

- Cooperation between central and
loca administrations, the UN agencies
and international and national NGOs
existsand playsaggnificant rolein ad-
dressing various aspects of the epi-
demic.

However, globd experienceof HIV/
AIDS shows that a mature epidemic
can become concentrated in vulnerable
sectors of society, wherethereis al-
reedy sSgnificant socid deprivation. This
leadsto theworsening social and eco-
nomic situation of themost vulnerable
peoplein society and the undermining
of poverty dleviation efforts. Such con-
centration of the epidemic among the
poor and vulnerable also serves to
maintainlevelsof infectionwhich have
the potentia to refud the spread of the
epidemic. Cambodian society might
experience such astuation because:

- Thereiswidespread social depri-
vation.

- Thecentrd adminigtrationislargey
deprived of the meansto conduct ef-
fectiveaction, dueto unredisticsdary
provisionfor public servantsand such
poor infrastructure that a number of
areasremain effectively isolated from
therest of the country.

Therefore, inadditionto continuing
toimplement strategiesthat have been
found to be effective, theresponseto
the epidemic needsto moveto anew
stage. Thefirst key message of this
report istheimportance of building on
achievements to date through the
adoption of a broad people-centred
approach. An effective people-cen-
tred appr oach meansthemobilisa-
tion of communitiestogether with
sufficiently strongcivil linksinside
society to organisethecirculation
of resources and suggestions be-
tween communitiesand central ad-
ministration.

-Towardsanew stagein there-
sponsetotheepidemic

Such mobilisationispossible, asa
formal public structure exists, with
highly skilledleaders, informedandin-
volved gaff, with coordinationwith UN
system and with the NGO network.
Thisdructuremay link community leve
initiativeswith governmental action,
enable community expression to be
heard by policy makersand facilitate
thesharing of information.

Such mobilisation is urgently
needed, astheinequalitiesin Cambo-
dian society, together withthediffer-
entia prevdenceratesfoundindiffer-
ent locations arelikely to be condu-
civeto thefurther spread of the epi-
demic.

Poverty has long been a central
concern of the Cambodian authorities.
An effective response to the HIV/
AIDSepidemic callsfor arapid and
effective poverty alleviation process,
together with the strengthening of par-
ticipation of al socid actorsinthede-
velopment and implementation of so-
cia policies. Such effective processes
arepossibleonly if thefollowingissues
are addressed.
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- Theweakness of the public sec-
tor. A significant factor in thisweak-
nessisthelow sdary levelsthat fal far
short of providing adecent standard
of living. Developing andimplementing
sustainablepolicy will bevery difficult
aslong asthissector remainsincapaci-
tated by salary levelsthat necessitate
civil servants making their living by
other means.

- Thevulnerability of households,
particularly poor rural households
which account for themagjority of the
population, to crisisand emergency.
L egd and supportivemeasuresto pre-
vent thedistresssale of productive as-
setsare urgently needed, if agrowing
core of deep and intractable poverty
inside Cambodian society is to be
avoided.

- Thelow socio-economic status of
women, whichisaseriousobstacleto
addressing gender issues, avital step
inreducing the spread of theepidemic.
Key areasof concernincludethetraf-
ficking of women, gender-based vio-
lence and thevulnerability of married
women.

- Thelimited opportunitiesfor in-
formation, demandsand ideasto cir-
culate openly, particularly from the
grassrootslevel of communitiesand
other groupsto the higher authorities
and policy makers. Increased commu-
nication flowsfrom*bottomtotop’ re-
quiremechanismsof policy makingthat
are able to incorporate suggestions,
andyssand demandsfromthevarious
communities

The human and economic conse-
quencesof theHIV/AIDSepidemicin
Cambodiawill depend on thedirec-
tion that isnow takenintheresponse
tothe epidemic. For example, thein-
ternationa road network currently un-
der constructionisapotentia catalyst
for thefurther spread of theepidemic.
Theextent towhich such cataystsare
foreseen and addressed in a timely
manner are key determinants of the
consequences of the epidemic for

Cambodia. Another exampleistheex-
tent to which access to treatment is
enabled, which substantialy decreases
the number of peoplewith HIV who
developAIDSinthefuture. The ac-
cessibility of effective treatment for
people with HIV will determine the
number of househol ds devastated by
AIDSthrough asset saleand theloss
of theproductivelabour of family mem-
bers, and the number of children or-
phaned by AIDS.

Thisreport hasdetailed the avail-
ability of dataand analysisrelated to
theHIV/AIDSepidemicin Cambodia
The contribution that quantitative stud-
ies maketo the understanding of the
dynamics of the epidemic has been
noted, along with some of theinherent
fragility of such data. It will beimpor-
tant to ensurethat the current survell-
lance systemsreceive adequate sup-
port for continued effectiveimplemen-
tation. However, thereisnow substan-
tial information existing, aswell asa
wealth of documentation of global ex-
perience of the epidemic that canin-
form the Cambodian responseto the
epidemic. Whilegapsinunderstanding
remain, anditwill beimportanttolearn
and document lessons specificto the
Cambodian experience, the next stage
of theresponse cannot beddayed. The
urgent need isfor coordinated and con-
certed action.

Thefollowing recommendaionsare
offered asacontribution to thiscoor-
dinated and concerted action:

-Actionon HIV incidence:

- Effective strategiesfor reducing
therate of new infectionsare aready
in place and should receive continued
and adequate support.

The partnership between PAC
structuresand NGOshasproved to be
highly effective. Cooperation between
relevant adminigtrations, local authori-
tiesand the PA C needsto be contin-
ued and enhanced.

- Enabling sharing of information,
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open discussion and the devel opment
of strategiesfor coping with the epi-
demicfor al groupsin society. Part of
an effectivestrategy for achievingthis
may includeextending networksof peer
educatorswithin professiona and vo-
cational bodies. Peer educatorshave
beenfound, internationally, tobeanin-
vauableresourcefor enabling anenvi-
ronment of informed discussion and
support

Thedifferentlineministriesarekey
structuresto scale up peer education
programmes. Of particular importance
should betheinvolvement of theMin-
igry of Socid Affairs, Labor, Vocationd
Training, and Youth and Rehabilitation
(MOSALVY), inpartnership with the
corporate sector. Within the corporate
sector primerespongbility restswiththe
trangport and garment industries. The
|atter being concentrated inthe suburbs
of Phnom Penh and empl oying thou-
sandsof young women.

- Opening up communi cation chan-
nelswithincommunities, between com-
munities and between community and
nationd leves, will enabletheepidemic,
anditsimpact, to be better understood
andwill ensurethat theviewsand needs
of peopleat community level areheard
by peopleresponsiblefor coordinating
theresponseto theepidemic at nationa
level. Atvillageleve, theexisting sys-
tem of local administration providesa
key opportunity for the sharing of in-
formation and understanding between
different stakeholders.

The communal elections, to take
placein early 2002, will place at the
head of each commune their first
elected communeleaders. Communal
candidates should interact with the
NGO networks, and the Ministry of
Interior should facilitatetheraising of
HIV/AIDS concernsduring the elec-
tord campaign.

- Mobilising the support of influen-
tial peopleinthecommunity isakey
aspect of an effectiveresponseto the
epidemic. The pagoda, and religious

leaders, remainsafoca point for many
communities. Activesupport fromthe
pagodaand rdigiousleadershasakey
roleto play inraising awareness and
reducing discrimination.

A people-based approach relieson
the involvement of a variety of key
community members. This group
should include monks, Achars, and
more generally thosewell-versedin
Buddhism, as well as teachers and
older educated men. All thesecommu-
nity memberscommand respect. They
areapart of aseriesof integrated so-
cid links. Thelr participationintheef-
fective implementation of a people-
based strategy will bevery valuable,
provided supportisgiven, atdl levels,
for accurateinformation circulationand
open debate.

- Women face specific
vulnerahilities, bothtoHIV andtothe
impact of HIV.Womenaredsolargely
unrepresented intheloca administra-
tion systems. Enabling the voice of
women to be heard at local and na-
tiond level, and providing full support
for action undertaken by women to
reducevulnerability andimpect arekey
componentsof aresponseto the epi-
demic.

TheMinistry of Women and Veter-
ansAffairshasdevel oped awvareness
campaigns about the need for wom-
en'sparticipationincivil, professona
and political life. However, thedevel -
opment of women’s associations is
primarily an urban phenomenon and
mostly limited to theaffluent in Phnom
Penh. Neverthel esstheseassociations
are important and some have radio,
electronicand printed communications,
examplesof whicharethe Cambodian
Women Media and the Khmer
Wbmen \Voice Magazine.

- Protecting thedifferent socid seg-
ments by understanding their differ-
encesisvery important. Thistype of
understanding isespecialy neededin
thedesign andimplementation of Strat-
egies aimed at Cambodia's youth.
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Stepstowardsafuturewithout AIDS
must includevigorousyouth-oriented
prevention programmes in order to
achieve what Botswana's HDR has
caled“anAlDSfreegeneration’. As
explained in the report, Cambodian
society ischaracterised by astrict di-
vision of gender rolesand the marked
separation of malesand femalesdur-
ingtheir youth. Thesesocid and physi-
cal demarcationsprovideanincentive
for traditiona ma e behaviour particu-
larly in relation to the consumption of
commercial sex. Integrating safe sex
campaignswithinwider reflectionson
gender, responsible sexudity and fam-
iy lifewill beessentid if their programs
areto shapethevaluesof thoseonthe
cusp of adulthood.

Inthese campaignsthe Ministry of
Education incorporating the Depart-
ment of Informal Education, isakey
Ingtitution asmany young Cambodians
no longer attend school inthelr teen-
ageyears. Both HIV prevention pro-
gramsand programsaddressing dis-
criminationand stigmatisation should be
in the curricula. Where possible the
contents of these programs should be
determined and designed in collabora-
tion with relevant NGOsand commu-
nity associations.

-Action on theimpact of theepi-
demic:

- Improving accessto quality VCT
isessentid if theincidence and impact
of HIV/AIDSareto be affected. Cur-
rently thereisaseriouslack of nation-
aly approved VCT facilities. Multiply-
ing Family Health Clinicswith appro-
priate resources and trained staff is
needed. Increasing theleve of access
to VCT facilitiesaso callsfor co-op-

eration between the privateand public
health sectors.

- Increasing access to effective
treatment for opportunistic infections
will improvethe health status of peo-
plewith HIV and enablethemto con-
tinueto play an activeand productive
roleinthefamily andinthewider soci-
ety. This requires that sufficient re-
sources, intermsof drugs, equipment?
and salariesaremadeavailableto pub-
lichedthfacilitiesand stepsaretaken
to ensurethat treatment isaccessible
for peoplewith HIV.

- An informed debate about
antiretroviral therapy isneeded at al
levelsof society in order to assessthe
possibility of meking thistherapy widdy
avallableand effectivefor peoplewith
HIV throughout Cambodia. Recent
global reductions in the cost of
antiretroviral drugs®* and lessons
learned from theimplementation of pi-
lot projectsin Phnom Penh providea
basisfor serious debate of thisissue.
Such a debate may be expected to
haveanimmediate benefitinthat it will
counter thecurrent climateof misinfor-
mation about ‘ AIDS cures available
in Cambodiaand internationally. The
possibility of requesting technical sup-
port from the Accel erating Accessini-
tiative of the UNAIDS Secretariat
could be considered during such ade-
bate.

TheMinistry of Healthhasanim-
portant rolein the provision of infor-
mation about the technical aspects of
the ART issue, but it is also recom-
mended that atripartite co-operation
(involving the key informants, people
livingwith HIV and hedth centre saff)
be established at the grassrootslevel

- Continued support for the exist-

2 Health centres surveyed during this study had staff with laboratory technician skills but lacked
equipment with which to put these skills to use. For example, the only equipment available in most of

the health centres was a microscope.

24 An Indian pharmaceutical company is offering generic drugs to Medicins sans Frontieres at a cost of
US$ 350 per person per year, in contrast average costs in the US of US$10,000 per person per year.
The same drugs have been offered to governments at a cost of US$500-600 per person per year

(Colebunders 2001).
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ing networksof peoplewith HIV and
planned expans onsshould be provided
by the relevant bodies in order to
strengthen the capacity and scale-up of
these networks.

- Theburden of carefor peoplewith
HIV or AIDSisfet a householdlevd.
Actionisneededto lessen thisburden.
For exampl e, the strengthening of ex-
isting social safety netsand the crea-
tion of additional appropriatelegd and
socid sysemswill enablefamiliesand
householdsto avoid distress salesof
assetswhich lead to impoverishment
and destitution of family members, in-
cludingchildren.

Based on thefindingsfrom experi-
mentsin Cambodia(for examplethose
conducted by NGOs dealing with
credit systems) and outside Cambodia
(for example the Thai system of co-
operation between referral hospitals
and communities), theVillage Devel op-
ment Committees could assume |lead-
ership of aco-operative relationship
betweentheMinistry of Rural Affairs
andloca and international NGOs.

- Theprovision of home-based care
throughjoint government-NGO initia
tivesisoneof theachievementsto date
intheresponseto theepidemic.

However, scale-up is urgently
needed and sufficient financia andtech-
nical support should be provided to
enablethis. It will beimportant to en-
surethat home careteamsare part of
an active and effective network at pro-
vinad leve.

- Thevulnerabilitiesof children
affected by AIDSwill be addressed,
at least in part, by theactionsdetailed
above. Children orphaned by AIDS
have a specific need for appropriate
care-giversto beidentified. Interna-
tional and Cambodian experience
showsthat children usually prefer to
remanwithfamily membersandinthar
home communitieswherethisispos-
sible. Support should be made avail-
able to initiatives that promote and
support carefor orphaned children by
appropriate peoplewithintheir home
community. Loca ingtitutions, suchas
the pagoda, may also beinaposition
to provide valuable support for or-
phaned children.

Actionsonincidenceandactionin-
tended to mitigate the impact of the
HIV/AIDSepidemicareintrinscaly
linked onmany levels. Internationd ex-
perience showsthat themost effective
responses to the epidemic are those
which addressboth HIV prevention
and HIV careand impact mitigation
amultaneoudy.

Cambodiahas made great strides
in a short space of time towards a
peaceful society. Building on these
achievements, Cambodia may now
adopt apeople-centred approach for
themobilisation of all itsresourcesin
itseffortsto reducethe spread of the
HIV/AIDSepidemic, joiningtheranks
of thesmall minority of countriesthat
havereducedther prevaencerate, and
tomitigateitsimpact.
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Annex A

Capacity buildingfor national owner ship on Human De-

velopment per spective

Thegoal of thiscapacity building
processisnational capacity to produce
Human Devel opment Reports, through
abody of skilled government and non-
government researchers, drawnfroma
number of relevant Cambodianminis-
terial and academicinstitutions. This
goal isinlinewith the concept of Hu-
man Devel opment and with the global
UNDP principlesunderlying the pro-
duction of Human Development Re-
ports(UNDP 2001by), including:

- Nationa ownership

- Independence of analysis

- Qudity inandysis

- Participatory and inclusive prepa-
ration

- Flexibility and creativity in pres-
entation

- Sustained follow-up

Thecapacity buildingiscurrently in
pilot phase, which hasinvolved there-
cruitment of aNational Research Team
of nine members, with aResearch Di-
rector appointed by an independent
researchingtitution, CambodiaDevel-
opment Resource Institute (CDRI).
Four inditutionsareinvolved, Ministry
of Planning (MoP), Roya University of
Phnom Penh (RUPP), National AIDS
Authority (NAA), and National Cen-
trefor HIV/AIDS, Dermatology and
STDs(NCHADS), thetwolastinview
of thefact that the 2001 CHDR focuses
ontheHIV/AIDSepidemic. Thisteam
has been responsiblefor the prepara-
tion and the production of the CHDR
2001, with technical support from
CDRI and under theoveral leadership
of Ministry of Planning.

The capacity building project is
guided by threeprinciples:

1. Capacity buildingisaproc-
essover time

Learningisacomplex process. Itis
well knownthat thereexistsagap be-
tweenafirs sageof familiarity, which
Issometimes assessed through the ac-
quired capacity to repeat definitions
and stereotyped procedures, and full
ownership of afield of knowledge,
whichimpliesan understanding of the
context of knowledge and analysisof
information. Such full ownership ena-
blesautonomy in conducting research
and producing hypothesesand findings.
Capacity building programmes are
amed a supporting processesof learn-
ingtothislatter stage, whichaonecan
lead to sustainableintellectua and na-
tiond autonomy.

2.0n-the-job training: an effec-
tivebut demanding approach

An effective method of learning,
and onewhichiswell-suited to adults
with existing professiona experience,
ison-the-job training, enabling train-
eesto ‘learn by doing’. The present
phase of the UNDP project Capacity
Deve opment for the Preparation of the
CambodiaHuman Devel opment Re-
portsisutilisngthisapproachfully, as
theNational Research Team recruited
in 2001 isresponsiblefor preparing
and producing the 2001 CHDR re-
port.

Inthefield of human devel opment,
wherethe conceptua framework must
be informed by quantitative assess-
ments, abroad training programmeis
recommended. Ownership of there-
port’s content impliesthe capacity to
understand and undertake the entire
processfrom raw datato analysisand
the drawing of conclusions. Thisre-
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quiresagood knowledge of up-to-date
computer dataanaysisprocedures, as
well astheahility to contributefully to
thediscussion of the necessary adjust-
mentsthat influencethefind valueat-
tributed toindicators. Thisfinal step
requires a researcher to draw on a
broad range of skillsand knowledge.
It also requires accessto discussions
held among international experts:
‘Learning by doing’ ispossibleonly in
closesynergy betweentraineesandthat
body of international expertise.

3. Medium of communication

Atthepresenttime, Englishlanguage
istheinternationd language of science

Annex B

and communication. No high-level
work in the human sciences can be
achieved without accessto thismedium.
Englishlanguageisneeded to acquire
familiarity withinternationa resources
and to participate in scientific ex-
changes.

Inpardld withthisrequirement, the
working language used by the Nationd
Research TeamisKhmer. Thisistypi-
cal of research practices around the
world. Workinginthenationd language
and mother-tongue of theresearchers
servesto ensure both full understand-
ing and communication among there-
searchersand effective dissemination
to abroader audiencein Cambodia

L argesurveysin Cambodia: awealth of invaluable

guantitativedata.

1) General Population Census—
1998

TheNationa Institute of Statistics
(intheMinistry of Planning) conducted
aGenera Population Censusin 1998.
Based upon adefacto population, the
1998 census collected information
about household facilities, and indi-
vidual demographic, educationa, em-
ployment, and recent fecundity data.
Thusit providesarobust description
of the country.

TheNationa Institute of Statistics
took particular carewhen disseminat-
ing theresults, bothintheform of sev-
eral reports, including themain tables,
and as a database, thus allowing re-
searchersto undertake further analy-
ses. The censusdatabaseisavailable
inthefollowing three presentations:

- aggregation at thevillage level,
which can behandled by any statistical
package (NISCdromn°2).

- theabovevillage databaseisin-
corporated in asoftware package be-
longing to the SIG family, PopMap

(NISCdromn°3)

- the data for individualsis only
avallablethroughthe software WinR+,
ensuring no misuseof thisinformation
ispossible (NISCdromn°4).

2) The Socio-Economic Surveys

Thesesamplesurveysincludeavery
detailed questionnaire, covering the
main aspectsof socid life (education,
activity, headth, income and expendi-
ture). The table 13 shows the key
characteristicsof the Socio-economic
Survey inCambodia

3) Demogr aphicand Health Sur-
vey

The Cambodian Demographic and
Headlth survey was conducted in 2000
by the National Institute of Statistics
(Ministry of Planning) and the Direc-
torate General for Hedth (Ministry of
Hedlth), with technica assstancefrom
Macro International through its
MEASURE DHS+ program. 12236
householdswereinterviewed (1817
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Table 13: Key characteristics of the socio-economique survey in Cambodia

SESC 1993-94 CSES 1997 CSES 1999

Sample size 498 villages 474 villages 600 villages
5,578 households 6,010 households 6,000 households
32,079 pers.

Sample coverage

Rural 68.0%
Urban 95.2%
15 Provinces
3 strata

Rural 88.4%
Urban 97.4%
21 Provinces
3 strata

Rural 96.2%
Urban 99.7%
24 Provinces
10 strata

Survey timing

October-September

June

January-March
June- August

Consumption recall

177 food items
266 non-food items

20 food items
13 non-food items

23 food items
13 non-food items

Adapted from ‘A Poverty Profile of Cambodia’ (Gibson 1999).

inurban areasand 10419 inrura ar-
eas), from which the corresponding
number of eligiblewomen, those be-
tween the ages of 15 and 49, inter-
viewed was 15351 (2627 in urban ar-
easand 12724 inrural areas).

The DHS asked for descriptions of
the househol d popul ation, housing char-
acteristicsand therespondents’ char-
acteristicsand status, together with the
questions about thefollowing 12 top-
ics

- Health status and the utilisation of
health services

Annex C
Measuring poverty

1) Poverty isamultidimensional
concept

The concept of poverty isapplied
to situations at both individual (or
household) and country levels. From
both these perspectives, poverty isa
multidimensiona concept. Box 13 de-
scribesthe concept of poverty froman
individual (or household) perspective.
At thecountry level, poverty islinked
to the capacity of the economy to pro-
videacentrd administrationwith suffi-
cient resourcesto devel op infrastruc-
tures, organisepublic servicesandim-

- Fertility

- Abortion practices

- Fertility regulation and other
proximatedeterminantsof fertility

- Fertility preference

- Adult and maternal mortality

- Infant and child mortality

- Materna and child health

- Maternal and child nutrition

- HIV/AIDS and other sexually
transmittedinfections

- Women's status and empower-
ment

- Domesticviolence.

plement development programmes.
Key economic factorsthat determine
thiscapacity include: thelevel of eco-
nomic activity, thestate of theinterna-
tional market, and the currency ex-
changerate. Whilethefirst of these
threefactorscan bedirectly affected
by policy a nationd levd, thelatter two
areclosely related to the global eco-
nomic context. Inaddition, socia fac-
torsare aso key determinants of the
capacity of the economy to provide
adequate resourcesto the central ad-
minigration.
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Box 13: Poverty is a multidimensional concept

Poverty at the individual or household level is a complex concept. It affects individual or household capacity to
achieve an acceptable quality of life. These capacities can be characterised as follows:

- The capacity to meet the basic needs of the individual

One obvious dimension of poverty is the inability of the household to provide each of its members with suffi-
cient food and shelter: meeting the basic needs of its members is one of the most immediate concerns of poor
households. In a cash economy, the ability to meet the basic needs of the members of a household is determined
by the balance between income and essential expenditure. In rural village life — where 84 percent of the Cambo-
dian population live (1998 population census) — subsistence farming or the exchange of goods form an important
part of the rural economy. Therefore, the possession of even the simplest of productive assets, including labour,
is often a significant factor in enabling households to meet the basic needs of their members.

- The capacity to cope with emergencies

Poverty is the lack of minimum security in the face of unforeseen events and crisis. For example, a health
crisis is a common factor in triggering a decline into poverty or worsening poverty at the individual and household
levels. Medical costs or the loss of the labour of a productive member of the household often lead to debt or
distress sales of productive assets, even when basic needs were met on a day to day basis under normal
circumstances.

- The capacity to mobilise a support network

The capacity to mobilise support in the face of shortages or crisis reduces vulnerability to poverty or worsening
poverty. Such a support network often includes extended family and kinship ties as well as other alliances.
Poverty is the lack of a network that can provide such support in time of need.

- The capacity to benefit from opportunity

Socio-economic changes, inherent to every society, may lead to disaster at an individual and household level
— for example, through the collapse of agricultural prices or the loss of traditional sources of income. Such
changes also provide opportunities for advancement, such as the opportunity for employment or business. Pov-
erty is the lack of resources to seize such opportunities, including economic and human resources; for example,
the lack of resources to respond to a business or employment opportunity.

- The capacity to promote children out of poverty

Poverty is also an inheritance. Simply meeting the basic needs of children does not reduce their vulnerability
to crisis or enable them to break free of the cycle of poverty. Poverty is the lack of capacity of families to enable
children to grow out of poverty. Access to appropriate education and training is a key factor in raising children out

of poverty
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Linksbetween poverty at household
level and poverty at country level are
complex: positive economic growth
rate (measured, for example, asanin-
creasein per capitaGDP) may beac-
companied by impoverishment of par-
ticular sub-populations. Such vulner-
ablegroupsoftenincludeworkersmi-
grating fromrural areasin search of
economic opportunitiesinthecities,
where they often make a precarious
living at themargin of urban develop-
ment. Industrid activity requiringlarge
amountsof cheap labour may gener-
ategppreciabletaxesandincomesfrom
export while workers receive low
wageswith limited job security andlit-
tlenegotiating power.

Despitethe complexity of the con-
cept of poverty, itisessentid for policy
makersand socia actorsingenerd to
have accessto aquantitative assess-
ment of the poverty situation. Quanti-
tative knowledgeisrequired both to
follow changesover time (in order to
monitor theimpact of policy implemen-
tation) and to comparewith thesitua-
tionin other countries. In Cambodia,
subgtantia effortshave been madeover
the last decade, both by the central
adminigtrationand by theinternationd
community, to collect information
countrywide about arange of demo-
graphic and socio-economic variables.

Measuring poverty, aswithdl mess-
urement of social issues, necessarily
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requiressmplification. Many of thedi-
mensionsof poverty described above
aredifficult —or impossible—to quan-
tify. Evenfor thosefeaturesthat seem
possibleto measure, summarising vari-
ousdimendonsinasngleindexishighly
chdlenging. Inorder to provideameas-
ureof poverty itisnecessary to make
choices, leading to asimplification of
the concept of poverty.

However, measurement of poverty
isnecessary in order to provide essen-
tid information for dl programmesthat
aim to reduce poverty. For example,
the World Bank discussion paper, A
Poverty Profile of Cambodia, states,

Better and up-to-dateinformation
about the poor is essential to assist

the government in designing effec-
tive policies for attacking poverty.
Who are the poor? How many poor
arethere? Wheredo they live? What
are their sources of income? Poli-
cies intended to help the poor can-
not succeed unless the Government
knows who the poor are and how
they are likely to respond to public
interventions. (Prescott and Pradham
1997)

Therefore, we must smplify. Two
aspects of poverty are more easily
quantified than othersand can beused
asabasisfor poverty assessment—in-
dividual income and consumption
vaues® In Cambodia, consumption
vaueshave been selected asthebasis

Box 14: The food poverty line

The consumption level that separates the poor from the rest of the population is called the poverty line. Turning

first to food consumption, the food poverty line has been calculated using data from the SES 1993-94 and
updated with data from the subsequent SES surveys. Data were collected by asking respondents to report the
quantity* consumed in the past week of a given list of food items and the value of this consumption. Where values
are given in-kind rather than in cash terms, value is assessed using the market price. The steps for calculating the
food poverty line from this data are as follows:

1) Nutrition is itself a complex subject. Diet must fulfil a wide range of nutritional needs, such as protein,
energy and many micro-nutrients. Again, measurement requires simplification. The choice made here is to sim-
plify by focusing only on energy intake, measured in terms of calories. The benchmark adopted is a 2,100
calories minimum energy requirement per person per day. This is a low value; for example, the World
Health Organisation (1985) states that the daily calorie requirement for a subsistence farmer (a large part of
Cambodian population) is 2,780.

2) There are many possible ways to provide 2,100 calories per day. However, typical consumption patterns
can be identified for broad categories of population in a given country at a given date. SES 1993-94 provides
detailed data on quantities of food consumption, from which consumption patterns may be drawn. The popula-
tion group chosen to derive the model composition of food consumption is the third quintile for total
consumption distribution.? A reference food basket is constructed by taking average values of the reported
quantities consumed of each food item by this population group. It is important to notice that in this basket more
than two-thirds (69 percent) of the calories obtained are from cereals, especially rice. The reference food basket
derived in this way actually corresponds to a calorie content of 2,298. Thus, all quantities are scaled down by the
same factor in order to achieve a reference food basket with a calorie content of 2,100.3

3) Cost of this reference basket has now to be determined. This is done using market prices. SES makes use
of pre-stratification of areas (see Annex A). SES 1993-94 defined three strata: Phnom Penh, other urban areas,
and rural areas. Separate price estimates were obtained for each of the three strata, leading to three different food
poverty lines.

1 At least for SES 1993-94. SES 1997 and 1999 did not provide quantities, but only values, leading to a complicated update method.

2 The median quintile is the 20 percent of the population whose total consumption is mid-way between the poorest and the richest
quintiles.

3 Dividing 2,100 by 2,298 gives a factor of 0.9138

% Consumption data is collected at household level. Individual consumption values are calculated by
dividing the household value by the size of the household (Knowles 1998).

95



Cambodia Human Devel opment Report 2001

for attemptsto quantify poverty. The
main reason for selecting consumption
rather than income as a basis for a
poverty index isthat discrepanciesare
often observed between declared
income and declared consumption,
with the declared income being
significantly lower than declared
consumption. Another reason isthat
thereismoreinformation availableon
consumption thanincomeasthe socio-
economic surveys (SES) of 1993-94
and 1997 focus on consumption
assessment. Consumption data are
usually more reliable than those of
income. Thefirst countrywide survey
to provideinformation onincomewas
the 1999 SES.

2) Poverty lines

Thefirst stepin calculating acon-
sumption-based index isto assess a
level of consumption below whichan

individua will be defined aspoor: the
so-cdled poverty line. Itiswdl known
that if consumptionisdividedintotwo
categories, food consumption and non-
food consumption, the poorer people
are, the higher the proportion of their
overal consumptionthat isaccounted
for by food consumption. Indetermin-
ing consumption leve sthat can beused
to separate the poor from the non-
poor, food consumptionisthemost Sg-
nificant measure. Thus, afood poverty
line(aminimum|eve of food consump-
tion) isfirst calculated (seeBox 14). A
non-food minimum allowanceisthen
calculated (see Box 15) and added to
thefood poverty lineto providethetotd
poverty line.

Thenon-food dlowanceestimation
reliesonregressonmodel. Let usre-
cdl that theminimal alowancefor non-
food goodsisbased on thetypical non-
food spending of those who can just
afford thereferencefood requirement.

Box 15: Total poverty line.

To incorporate non-food expenditure into the construction of the poverty line, a minimum allowance for non-
food goods was computed, based on the typical non-food spending of those who can just afford the reference food
basket and are therefore just on the food poverty line. If people who are just on the food poverty line allocate
expenditure to non-food items, it can be assumed that the welfare derived from this amount of non-food is higher
than welfare derived from the food expenditure that this requires them to forgo. It can thus be considered a
minimum allowance for non-food spending.

Itis not easy to calculate the cost of this minimum non-food allowance, and consequently the overall poverty
line, because no unit value for non-food items were recorded in any of the SES surveys. SES 1997 used a different
method for calculating the cost of this allowance to that employed in SES 1993-94 and SES 1999.

The method used in 1993-94 and 1999 was to estimate a regression equation. Given the individual total
expenditure and the poverty line value, one can estimate an equation for the individual food share to be a function
of these two values. The value of this estimated food share for those just reaching the poverty line (total expendi-
ture equal to poverty line) enables the non-food allowance to be calculated, and then the overall poverty line (see
annex B for detailed model).

The method used in SES 1997 is closer to the steps used to estimate the food poverty line and is an update
of the non-food allowance calculation from the 1993-94 data. The non-food consumption of individuals whose total
consumption was within 10 percent above or below the value of the food poverty line was used to form a set of
weights (share in total consumption) for ten groups of non-food items. To overcome the fact that data on unit price
were not collected, the Phnom Penh Consumer Price Index was used to obtain an estimate of the change in the
cost of the non-food allowance between July-September 1994 and June 1997. The main drawback of this method
is that it assumes that price movement in the Phnom Penh strata is a good approximation for the rural and other
urban areas strata. This is unlikely, as it is not the case for food prices.

96




Annex C. Measuring poverty

Theregression approach followsthefollowing steps:

* |n order to compute the non food alowancefor thosejust capabl e of reach-
ing thefood poverty line, onebuild afood demand function for each srataj (Phnom
Penh, Other Urban areas, Rural areas), which compute thefood sharefor each
household (food sharefor householdi instrataj = s') asalinear function®® of the
log of thevalueof total spending (total spending for householdi =x) relaivetothe
food poverty line (food poverty linefor strataj = ij)

s'=g+blog(x /z') 1)

In thisequation, we know thefood share, thetotal expenditure and thefood
poverty line. We use (1) to compute the constant a and the slope b by best
adjustment onthe data.

* using the such determined coefficients a and b, we compute anon-food
allowance (we compute afood share, so we deduce anon-food allowance) for
each stratafor those just reaching the poverty line. For these householdsindeed,
X = zjf , Sotheratio equa 1, and consequently thelog equal O: Thusthefood share
for thosejust reaching the poverty lineisgiven by a.

* We computean overdl poverty line by adding the non-food alowancetothe
food poverty linefor each stratum. Asa isthefood sharefor thosejust reaching
the poverty line, their non-food shareisgiven by (1- a ), and thusthe non food
allowanceis(1- q)* zjf . Thentheoverdl poverty lineis.

z;=z'+ (1-3)* Z

z=z*(1+1-a)

2,=2/(2g)

The resulting values for the poverty lines are presented in the table below:

Poverty lines, in riels per person per day

Food Poverty line |  Average food Non-food allowance Poverty Line
share* (%)

Phnom Penh 1,185 0.67 393 1,578

1993-94 Other Urban 995 0.73 269 1,264
Rural 881 0.73 236 1,117

Phnom Penh 1,378 0.68 441 1,819

1997 Other Urban 1,102 0.72 305 1,407
Rural 940 0.71 270 1,201

Phnom Penh 1,737 0.58 733 2,470

1999 Other Urban 1,583 0.68 510 2,093
Rural 1,379 0.71 398 1,777

*for those just reaching the poverty line

Sources: Prescott and Pradham 1997, Knowles 1998, Gibson 1999

%y is a linear function of x if the dependence of y from x takes the form : y = a + b*x. a and
b are two parameters, the first one called intercept (or constant), the second one called

slope.
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3) Poverty indices

Whenindividua consumptioniscompared with the corresponding poverty line
value, classified aspoor arethosewhoselevel of consumptionisbelow the pov-
erty line. A seriesof indexesmay bederived for the purpose of describing and
comparing situations. Theindicator most often used isthe head count index, which
givesthe percentage of the population classified aspoor. Itisthisindex whichis
used in the body of thereport (see Table 4). It belongsto thefamily of indices
derived from the Foster, Greer and Thorbecke equation. Thisequation reads:

P)\ = (]jn)* ij:]_ (g] / Z) A

wherezisthepoverty line, X thevalue of expenditure of personj, 9=12z-x IS
the poverty gap for individua j, nthetotal population size, and g the number of
poor.

Thesumrunsover dl poor (from 1to @), and A isaparameter which runsfrom
0to whatever wanted (one seldom goes after 2).

If the parameter A is set to zero, each term of the sum become 1, asaany

number riseto the power 0 gives 1. A sum of qtermseach equa to 1 givesq: the
equation reduceto:

P,=a/n, whichisthe head-count index: proportion of personwhose expendi-
turelevel isunder the poverty line.

If parameter A isset to one, the equation becomes:

P, =(lUn)* i (gj /z) whichisthe poverty gap index: mean of the gaps
between poor peoples’ standard of living and the poverty line.

If parameter A isset to two, the equation becomes:

P, =(U/n)* SO (g]. 1 2)2. Thisisthe Poverty Severity index, whichissensitive
tothedigtribution of living stlandardsamong the poor. Evenif itsabsolutevauehas
nointuitiveinterpretation, thisindex isthought to providerel evant ranking among
countries, asit takesinto account the variationsin distribution of welfareamongst
the poor.
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Poverty temporal comparison issues

Thedifficulty in comparing socio-
economic data collected at different
timessince 1993 (seefor example Ta-
ble3) has sometimes|ed to disappoint-
ment, if not impatience. Thefact that
no straightforward trend could be com-
puted seemed discouraging, but it
should be remembered that the popu-
lation census of 1998 and the set of
countrywide sampl e socio-economic
surveysprovideinval uable sources of
data. Nonetheless, thelengthy process
of developing highlevel knowledgeand
skill inadministrativeand research ori-
ented statistics apparatus is still
underway. In addition, quantitativesur-
veyshaveinherent andinescapablelimi-
tations: dataprovided by surveysare
unavoidably tainted by themethodsand
context of their collection, at best pro-
viding only approximatefigures. The
main pitfallsin attemptsto measure so-
cia phenomenaare briefly reviewed
below.

1) Measuring social phenom-
ena: main pitfalls

Socid phenomenaareinherently dif-
ficult to measure. For example, count-
ing thenumber of peopleinagivenlo-
cation, region or country may appear
to beasimpletask, although thereare
practicd difficulties. However, concep-
tud difficultiesariseassoonasany more
precise descriptionisattempted. Age
isagood example of anotion that at
first glance seemsto beparticularly suit-
able for quantitative treatment until
closer examination revealshow it is
rooted in the socio-cultural context.
Developed countrieshavelong relied
onexhaugtivecivil records, resultingin
constant use of agedataand aprecise
knowledgeof thischaracteristicby in-
dividuals. However, in most develop-
ing countries no precise record or
knowledgeof their ageisfamiliar tothe

people. Instead approximate age
groupsare used by individuds. Isolat-
ing agedatafromthesocia contextin
whichit wascollected |eadsto demo-
graphic chartswhereround ages (fin-
ishinginOor 5) aredisproportionately
more numerousthan theother values,
creating peakswheretheanayst was
legitimately expecting smooth varia-
tion.

Similarly, particular circumstances
may add to thecomplexity of handling
information about age. For example,
inacontext wherethereisno formal
age record system but there are ad-
ministrative requirements, such as
meaximum agefor school applications
or recruitment, necessity oftenleads
people to declare an official age
younger than thebiological oneandto
make use of thisofficial ageinevery-
day life. All such sources of impreci-
sionwill bereflected in the quantita-
tivedata. Assoon asatemptsaremade
to measure more complex character-
isticsthan age, misunderstandings, con-
fusionsand lack of trust will increase
occasionsof mis-recording.

Therefore, thefirst thingtobear in
mind when making useof quantitative
informationisthat it necessarily comes
from measureswhich embody errors
and, consequently, has to be under-
stood as probable — rather than pre-
cise—values. Thisisthecaseregard-
lessof thequdlity of thesurvey usedto
collect information: a perfectly de-
signed and implemented survey will
reducetheimprecision, but never pro-
vide an exact figure. For conceptual
reasons, exact figuresare unattainable
by measurementsof socid phenomena

A second aspect of measurement
isworth recaling beforeturningtothe
quantitativeinformation of thisreport.
The sources of imprecision described
aboveapply eveninthecaseof anex-
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haustive survey, such asacensus. But
most of thesocid information collected
doesnot come from census but from
sampl e surveys. Sampling can cause
another type of imprecision. Again,
excellent sampling techniquescanre-
ducetheuncertainty, but cannot reduce
itto zero.

Themain practical consequence of
thesestructural aspectsof al measures
of social phenomenacan be summa-
rised by thefollowingempiricd rule: as
soon asthe sub-population studied is
too small (oneoften choosesathresh-
old of 60 cases), no conclusonsshould
be drawn from measured characteris-
tics. Thisiswhy genera population sur-
veysarenot intended to providereli-
ableinformation about specific small
sub-populationsand why disaggrega
tion of datacannot be pursued too far.

2) Comparing SESdata

The problems in comparing data
fromthedifferent SES outlined above
can be grouped into two categories.
Thefirst category relatesto conjectura
issues, mainly arising fromthefailure
to maintain aconsi stent methodol ogy
acrossthesuccessvesurveys. Thesec-
ond category isstructurd: thisrefersto
thedifficultiesinherent insocia issue
mesasurements, which areunavoidable.

Concerningthe SESseries, themain
comparisonissueisthat consumption
quantitieswere collected only during
thefirst survey (1993-94). Therefore,
theonly optionisto usethedatafrom
the subsequent SESto update poverty
line cal cul ations based on the 1993—
94 data, asnoindependent poverty line
calculationscan bemade. In addition,
even updating these calculationswill
requireagood deal of approximation
duetovariationintheitemsretainedin
the food basket and the non-food al -

lowance.

The 1993-94 food basket contains
155items.?”

No consumption quantitieswere
collected in 1997 and, moreover, the
village survey providesthe pricesfor
only 36 food items of which only 22
are comparable with the food basket
items. These 22 items correspond to
lessthan 50 percent of the cost of the
referencefood basket. Thefollowing
stepsweretherefore necessary in or-
der to updatethe poverty line:

e The Consumer Price Index for
Phnom Penh was used to calculate
price changesfor 75 itemsinorder to
cal culate changesinthe cost of living.
(Theresult showed a16.2 percentin-
crease.)

e Thepricesfor 22 itemscollected
inthe 1997 village survey were com-
pared with the pricesfor thoseitems
collectedin 1993-94, in order to esti-
mateincreasesinthecost of livingin
thethreestrata. Theincreasein Other
Urban areaswasfound to be 10.7 per-
cent - two-thirds of the increase in
Phnom Penh. Theincreasefor Rural
areas was calculated at 6.7 percent,
only 40 percent of theincreasein cost
of livingin Phnom Penh.

In 1999, the proportion of theref-
erencefood basket for which pricesare
available rises by more than 20 per-
cent, enabling 70 percent of the cost
of the bundleto be priced. Thisdata
was used to updatethe poverty lineas
follows

¢ 46 items of the reference food
basket werepriced

e The sub-total cost of these 46
itemswasthen calculated

e Thecost of thesame46itemswas
caculated usng 1993-94 vaues, inor-
der tofind their share of thetotal cost
of thereferencefood basket. (There-

27 In fact, it contained 177 items, but 22 items happened to have a weighting of zero for the third

consumption quintile population.
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sults were: 67.4 percent share of the
total cost for Phnom Penh, 68.1 per-
cent for Other Urban areas and 70.1
percent for Rural areas.)
e This cost share is then used to
calculate the cost of thewhole basket
Therefore, theupdated va uesof the
poverty linerely on aseriesof assump-
tionsand approximations. In addition,
thethree poverty lines, andthereliabil-
ity of their comparison, rely heavily on
thequality of thedatacollection. Inre-
sponseto thedemand for precision, an
innovation wasmadeinthe 1999 SES,
which has provided abenchmark for
datardiability. Thesurvey wasadmin-
istered in two rounds, onein the dry
season (January-March) and oneinthe
rany season (June-August). A method
of interpenetrating sub-sampleswas
employed, ensuring each sub-sample
wasnationally representative, inorder
to capturetheimpact of seasondity (or
other temporal changes) without the
databeing spoiled by variationsinthe
composition of thesamples.
Unexpectedly, mgjor differences
appeared between the volume of con-
sumption estimates, inequality estimates,
and some features of cross-sectional
profiling, inthetwo roundsof datacol-
lected. Thesedifferenceswereeither
not consi stent with previous evidence
about seasondlity, or weretoo largeto
be accepted asvalid. Several organi-
sational factorswereidentified which
hel ped explain thisoutcome, but these
factorscast doubt onthedataquality.
In order tomitigatejustifiabledis-
gppointment, let uspoint out again some
inherent difficultiesinthemeasurement
of socid phenomena. Oneistheinverse
relationship between the depth of the

study and quality of therecord; avery
longand complex questionnairewill in-
creasethe proportion of mistakesand
inconsistencies. A difficult balancehas
to be struck between eagerness for
completenessand precisonontheone
hand and the actual manageability of
thequestionnaireadministrationonthe
other hand.

Another inherent difficulty isthat
measuresof socia phenomena, even
morethan other measures, areimper-
fect. Thefiguresobtained haveto be
understood not asexact figuresbut as
the centre of an error bar. The size of
thiserror bar depends on the context
of thesurvey andwhileit may belarge,
itisnever anull set. Thiserror bar en-
compasseswd | known gtatistical phe-
nomenasuch assamplefluctuations, as
well asissuesrelated to the measure-
ment tool —inthiscase, the question-
naireanditscontext. WWhen|looking for
tempora change, conclusionsshould
be drawn not from comparing the cen-
tresof these bars, but from the shape
of the band formed between theedges
of each error bar.

Nevertheless, the two rounds of
SES 1999 reveal ed unacceptablein-
coherence. The fact that SES 1997
wasadministeredin oneround avoids
thisquestion doesnot initself prove
higher quality of data. In addition,
changesinthequestionnaireforced a
good deal of approximationsduring
updating poverty line measurements.
Moreover, sample coverage greatly
improvesdongtheseriesof SES. These
difficulties should not discourage ex-
amination of the seriesof results, but
should be taken into account while
congdering thedata

101



102

Cambodia Human Devel opment Report 2001

Annex E
Fieldwor k methodology

1) Fieldwork selection

Onestriking feature of the HIV Surveillance Surveysisthewidedispersion
across provinces (see Table 9). Part of thisdispersion can be accounted for by
satistica fluctuations, asthe study ded swith fairly smal samples. Thisfeature of
dispersionisthereason why the Surveillance System cannot be used asavalid
tool for drawinglocal conclusions. Nevertheless, provided careistakenininter-
preting the data, comparing the pecific provincia circumstanceswiththelevel of
HIV prevaence may be expected to provide some understanding of the epidem-
ic’'sdynamics. Moreover, the differences between the provinces are expected to
becritical inthe possiblerefuelling of the epidemic. Onthisbasis, the principal
criterion of thefieldwork wasto cover the contrastsfrom both the epidemic and
human devel opment pointsof view. A second criterion wasadded privileging re-
mote areas. Thereason for these choicesrelied mainly on theanaysisthat an
essential challengeto the epidemic must ensure that acapability to respondis
brought tothelocal level. Thistwo criterialed to the choice of thefour following
provinces. Kampong Cham, Pailin, Koh Kongand Mondolkiri.

Kompong Chamisanagricultura province, with substantia fishing opportuni-
ties, largerubber plantations, and fruit growing. There aretwo townswith busi-
nessactivities. However, in somedistricts, landlessnessisbecoming aproblem
sinceland plotsare too small to accommodate the new generation, or of little
agricultura value; asaresult, someintheworkforce, mainly young adults, migrate
tothe provincial capital and to Phnom Penh. A mobile sub-populationisthus
emerging.

Kompong Cham: Key statistics
Demographicindicatorsin 1998:
Population: 1,608,914
Sex ratio®: 93.1(93.0)
Percentage of population under 15 yearsold: 42.1 (42.8)
Percentage of working age population engaged in agricultura activities: 85.4
Percentage of working age population engaged inindustrial activities: 2.8
Percentage of personswith apreviousresidence outsidethe province during
thelast 5years: 6.8
HIV prevalencerate 2000:
- Direct femaesex workers: 29.3 (31.1)
- Indirect female sex workers: 15.1 (16.1)
- Policemen: 2.0(3.2)
- TB patients: 4.6 (6.0)
- Pregnant women attending antenatal careclinics: 1.0(2.3)
Trendsin prevalencerate:
- Direct female sex workers 28.0 (1998) 41.7 (1999)
- Policemen 1.8 (1997) 3.3 (1998) 3.0 (1999)
- Pregnant women attending antenatal careclinics 1.5 (1997)

Hed th equipment:

% The figures contained in brackets are the corresponding countrywide statistics.
Sources for provinces description: Population census 1998; NCHADS 2001; National Research Team
primary research
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- Referra Hospitals: 10
- Hedlth centres: 128 (of which 93 fulfil Minimal Packageof Activities)
- Medica staff: 1,403 (of which 132 are medical doctors)
Main diseaseinthe population:
- Tuberculosis

- Mdariainthe north of the province

Pailinisaremote province, isolated from themain activity centresof the coun-
try, mostly asaresult of very poor road accessrather than geographical obstacles.
Pailinisarecently established adminigrativedivison, separated from Battambang
provincein 1996, after prolonged conflict. Land minesremain aseriousissue, and
sectionsof the population remainin fragile settlements. There hasbeen asurge of
newcomers hoping to take advantage of the economic opportunitiesemerging
sncethereconciliation.

Pailin: Key statistics
Demographicindicatorsin 1998:
Population: 22,906
Sex ratio: 117.9 (93.0)
Percentage of population under 15 yearsold: 40.3 (42.8)
Percentage of working age population engaged in agricultura activities: 50.5
Percentage of working age population engaged inindustrial activities: 8.6
Percentage of personswith apreviousresidence outside the province during
the5last year: 39.6
HIV prevadencerate:
- Direct female sex workers: 37.9 (31.1)
- Indirect female sex workers: 8.6 (16.1)
- Policemen: 6.6 (3.1)
- TB patients: not tested (6.0)
- Pregnant women attending antenatal careclinics: 0.5(2.3)
Trendin prevaencerate:
- Direct female sex workers 10.9 (1999)
- Policemen 5.6 (1999)
Hed th equipment:
- Referrd hospitas: 1
- Hedlth centres: 3
- Medicd staff: 149 (of which 11 aremedical doctors)
Maindiseaseinthe population:
-Madaria

Koh Kong ischaracterised by aquasi-absence of agricultural land. Only 10
percent of theareaof theprovinceissuitablefor cultivation, between amountain-
ouslandscape covered by forest and awide mangrove swamp bordered by the
sea. At present, Koh Kong isusually accessible only by boat or plane. Koh Kong
had avery small population at the end of the Khmer Rouge period (somewit-
nessesreport apopulation of 3,000 inhabitantsin 1979). The province hassince
attracted many immigrants, especially intheearly 1990s, when therewerelucra-
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tive opportunitiesfor logging, smuggling, marijuanagrowing and fishing. Of these
activities, only fishing now remains. Thelogging ban becameeffectiveonly in 1999,
but it has had a huge effect on the popul ation, asthe cessation of logging was
followed by large-scale emigration fromthe province. Therepair of theroad that
links Koh K ong with therest of the country isnow near compl etion, and appears
likely to haveasgnificant impact onthe province.

Koh Kong: Key Satistics
Demographicindicatorsin 1998:
Population: 132,106
Sex ratio: 105.1 (93.0)
Percentage of population under 15 yearsold: 40.7 (42.8)
Percentage of working age population engaged in agricultura activities: 53.2
Percentage of working age population engaged inindustria activities: 7.4
Percentage of personswith apreviousresidence outsidethe province during
thelast 5 years: 31.2
HIV prevaencerate:
- Direct femaesex workers: 53.6 (31.1)
- Indirect female sex workers: 15.7 (16.1)
- Policemen: 10.7 (3.1)
- TB patients: 16.7 (6.0)
- Pregnant women attending antenatal careclinics: 5.0 (2.3)
Trendinprevaencerate:
- Direct female sex workers 52.0 (1997) 41.0(1998) 41.7 (1999)
- Policemen 21.0 (1997) 25.9 (25.9) 24 (1999)
- Pregnant women attending antenatal careclinics19.5 (1997)
Hed th equipment:
- Referra hospitas: 2
- Hedlth centres: 8
- Medical staff: 132 (of which 29 are medical doctors)
Maindiseaseinthe population:
-Maaria

Mondolkiri isahigh plateau. It isvery lush during therainy season, but dry for
theremainder of theyear. One of themain characteristicsof thepopulationinthis
provinceisthe predominance of other-than-Khmer ethnic groups. Theprovincia
norm of severepoverty inall dimensionsof human devel opment and the recent
degradation of themeansof transport (thereare no more scheduled flightsand the
condition of theroadsisever-worsening) limit the population’s contact with the
rest of the country.

Mondolkiri: Key Satistics

Demographicindicatorsin 1998:

Population: 32 407

Sex ratio: 102.2 (93.0)

Percentage of population under 15 yearsold: 43.8% (42.8)
Percentage of working age population engagedin agricultura activities: 75.6%
Percentage of working age population engaged inindustrid activities: 5%
Percentage of personswith apreviousresidence outsidethe province during
thelast 5years. 13.7%
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HIV prevaencerate: Mondolkiri isnot covered by the Surveillance System
Hed th equipment:

- Referrd hospitas: 1

- Hedlth centres: 6

- Medicd staff: 133 (5 of which aremedical doctors)
Main diseaseinthe population:

- Maaria(aprevaencerate of up to 70%)

2) TheSurvey

Thedaily activity of thelocal health centerswasthe beginning point for the
study. Firstly, becauseit could be expected that the health system would feel the
presence of the epidemic earlier than most other parts of the population. Sec-
ondly, becauseit isareasonable placeto observe the general relationship be-
tween local population and the public administration.

TheProvincial Health Director and at least one District Operational Officer
werefirg interviewed. Thenthereferral hospita intheprovincia capita wasvis-
ited. Finaly, medica saff from severd Hedth Centers, outsdetheprovincid capitd,
wereinterviewed. Where possible, s mpleopportunistic surveyswere performed
insomeprivate hedth facilities, and with thelocd populationinthemarket places.

Thefollowingisanoutlineof therespondents' rolesand thevariousissuesthey
were asked aboult:

* Provincial Health Department:

* Hedlthissueintheprovince:
-the presence of mgjor health diseasesin the province.
- the current mgor concerns.
- thehealth body: sze, training, origin of the staff.
* Theorganisation of theHIV/AIDStask forceinthe province: chart,
number of personsinvolved.
* TheNGOsintheprovinceinvolved withthe HIV/AIDSissue.
* The assessment of those responsi ble concerning their knowledge and
theinvolvement of themedical body of theprovincevis-avisthe HIV/
AIDSissue.
* Thesupply of medication
- genera organisation of supply
- specificHIV/AIDSneeds
- theavailability of antiretrovird drugs
* Suggestionsfor efficient actionagainst HIV/AIDS.

* Referral Hospital Headquarters:

» TheHIV/AIDS section: itsorganisation, number of persons, origin of
the staff.
» Daily organisation of the hospita
- adescription of theweekly schedule.
- issuesrelated to the supply of medications
» Anassessment of the HIV/AIDSsituationinthe province:
- trends observed
- the sub-populations at risk
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* Suggestions.
- unmet needs
- further suggestions

* Health Centres:

« Daily organisation of the centre:
- schedules
- the number of personinvolved
- themain diseasestreated
 SpecificHIV/AIDSrelated activities:
- theintensity, frequency and level of demands
- themain characteristicsof HIV/AIDS patients
- usual behaviour of HIV/AIDS patients
- avallability of medication
» Anassessment of theepidemic situationinthedistrict
- trends observed
- the sub-populationsat risk
* Suggestions:
- unmet needs
- further suggestions
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“Cipy heritage’, product of National center for HIV/AIDS, STDs and
Dermatology, with National Center for Health Promotion and Cambodi Heamth
Development Project of Ministry of Hedlth, Kingdom of Cambodia, November
1999.

“With Hopeand Help: Cambodia”, funded and coordinated by UNICEF
East Asaand Pacific Regiond officeand UNICEF Cambodia, with support from
UNAIDS, produced by Living Films, 2001.
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