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MAKING MULTISECTORAL COLLABORATION WORK

IDPoor: a poverty identification programme that 
enables collaboration across sectors for maternal 
and child health in Cambodia
Mary White Kaba and colleagues describe how Cambodia’s national poverty identification 
system, IDPoor, has provided a nexus for different sectors’ contributions to maternal and child 
health among the poor

Cambodia has made impressive 
progress in reducing poverty 
and improving maternal and 
child health (MCH), being one 
of the few countries to have 

achieved its Millennium Development Goal 
4 and 5 targets.1 National health indicators 
show improvements in access to reproduc-
tive, maternal, and child health services, 
but also decreasing equity gaps between 
different wealth quintiles, as demonstrated 
by national demographic and health sur-
veys between 2000 and 2014.2 Underlying 
this progress has been the commitment by 
both the Royal Government of Cambodia 
(RGC) and development partners to focus 

attention on the poorest to improve equity 
(supplement 1).

A variety of governmental and non-
governmental programmes aim to support 
the poorest to access social assistance 
interventions in health and other sectors—
with a frequent focus on women and 
children. Such beneficiaries are identified 
by a nationwide programme, implemented 
by the Ministry of Planning (MoP): 
the Identification of Poor Households 
Programme (IDPoor). IDPoor serves as 
a social registry of poor and vulnerable 
households, a component towards a 
comprehensive social protection system.

As an increasing number of low and 
middle income countries (LMICs) institute 
information systems for social protection, 
we analyse Cambodia’s IDPoor system as 
a case study to identify the opportunities 
and challenges it presents for cross sectoral 
action in support of MCH. We examine how 
IDPoor has contributed to collaboration 
across sectors benefiting women and 
children, before assessing how the use of 
IDPoor data may have supported improved 
equity in MCH in Cambodia.

This case study was developed in 
response to a global call for proposals by 
the Partnership for Maternal, Newborn, 
and Child Health, with the objective of 
identifying success factors of multisectoral 
collaboration for women’s, children’s, and 
adolescent health. Methods used in this 
case study included a review of literature 
and of available data, interviews with key 
informants to inform a working report, 
and a multi-stakeholder workshop to 
review the findings of the working report 
(supplement 2).

Poverty identification in IDPoor
Poverty levels in Cambodia have decreased 
substantially—from 47.8% of the popula-
tion in 2007 to 13.5% in 2015.3 Never-
theless, a large proportion of non-poor 
households sit just above the national pov-

erty threshold and are vulnerable to falling 
back into poverty.4

The relation between poverty and poor 
health is well established. In poverty 
reduction, the targeting of services to 
those most in need is a common approach, 
including as a strategy within universal 
policies.5 Even though targeting is generally 
exposed to trade-off compromises between 
accuracy and workability, many countries 
have opted to prioritise access to health 
and social services for the poorest on the 
grounds of both efficiency and equity. 
To guide targeted delivery of services, at 
least 30 LMICs have developed some type 
of social protection information system, 
mostly social registries. In principle these 
also create the potential to align different 
social assistance programmes.6 Given the 
proliferation of such schemes and the 
importance of promoting MCH through 
sectors such as health and education,7 
we seek to document what integration 
across sectors can be achieved through an 
example of a social registry in a LMIC.

IDPoor is central to the RGC’s efforts to 
promote equity, with a mandate to identify 
the poor for targeting by health and social 
programmes across multiple sectors.8 
Since 2011, Cambodia’s Sub-Decree 291 
has made it mandatory for all programmes 
targeting the poor to use IDPoor data for 
analysis, planning, and implementation.

IDPoor’s origin is  l inked to the 
introduction of the national Health 
Equity Fund (HEF). After government 
health facilities introduced user fees 
in 1996, HEF grew out of the need to 
reduce financial access barriers for poor 
people in a standardised way. Health 
facilities faced the challenge of assessing 
poor patients’ claims for fee exemptions 
without a systematic process, making 
it vulnerable to inconsistencies and 
with limited effectiveness in protecting 
poor Cambodians.9 At the same time, 
the social assistance landscape in 

Key messages

•   IDPoor, Cambodia’s nationwide, com-
munity based poverty identification 
system, is a social registry that is 
evolving to become an important 
building block in Cambodia’s com-
prehensive National Social Protection 
Policy Framework and efforts towards 
universal health coverage

•   IDPoor reduces fragmentation of 
development efforts through shared 
data that enable different sectors to 
channel complementary support to 
the same poor households, which are 
given equity cards

•   All development programmes are 
obliged by law to identify their tar-
get group using IDPoor data, many 
of them directly or indirectly support-
ing improved MCH, while partners 
can input to the IDPoor mechanism, 
which is adaptive to sectors’ needs 
and demands

•   IDPoor’s contribution to improving 
equity in MCH is mediated through 
social assistance programmes, includ-
ing the nationwide Health Equity 
Fund.
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Cambodia was fragmented, with different 
programmes operating across sectors, 
each implementing its own poverty 
targeting mechanism.10 In response, in 
2005 the MoP, together with development 
partners, began formulating a national, 
cross sectoral poverty identification 
mechanism, which could serve multiple 
social assistance programmes. Active 
involvement of relevant ministries 
at national and sub-national level, 
communal structures, non-governmental 
organisations, and development partners 
helped to build a consensus on the 
national guidelines and contributed to 
wide acceptance of IDPoor.

To identify households affected by 
multidimensional poverty,  IDPoor 
combines proxy means testing, whereby 
poverty identification is done on the basis 
of observable household characteristics 
and assets (supplement 3), and community 
based targeting, applying an iterative, 
participatory consultation process to 
ensure community consensus on who 
is poor (fig 1). Safeguards are in place 
to ensure an open process acceptable 
to both communities and development 
programmes ( box 1).  Households 
confirmed as poor are given an equity card, 
which gives access to support from a variety 
of sectors, including healthcare in public 
facilities, covered by HEF.

Launched in 2007, poverty identification 
is carried out in a third of Cambodia’s 
provinces each year, thereby covering 
each village once every three years. IDPoor 
initially focused on rural areas, where 
80% of Cambodia’s population—and 90% 
of those below the poverty line —live, but 
since 2016 the programme has broadened 
to include urban areas. The community 
based process makes systematic, 
nationwide poverty identification 
affordable and sustainable for the RGC. 
Though initially funded by donors, the 
IDPoor programme in rural areas has 
transitioned to entirely domestic funding 
and management by the RGC.

The IDPoor database provides poverty 
data for the entire country through the 
IDPoor Information System, allowing 
registered users—governmental and 
non-governmental organisations and 
programmes providing social services 
for the poor—to access a set of standard 
reports online or, upon request, in the form 
of books or DVDs. Different levels of data 
access exist, and sensitive data are only 
available to those programmes that have 
undergone a special registration process.

IDPoor’s contribution to collaboration between 
sectors
The number of organisations using IDPoor 
data to channel their support to poor 

families tripled between 2012 and 2015, 
from 42 to 136. This represents 62% of all 
development programmes assessed in a 
2015 study.13 These programmes had on 
average 800 000 beneficiaries, although 
the degree of geographical and beneficiary 
coverage varied substantially. Among those 
using IDPoor data, 94% considered it an 
important tool. Most used these data for 
targeting individual households (84%) or 
for geographical targeting based on poverty 
levels (64%). Some 37 programmes explic-
itly sought to reach women and children. 
These came from a range of sectors—includ-
ing education (35%), agriculture and rural 
development (24%), human rights (19%), 
and health (14%)—and provided different 
services to beneficiaries such as training 
(78%), livelihood development (30%), and 
food assistance (19%).13

Programmes that use IDPoor data 
and specifically tackle the health and 
wellbeing of women and children include 
both those that implement sector specific 
interventions and others that apply a 
multi-sectoral approach, bringing together 
interventions from different sectors. 
These programmes encompass a range 
of activities, including cash transfers, 
scholarships, food, or capacity building 
(table 1 and supplement 4).

By using IDPoor data, programmes 
from different sectors reach the same 
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Fig 1 | The IDPoor process10

 on 21 N
ovem

ber 2023 at Johns H
opkins U

niversity. P
rotected by copyright.

http://w
w

w
.bm

j.com
/

B
M

J: first published as 10.1136/bm
j.k4698 on 7 D

ecem
ber 2018. D

ow
nloaded from

 

http://www.bmj.com/


MAKING MULTISECTORAL COLLABORATION WORK

the bmj | BMJ 2018;363:k4698 | doi: 10.1136/bmj.k4698� 3

identified set of beneficiaries. This allows 
for complementarity and greater alignment 
of efforts, even without active coordination 
among actors. Most programmes use 
IDPoor data because they fit their needs 
(69%), are legally required (21%), or are 
free (16%).13

These points were corroborated at 
a multi-stakeholder review meeting 
(supplement 2), where participants 
described IDPoor as an important basis for 
the interventions of both governmental and 
non-governmental organisations. There 
was particular appreciation that IDPoor 
removes the burden on programmes to set 
up their own targeting systems. A problem 
raised was the limited feedback from 
programmes to IDPoor on how they use the 
data, as well as limited exchange between 
data user programmes targeting the poor. 
This presents a challenge for more effective 
collaboration as well as for monitoring the 
use of IDPoor data, and raised the question 
of the extent to which IDPoor should 
assume a stronger coordination function 
to guide productive synergies between 
programmes across sectors.

Additional multisectoral interaction 
relates to the development and refinement 

of the IDPoor tools and methodologies. 
A mechanism of regular consultation 
between MoP and the Ministries of Health, 
Education, Interior, and Social Affairs 
as well as development partners has 
been integral to IDPoor processes since 
the start.10 Urban IDPoor, for instance, 
originated from the desire of development 
programmes to expand IDPoor to 
urban areas, and also to include further 
indicators tackling vulnerabilities such as 
disability, chronic illness, debt, and low 
levels of education. In 2018, responding 
to partners’ concerns that IDPoor’s three 
year poverty identification cycle missed 
important demographic or socioeconomic 
changes occurring in the interval, the MoP 
started a new community based pilot, 
“On-Demand IDPoor,” as a standardised 
option to register new households and 
household members in between the 
regular three year poverty identification 
rounds. This demand for more up-to-date 
poverty and demographic data—such as 
new household members, households 
that slip below the poverty line, or work 
related migration—was particularly strong 
on the part of MCH programmes, whose 
priority groups of pregnant women and 

children under 2 years old change from 
month to month. Both the Urban and 
the On-Demand IDPoor processes are 
examples of how IDPoor has adjusted its 
mechanisms over the past few years to 
make poverty data more responsive to the 
needs of different sectoral programmes. A 
permanent IDPoor Improvement Working 
Group was instituted in 2018 to advise 
IDPoor on enhancing its processes and 
contributing to the implementation of the 
national social protection framework, and 
is expected to intensify cooperation among 
social assistance programmes.

IDPoor’s contribution to equity in MCH
IDPoor data from the 2015-17 cycle show 
that more than one quarter of the 2.2 mil-
lion people in its database are women 
of reproductive age (15 to 49 years) and 
another 30% are children under 15. Thus, 
over 50% of IDPoor household members 
are potential users of MCH programmes.18 
IDPoor itself creates opportunities for 
access, mostly through distributing equity 
cards, but also by partners’ use of IDPoor 
data for planning service delivery. The 
actual contribution of IDPoor to equity in 
MCH will depend on the effectiveness of 
the programmes that are implemented by 
organisations using its data.

While we have documented the 
utilisation of IDPoor data for the targeting 
and implementation of programmes 
across multiple sectors, the programme 
has not yet advanced to a stage where it 
systematically captures data on the supply 
and uptake of such services. For this 
reason, it is not possible to analyse data on 
actual, concurrent, or subsequent uptake 
of such services by equity card holders. 
We can, however, examine the success 
of single programmes backed by IDPoor 
data in achieving greater use of services 
supporting MCH. For example, access 
to antenatal care, delivery, and family 
planning services is provided without 
charge at point of delivery to equity card 
holders through HEF, the single largest 
programme backed by IDPoor data (box 2). 
The contribution of HEF to reducing out-of-
pocket expenditures for health services has 
also been documented.19 20

HEF (and indirectly IDPoor) may enable 
access to MCH services for poor women 
and children that they would otherwise 
be unable to afford. Overall, existing 
published evidence on whether HEF 
increases general uptake of public health 
services among entitled poor people 
remains mixed.19 24 25

Box 1: Functioning and safeguards of the IDPoor process
In each round of IDPoor, an estimated 35 000 people are actively involved.

Villagers select representative groups who conduct household interviews using a 
standardised questionnaire, and present draft lists of poor households to the community 
for feedback and validation. To ensure an open process, the draft and final lists of poor 
households must be publicly displayed, allowing for community validation of identified 
beneficiaries.

Local non-governmental organisations are invited to participate in the process to ensure 
inclusion of specific vulnerable groups. Throughout the process, the MoP provides training, 
monitors implementation, and gives ongoing technical support. Once a community has ratified 
a household’s poverty status, IDPoor gives an equity card to the household indicating its status 
(“1” for extremely poor and “2” for moderately poor).

Any poverty targeting methodology is a compromise, weighing level of accuracy against 
available resources and other considerations.11 IDPoor’s hybrid poverty identification 
methodology aims to combine the advantages of both proxy means testing and community 
based targeting, helping to ensure acceptance through the involvement of the community, 
together with use of consistent criteria in order to reduce the risk of bias.10

Poverty identification is commonly affected, to a certain degree, by exclusion (non-included 
poor households) or inclusion errors (included non-poor households). Although it is difficult 
to quantify such errors, a World Bank assessment determined that, on average, surveyed 
households rated the accuracy and implementation of the IDPoor process as high.12 A 
systematic assessment by IDPoor of its own procedures and whether their implementation may 
introduce errors is under way from September 2018.

Although it cannot be ruled out that the possession of an equity card can lead to 
stigmatisation of poor households, no evidence could be found to support this assumption in 
Cambodia. Rather, it appears that villagers are usually aware of the socioeconomic situation of 
their community, which is a central premise of the IDPoor process and its reliance on villagers 
to identify those who are living in poverty.
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We analysed data from Cambodia’s 
Health Management Information System 
between 2014 and 2017 to assess how 
well potential access to MCH services has 
translated into actual use by equity card 
holders.

A simple analysis revealed that use 
of MCH services among HEF supported 
patients has steadily risen between 2014 
and 2017, at both health centre and referral 
hospital level (figs 2 and 3). The number 
of HEF covered deliveries, for example, 
doubled in this period, from 4013 to 7401 
at referral hospital level, and from 7893 
to 16 237 in health centres. Uptake of 
antenatal services among HEF supported 
patients in health centres has also grown 
substantially during this period, from 
22 699 to 94 653 consultations. Similarly, 
HEF patients’ use of birth spacing services 
in health centres almost quadrupled to 
over 80 000 consultations. At referral 
hospital level in 2017, 34% of all paediatric 
consultations were covered by HEF. These 
increases in MCH service utilisation among 
equity card holders occurred in a context 
of decreasing poverty (supplement 1) and 

increasing healthcare use in the general 
population, which is reflected in a sharp 
increase in self paying clients and a 
relatively smaller share of HEF users among 
all patients.

Overall, these trends suggest that 
decreased out-of-pocket expenditures for 
equity card holders may have contributed 
to improved socioeconomic equity for these 
poor mothers and children. This is likely 
related to the combined effects of policies, 
programmes, and interventions that 
have made possible Cambodia’s progress 
towards equitable access for poor women 
and children to MCH services (supplement 
1). The effects of HEF as enabled by IDPoor 
may have worked in concert with factors 
such as the extension of HEF to health 
centres, quality improvement measures, 
and growing awareness of equity card 
entitlements.

HEF provides an example of how the link 
between IDPoor and a specific development 
programme may contribute to actual 
uptake beyond the theoretical access 
created through equity cards. However, the 
alleviation of financial barriers alone does 

not translate into uptake. While the public 
sector provides the vast majority of MCH 
services, there is evidence that the private 
sector is often consulted for primary care, 
including by equity card holders.26 Non-
financial factors affecting uptake include 
distance to a public facility, perceived 
problems with quality of government 
health services, socio-cultural preferences 
such as first recourse to self medication, 
private or traditional providers, and 
limited awareness of HEF entitlements and 
benefits.27 These factors have implications 
for what poverty identification can deliver, 
alongside service expansion, raising 
awareness about entitlements, or other 
measures to improve acceptance, such as 
the improvement of service quality.

Other IDPoor data users can build on 
these findings. In some instances, IDPoor 
data may provide further opportunities to 
tackle these problems, such as by informing 
geographical targeting. With regard to 
other programmes, IDPoor could provide a 
nexus for intensified collaboration among 
programmes targeting the poor (to further 
improve cross-referrals of identified poor 

Table 1 | Selected social assistance programmes using IDPoor 14-17

Programme Sector Type of intervention Eligibility Coverage Agency
Health Equity Fund 
(ongoing)

Health Provides health services free at 
point of delivery, transportation 
to health facilities, food during 
treatment at hospital

IDPoor 1 and 2 households Nationwide (all provinces) Ministry of Health, multiple 
international donors

Vouchers for reproductive 
healthcare services 
(2011-17)

Health Provided vouchers for essential 
healthcare related to pregnancy, 
birth, and family planning

Vouchers were distributed to 
IDPoor cardholders (IDPoor 1 and 
2 households)

Three provinces Ministry of Health, KfW 
Development Bank

Cash transfer for poor 
families with pregnant 
mothers or children under 
five years (2015 −16)

Health, nutrition Unconditional and conditional 
cash transfers to increase the use 
of essential health and ANC or 
PNC services

Pregnant women and children 
under 5 (IDPoor 1 and 2 
households)

1500 households in two 
provinces

World Bank, National Committee 
for Sub National Democratic 
Development Secretariat

NOURISH mother and 
child nutrition cash 
transfer incentive for 
health service utilisation 
(2014-19)

Health, nutrition, 
water and 
sanitation, 
agriculture

Provides conditional cash 
transfers to stimulate use 
of specific nutrition and 
reproductive health services; and 
vouchers for WASH and nutrition 
products

Pregnant women and children 
under 2 (IDPoor 1 and 2 
households and an additional 
process to consider further poor 
households not included in 
IDPoor)

565 villages of the 20 poorest 
districts in three provinces 
(selection based on a poverty rate 
of 30% or higher using IDPoor 
data)

Save the Children; district, 
municipality, and commune 
authorities

Cash transfer pilot project 
for pregnant women and 
children in Cambodia 
(2015-17)

Health, nutrition Unconditional and conditional 
cash transfers to increase the use 
of essential health and ANC/PNC 
services

Pregnant women and children 
under 5 (IDPoor 1 and 2 
households)

57 villages in eight communes in 
one province

UNICEF; Council for Agricultural 
and Rural Development

Multi-sectoral Food 
Security and Nutrition 
(MUSEFO) (2015-20)

Health, nutrition, 
agriculture

Provides training sessions to 
farmers and families to grow a 
more diverse range of crops and 
improve their access to healthy 
foods

People vulnerable to food 
insecurity (including IDPoor 2 
cardholders)

180 villages in two provinces 
(with families engaged in 
agricultural activities with more 
than 10% IDPoor 2 households)

GIZ; Council for Agricultural and 
Rural Development; provincial 
authorities

Primary school 
scholarships (2011-18)

Nutrition, 
education

Provides take home rations 
and cash transfer scholarships 
($60 per year) to primary school 
children and their families

IDPoor 1 and 2 (students in 
grades 4-6 in schools in rural or 
remote areas)

Six provinces Ministry of Education, Youth, and 
Sport; World Food Programme

Nutrition for Under-2s 
and Mothers Project 
(2015-19)

Health, nutrition Awareness and nutrition 
rehabilitation sessions

Families with children under 2 
(IDPoor 1 and 2 households and 
an additional process to consider 
further poor households not 
included in IDPoor)

3800 households in one province Adventist Development and Relief 
Agency Cambodia

ANC/PNC: antenatal care, postnatal care.
WASH: water, sanitation, and hygiene.
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people between services, or joint awareness 
raising on new benefits for identified 
beneficiaries, for example).

Lessons learnt
Many factors have contributed to IDPoor’s 
role in supporting collaboration of both 
governmental and non-governmental pro-
grammes across sectors in ways that benefit 
poor women and children. A number of les-
sons can be drawn.

Firstly, contributions to improved MCH 
can be achieved without needing to be 
explicitly coordinated at the start of a 
programme. IDPoor has no MCH targets 
of its own, but nonetheless can contribute 
to improved outcomes by allowing other 
sectors, which do support mothers and 

children, to use its shared poverty data. 
Key factors enabling this process include 
the quality and credibility of data, as 
well as decisive government leadership. 
As Cambodia moves towards integration 
of all social assistance programmes 
under its national social protection 
strategy, IDPoor’s role could be further 
strengthened by setting up a common 
monitoring framework for data users, as 
suggested at the multi-stakeholder review 
meeting. Incorporating regular reporting 
on standard indicators to clarify the impact 
and contribution of each sector, including 
health, would reinforce IDPoor as an active 
facilitator of interventions across sectors 
targeting poor women and children, among 
other vulnerable groups.

Secondly, our analysis supports the 
notion that cross cutting institutions are 
well placed to promote collaboration 
across sectors.13 The central and “sector 
neutral” role of MoP in Cambodia for 
IDPoor is linked to its mandate to provide 
demographic and other statistical data to 
development programmes. From this point 
of view, it can be argued that ministries of 
planning assume essential coordinating 
and administrative functions, which are 
qualitatively different from the functions 
of technical line ministries that oversee 
service delivery, and are thus often better 
able to engage with a variety of sectors and 
stakeholders.

Thirdly, we suggest that a shared target 
group and shared data can catalyse 
collaboration across sectors. IDPoor 
focuses the action of partners from different 
sectors on a common target group, the poor, 
including the goal of increasing access to 
MCH services to reduce disparities. For 
MCH actors in particular, the evolution of 
IDPoor towards a social protection system 
is an opportunity to harness the potential of 
data to reduce fragmentation and improve 
collaboration, such as in joint efforts of 
awareness raising about the services to 
which the equity card gives access.

Fourthly, the impact of interventions 
that require the input of multiple sectors 
needs to be assessed using a systems lens. 
The success of IDPoor in facilitating access 
of the poor to health and social services 
cannot be evaluated in isolation from the 

Box 2: Health Equity Fund
Cambodia’s national health and social protection strategies explicitly aim for universal health coverage, and the consolidation of the Health 
Equity Fund (HEF) is a key element of improving financial access to healthcare for the poorest part of the population.21

HEF depends directly on IDPoor to identify its beneficiaries: all equity card holders are entitled to healthcare services without charge at point 
of delivery in public facilities. The Ministry of Health (MoH) regularly obtains IDPoor data and updates its HEF patient registry, which allows 
health facilities to verify eligible patients. To handle non-cardholding patients claiming poverty, a “post-identification” process can be carried 
out at health facilities, resulting in a temporary healthcare access card valid for one year. This temporary card accounts for about 5% of all HEF 
beneficiaries. MoH can recommend such families to MoP for inclusion in the IDPoor identification process. Initially limited to referral hospitals, 
HEF coverage has been extended to health centres and, since 2015, includes all government health facilities in Cambodia.

HEF is a demand side financing mechanism to cover user fee exemptions for the identified poor at government health facilities, and directly 
reimburses these facilities for the services provided. HEF covers user fees of poor patients for all services at all levels of health facilities, including 
a minimum service package at health centre level, comprising basic treatment and preventive care, maternal healthcare, and newborn delivery; 
and a complementary package at referral hospital level to tackle more complex health problems, including surgical care. Poor patients are also 
entitled to non-medical benefits such as reimbursement of transportation costs to and from the referral hospital, food allowances for caretakers of 
patients, and funeral support.22

Based on a patient’s equity card number, in 2011 HEF introduced a Patient Management and Registration System in referral hospitals, which 
enables patient data management and reimbursements to cardholders for costs related to transport and food. HEF pays a standard amount 
(depending on the service provided) to the respective health facility, which then reinvests this amount in service delivery and staff bonuses. In 
2017, over two million health facility visits were covered by HEF at both health centre and referral hospital level.23

As of 2018, the financing of HEF is shared between the Cambodian government and international donors, with a gradual transition towards 
exclusive government funding proposed by 2021.
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realities of the systems providing those 
services. While IDPoor facilitates increased 
formal access to services for the poor in 
programmes such as HEF, there is a need 
to tackle systems factors—both demand 
side and supply side—that influence service 
use that are independent of IDPoor, to 
maximise its impact on health and social 
outcomes.

Fifthly, there are a number of limitations 
and challenges that merit consideration 
and resolution in the development of 
IDPoor. Its three year data collection 
cycle—a compromise between cost 
effectiveness and real time accuracy—has 
been recognised as a crucial source of 
poverty data, but at present does not reflect 
sudden changes in household composition 
or poverty status. These can potentially be 
tackled through the On-Demand IDPoor 
mechanism currently being piloted.

Another limitation is the low availability 
of utilisation data across different sectors, 
which constrains IDPoor’s potential 
for harmonisation, collaboration, and 
alignment among sectors and programmes. 
IDPoor’s data are intentionally easy to 
access by registering on its website or 
through a direct request to MoP, but with 
the drawback that IDPoor does not retain 
full information about who is using its data, 
and for providing which services where.

These lessons and limitations should 
inform future development of IDPoor 
on its way to becoming the core of an 
integrated information system for social 
assistance. Capitalising on data user 
forums and consultation mechanisms 
and strengthening data analysis and 
reporting will be first steps. As the IDPoor 

database evolves, interoperability with 
other providers’ databases will have 
to tackle these shortcomings, while 
ensuring confidentiality of the registered 
households.
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