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1 INTRODUCTION AND OBJECTIVE

Since April 2015, the World Bank has been supporting the Ministry of Health and Sports (MOHS) in
Myanmar through the Essential Health Services Access Project (EHSAP). The project aims to support the
Government of Myanmar in increasing access to essential health services, in particular those related to
improving maternal, newborn, and child health. The project has been providing support to strengthen
MOHS in its efforts to meet its universal health coverage goals and provide funding to township levels and
below for operational costs, medical consumables and minor maintenance. The project also aims to
empower local communities to take a more active role in the health sector and demand services, provide
feedback and community oversight.

To inform the EHSAP project design, a social assessment (SA) and consultation process was undertaken in
2014. The aim was to capture the key social issues in the health sector in order to identify project features
and measures that can enhance the project outcomes and ensure equitable benefits for vulnerable social
groups such as the poor, women, ethnic minorities and migrants. The SA was also undertaken to assess
potential social impacts of proposed project activities as per World Bank’s operational policy on
environmental assessment (OP 4.01) and to assess particular issues and risks concerning ethnic minorities
following the requirements of the World Bank’s operational policy on indigenous peoples (OP 4.10).
Consultations with key stakeholders, including government staff, civil society representatives were
undertaken in parallel with, and as part of, the SA. Field visits were also made to a few local communities,
but the emphasis on community consultations will be during project implementation. The findings of the
SA and the consultations informed the design of the project and the present Community Engagement
Planning framework (CEPF) to enhance community engagement and address particular issues concerning
ethnic minorities.

In Fiscal Year 2019-2020, the World Bank will provide an additional IDA credit of US$S100m and US$10m
of grant financing from Global Financing Facility (GFF) to the Government of Myanmar to support EHSAP.
The EHSAP Additional Financing (EHSAP AF) would help finance the costs associated with the scaling up
of some of the systems strengthening activities under EHSAP and the increase in scope arising out of the
implementation of the Myanmar’s National Health Plan (NHP) 2017-2021. The NHP’s goal is to extend
access to a Basic Essential Package of Health Services to the entire population, while increasing financial
protection. Furthermore, the proposed AF would support the country’s priority to foster peace and
inclusion while boosting human capital for sustained economic growth.

In summary, the changes proposed to the project are as follows: (1) Shift the focus of Component 1
(Strengthening Service Delivery at the PHC Level) from operational budget to another critical input at the
frontlines—fully functional health service delivery infrastructure (FFHSDI); (2)  Modify original
Component 2 on Systems Strengthening, Capacity Building and Project Management Support, with two
sub-components—2.1. that emphasizes systems strengthening to improve service delivery at PHC level;
and 2.2. that finances innovations, project management and Monitoring and Evaluation (M&E); (3) Add
GFF Trust Fund to Component 2 to incentivize health systems strengthening and innovation; (4) Modify
Component 3 on Contingent Emergency Response to enable rapid reallocation of unused IDA funds under
the AF to respond to health needs arising from unanticipated eligible crisis or emergency; and access to
the Pandemic Emergency Facility (PEF), a global window that provides surge financing to IDA countries to
provide timely funds to respond to pandemics; (5) Improve project management arrangements
based on lessons learnt thus far, inter alia, the establishment of a Project Management and Operations
Support Team (P-MOST) at the central level and additional human resources for planning and financial



management at the selected region/state level; (6) Update the Results Framework, including PDO
indicators and DLlIs, to reflect the changes in the project activities, and to incorporate lessons learned from
the project implementation so far; (7) Change the disbursement modality of the components—
Component 1 and Component 2.2 would adopt an input-based disbursement modality; and Component
2.1 would use results-based financing, using DLIs; and (8) Extend the life of the project by revising the
Closing Date from March 31, 2021 to September 30, 2024.

Toreflect lessoned learned during the implementation of the EHSAP and reflect the activities under EHSAP
AF, the CEPF for EHSAP has been revised into the following document. The revised CEPF aims to provide
MOHS with the operational planning framework to avoid adverse social impacts and to provide equitable
and culturally appropriate project benefits to local communities, particularly poor and vulnerable
population groups such as ethnic minorities and internally displaced. The CEPF addresses social safeguards
aspects of the World Bank operational policies on environmental assessment and indigenous peoples (or
ethnic minorities in the context of Myanmar). Elements of an indigenous peoples planning framework
(IPPF), as required by OP 4.10, are reflected in this CEPF. In addition, the revised CEPF reflects the
government’s recently issued Community Engagement Approach: Manual for Basic Health Staff
(December 2018, MOHS) to build on the country systems and processes in Myanmar.

2 PROJECT COMPONENTS — BACKGROUND AND CHANGES

2.1 ESSENTIAL HEALTH SERVICES ACCESS PROJECT (EHSAP)

In alignment with the Country Partnership Framework 2015-2017, which has a focus on investing in people
and effective institutions for people, by supporting Myanmar to achieve universal access to quality social
services, the original Credit Amount of SDR 65.4 million (US dollars 100 million equivalent) was approved
on October 14, 2014 and it became effective on April 8, 2015. The project, which supports Myanmar’s
aspiration for Universal Health Coverage by 2030, has a development objective of increasing coverage of
essential health services of adequate quality, with a focus on maternal, newborn and child health. The
original project design consisted of the following three components.

Component 1: Strengthening Service Delivery at the Primary Health Care Level focuses on channeling
funds through central level MOHS to the States/Regions, Townships and below (in the form of health
facility funds in the latter) for operational expenses or non-salary recurrent expenditures. The funds are
to support the expansion of supervision and oversight, communication and community engagement
activities by basic health staff and medical officers, as well as the operation, maintenance and repair of
health facilities and equipment and the provision of amenities and consumables required for effective
health care at the township and below. In addition, the component supports State/Regional Health
Departments to improve supervision/ mentoring, and oversight, and to better engage communities and
diverse stakeholders in health to enhance coordination and participation. The World Bank disburses
Component 1 funds to MOHS against an eligible expenditure program using a results-based financing
modality, upon the achievement of agreed disbursement linked indicator (DLI) targets, which are
monitored annually and subject to independent verification.



Component 2: System Strengthening, Capacity-building and Program Support consists of the
development of strategies, plans, standard operating procedures, checklists and guidelines, many of
which are required preparatory steps to achieve the results of component 1. It finances capacity building
(training, courses, workshops and seminars), communications and dissemination activities, consensus
building meetings, the day to day management, coordination and monitoring and evaluation (M&E),
including independent verification of DLI achievement. The World Bank disburses Component 2 funds
based on statements of expenditures incurred for the requisite inputs, as per agreed implementation
plans.

Component 3: Contingent Emergency Response is a provisional zero amount component that allows for
rapid reallocation of loan proceeds during an eligible emergency, disaster or catastrophic event under
streamlined procurement and disbursement procedures.

To date, the project performance of the past three years has been moderately satisfactory. The project
has been broadly on track to achieving its project development objectives. It has so far achieved majority
of the DLIs and by the end of Year 4, all DLIs are expected to be met. The covenants were in partial to full
compliance. The project has contributed to inclusive and participatory decision making on health
investment prioritization at the township level through the Township Health Plans (THP). One of the
project’s DLIs is dependent on the inclusiveness of the process in formulating the THP. In addition, through
supporting mobile clinics, the project has been able to support MOHS in expanding basic coverage to
remote populations, with basic health staff adapting heath information into some of the local languages.
In Rakhine, the project supported mobile clinics to reach out to populations that have mobility restrictions
and expanded the coverage of birth registration to vulnerable and excluded communities. Lastly, EHSAP
has also supported funding at state/regional level to convene multi-stakeholder discussions including
ethnic health providers and civil society organizations.

Four years of EHSAP implementation have provided many lessons, which were most often related to
institutional and capacity issues. As the challenges emerge, actions were identified and taken to address
them. They included: (i) Fund flow was delayed to township and below, awaiting verification of DLI
achievement. To address this MOHS requested advance disbursement of 50% of the annual DLI value at
the beginning of the fiscal year (without waiting for DLI report of the previous year); (ii) The financial
management operational procedures were found to be too difficult to use at the facilities in lower levels.
These were then revised and simplified; (iii) There were too many budget lines for lower level facilities to
manage. To address this, MOHS has strategically selected fewer but critical budget lines to help the
township levels in the management of the health facility grants; and (iv) There was inadequate financial
management skills and tools at the township, state/region and at the central MOHS level. Nationwide
capacity building of finance staff from all townships on accounting and reporting per government financial
rules and regulations was conducted under the project. Modernizing of the financial information system
was also initiated with introduction of e-budget submissions and monthly budget implementation
reporting.

2.2 ADDITIONAL FINANCING OF ESSENTIAL HEALTH SERVICES ACCESS PROJECT (AF - EHSAP)

The rationale for the additional financing request is a combination of: (i) scale-up of activities and
introduction of new areas in support of the National Health Plan 2017-2021; (ii) strengthening the



country’s priority to foster peace and inclusion through development and service delivery; and (iii)
alignment with the World Bank’s Country Partnership Framework which seeks to support Myanmar’s
journey towards Universal Health Coverage with financing of US$200 million. EHSAP was financed with
US$100 Million at first, and the second US$100 Million was envisaged to be processed subsequently to
support additional reforms, especially in health financing and public financial management. This
Additional Financing proposal would actualize the strategic approach, supporting the National Health
Plan, and ensuring the health needs of vulnerable populations, particularly in conflict-affected areas, are
explicitly met in the path towards universal health care. The additional financing also provides an
opportunity to welcome Myanmar into the Global Financing Facility (GFF), which would enhance the
effectiveness of EHSAP, through its coordinated approach to development assistance aimed at improving
reproductive, maternal, newborn, child and adolescent health outcomes and focus on financing
sustainability.

The Project Development Objective (PDO) remains the same to increase coverage of basic essential
package of health services of adequate quality, with a focus on maternal, newborn and child health. Key
changes to the original design and scope are as follows:

1. Modifying Component 1 to add another dimension of strengthening service delivery at
primary health care level— i.e., Component 1.2 on fully functional health service delivery
infrastructure;

2. Modifying original Component 2 on Systems Strengthening, Capacity Building and Project

Management Support, with two sub-components—2.1. that emphasizes systems
strengthening to improve service delivery at PHC level; and 2.2. that finances innovations,
project management and Monitoring and Evaluation (M&E);

3. Addition of GFF Trust Fund support to Myanmar’s efforts on making greater strides in
improving reproductive, maternal, newborn, child and adolescent health outcomes, in
particular reduction of maternal and neonatal mortality through increased institutional
deliveries and improved newborn care;

4, Modifying Component 3 on Contingent Emergency Response to enable rapid reallocation of
unused IDA funds under the AF to respond to health needs arising from unanticipated eligible
crisis or emergency; and access to the Pandemic Emergency Facility (PEF), a global window
that provides surge financing to IDA countries to provide timely funds to respond to
pandemics;

5. Improvement of implementation arrangements based on lessons learnt thus far, inter alia,
the establishment of a Project Management and Operations Support Team (P-MOST) at the
central level and additional human resources for planning and financial management at the
selected region/state level;

6. Updating the Results Framework, including PDO indicators and DLIs, to reflect the changes in
the project activities, and to incorporate lessons learned from the project implementation so
far;

7. Changing the disbursement modality of the components—Component 1.2 and Component

2.2 would adopt an input-based disbursement modality; and Component 1.1 and 2.1 would
use results-based financing, using DLIs;

8. Extension of the life of the project by revising the Closing Date from March 31, 2021 to
September 30, 2024.



Component 1: Strengthening Service Delivery at the PHC Level (USS$ 65M)

Component 1 of AF project will continue, as under EHSAP, to improve the readiness of PHC facilities to
deliver essential health services, especially for women, and children including newborns, this being a
prerequisite for achieving Myanmar’s aspiration to achieve UHC by 2030. It is now organized into two sub-
components to give clarity and distinction between the focus of this component under the OC and the AF:
(1.1) Health Facility Funds; and (1.2) Fully Functional Health Service Delivery Infrastructure.

Sub Component 1.1 - Health Facility Funds (USD 84 Million of IDA under OC): Under OC, this sub
component focused on increasing operational budget to health facilities in all townships through Health
Facility Funds to address the lack of adequate and predictable fund flow for operational expenses at the
frontlines. Having implemented for four years (FY 15/16 to FY18/19) and disbursements made based on
the achievement of DLI targets, this subcomponent is now completed.

Sub Component 1.2 — Fully Functional Health Service Delivery Infrastructure (USD 65 Million of IDA under
AF): Under AF, this sub component will invest in fully functional health service delivery infrastructure
(FFHSDI) in selected disadvantaged townships in Ayeyarwady Region and Shan State. These two
geographical areas bear a large burden of health and nutrition gaps in Myanmar, in part due to population
size, aggravated by difficult terrain, and conflict in the latter case. A nationwide assessment of
vulnerability carried out in Myanmar found that Ayeyarwady Region and Shan State have the largest
populations of vulnerable persons in the country (MIMU 2018).

EHSAP has been supporting supply side readiness by helping to provide timely and flexible operational
funds to the primary health care facilities, i.e., at Township level and below. Recognizing that the
operational funds can be effective only if adequate infrastructure is available, AF proposes to respond to
the Government request for infrastructure financing; it has been agreed that such infrastructure does not
merely consist of buildings; rather they would include equipment, supplies of essential medical and non-
medical consumables, water supply, electricity and such amenities, adequate operational & maintenance
budget, and sufficient numbers of skilled personnel, i.e., fully functional health service delivery
infrastructure (FFHSDI). The facility layout, amenities and other inputs mentioned afore should be
commensurate with the prescribed standards for the respective type of health facility, and match the
service needs of the basic Essential Package of Health Services (EPHS) in accordance with the National
Health Plan (NHP).

The IDA investment under the sub component 1.2 would finance the capital investments in infrastructure
(buildings, equipment & furniture) such as well-functioning delivery rooms and newborn care facilities in
township and station hospitals, and reconstruction and renovation of health centers below the township
level, such as rural health centers (RHCs) and sub-RHCs; and the Government would ensure adequate
financing from its own budget for the recurrent costs of human resources, operational expenses and
essential medicines. At the same time, MOHS will ensure that the sanctioned positions for essential health
workers are filled in these facilities.



Specifically, putting in place FFHSDI contributes to maternal and newborn health and enables institutional
deliveries and adequate post-natal care for women and newborns. As institutional delivery is identified
as the best-known intervention in reducing maternal and neonatal mortality, pregnant mothers having
access to institutions (i.e., health facilities) with FFHSDI, is an essential component to bringing down the
maternal and neonatal deaths.

MOHS will contract United Nations Office for Project Services (UNOPS) to oversee and manage the
implementation of this component. UNOPS has extensive experience developing rural health
infrastructure in diverse settings across the country, working with a variety of stakeholders, including
ethnic health providers, and has a solid track record of producing results appreciated by the government,
providers, and communities. In view of the significant amount of civil works (renovations and
refurbishment of existing health facilities at township level and below) and other hardware procurement,
this component would use input-based disbursements.

PRIORITIZATION OF TOWNSHIPS
based on disadvantage indicators

Considering the large financing needs across the country (National Health Plan estimates the total cost of
building, operating and maintaining FFHSDI at about USS600 million), the AF of US$110 million (roughly
S65 million of which is available for this sub-component) over 4 years would be able to finance only a
fraction of such needs. Therefore, MOHS, in discussion with the World Bank, reviewed available evidence
on needs, and capacity, to prioritize as many townships, as could be supported with the envelope of US$65
million available for this sub-component under EHSAP AF.

All 330 townships were first ranked according to a composite index of social need - measured by the multi-
dimensional disadvantage index (MDI)?, infrastructure need, and implementation capacity measured by
sanctioned human resources capacity?. MDI quantifies the level of deprivation and disadvantage in terms
of poverty, education, health, and livelihoods and is a powerful targeting tool that takes account of
welfare and service delivery gaps due to terrain, conflict and exclusion. Townships with the highest MDI
(most severe deprivation) and most significant gaps in infrastructure were prioritized. Health Inputs
Status Index counts the number of sanctioned staff positions, and not actually present human resources;
therefore, in the places chosen based on high levels of deprivation, with sanctioned but vacant posts,
there would be the potential to fill the vacancies and ensure full functionality of the health service
infrastructure. Staffing of basic health providers is a fundamental requirement for optimal use of
infrastructure investments to deliver services. Building infrastructure in areas without even sanctioned
HR would clearly not afford a decent chance of success.

1 MDl is devised by the Ministry of Labor, Immigration and Population with assistance from the World Bank Group, and measures
deprivation using indicators of education, employment, health, water, housing and assets.

2 Infrastructure need and human resources capacity were taken from the Health Inputs Status Index (HISI) developed for the
purposes of the National Health Plan and the plan’s Implementation Monitoring Unit.

7




From the list of townships ranked by the composite index, the MOHS team in consultation with the World
Bank, selected 19 townships (the number that could be covered with the available envelope of USS65
million, based on the township-wise cost estimates from National Health Plan), by selecting the topmost
townships but omitting those which were difficult to access due to security constraints or under active
conflict, and those which constituted less than 3 in one state/region (to enhance operational feasibility,
and ease of implementation and monitoring by ensuring that their distribution was not too scattered).

PRIORITIZATION OF INVESTMENTS
based on free, prior and informed consultation to obtain broad community support

For each of the selected townships, a new needs assessment would be carried out, followed by a
participatory exercise involving the central and state/region levels of government, the state/region and
township level health departments, members of parliament and civil society organizations/ethnic health
providers wherever applicable, and with technical assistance from the project, to prepare a township level
investment plan showing the gaps in infrastructure, human resources, equipment, supplies and other
inputs required to ensure supply side readiness for the provision of basic essential package of health
services.

This exercise will include the following steps and will be undertaken in line with the free, prior and
informed consultation principles and processes in the CEPF to obtain broad community support.

1. Assessment of what exists on the ground in terms of health service infrastructure, human resources,
equipment and supplies, using tools to be developed, building on the questionnaire / checklist already
being used by MOHS. Simple ICT-based methods would be used to conduct such needs assessment, e.g.,
using mobile apps to collect the data on what exists, in comparison with what is needed (as per standards
for each type of health facility).

2. Findings from the assessment will be presented at the state/region level, but include participation of
officials from the central level units and township level stakeholders.

3. Findings from the assessment will also be presented at the township level with all relevant stakeholders,
including the General Administration Department, ethnic health providers, non-governmental
organizations, civil society organizations, and members of parliament where relevant to prioritize the
investments (e.g. geographical areas where infrastructure, including equipment/furniture, will be
established or improved), to develop the township level investment plans, and obtain unit costs. While
the Component 1 will not support infrastructure investments in non-government controlled areas, this
participatory process at the township level will enable ethnic health providers to provide inputs into
prioritization and planning as well as make synergies/linkages with their ethnic health services.

4. The township level investment plan, developed initially for the whole duration of the project with
annual update/adjustment made after evaluations, will be presented at Union level and state/region level
for endorsement and commitment.

5. Implementation Monitoring: Annual evaluation meetings at the state/region level and six-monthly
review meetings at township level will be held to review implementation progress and status through a
multi-stakeholder meeting including civil society and ethnic health providers as well as
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state/regional/township government and members of parliament. Where appropriate and required, ICT
based progress tracking will be contracted to third parties/civil society organizations.

Through such participatory exercises, the list of townships may need to be revisited, in consultation with
all stakeholders at the three levels, MOHS, the concerned states/regions, the township health department
and the civil society actors including ethnic health providers where applicable. There may also be a need
to review the list if the ground-level situation changes, for example in case new conflict breaks out in any
of the selected townships.

Component 2: Systems Strengthening, Innovation, and Project Management

Under EHSAP, this component supported development of strategies, guidelines and standard operating
procedures (SOPs), capacity building, and project management activities. With AF, the component will
scale up or deepen health systems strengthening activities that were initiated under OC, support project
management and expand innovation that takes advantage of the rapid penetration of ICT in Myanmar
and the MOHS digital tablet platform for frontline providers. The component is now organized into two
sub-components: (2.1) Systems Strengthening (USD 36 million); and (2.2) Innovation, Project
Management Support and M&E (USD 9 million).

Component 2.1. Systems Strengthening (USD 29 million of IDA and USD 7 million of GFF under AF)

This sub-component, which uses DLIs or Performance-Based Conditions as a disbursement modality,
focuses on deepening and scaling up health systems activities that began under the EHSAP. They include
(i) implementing a quality readiness checklist for MNCH care; (ii) extending human resources to the
community level that provide integrated outreach and services; (iii) expanding infection prevention and
control and health care waste management; (iv) institutionalizing inclusive mechanisms at the R/S level
for multi-stakeholder collaboration and coordination; and better and more timely data on (v) public
finances and (vi) supply chain.

Complementing Rural Health Infrastructure in Ayeyarwady and Shan

Quality of MNCH care. Under EHSAP, skills building of midwives in Basic Emergency Obstetric and
Neonatal Care (BEmONC) and Integrated Management of Childhood Ilinesses (IMCl) were scaled up
nationwide. Under AF, MOHS would institutionalize the use of these skills according to the quality
checklist to be applied to providers and facilities at township level and below.

Human Resources at the Community Level. MOHS has developed a Community-Based Health Worker
(CBHW) Strategy. The strategy is in the process of being endorsed and its implementation will require
both operational and financial support. CBHW is a critical link between the households, namely women
and children, and the health providers. The AF has identified key milestones related to implementation
of CBWH strategy that will facilitate expansion of essential MNCH and nutrition services at the frontlines
in Ayeyarwady and Shan.

Infection Control and Health Care Waste Management. The AF will build on HCWM work already done
under EHSAP and will help ensure effective HCWM and infection prevention and control measures are
applied at the PHC facilities. This effort would help to curb and prevent sepsis deaths. In Myanmar, sepsis
causes about 11% of all maternal deaths (both direct and indirect), and about 8% of all neonatal deaths.
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Specific benchmarks towards implementation of adequate HCWM and infection prevention and control
(per national guidelines) have been designed as a DLI.

Strengthening mechanisms at the region/state level for multi-stakeholder collaboration and
coordination to promote inclusion and peace

Support to State and Regional Health Departments. EHSAP supported health departments at the Region
and State level with skills building, supervision, community engagement and convening of stakeholders.
AF would build on that support by strengthening institutional mechanisms and processes for greater
dialogue, collaboration and coordination between MOHS and other key providers—private, NGOs, CSOs
and ethnic health providers. AF would support Health Departments in regions/states to conduct Joint
Annual Reviews and learning events to discuss progress and bottlenecks of services and interventions.
Guidelines and templates for multi-stakeholder collaboration and coordination will be developed. This
support is intended to build trust, promote dialogue and build consensus, thereby helping to promote
peace and inclusion in conflict affected areas and in remote places. Institutionalizing the collaboration
through multi-stakeholder platforms at the R/S level would also benefit interventions and direct service
delivery in conflict-affected areas financed by Access to Health Fund, WHO and NGOs.

In addition, R/SHDs will be supported to build their capacity for community engagement. EHSAP already
has a Community Engagement Planning Framework. In the context of the AF, this CEPF has been updated,
with a focus on increased inclusion. Additional resources will be provided to conduct community
engagement as part of the project implementation and its monitoring and oversight. In the Regions, the
emphasis will be to ensure coordinated and effective service delivery in hard to reach and remote areas.
In the States, the focus will be on inclusion of ethnic health providers and other stakeholders involved in
service delivery in conflict affected areas. It will complement the support from ACCESS, which has
commenced its support to State Health Departments of Chin, Kachin, Kayah, Kayin, Rakhine, and Shan to
strengthen functions of planning, supervision, and capacity building.

Improving Health Systems Efficiency

Public Finance Management. Under the ongoing EHSAP project as well as complementary technical
assistance and analytics using Bank-executed trust fund/grant over the last four years, significant
investments have been made to laying the foundations for modernizing and strengthening the public
finance management (PFM) system and skills in the MOHS, particularly at the central, R/S and township
departments of public health and medical services. Under the sub-component, investments will continue
primarily to (i) roll out and nurture the nascent system strengthening tools piloted and introduced earlier
so that their application is nationwide, uniform and systemic across the health sector at all levels; (ii)
develop and strengthen institutional capacity within central and R/S departments to address the FM skills
gap (especially at subnational levels) and FM data management and analysis skills (at central level); (iii)
undertake initiatives and institute mechanisms for better information sharing, collaboration, harmonized
planning and budgeting processes and timelines across various programs/units and finance units in the
departments of public health and medical services; and (iv) procure necessary equipment and software.
The PFM DLI will focus on interventions at the systems levels, with the union level taking the primary
responsibility for implementation.

Supply Chain and Procurement. The success in delivery of essential health services depends on the timely,
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uninterrupted, and adequate supply of medicines, vaccines, and other essential commodities at the
various service delivery points. With thousands of rural health centers and sub-centers spread across the
country, procuring the medical and non-medical consumables essential for minimum acceptable quality
of health care, and distributing the appropriate quantities to all the health facilities, managing the stock
inventory and ordering replenishments in a timely fashion, and ensuring accountability to prevent misuse,
are all daunting tasks without an efficient procurement and logistics system. Myanmar has developed a
National Health Supply Chain Strategy for medicines, medical supplies, and equipment spanning 2015-
2020, but it is yet to be fully adopted and implemented. The project will support a component of this
strategy related to establishing the e-logistics information systems and performance monitoring. This
DLI will focus on interventions at the systems levels, with the union level taking the primary responsibility
for implementation.

Component 2.2: Innovation, Project Management and M&E

Under EHSAP, this sub component supported development of strategies, guidelines and standard
operating procedures (SOPs), capacity building, and project management activities. With AF, the sub
component will scale up activities that were initiated under EHSAP, support project management and
expand innovation that takes advantage of the rapid penetration of ICT in Myanmar and the MOHS digital
tablet platform for frontline providers. The sub component will be jointly financed by the proceeds from
OC (USD 16 million IDA) and AF (USD 6 million IDA and USD 3 million GFF).

Innovation

ICT-based innovations: This sub-component would finance activities related to ICT based innovations.
MOHS has demonstrated commitment to applying ICT to improve service delivery. Health staff and
providers at the township and below are provided with tablet PCs / handheld devices with SIM cards. This
ICT infrastructure provides an enormous opportunity to scale up innovations using smartphones and
internet. ICT will be employed to train providers, track progress on infrastructure development, collect
and report data from the field, communicate messages to consumers (both for behavior change, such as
adopting healthy lifestyles and for seeking care), send reminders to attend antenatal care sessions, or
immunizations for children, and to seek feedbacks from the community.

Telehealth. AF would finance pilots and scaling up of telehealth that will improve quality of care and bring
health services closer to the community and to populations whose access to fixed health facilities is limited.
Teleconsultations is already being tested in Myanmar. For example, the Parami Hospital (privately owned)
has been implementing a program of teleradiology service in the Mon State. in cooperation with MOHS.
Telehealth interventions hold great promise towards bringing much needed input to improving access and
quality of health services to under-served areas and for benefiting frontline providers in the public sector
as well as with NGOs and ethnic health providers working in remote and conflict-affected areas. As such,
AF would finance an assessment for introducing telehealth in Myanmar at scale and finance two pilots
(one in Ayeyarwady and the other in Shan). The pilots would focus on providing medical and technical
support to front line providers.

Private Sector Engagement. The private sector can bring resources, expertise and innovations to support
improvement of health outcomes. The MOHS would like to expand its engagement with private sector
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health actors in Myanmar. Dialogue with key stakeholders has highlighted the need for a systematic plan
of public-private engagement underpinned by comprehensive analytical work on private sector and
public-private dialogue though workshops and seminars. The GFF will support using additional funds for
an assessment, establishment of a private-public dialogue platform, capacity building within MOHS, and
a public-private partnership.

Reaching the vulnerable and remote population

Telehealth interventions and recruiting and training of local volunteers as community-based
health workers are key modalities of expanding access to services for remote and vulnerable
populations including the internally displaced persons. Telehealth interventions will allow
frontline public providers (such as basic health staff and community-based health workers) as well

as ethnic health providers working for these populations to get specialist advice easily and
promptly, therefore improving their access to timely and quality diagnosis, treatment and referral
services. In recruiting of local volunteers to be trained as community-based health workers,
priority would be given to villages/communities which are remote and vulnerable and volunteers
who come from the diverse ethno-linguistic background.

Project Management and M&E

Project Management. This sub-component would support project related management functions,
including planning, budgeting, reporting, as well as communication and coordination across the MOHS
implementation units. It would include operational costs of the Project Management and Operations
Support Team (P-MOST), which would consist of MOHS designated staff and national consultants with
expertise on financial management, procurement/contract management, M&E, and community
engagement. P-MOST would be primarily responsible for day-to-day management, including procurement
and contract management, work planning and budgeting, overseeing training. It would also provide semi-
annual progress reports and annual DLI reports. In addition, P-MOST would be responsible for building
capacity related to the project, such as the DLIs, and on other specific topics, such as conflict sensitivity
and medical ethics. In addition, it will oversee the project grievance mechanism for AF and seek
beneficiary feedback on a proactive basis using ICT.

M&E. This sub-component would support independent verification of DLI achievement, implementation
of the project grievance mechanism, and regular stakeholder feedback. In addition, it will finance
household surveys (baseline, midline, and endline) and facility assessment (baseline, midline, and endline)
in selected townships receiving FFHSDI. ICT will be used across the various activities to improve the quality,
reliability, and timeliness of data collected. With the support of a dedicated M&E specialist within P-MOST,
Project Oversight Committee will be presented with data that has been reviewed, analyzed in a timely
manner and in a user-friendly form. Review meetings by senior management (both at the central and at
the R/S levels) will be held regularly to ensure greater utilization of the relevant data. This would enable
problem-solving and mid-course corrections.

An important aspect of the M&E is to measure whether the project benefits are reaching the populations
who are at risk of exclusion. The project will seek to measure the inclusiveness in the following way: (i)
inclusion in the decision making process at the subnational level (e.g., annual plans developed and
reviewed with active participation from ethnic health providers, CSOs and non-government health
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organizations at subnational level; biannual review meetings between MOHS and ethnic health providers/
NGOs at subnational level; membership of ethnic providers/CSOs/NGOs in township investment planning
committees with a dedicated role assigned to them); (ii) inclusion in the improved coverage of services
resulting from investments in FFHSDI. A baseline, midline and endline in the selected townships receiving
FFHSDI investments to track and monitor the beneficiaries including beneficiary satisfaction, for which the
data would be disaggregated by gender, age groups, language, and residence.

For the verification of results from Component 2.1, it is proposed to have the Department of Medical
Research (DMR) continue with the independent verification. DMR has no role in implementation of
project activities and is under the supervision of an independent and external verification oversight
committee comprising eminent private individuals. A third-party agency will also be recruited using grant
financing (separate and external to the project), executed by WBG to monitor inclusion and conflict-
sensitivity of the project interventions.

Component 3: Contingent Emergency Response ($S0)

This is a provisional zero-amount component that allows for rapid reallocation of credit proceeds during
an eligible emergency, disaster, or catastrophic event, with implementation guided by the Emergency
Response Manual (ERM). In such an event, MOHS would be able to respond to health problems and issues
arising out of eligible crises or emergencies. ERM for the CERC will be an Annex to the revised Operations
Manual. In the event the component is triggered, the Results Framework will be revised through formal
restructuring to include appropriate indicators related to the emergency response activities. Component
3 has no allocation and no financing unless an emergency is declared. Capped at 10% of the allocated
amount, the proceeds of the credit allocated to Component 2.2 will be used in the event that the CERC is
triggered. Under the original EHSAP, CERC was triggered to address the impact of flooding and landslide
in Chin using the Immediate Response Mechanism. Under AF, however, CERC would finance activities to
be implemented only by MOHS to address health related consequences of a natural disaster (such as
flooding, landslide, or earthquake) and to respond to epidemics and outbreaks. CERC would finance
procurement of goods, services, and incremental operating costs related to such emergency responses by
MOHS. In case of a national emergency related to a disease outbreak or epidemic, AF would be
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restructured to enable Myanmar to access funds from the Pandemic Emergency Facility (PEF), a global
window to provide surge financing to IDA countries to provide timely funds to respond to pandemics.

3 LEGAL, SECTORAL AND INSTITUTIONAL CONTEXT

Myanmar gained independence from the British empire in 1948, but long-standing grievances from over
a century of colonial rule® continue to impact contemporary dynamics. There is a widespread perception

Engagement with Ethnic Health Providers

Ethnic Health Organizations (EHOs) or Ethnic Health Providers are ethnic-based organizations which
are involved in the health service delivery in areas where majority of ethnic people reside, both in
areas under government control and areas under non-government control. While the project will
not flow funds or provide material support to the ethnic health providers, the project will engage
with ethnic providers through consultation, dialogue and support for joint decision making, and
knowledge sharing and learning through joint training. Joint decision-making refers to dialogue and
information sharing on service coverage gaps and quality issues in respective geographical areas
and then on discussing and agreeing on how these gaps and issues will be addressed.

Specifically, under the Component 1, the project will not finance infrastructure in non-government-
controlled areas. However, ethnic health providers will be consulted to seek their inputs during
the process of field assessment, planning and review of the implementation progress on the fully
functional health service delivery infrastructure.

Under Component 2, ethnic health providers may benefit from and cooperate in the systems
strengthening activities, particularly with regards to community engagement and multi-stakeholder
platform (e.g., participation and contribution to discussions and joint decision making) and training
of the community-based health workers (e.g., mobilization of volunteers from ethnic villages to be
trained as community-based health workers).

that the British colonial administration privileged certain groups over others. When negotiations for the
formation of the independent state of Burma were held, efforts were made to bring all of the territory of
British Burma, much of which had previously enjoyed considerable autonomy, into the independent state
of Burma. While the compromise known as the Panglong Agreement was reached in 1947, following
independence civil war broke out on multiple fronts between multiple political and ethnic armed
organizations. In some areas of the country, with the exception of some ceasefire periods, armed conflict
has continued for the past 70 years.

The ongoing armed conflict, coupled with international isolation and desire for continued autonomy in
frontier areas, has led to large swathes of the country, particularly in Shan, Kachin, Karen and Mon states
where Myanmar government services currently (or until very recently) do not reach. Ethnic health

3 Myanmar was annexed to British India in stages, with Arakan and the Tenasserim conquered in the First Anglo-Burmese War
1824-1826, Pegu (including Yangon) in 1852, and Upper Burma in 1885.
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providers provide basic health services in some of these areas where the government services are not
able to operate.

Since EHSAP was originally approved in 2014, there were historic elections in 2015 in Myanmar, resulting
in the formation of a new democratically elected Government coming into power in April 2016. The new
Government, led by the National League for Democracy, has since reaffirmed its commitment to
Sustainable Development Goals through the formulation and implementation of the Myanmar
Sustainable Development Plan (MSDP). Universal healthcare coverage is embedded in the Myanmar
Sustainable Development Plan and the National Health Plan, endorsed by the Government in 2017, as a
critical first phase on the path to the universal healthcare coverage. The MSDP also reinforces the reforms
towards a free-market system and efforts to advance peace from the long-standing ethnic conflicts and
inclusion.

Despite noteworthy progress, the country’s political and economic situation remains fragile however.
Around one-third of townships are conflict-affected. Since 2011, some progress has occurred in agreeing
ceasefires with ethnic armed organizations. A series of bilateral ceasefire agreements was followed by the
signing of a Nationwide Ceasefire Agreement (NCA) in late 2015 by eight of the 20 main ethnic armed
organizations, with a further two groups signing in early 2018. This has significantly lowered levels of
violence in many areas, especially the Southeast. More recently, however, the nationwide peace process
has stalled. At least ten ethnic armed organizations have not signed the NCA and these include some of
the largest armed groups. Three Union Peace Meetings have been held as part of the political dialogue,
but limited substance has been discussed and no significant agreements have yet been reached. Conflict
continued or even intensified in some areas of the country, such as Shan and Kachin. In Shan State, there
has been an upsurge in violence between different ethnic armed organizations. The escalation in conflict
also has resulted in greater numbers of internally displaced people.

Myanmar remains one of the poorest countries in Southeast Asia® and significant challenges remain
around disparities, social inclusion, and conflict. People all over Myanmar, and particularly the poor, suffer
from difficulties in accessing some basic services and infrastructure, including clean water, education and
health services, and electricity. Disadvantages in accessing services also correlates with ethnicity, religion,
citizenship status, and location.

Communal tensions and nationalist sentiment have recently grown spilling over into violence in Rakhine
State, and elsewhere in the country, deepening social fracture and causing widespread internal and
international forced displacement. Rakhine State suffers from a pernicious mix of underdevelopment,
intercommunal conflict, and lingering grievances toward the Central Government.®> Since August 2017,
the country faced an upsurge in violence and forced displacement in Rakhine State, with a massive outflow
of the Muslim® population into Bangladesh (estimated at more than 720,000 people, mostly from
Buthidaung, Maungdaw, and Yathedaung [BMY] townships’) and an increasing number of internally

4 World Bank. 2014. Myanmar—Ending Poverty and Boosting Shared Prosperity in a Time of Transition: A Systematic Country
Diagnostic. Washington, DC: World Bank.

5 Advisory Commission on Rakhine State. 2017. Towards a Peaceful, Fair, and Prosperous Future for the People of Rakhine (final
report).

6 In line with the Kofi Annan Advisory Commission report on Rakhine State (2017), we neither use the term “Bengali” nor
“Rohingya” but refer to this population as “Muslims” or “the Muslim community in Rakhine”. This does not include the Kaman
Muslims in Rakhine or other Muslim in the country.

7 Inter Sector Coordination Group. 2018. Situation Report Rohingya Refugee Crisis.
https://www.humanitarianresponse.info/sites/www.humanitarianresponse.info/files/documents/files/iscg_situation_report 2

7 sept 2018.pdf.
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displaced.® Rakhine also experiences a security crisis, in which all communities harbor deep-seated fears
of the others, because of past violence and segregation. This includes tensions between the ethnic
Rakhine population and the Myanmar state over a perceived lack of autonomy locally. In January 2018,
the Arakan Army, a Rakhine ethnic armed group, attacked police and military posts in northern Rakhine
and fighting has continued since then.

In response to the crisis in Rakhine State, MOHS has formulated a plan to implement the health-specific
recommendations of the Rakhine Commission led by Kofi Annan and in support of the broader Socio
Economic Development Plan (SEDP). This plan will enhance the Ministry’s public health response to meet
the humanitarian and development needs in Rakhine in the immediate, intermediate and long term.

3.1 LEGALAND PoLicy FRAMEWORK

3.1.1 The 2008 Constitution

According to Chapter 1, clause 22 of the 2008 Constitution of Myanmar, the Union Government of
Myanmar is committed to assisting in developing and improving the education, health, language,
literature, arts, and culture of Myanmar’s “national races.” It is stated, that the “Union shall assist:

(a) To develop language, literature, fine arts and culture of the National races;

(b) To promote solidarity, mutual amity and respect and mutual assistance among the National
races;

(c) To promote socio-economic development including education, health, economy, transport and
communication, [and] so forth, of less-developed National races.”

Under the current government, free media is developing, and ethnic parties and associations are
politically active. Ethnic minority organizations may also play a stronger role going forward through the
current Government’s decentralization efforts which would afford Regions and States to play a more
prominent role in decision-making and implementation of various policies and programs.

3.1.2 Laws on ethnic groups

According to the 2014 census, Myanmar has a population of 51.4 million. While ethnically disaggregated
data from the census are not yet available, estimates suggest that the Bamar are the largest ethnic group,
comprising around two-thirds of the population, with a large number of ethnic groups accounting for
about one-third. The majority Bamar population mainly lives in the central and delta parts of the country
(divided into seven administrative Regions) while the ethnic groups live mainly, though not exclusively, in
the mountainous border areas (roughly corresponding to the country’s seven States: Kayah, Kayin, Kachin,
Chin, Mon, Rakhine, and Shan). Main minority groups include Shan, Kayin, Rakhine, Chin, Mon, Kachin,
and Kayah. These eight “ethnic races,” including the majority Bamar, are subdivided into 135 officially
recognized ethnic groups and belong to five linguistic families (Tibeto-Burman, Mon-Khmer, Tai-Kadai,
Hmong-Mien, and Malayo-Polynesian); there are no population figures for ethnic group.

8 There were already approximately 120,000 people in camps for internally displaced persons (IDPs) from prior peaks in the
intercommunal conflict (2016, 2012, and so on).
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According to Chapter 1, clause 22 of the 2008 Constitution of Myanmar, the Union Government of
Myanmar is committed to assisting in developing and improving the education, health, language,
literature, arts, and culture of Myanmar’s “national races.” It is stated, that the “Union shall assist:

e To develop language, literature, fine arts and culture of the National races;

e To promote solidarity, mutual amity and respect and mutual assistance among the National races;
and

e To promote socio-economic development including education, health, economy, transport and
communication, [and] so forth, of less-developed National races.”

The Ethnic Rights Protection Law (The Comprising of Pyi Thu Hluttaw and Amotha Hluttaw (Pyi daung su
Hluttaw) Law No.8, 2015), 24" February 2015. This law provides definitions of ethnic groups, Ministry,
Union minister, Ministry of State or Region, State or Region minister, roles and responsibilities of the
Ministry of Ethnic Affairs in ethnic affairs which means to promote sustainable socio-economic
development that is including language, literature, fine arts, culture, customs and traditions of the
national races, religious, historical heritages, peace and the included opportunities in 2008 Constitution
of Myanmar. The constitution provides equal rights to the various ethnic groups included in the national
races and a number of laws and regulations aim to preserve their cultures and traditions. This includes
the establishment of the University for the Development of the National Races of the Union which was
promulgated in 1991 to, among other things, preserve and understand the culture, customs and traditions
of the national races of the Union, and strengthen the Union spirit in the national races of the Union while
residing in a friendly atmosphere and pursuing education at the University. However, the list of
recognized ethnic groups has not been updated since 1982.

Since independence, there have been recurring conflicts between the Government and a number of
ethnic armed groups over a range of issues, including relating to greater autonomy, recognition of cultural
rights, and governance of natural resources. The Government’s peace initiative, launched in 2011, has
seen the conclusion or renewal of a number of ceasefire agreements with some ethnic armed groups,
although conflict continues in several areas, including in Kachin State, northern Shan State, and Rakhine
State. Following a number of bilateral ceasefire agreements between the Government and ethnic armed
groups, some ethnic groups have been granted authority over political and economic affairs in their areas,
which in some cases are sizeable. Social and other public services were developed by ethnic authorities,
often with support from NGOs, and are still operating in several areas. Under the current government, a
free media is developing, and ethnic parties and associations are politically active. Civil society
organizations also play an active role.

3.2 HEALTH SECTOR LEGAL AND INSTITUTIONAL FRAMEWORK

The National Health Policy of 1993 provides the overall legal framework for the health sector. Among
other things it aims to raise the level of health of the country and promote physical and mental wellbeing
of the people with the objective of achieving “health for all” using a primary health care approach, and to
expand the health services not only to rural areas but also to border areas to meet the health needs across
the country.
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Supporting the progress towards universal health coverage, the Government has recently introduced a
few policies that would improve service delivery, expand utilization and reduce out-of-pocket spending in
health. Policies include provision of free essential drugs at primary health care facilities and township
hospitals. In addition, health care services would be free at the point of delivery for children under 5,
pregnant mothers, and patients needing emergency surgery (all services including medicines on the first
day of emergency hospital admission and free essential medicines throughout the hospitalization).

MOHS completed the formulation of the National Health Plan through an inclusive and transparent
process. lItis the first of three phases to achieving universal healthcare coverage by 2030. The National
Health Plan 2017-2021 sets a promising and strategic direction by seeking to ensure universal access to a
basic package of essential primary health care services. Furthermore, the foundations and principles of
EHSAP are reinforced and further concretized and institutionalized in the National Health Plan. They
include:

e A focus on the frontlines of service delivery, providing essential health services, and supply
side readiness (EHSAP’s health facility grants aim to provide more financing to the primary
health care level);

e A move from implicit to explicit package of health services—defined as the basic essential
package

e Greater inclusiveness and integration of health planning at the township level (EHSAP has an
explicit DLI related to this)

e Systems strengthening to complement and enable supply side readiness in the public sector
primary health care—such as public financial management (budget planning, formulation,
execution and reporting), supply chain, human resources, and information systems.

e Recognition of ethnic health providers, private providers and non-governmental
organizations in service provision and their role in reaching universal healthcare coverage.

Ensuring effective implementation of these policies to improve outcomes is a top priority for the country
moving forward.

MOHS is the major provider of health care. Myanmar has a pluralistic mix of public and private system
both in the financing and provision. Health care is organized and provided by public and private providers.
The Ministry of Health and Sports is responsible for providing promotive, preventive, curative and
rehabilitative services to raise the health status of the population. MOHS has seven departments of which
the Department of Medical Services and Department of Public Health are the most important ones in the
context of the proposed project. These two departments play a major role in providing comprehensive
clinical and public health care throughout the country including remote and hard to reach border areas.
There are 17 State and Regional Health Departments, 73 District Health Departments and a township
hospital in every township. Under the township hospital there are station hospitals managed by station
medical officers and rural health centers staffed by health assistants, lady health visitors, midwives and
public health supervisors. Under the rural health centers, there are sub- centers staffed by midwives and
public health supervisors, and supported by volunteer networks of auxiliary midwives and community
health workers. At each level, oversight is provided through a system of health committees represented
by local government, health staff and the community.

Some ministries are also providing health care for their employees and their families. They include
Ministries of Defense, Railways, Mines, Industry, Energy, Home Affairs and Transport. Social Security
Board under Ministry of Agriculture, Labor and Immigration has its own networks of hospitals, clinics and
private providers to render services to those entitled under the social security scheme. Ministry of
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Industry is running a Myanmar Pharmaceutical Factory and producing medicines and therapeutic agents
to meet the domestic needs. The private, for profit, sector is mainly providing ambulatory care though
private institutional care has developed rapidly in Yangon, Mandalay and some large cities in recent years.
They are regulated in conformity with the provisions of the law relating to Private Health Care Services.
MOHS is currently strengthening the regulation of the health care provision in the private sector. The
Myanmar Medical Association and its branches also provide a link between them and their counterparts
in public sector so that private practitioners can also participate in public health care activities.

Community based organizations, faith-based organizations and ethnic health providers are providing
selective health care services and ambulatory care, though some providing institutional care and social
health protection has developed in some townships. There is a strong presence of international and local
NGOs on the front-lines delivering services supported by development partners. Moreover, ethnic
organizations provide health services in many conflict and post-conflict areas in the States. Recognizing
the growing importance of the needs to involve all relevant sectors at all administrative levels and to
mobilize the community more effectively in health activities, health committees had been established in
various administrative levels down to the wards and village tracts. The level of functioning of these health
committees, however, vary significantly and MOHS is in the process of revitalizing the health committees
through a process called Township Health Working Group under NHP.

4 APPLICABLE WORLD BANK OPERATIONAL POLICIES

The World Bank’s Operational Policy (OP) 4.10 on Indigenous Peoples (ethnic minorities) applies to the
project because site-specific project activities will be implemented in areas where ethnic minorities that
meet the eligibility criteria of OP 4.10 are present and because national level project activities (e.g. policy
reforms, institutional strengthening and capacity building) may have implications for ethnic minorities.
The OP 4.10 aims to achieve the following objectives: 1) that ethnic minorities do not suffer adverse
effects, and 2) receive culturally compatible social and economic benefits from Bank-financed activities.
The policy requires the screening for the presence of ethnic minorities in project areas; ethnic minorities
that fall under the policy are considered as a distinct, vulnerable, social and cultural group possessing the
following characteristics in varying degrees:

a) Self-identification as members of a distinct indigenous cultural group and recognition of this
identity by others;

b) Collective attachment to geographically distinct habitats or ancestral territories in the project
area and to the natural resources in these habitats and territories;

c) Customary cultural, economic, social, or political institutions that are separate from those of the
dominant society and culture; and

d) An indigenous language, often different from the official language of the country.

In areas with ethnic minorities, the policy requires that the borrower (1) undertakes a social assessment
to assess potential impacts and identify culturally appropriate benefits; (2) conducts free, prior and
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informed consultations with affected ethnic minorities leading to their broad community support for the
relevant project activities; and (3) prepares a plan (normally an Ethnic Minorities Plan) to address
particular issues concerning ethnic minorities, provide culturally appropriate benefits, and ensure the
avoidance or mitigation of adverse impacts. This project will support use of existing instruments, such as
the preparation of site-specific inclusive Township Investment Plans, to address these requirements as
described in this CEPF.

In addition, OP 4.01 on Environmental Assessment is triggered to the project because it covers some social
impacts that are likely to occur but which are not covered under OP 4.10, such as potential benefits,
impacts and risks concerning other vulnerable social groups, such as internally displaced, migrants and
women. A separate Environmental Management Plan (EMP) is prepared to address the environmental
aspects of OP 4.01, as well as to ensure that no activities under the project trigger OP 4.12 on Involuntary
Resettlement. The EMP includes: 1) specific Environmental Codes of Practices (ECoPs) to address impacts
linked to planned minor refurbishment, major renovations and new civil works, 2) a simple Health Care
Waste Management Plan that will address health care waste management impacts, and 3) a land
screening form for all activities that will have a physical footprint.

5 ETHNIC MINORITIES, VULNERABLE GROUPS, OTHER UNDERSERVED
COMMUNITIES

The social assessment and consultation process for EHSAP identified potential vulnerable and
underserved communities that may require targeted efforts and additional measures to provide them
with quality health services. These include ethnic minorities, internally displaced populations groups, and
migrants. As elsewhere, women and children may also be vulnerable and present with particular health
needs and concerns. The project and this CEPF include design features and measures to reach these
population groups with improved quality health care services.

Ethnic Minorities. According to the 2014 census, the population of Myanmar reached is around 51.5
million in 2010. The Bamar are the largest ethnic group, comprising around two-thirds of the population,
and various ethnic minorities accounting for about one third. The majority Bamar population mainly lives
in the central and delta regions (divided into seven Regions) while the ethnic minorities live mainly,
however not exclusively, in the seven states (Kayah, Kayin, Kachin, Chin, Mon, Rakhine, and Shan) along
the borders. The main ethnic minority groups are: Shan, Kayin/Karen, Rakhine, Chin, Mon, Kachin and
Kayah. The eight “ethnic races,” including the majority Bamar, are subdivided into 135 officially recognized
ethnic groups and belong to five linguistic families (Tibeto-Burman, Mon-Khmer, Tai-Kadai, Hmong-Mien,
and Malayo-Polynesian).

Economic development, infrastructure and social services in ethnic minorities’ areas need more
improvement and these areas also have lower achievement in health and education statistics. All of the
main ethnic minority groups’ areas have experienced various levels of conflict since 1962. Some of the
armed groups have currently signed ceasefire agreements with the Government. However, fighting
between the military and ethnic armed groups remains in a few areas of Kachin, Shan and Rakhine States.
In relation to previous ceasefire agreements, ethnic minority groups were granted authority over political
and economic affairs in their areas, covering large areas of the States. Social services were developed by
ethnic authorities, often with support from NGOs, and are still operating in many areas. However, the
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health services in ethnic authorities’ areas are under-developed with inadequate health infrastructure
and human resources.

In remote ethnic minority areas covered by government provided health services, the services are
sometimes inadequate due to geographic and economic constraints. In addition, language and cultural
barriers are key factors preventing people from accessing public health care facilities, often combined
with poor understanding of the benefits of health care.

Internally displaced groups. Due to military and civil conflicts there are internally displaced populations
in some areas of the country, for example in Kachin, Rakhine, and Shan states. They are among the poorest
and most vulnerable population groups and have limited access to quality health services and combined
with language and cultural barriers for many of them, they are highly vulnerable in terms of health
services. They may not be identified in local population statistics and therefore local health plans may not
be able to deliver in time the quality services that accommodate the particular circumstances and needs
of internally displaced groups.

Migrants and post-disaster groups. Migrants and post-disaster groups have also been identified as highly
vulnerable groups. This includes post-disaster communities in the Delta region, and seasonal migrant
workers in Mon State who come from central Myanmar to work in rubber plantations; migrants in Mon
State may account for up to 20% of the population. In addition, there are returnees from Thailand who
fled previous conflicts in the border areas but who in many cases have not been able to return to their
original villages. In Kachin, migrants working in the mining sector also constitute a significant portion.
Often these populations are not in a position to purchase health care, and they may not have established
health or social networks for assistance when needed. They are also likely not to be identified in local
poverty assessments and health plans.

Women and children. The main target group of the project — women and young children — is also the
group at most risk with regards to the health sector because of the risks associated with birth and early
childhood. About one third of births in Myanmar are not attended by a skilled birth attendant (2009 MICS).
A number of factors have been identified: limited availability of health facilities and trained birth
attendants in remote areas, affordability, and cultural factors.

6 POTENTIAL ISSUES AND IMPACTS FOR ETHNIC MINORITIES AND OTHER
VULNERABLE GROUPS

Free, prior and informed consultations with ethnic minorities. A key requirement of OP 4.10 is to obtain
broad community support from ethnic minorities, as identified under the policy, for project activities
affecting them (whether adversely or positively). As described in this CEPF, free, prior and informed
consultations will be undertaken during project implementation through the inclusive Township
Investment Planning process.

Project Benefits. The project is expected to benefit directly the people living in the selected priority
townships for fully functional heath service delivery infrastructure investment. Indirect beneficiaries are
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other members of the communities, basic health staff and medical doctors. The project is likely to provide
benefits to all population groups through an increase in health care financing and improved health
systems through policy development, institutional strengthening and capacity building. This may
particularly be the case for the poor and other persons currently choosing not to use the public health
system for economic reasons. By improving the quality of health services, enhancing participatory
approaches and increasing accountability, it is expected that more people will access health services.

While universal health care typically involves the continuum of health care through all three tiers, the
priority for Myanmar is to strengthen primary health care, which is the first point of access to the system
and is often the only point of access for the most under-served population groups who live in remote
areas of Myanmar. Primary health care interventions have globally shown to be among the most cost-
effective and pro-poor interventions in the health sector.

Project Impacts. The provision of health services supported by the project is not expected to have adverse
impacts on ethnic minorities or other vulnerable groups as such. However, the project presents issues
related to equity in access to services and quality of services in areas with ethnic minorities as well as
other vulnerable population groups. It may pose some risks in areas where ethnic health providers are
operating, in addition to government services, as the proposed project activities may affect their own
services or be perceived to affect them. Alternative health systems, particular those managed by ethnic
health providers, may have concern about sustainability of their health services in the changing context.
Health providers, such as NGOs and ethnic health providers, are operating in addition to the national
government’s health system. The government, particularly at field level (township, village), recognizes the
NGOs/ethnic health providers’ contribution to reach some hard to reach populations. NGOs and ethnic
health providers have health staff that are trained and experienced, but cannot be formally recognized in
the public health system yet due to accreditation issues; in addition, significant numbers of health staff of
ethnic organizations and NGOs may not meet MOHS Burmese language requirements. In some States
(e.g., Kayin and Kayah), however, there have been some attempts to coordinate the efforts after ceasefire
agreements have been made between the Government and ethnic armed groups.

Constraints to Accessing Health Services. A number of constraints or barriers have been identified that
prevents people from accessing public health services and prevents a more equitable participation of
ethnic minorities and vulnerable groups:

Affordability: Patients are required to pay for some medicines (not included in the essential
medicines list) and some investigative services. “Out of pocket expenditure” for health service
access is estimated to account for up to 74% in 2017 in Myanmar. In the past, communities
contributed to build and maintain basic health infrastructure and contribute to operational costs
at the primary care level. However, with significant increase in government health spending,
infrastructure investment is now financed fully by MOHS. Many poorest households cannot afford
to access health services. Others may do so but is highly exposed to risk of catastrophic health
spending that will put them in poverty. Some measures to address this situation were or are being
implemented, such as village health funds, trust funds for the poor, maternal voucher scheme,
free essential drugs, and drug revolving funds, but these measures would need to be expanded
and communicated well among the community for better coverage and utilization. MOHS is also
developing a health financing strategy that looks into various option for financial risk protection.

Geography: Myanmar is a vast country with rugged or mountainous terrain in the border areas
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and flood-prone areas in the Delta region. Physical infrastructure, such as roads, remains a
challenge and remote and isolated areas are poorly covered by health facilities and staff. Health
staff may face many challenges when posted in remote and hard-to-reach villages or they may be
unable to do regular visits.

Language and culture: Language and cultural barriers, including cultural beliefs and practices,
may prevent ethnic minorities from visiting public health providers. Ethnic minorities often have
adifferent view of health, illness, and diseases, seeing health as directly related to their emotional
health and social relations, and they may feel that traditional health practitioners are better
equipped to guide them on health matters. Many people may also be more comfortable with
village-based care, particularly for maternal health, that allows them to be near their family and
social network rather than going to the nearest health clinic or hospital. Some may feel
discriminated against by health practitioners who look down upon their culture and health
practices. Finally, the language and culture barriers may result in limited trust between patient
and health care practitioner.

Conflict and post-conflict areas: All of the States have experienced armed conflicts between
various military governments and ethnic armed groups. Though Nationwide Ceasefire Agreement
(NCA) in late 2015 with 8 EAOs and 2 more in 2018 has helped lowered the level of violence,
around one-third of townships are still conflict-affected. The Government services do not have
full access to active conflict areas and health services are provided by ethnic health providers and
NGOs. Given the past history of mistrust that is likely to linger for many years, expanding the
Government’s services will be difficult and may not be welcome in some areas. Recurrent civil
conflicts in Rakhine State also affect the health services for people living in these areas. In terms
of existing planning and implementation systems, Township, Village Tract and Village health
committees were in principle set up in all areas controlled by the government though they are
not active in many places especially in remote areas. Village health committee, when they do
exist, may often be inactive and with poor participation of women and vulnerable groups.

7 EXISTING GOVERNMENT MECHANISMS FOR COMMUNITY ENGAGEMENT
IN HEALTH PLANNING AND MONITORING

Community engagement aims to empower local communities to take a more active role in the health
sector and demand services, provide feedback and community oversight for local health events. To
identify measures that can enhance the health outcomes and ensure equitable benefits of public health
services for the vulnerable social groups such as the poor, women and children, ethnic minorities and
migrant populations, the state/region level and township level health planning processes need to be more
inclusive and explore the risks concerning the vulnerable groups in getting equitable and quality health
services. Currently, under the National Health Plan for 2017 — 2020, the MOHS is utilizing several different
mechanisms, as mentioned in the table below, to get community voices in the health planning,
implementation, and monitoring of service delivery.

The most important of the participatory processes for health service delivery is Inclusive Township
Investment Planning, allowing basic health staff to conduct community assessments and village
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mapping, which aim to identify vulnerable social groups in the community (age, gender, ethnicity, socio-
economic status including livelihoods), assess their health status (health seeking behaviours, common
diseases per season, etc.), and identify barriers to access health services, and situation of health
infrastructure. Basic health staff hold consultations with villagers to be able to conduct the community
assessments and village mapping. This feedback from this community assessments and village mapping
are recorded and relayed to the township level, to contribute to township level selection and prioritization
of investment. The inclusive Township Investment Planning process provides clear guideline and
templates for the townships to consult and incorporate better the community voices and expand the
consultation process to civil society organizations and ethnic health providers.

The community engagement at the village tract level by basic health care staff is guided by the MOHS’s
Community Engagement Approach: Manual for Basic Health Care Staff. This manual provides detailed
guidelines for basic health staff for community engagement. The manual:

* Describes principles, approaches and processes for community participation in decision making
*  Provides tools and methods for planning community engagement

* Provides guidance on ensuring community engagement is inclusive and conflict sensitive

* Describes needed facilitation skills for basic health staff

* Provides guidance and formats for integrating community engagement results into Township
Health Plans

The CEPF for World Bank support closely follows the MOHS Community Engagement Approach Manual,
as well as the community assessment and village mapping at village tract level for the inclusive Township
Investment Planning process.

Table 1. Existing Mechanisms for Community Engagement in Health Planning & Monitoring

Mechanisms Achievements Areas for Improvement
1 Inclusive Township Health e  Simple guidelines for community
Planning engagement within the township
Community consultation health planning process including a * Due to ongoing armed conflicts and

meetings are organized at
village tract levels in each
township with participation of

security concerns, especially in
townships with ethnic controlled
areas, some community consultation

systematic checklist on how to plan,
organize and record community

community representatives consultation meetings have been activities may be curtailed.

(villagers or ward dwellers, developed. Townships have been

village or township elders, trained and utilizing the guidelines and = * Efforts in identifying and inviting
village tract or township checklist. broader representatives to the
health committee members), community consultations are needed
basic health .Stf'a\ff, |9C3| e Community assessment and Village in some areas to include informal
general administration health providers and ethnic health

Mapping covers critical information
department (heads of PPing

village/ward/ township), other

. . P roviders.
relating to identification of vulnerable 2

related government and non- social groups in the community (age,
government stakeholders gender, ethnicity, socio-economic
(e.g., Ministry of Education, status including livelihoods),

NGOs, community-based
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organizations, ethnic health
providers). Records and
feedback from village tract
level consultations feed into
township level consultations
with township stakeholders
for a participatory process of
selecting and prioritizing
township health spending.

Annual Evaluation of the
Community Health Program

Suggestion Box

For patients (service users)
and family members to have
access to an anonymous
feedback provision
mechanism, MOHS has
instructed all hospitals from
township level and above to
keep suggestion box at the
hospital.

assessment of health status (health
seeking behaviours, common diseases
per season, etc.), identification of
barriers to access health services, and
situation of health infrastructure.

A mix of approaches are used
depending on the context to solicit
voices and inputs from the community;
Community Meeting; Focus Group
Discussion; Individual Consultation
with Key Informants.

e Thisis an established annual
process whereby MOHS reviews
internally the status,
achievements and challenges of
its community health programs.

e  The bottom-up approach is used
in this type of evaluation.
Townships begin their self-
evaluation of previous year in late
January or early Feb, using the
data collected over the year from
the lowest level of health facilities
(Sub RHC, RHC, UHC, MCH clinics,
School Health team, etc.). A
workshop is usually organized at
the township level, with
participation of all Basic Health
Staff who conduct community
assessments and village mapping.

e  Township evaluation is then
submitted and fed into the
state/region wide evaluation led
by the state/region health
departments.

e  Atunion level, annual central
evaluation workshop brings
together all the states/regions for
a comprehensive evaluation.

All hospitals from township level

hospital and above have established

suggestion boxes for patients and
family members to provide feedbacks
on the health services and service
providers anonymously.
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e Integrating community
perspectives into the annual
evaluation process can be
strengthened.

e  For example, inviting
community or CSOs to be
part of the evaluation
workshop/meeting at the
township and state/region
level; organizing community
feedback session/meeting
before the internal
evaluation workshop at the
township level.

There is no clear guideline or
procedures established for the
most effective use of this tool.
E.g., where to set up the box, how
often to open and collect the
feedback, who (a team including
community/township/CSO
representative in order to
promote transparency) will review
the feedbacks and how the



4 State/Regional Level Health
Assembly or Forum
Platform for bringing together
the people and stakeholders
together with the public
service administrators and
providers

5 Supervision and Monitoring
Visits to States/Regions and
Townships by Central Level

6 Central level Collective Voice
Workshop
A Platform for civil society
organizations (including ethnic
health providers) who are
working with the community
or who represent the various
community groups to meet
the policy makers and various

Under the leadership of the new
Minister starting in April 2016, health
assembly or forum has been organized
at state/region level with diverse
stakeholders and citizens in order for
the public health service
administrators and providers to listen
to the people’s voices vis-a-vis their
health needs/priorities, perceived
quality of health services including the
clinical and interpersonal skills of
service providers, feedbacks on the
impacts of the health policies on the
people and providers on the ground,
etc.

The supervision visits utilize a checklist
to monitor and observe the progress
of the service delivery at the primary
health care level. As part of the visit,
central level officers also have
opportunities to meet with patients,
family members, community leaders
and community members to get
feedback on their health needs and
satisfaction with the service provision.

Created a platform at central level for
non-government organizations
implementing community-based
services to dialogue directly with the
policy makers and program managers
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response will be given or action
will be taken, etc.

The actual application (and thus
usefulness) of the box in the field
varies with initiative and
motivation of the township
officers.

Applicability of using suggestion
boxes in Health Facilities below
the township level (e.g., Station
Hospital and Rural health center)
and providing multiple avenues
for community feedback will need
to be explored.

Establish clarity and guidance on
whether the state/region level
assembly will not be an ad-hoc
but regular (how often?) event,
what would be the guideline or
procedures to conduct it most
effectively and inclusively, how
the information received will be
compiled, relayed and utilized in
health policy making, planning
and service delivery, etc.

The meeting/interview with the
service users (patients and family
members) and community during
the central level supervision visits
to be further strengthened and
systematized (e.g., through a set
of semi-structured questionnaires)
in order to better solicit the
feedbacks in confidentiality.

Need to make sure that this effort
continues regularly.



program managers at the
central level and provide
feedbacks and suggestions
from the ground
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8 IMPLEMENTATION & INSTITUTIONAL ARRANGEMENTS

Implementation of the CEPF is organized at the village / village tract, township, state/region and union
level. As noted in the previous section, the CEPF builds on MOHS’s Community Engagement Approach,
community assessment and village mapping process, and the Inclusive Township Investment Plan process.
The roles and responsibilities of the different levels are summarized below.

Village / village tract level. At this level, basic health care staff will carry our community assessments and
village mapping, which aim to identify vulnerable social groups in the community (age, gender, ethnicity,
socio-economic status including livelihoods), assess their health status (health seeking behaviours,
common diseases per season, etc.), and identify barriers to access health services, and situation of health
infrastructure.

More specifically, the community assessment and mapping will be used to:

1) Identify vulnerable and under-served population groups, such as ethnic minorities, internally
displaced, migrants and women, in the village / village tract,

2) Assess particular health issues and risks in the village / village tract, with distinctions between
social groups as appropriate,

3) Identify and assess constraints in accessing health care services of different households and
social groups (gender, ethnic minorities, internally displaced, hard to reach communities etc.),

4) Identify and assess other health care providers and their services (e.g. NGOs, ethnic health
providers, private sector).

All of this will be done following the guidelines outlined in MOHS’s Community Engagement Approach and
in line with consultation principles outlined in OP 4.10, in order to ensure:

* Free, prior and informed consultation with and participation of the affected peoples,

*  Broad community support from ethnic minorities, and

* Integration of these consultation principles into existing processes of the MOHS system,
which will be enhanced and modified through support from the project.

Communities at the village level would be informed of the MOHS support to the primary care service
delivery units as well as the objectives and elements of the CEPF through various communications
channels—print, local radio, village meetings, as well as through the township and village health
committees, community volunteers, CSOs and NGOs. In addition, community members would be
informed of their opportunity to participate in the Township investment planning and budgeting process
and to voice their concerns and perspectives of the state and progress of primary health care services to
basic health care staff.

Township level. At the township level, MOHS will conduct further stakeholder engagement and
consultations, taking into account and discussing feedback and records of the community assessments
and village mapping. At the Township level, the Township Medical Officer will be responsible for the
participatory planning and formulation of inclusive Township Investment Plans, with technical support
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from, and monitoring by, the State/Region and District Health Department and central level MOHS, and
facilitation support from NGOs and CSOs in their locality wherever relevant.

Township level consultation meetings will be organized with participation of community representatives
(villagers or ward dwellers, village or township elders, village tract or township health committee
members), basic health staff, local general administration department (heads of village/ward/ township),
other related government and non-government stakeholders (e.g., Ministry of Education, NGOs,
community-based organizations, ethnic health providers). This process will inform the preparation of the
inclusive Township Investment Plans by identifying the views and priorities of various communities and
population groups concerning the quality and constraints of the health services through a participatory
consultation process.

The process will involve the following elements:

1) Consultation with other health services providers and stakeholders in the township as
applicable. This includes organizations representing vulnerable and underserved population
groups when they exist (e.g. ethnic minority organizations), NGOs, faith-based organizations, and
other private providers. In areas with ethnic providers providing health services, consultations
may need to involve the ethnic health providers in addition to representatives from the ethnic
minority organizations.

2) Consultations with community members and leaders. The consultations should be inclusive and
include representatives from the different population groups present in the township.

3) Consultations should be done in a manner that allows community members to voice their
concerns and priorities following OP 4.10 principles for free, prior and informed consultations
(this may involve conducting consultations in local languages and using facilitators, NGOs or ethnic
minority organizations).

Records and feedback from village tract level consultations and township level consultations will feed into
selecting and prioritizing of township health spending and service provision, and the formulation of the
inclusive Township Investment Plan.

Broad community support to inclusive Township Investment Plans will be achieved through the
participatory planning process and the involvement of township and communities in the preparation.
Women participation in township planning process will be encouraged through their participation in the
village tract and township level.

The inclusive Township Investment Plans will include, but not limited to, the following elements:
1) Brief description of the findings from the community assessment and village mapping
2) Brief overview of the township population characteristics, including vulnerable and underserved
population groups, such as ethnic minorities when they are present in the township
3) Brief description of other health care providers and the services they provide
4) Measures to enhance health services in the township, strengthen the inclusion of vulnerable
and underserved population groups;
5) Measures to inform and empower local communities (e.g. information and education
campaigns, which need to consider language and cultural barriers when they exist for successful
delivery);
6) Measures to address grievances and measures to enhance community feedback through
participatory monitoring tools.
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The inclusive Township Investment Plan will be made publicly available to interested township
stakeholders and communities and will be available in asummary form at health facilities in the Township.

State / region. State and regional level MOHS will be responsible for overseeing implementation of
programs, including this CEPF, in their townships. They will also help facilitate the selection of townships
and the identification of investment priorities in these townships for the targeted programs through
inclusive consultations of stakeholders in their state/region. In addition, state/region level will lead the
townships to consult with relevant stakeholders in preparing the annual work plan and budget for the
mobile and emergency health services.

Union. Implementation and compliance with the CEPF ultimately lay with union level MOHS which is
responsible for implementation of the supported programs. Union level MOHS will also be responsible for
regularly reviewing implementation progress, as reported by the subnational departments or observed
through monitoring visits, to identify issues of non-compliance or potential negative impacts of programs
requiring actions to be remediated, minimized or mitigated. MOHS will officially report on the status of
the implementation of and compliance with the CEPF to the World Bank annually as part of their reporting
on program implementation. They will alsoimmediately notify the World Bank on any evidence of possible
non-compliance with this CEPF and negative impact of the programs as well as on actions taken in every
such case.

UNOPS. UNOPS will be contracted by MOHS to manage and implement Component 1. It will comply
with the CEPF and other safeguards documents. Its responsibilities include participation in the Township
Investment Planning Process, taking into consideration the findings of Village/village tract-level
community assessments, conducting site-specific consultations, monitoring and supervision, and
reporting on grievances. Detailed social safeguards responsibilities and resourcing requirements will be
described in the Terms of Reference (ToR) of the contract UNOPS will sign with the Government.

Resources. At the union level, Project Management and Operations Support Team (P-MOST) will include
designated personnel (MOHS staff and a national consultant) with responsibility for Community
Engagement and GRM. TORs for these personnel are included in the Project Operations Manual. At
state/region and FFHSDI township level, there will also be MOHS staff who will be trained as focal
person(s) for Community Engagement and Grievance Redress Mechanism. Experience from parent project
highlights the need for frequent (re)training due to turnover of trained staff at all levels. Component 2.2
will finance the national consultant, capacity building of the focal persons, design/modification of tools
for Community Engagement and Grievance Redress and monitoring and review of the CEPF
implementation. Component 2 will also finance trainings to basic health staff at township level and below
to equip them with necessary skills and tools for community engagement.
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9 MONITORING ARRANGEMENTS

Throughout the implementation of World Bank-supported MOHS programs, several mechanisms will be
used to monitor and evaluate processes and outcomes including compliance with this CEPF, as well as any
negative impacts that may arise.

Monitoring objective will be to 1) ensure effective and timely implementation according to plan and apply
mid-course corrections where needed, 2) measure the achievement of results envisaged in its objectives
and learn lessons for future operations; and 3) provide a robust basis for the disbursement of IDA funds,
which would depend on the achievement of the project’s DLIs. DLIs would be a subset of the fuller list of
indicators included in the monitoring system. In addition, the implementation of the CEPF will be
monitored on a regular basis.

As an integral part of implementation arrangements, MOHS will lead the following monitoring activities:

Inspection, monitoring and quality assurance. As part of their regular inspection/monitoring visits to all
health centers, Township Medical Officers, will confirm compliance with key elements of this CEPF. Union
and State/Region level staff also undertake monitoring visits to townships and health centers. On these
occasions, to the extent possible, the visit aim will include assessing and reporting on compliance with
this CEPF.

Joint monitoring visits. Periodically, MOHS will organize and lead monitoring visits in a sample of health
centers from a team made up of representatives from MOHS, World Bank, and donor partners. The visit
will assess achievement and challenges in project implementation, including compliance with this CEPF,
as well as investigate selected questions meant to gather a deeper understanding of issues coming out of
other monitoring activities.

To complement MOHS’s work (and carry-out its role as supervision entity), the World Bank will lead the
following monitoring activities:

ICT / Phone-based beneficiary engagement survey. To complement the rest of the activities, beneficiary
engagement surveys will be carried-out through phone calls and text messages. Through this mean,
different Stakeholders and health service users will be reached and asked, among other things,
“satisfaction”-type of questions. This method will allow to expand the reach of external monitoring
activities to communities and health centers country-wide and particularly in remote and conflict areas
that are more difficult to cover through in-person visit.

Third Party Monitoring. During implementation, third party monitoring by CSOs/NGOs where relevant in
non-government-controlled areas and self-administered areas will be used to ensure that all activities are
subject to the enhanced consultation process of the CEPF and undertaken in a manner inclusive and
accessible to targeted communities. This will be Bank-executed third-party monitoring and supported
through Bank budget or Trust Fund. ToR for third-party monitor will be part of the Project Operations
Manual.
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Beyond assessing efficiency and compliance with processes and protocol, the above monitoring activities
will include an important focus on social inclusion and equity and explore issues such as access to health
services by different populations, and composition of participants to consultations/meetings on
programs.

10 GRIEVANCE MECHANISM

10.1 CURRENT PRACTICES

For patients (service users) and family members to have access to an anonymous feedback provision
mechanism, MOHS has instructed all hospitals from township level and above to keep suggestion box at
the hospital. All hospitals from township level hospital and above have established suggestion boxes for
patients and family members to provide feedbacks on the health services and service providers
anonymously.

However, there is no clear guideline or procedures established for the most effective use of this tool. For
example, where to set up the box, how often to open and collect the feedback, who (a team including
community/township/CSO representative in order to promote transparency) will review the feedbacks
and how the response will be given or action will be taken, etc. The actual application (and thus
usefulness) of the box in the field varies with initiative and motivation of the township officers.
Suggestions cannot be provided at health facilities below the township level (e.g., Station Hospital and
Rural health center) at the moment. Users do not have multiple channels to provide suggestions and
grievances.

The current system is working to some degree but reporting and access could be improved.

10.2 IMPROVED GRIEVANCE REDRESS MECHANISM

10.2.1 Principles

MOHS is committed to strengthening the grievance redress mechanism (GRM). Complaints and grievances
will be dealt with using the MOHS grievance redress mechanism (GRM) to ensure that programs are
implemented transparently and accountably, that voices of poor and marginalized groups are heard, and
that issues and grievances raised are resolved effectively and expeditiously. Any stakeholders including
patients, other community members, contractors, MOHS staff, authorities, and other involved parties
may file a grievance if they consider that their right to information is interfered, inappropriate
intervention by an outside party is found, fraud and corruption have taken place, the rights and
entitlements granted in this CEPF are violated, or that any of the WB supported programs’ principles and
procedures have been violated.

Improvements to the GRM will focus on:
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Wider dissemination. Information on the GRM will be hung in all health centers and pamphlets will be
distributed during village level and townships level consultations meetings (including consultations
relevant to the implementation of this CEPF), and on MOHS’s website and facebook page.

Increased number of channels or ways to submit feedback and complaints. It will be possible to submit
feedback and complaints in-person at different levels (townships, state and regions, union), individually
or in the context of consultation meetings, in writing through letter/suggestion boxes place in health
centers /communities or letters/emails sent to key addresses at the state/region or union level, and by
phone using a hotline number or text messaging.

More systematic recording and handling of complaints; Detailed processes for reviewing, recording,
escalating, resolving, and reporting grievances/feedback will be developed, as well as training materials
for all health staff. At the Union level, a focal point will be assigned to systematically compile the
information received, as per guidelines, from the different levels and produce a bi-yearly report on
grievances received and actions taken. Key issues will be made public on MOHS website and facebook
page.

10.2.2 Procedures

Complaints concerning project financed activities may be submitted through the following channels either
verbally or in written form: (i) directly to the MOHS at central level; (ii) at state/region and township level
consultation meetings with relevant authorities; (iii) to the Township Medical/Public Health Officers; (iv)
to the Township Health Committee/Township Health Working Group, and (v) to central level officials
during their oversight or monitoring visits to the townships. See diagram below.

Flow Diagram ---- Complaint response mechanisms

Complaint Flows
Central » Response Flow
(Minister’s Office)

Central Level
DPH or DMS

State/Region State/Region Level
(Public Healthor Consultation
Medical Services) i Meetings

erdghtvisks

Township
Consultation
Meetings

TYownship Health | Township Officer
Committee . (OPH & DMS)

Community Members/Stakeholders
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To the extent possible, complaints will be resolved at the township level. Local community members, or
other interested stakeholders, may raise their concern with the Township Medical and/or Public Health
Officers.

Local community members or other interested stakeholders may also raise their grievance with the
Township Health Committee/Township Health Working Group, who will facilitate a resolution between
the complainant and the Township Medical/Public Health Officer.

Complaints may be made in writing or orally, and anonymously.

The Township Medical or Public Health Officer will respond promptly (within 10 days of receiving
complaint) and will document the complaint and the response given and actions taken.

If the complainant is not satisfied with the response or action, the complaint can be submitted to the State
and Region Medical Services or Public Health Department (or) directly to the Ministry of Health and Sports
at central level.

The MOHS central level, when receiving the complaint directly, will respond promptly (within 20 days of
receiving the complaint) and will document the complaint and response given/actions taken.

The Terms of Reference of the Township and Village Tract Health Committees and/or Township Health
Working Group will include the principles and procedures for managing grievances.

The inclusive Township Investment Plans will include details on the grievance redress mechanism,
including contact information (name, telephone, address) for the Township Medical/Public Health
Officers, Township Health Committee/Township Health Working Group and the MOHS central level.

The focal persons will be:

e At Township Level: Township Medical Officer and/or Township Public Health Officer

e At State/Region Level: A designated focal person from S/R Health Department

e At Central DPH & DMS Level: Designated focal point in the Project Management and Operations
Support Team (P-MOST)

The focal person will 1) receive and record the complaints, 2) refer/inform and coordinate with respective
sections or teams directly relevant to the complaint (e.g., program team and/or finance and admin team
depending on the nature of the complaint) so that a response is prepared and a corresponding action can
be taken, 3) inform the complaint regarding what action has been taken or will be taken, and record the
response and action taken.

11 BUDGET

The field level implementation of the CEPF is integrated into the development of inclusive Township
Investment Plan for Component 1 and annual work plan of State/Region under Component 2.1. In
addition, costs of developing ICT tools and supporting the implementation of the CEFP, such as capacity
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building, workshops, assessments, reporting are included in the Component 2.2 on Innovations, Project
Management and M &E.

12 CONSULTATIONS

The original CEPF for EHSAP was shared and discussed with a range of stakeholders through three public
consultation meetings on July 7-8, 2014 in Yangon and Mawlamyine. Myanmar and English copies of the
CEPF were provided to the invited stakeholders two weeks (June 23, 2014) before. Stakeholders consulted
included representatives from national and international NGOs, civil society organizations, professional
associations, and ethnic minority organizations involved in health and ethnic minority issues.

The key suggestions at the time from the consultations included: (i) ensure better alignment, coordination
and collaboration between government and ethnic authorities’ health services; (ii) integration of health
plans of ethnic organizations in the township health plans; (iii) participation of private sector,
communities, and civil society in the project process, activities and mechanisms especially in the health
committees; (iv) that the project data would be disaggregated by ethnicity; (v) that capacity building
mechanisms will include staff from ethnic health providers; and (vi) that the monitoring and evaluation
put in place can measure results and impacts of the project.

The CEPF integrated inputs from the consultation especially the inclusion of the vulnerable groups
including disabled, migrants, women and ethnic minority organizations in the township health planning
process, as well as the participation of civil society organizations, private sector and local communities in
the project including monitoring and providing feedback.

For the revised CEPF, public consultations were organized in Taunggyi, Shan State on 22" October and
Pathein, Ayeyarwady Region on 23 October.

The key concerns and comments from different stakeholders have been summarized as below.

Questions/Comments/Suggestions Responses
Clarification on activation (key There will be a simple emergency response manual that will
triggers) of the component 3 on govern this component and the manual will include the
contingent emergency response eligibility and activation procedures. For example, when
there is an eligible man-made or natural disaster with health
A civil society representative (Meik consequences, MOHS would inform WB with concrete and
Swe Myanmar) in Shan state sought a | specific information about the disaster and request to use
clarification on when and how the funds under the component. After receiving such
component 3 will be activated. information, WB would verify first if there is such a disaster

and if said disaster meets the agreed eligibility criteria. After
which, WB would seek the internal approval to activate the
Emergency Component in order to release the funds from
component 2 to component 3 in order to respond to the
disaster within 72 hours. Emergency funds shall be used for
required emergency medical supplies, relief items,
operational costs in response to the disaster, etc. However,
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the emergency fund would not be able to use for other
purposes such as rehabilitation of major infrastructure or
roads.

Collaboration between government
and other key partners under the
project

A civil society representative (Shan
North Health Network) raised a
qguestion on how the additional
financing project would support
various stakeholders in the Shan State
to collaborate better with government
and other partners.

Another civil society representative in
Ayeyarwady also asked how AF will
facilitate engagement of civil society
under the project.

Enhancing the community participation/engagement and
collaboration with key stakeholders at every stage of the
project is emphasized and specified in the project design. To
give a specific example under component 1, the field
assessment of infrastructure needs at the selected
townships to be carried jointly by MOHS, UNOPS and WB will
be done inclusively with representatives and officials from
local authorities and key government and non-government
stakeholders in the respective area to seek their opinions on
identification and prioritization of the health needs. All their
inputs would be incorporated in developing township
investment plans (TIPs). TIPs include requirements not only
about infrastructure or capital expenses but on operational
or recurrent expenses such as medicines, consumables,
salaries, maintenance etc. Such inputs from the community
are critical for the success of the project.

In addition, during project implementation under the
Component 2, to strengthen collaboration and partnership
among government and non-government stakeholders in
health, regular collaboration and coordination platforms will
be supported — annually at State/Region level and bi-
annually at township level. All the key stakeholders would
be invited to such forums to share their feedbacks and
suggestions on the progress of the implementation of the
project, and on broader health needs and areas for
collaboration.

Monitoring the Project
Implementation and Results
Achievement

An INGO representative (World
Vision) raised questions on the project
indicators, targets and monitoring
arrangements; as well as the coverage
of the township in terms of the entire
township or parts of the township.

Project has different level indicators — project development
objective (goal) level indicators as well as intermediate
indicators including results-based or disbursement linked
indictors. Annual targets for each indicator are agreed to by
both MOHS and WB in advance. Project monitoring system
will enable the tracking of the progress through regular
project reporting. For results-based indicators that are tied
to disbursement, an independent verification of the results
achieved will be carried out by a third-party entity both
through documents review and field visits. Disbursement will
be calibrated to the extent of the results achieved.

In addition, AF will introduce ICT based tools in the project
monitoring — for example, mobile apps which can be used by
frontline workers and CSOs to monitor the progress of
component 1 infrastructure implementation on the ground.
Furthermore, AF will use various and commonly used ICT
channels such as text messaging, messenger/ viber, hotline,
call center, etc. to reach the beneficiary community in the
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project areas and seek their feedbacks on the project
activities.

Of the selected 19 townships, AF intends to cover the whole
township, not just parts of the township.

Use of Telehealth and Logistics
Supply Chain

An INGO representative (Marie Stopes
International) working in the Southern
Shan sought elaboration on the use of
telehealth and strengthening of
logistics and supply chain system in
the additional financing project.

Leveraging the telehealth innovations that have been
successfully piloted and applied in other countries, AF aims
to use it to extend access to services and improve quality of
care/services for the people and health workers living in
remote locations. Using advances in telecommunications
and digital communication technologies, interactions
between basic health staff at the frontline and more
specialized health staff at higher level will be promoted in
order to dispense/deliver timely and specialist medical
advice/consultation. Telehealth can be a viable platform for
delivery and facilitation of health and health-related services
including medical/clinical care, provider and patient
education, and promotion of health seeking behaviors
through reminders etc.-. Telehealth will make it easier for
health care workers from both public and private not-for-
profit sectors in remote field settings to obtain guidance
from professionals elsewhere in timely and accurate
diagnosis, care and referral of patients. Training of frontline
health providers can also be delivered through telehealth.
Since mobile tablets have been distributed by MOHS to
many basic health staff in Myanmar, provision of telehealth
services in this project would be beneficial for the people
especially those residing in remote and far-flung areas in the
country.

Myanmar is massive in terms of geographical distribution
which poses a great challenge to logistic and supply
management system. Timely distribution of goods and
reliable stock management including re-distribution of
goods/supplies demand a comprehensive logistic and supply
chain management system. AF will focus on supply chain
system strengthening at both central and state/region levels.
For instance, the current system is mainly paper-based,
making updating records or requesting stocks/supplies a
lengthy and cumbersome process. As one example of how
AF would support in this area, using the distributed mobile
tablets, AF will look into the use of apps/software in which
mid-wives at the frontlines could update the stocks and
submit the request of required supplies electronically in a
timely manner. Such electronic system would allow the
central and state/region level to review the almost real-time
status of the medical supplies/consumables at every corner
of the country. Under this additional financing project, WB
will be supporting Procurement and Distribution Divisions of
MOHS to strengthen the existing logistics and supply chain

Page 37 of 43



management system at both policy and implementation
level.

Design of Fully Functional Health
Service Delivery Infrastructure
(FFHSDI)

A civil society suggested that the
design of fully functional health
service delivery infrastructure to be
supported under the AF meets the
needs of people with disability.

A government representative
highlighted the importance of
including facility-appropriate
healthcare waste management
arrangements and aligning with the
healthcare waste management
(HCWM) guidelines recently issued by
MOHS.

Inclusion of all, especially the vulnerable, in the benefits of
the project is taken seriously by the WB and MOHS. MOHS
will be contracting UNOPS for Infrastructure development
under the component 1 and the design of the FFHSDI would
comply with the agreed standards per type of health facility.
The standards pertain not only to accessibility for everyone
(such as access ramp for the disabled), but also on gender
and climate resilience. UNOPS has experience in supporting
MOHS in building rural health infrastructure, including in
Shan and Ayeyarwady.

AF will continue to support MOHS in improving and
strengthening healthcare waste management both through
supporting physical infrastructure related to waste
management under component 1, and skills building,
operational support and enhanced supervision for
compliance under component 2. MOHS’s HCWM guidelines
which was developed under the original project has been
updated in this Environmental Management Plan (EMP).
Compliance of EMP by UNOPS and any sub-contractors
during the infrastructure development under the
Component 1 of this project would be ensured through
contractual agreement and monitoring arrangements.

More and better awareness about
the Grievance Redress Mechanism
(GRM)

MOHS official shared as a lesson
learned that though the original
project (EHSAP) has been
implementing since 2015, very little
complaints or feedbacks is received
from the community. Not all MOHS
staff are well aware of the feedback
mechanisms of the current project.
Hence, awareness raising and training
on the proposed improved GRM
under the AF has to be made known
widely to the public and MOHS staff
on the ground in the project areas.

Civil societies in both Ayeyarwady and
Shan echoed the above MOHS's
comment, and welcomed the
proposal under updated CEPF where
various tools, including ICT based

Since not many people are using snail mail in a traditional
way, having just a suggestion box as a GRM tool in project
areas would be inadequate. Hence, the AF project would
make sure to have various options for collecting feedbacks
and grievances from the community. Grievance Redress
Mechanism would use various ICT tools such as text
messaging, apps, FB page, hotline, call center, suggestion
boxes, and ready-to-post envelopes etc. to engage more and
promote easy accessibility to the feedback mechanism at
community level.

The use of ICT in obtaining feedback would allow public to
engage more with the project. There will be a revised
protocol/guideline for handling grievances and
(re)training/orientation given to GRM focal persons at
different levels. Protocol will outline timebound actions to
be taken depending on the severity of the issues reported
(e.g., GBV, corruption, etc.). The project will also utilize
pictorials and major ethnic languages in the project
communication and GRM to reach out to more people.
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platforms, will be introduced to give
more opportunities/channels to the
community to provide feedbacks and
raise grievances. They also
recommended to use a dedicated
social media page (Facebook) to share
up-to-date information on the AF to
the public.

Request from the Wa Special
Administrative Region

A representative from Wa Special
Administrative region welcomed and
supported the AF project to be
implemented in Shan State, and
expressed intention to cooperate in
future for project implementation.
Clarifying question was raised to WB
on when the maternal and child cash
transfer project for better nutrition in
first 1000 day of life would start and if
the Wa region is included in that
project areas. WB and Government
officials are also invited to visit Wa
Special Administrative Region to
further strengthen the collaboration.

On the cash transfers for improved nutrition project, the
Parliament and the Board of the World Bank have already
approved the project and it is estimated that an official
signing of the financing agreement will be done in November
2019 between the WBG and Government of the Republic of
the Union of Myanmar. Project is expected to become
effective in April 2020 and activities to commence in
April/May 2020.

Visit to the Wa region will be organized by WB health and
nutrition project teams in near future in collaboration with
relevant government and Wa region counterparts.

Quality of Voluntary Health Workers

A representative from CSO Network
from Ayeyarwady commended the
work WBG is carrying out. He raised
his concern about the quality of
services delivered by voluntary
healthcare workers at community
level and that these trained
volunteers end up as quacks.

To improve health status of the people, Government would
not be able to do it all by itself and everyone in the
community have to contribute in any way they can. Hence,
the contribution from civil societies and volunteers are
critical to achieve the better health status of the population
and intended goals laid out in the National Health Plan (NHP)
of Myanmar and Myanmar Sustainable Development Plan
(MSDP). In fact, Myanmar has a successful history of using
community volunteers to combat malaria.

However, it is not uncommon that a few among the trained
health volunteers might turn to informal practice and act
beyond their role and expertise/competency. Thatis why it
is essential to closely supervise and coach them after they
are trained. The one-time training alone is insufficient. In
this AF project, the issue has been considered and will be
addressed by using ICT tools and telehealth to monitor,
supervise and coach the community-based health volunteers
to ensure the delivery of quality healthcare services within
the remit of their role and competency. All the civil societies
and community-based groups are invited to help support
these volunteers and give feedbacks on the implementation
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of these activities on the ground through the various
feedback channels and coordination/review meetings at the
townships and state/region level.

Selection Process of Townships for
Infrastructure Development

A member of parliament from
Ayeyarwady region asked for further
clarification on how the townships are
preliminarily selected for the AF
project. She raised a concern that
prioritizing the townships with
existing human resources may leave
out the most disadvantaged
townships (i.e. townships with no
human resources and no
infrastructure).

Myanmar still has significant gap in basic health
infrastructure throughout the country and according to
MOHS estimates about USS 600M is required to meet the
supply side readiness for the delivery of basic essential
package of health services. The AF project’s contribution of
USS 65M for infrastructure improvement is not possible to
cover all the needs for the basic health infrastructure in the
whole country. Hence, the data-driven selection process
was agreed to by MOHS and WB to select project townships.
The selection was a lengthy and consultative process and
took about 8 months for both MOHS and WBG to come up
with the preliminary list of townships for AF project. In the
selection of townships for basic infrastructure under the
component 1, all 330 townships were first ranked according
to a composite index of welfare needs - measured by the
multi-dimensional disadvantage index (MDI), infrastructure
need, and implementation capacity measured by sanctioned
human resources (HR) capacity. From the list of townships
ranked by the composite index, 19 townships (the number
that could be covered with the available resource envelope
of US$65 million, based on the township-wise cost estimates
from NHP) were identified by including the topmost
townships. Townships under prolonged active conflict were
omitted, as were the townships numbering less than three
within a Region/State (clustering the townships would
enhance operational feasibility and better oversight and
monitoring). As a result, 19 townships (7 in Ayeyarwady and
12 in Shan State) are identified for the basic health
infrastructure development under the component 1 of AF
project.

The selection does not exclude locations where some of the
sanctioned human resources (posts) are vacant at present,
as the MOHS can take action on its own to fill the vacant
posts. However, in locations where there hasn’t been a
sanctioned post or organizational structure, it will take at
least between 2-3 years to get the post/structure proposed
and get sanctioned by the government. This will leave very
little time for project implementation and would not be the
most efficient use of the project resources under component
1. However, under component 2, AF will support
community-based health workers and midwives to be able
to do more outreach health services within the community.

Request for Financial Assistance from
WB to civil societies and timely

WBG is formed by the governments of the countries in the
world. WB financing is provided directly to the country’s
government as concessional loans for development projects
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release of the information on WBG
project

A representative from civil society
asked if WBG has any plan to assist
civil societies financially under the AF
project, and requests for timely
sharing of project information during
the implementation stage.

and said government has to take on the legal responsibility
for the loan repayment and service charges etc. WBG does
not usually give financing directly to INGOs and civil
societies. However, in some countries depending on their
context, their government (e.g., Ministry of Health) would
contract INGOs or CSOs for delivery of specific health
services for specific populations or groups. In Myanmar, that
practice has not yet been observed so far in health sector.
Even though the WB/WB project does not finance directly
the CSOs, AF project will support the coordination
mechanism at both township and state/regional level to
promote participation of CSOs in the project and encourage
collaboration and partnership among the different key
stakeholders.

WBG maintains open communication to public about all its
projects in Myanmar. Particularly for the AF project, all the
draft project documents, including safeguards instruments,
are disclosed and made available at MOHS website. All the
project safeguards related information, including the
presentations used in these public consultations, were
shared at least two weeks in advance via email attachments
to the participants. Project-specific Facebook page as
recommended will be established for information sharing
once the project is finalized and approved by the
government of Myanmar and the WB Board.

Conveying the voices of the CSOs
from the public consultations to the
decision/policy makers at the union
MOHS level

A civil society representative
requested to WB that the inputs and
comments made by CSOs at the public
consultations — not only on the
project but also on the broader health
issues and relationship/
communication between CSOs and
public health sector — should be
conveyed to the policy makers at the
union level.

WB and MOHS joint team will be reporting back on the
inputs and recommendations from the public consultations
to the union level MOHS by sharing the minutes of the public
consultations to the MOHS AF focal team and the senior
management.
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Photos of Public Consultations

|

ancing for
'roject

1:8éq|c73:390:

0éean:cs:Q

onsultatios tional Financing for
Health Services Access Project
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U Hla Moe Aung, Chief Minister,
Ayeyarwady Regional Government
delivering opening speech

Dr. Than Tun Aung, Deputy Director
General and Regional Health Director
giving welcome remarks

Participants — regional government and
civil society organizations at the public
consultation in Pathein

Dr. G Seng Taung, Director of Planning
from union level Ministry of Health and
Sports responding to a question in Pathein
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Dr. Myo Tun, Social Minister, Shan State
Government delivering an opening speech
at public consultation in Taunggyi

Dr. Thuzar Chit Tin, Deputy Director
General and State Health Director giving
welcome remarks in Taunggyi

Participants from state government and civil
society and ethnic organizations at public
consultations in Taunggyi

A civil society participant in Pathein




