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Approximately 3000 children under five years of age die every day in 
the Western Pacific Region from common preventable and treatable 
conditions including diarrhoea, pneumonia and perinatal events. Many 
of these deaths are associated with undernutrition. Vaccine preventable 
diseases and injuries further contribute to this high number of childhood 
deaths.  

The Millennium Development Goal 4 of the United Nations Millennium 
Declaration calls for a reduction by two thirds, between 1990 and 2015, 
of the under-five mortality rate.  An analysis of the progress in the Region 
shows that the achievement of the goal will prove challenging for many 
countries if mortality reduction continues to stagnate and preventable 
and treatable causes of childhood mortality persist.

The WHO/UNICEF Regional Child Survival Strategy outlines a unified 
direction to accelerate and sustain action towards achieving the national 
targets for Millennium Development Goal 4, and to reduce inequities in 
child survival, particularly in areas of greatest need. The strategy was 
endorsed by the WHO Regional Committee for the Western Pacific at 
its fifty-sixth session in September 2005.

The Strategy focuses on the implementation of an Essential Package 
for Child Survival composed of seven intervention areas: (1) skilled 
attendance during p r e g n a n c y,  d e l i v e r y  a n d  t h e  i m m e d i a t e 
postpar tum period;  (2)  care of  the newborn; (3) breastfeeding and 
complement ar y  fe e ding;  (4)  micronutr ient  supplement at ion; 
(5) immunization of children and mothers; (6) integrated management 
of sick children; and (7) the use of insecticide-treated bednets in areas 
where malaria is a problem. At the heart of the Strategy are 10 core child 
survival indicators for the monitoring of progress towards universal 
coverage of the different intervention areas.  

T h e  We s te r n  Pa c i f i c  R e g i o n  i s  a  ve r y  d i ve r s e  a r e a .  T h e r e f o r e , 
the successful implementation of child survival actions at the country 
level must first take into account the local child health situation and 
health system capacity. The child survival country profiles have been 
developed with support from WHO in collaboration with the respective 
Ministries of Health. Each profile includes information on the progress 
towards implementation of Millennium Development Goal 4, the current 
status of the evidence-based interventions that affect the survival of 
children, related policies and strategies, child health financing, and 
coordination mechanisms.

This compilation should be useful in further analysing and designing 
country-specif ic plans of action, coordinating activities with key 
stakeholders, and tracking progress towards the universal coverage of 
essential child survival interventions. These profiles reflect the current 
picture of child survival. Once new data become available, and further 
progress in child survival intervention coverage is noted, these profiles 
may need to be updated.

Preface
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Cambodia has a population of 13.09 million,1  with 11.1%, or 1.45 million 
children under five years of age (sex ratio 1:1).  The birth registration 
rate was 66.4% in 2005.2 Adult literacy stands at 73.6%: 64.1% for 
females and 84.7% for males.3  Other key background information 
relevant to child survival is summarized in Table 1. 

Source:  Country Health Information Profiles WHO, 2006 unless specifically referenced.

Table 1: Country background statistics

After decades of war and civil strife, Cambodia is developing 
economically and socially but remains one of the poorest countries
in Asia. The latest socio-economic household survey in 2004 found
that 35% of Cambodians live below the national poverty line, compared 
to 47% in 1993/94 surveys.7 Even the poor have experienced an 
improvement in living standards but inequity is significantly increasing 
in health and education.  Poverty in Cambodia predominantly affects 
rural households and is associated with landlessness, remoteness from 
markets and services, lack of productive assets, low levels of education 
and high dependency ratios. Poor people are more vulnerable to ill 
health and high out-of-pocket health payments are a major cause of 
debt and loss of land.8

1. Basic data and background

Population (million) [Total] 13.09 (2004 )
Life expectancy
at birth (years)4 

Birth registration2                                                                    66.4% (2005)

Total fertility rate2

[0-4 years] 11.1% 1.45 (2004 )

[Male]            58.57 (2006)

[5-14 years] 27.5% 3.60 (2004)
[Female]        64.85 (2006)

[15-19 years] 11.7% 1.53 (2004)
Annual population growth 
rate 1.81% (2004) 3.4(2005)

Under-five mortality rate 2
(per 1 000 live births) 83  (2005) 

Percentage of population
served with safe water1 

[Total] 44% (2004)
[Urban] 72% (2004)
[Rural] 40% (2004)

Infant mortality rate 2
(per 1 000 live births) 66 (2005) 

Percentage of population
with adequate sanitary
facilities    

[Total] 21% (2000)
[Urban] 60% (2000)
[Rural] 14% (2000)

Maternal mortality rate 2
(per 100 000 live births) 472 (2005) GDP per capita

(USD)5 
 

419 (2006)

Human Development
Index and Rank6  

0.583 
(2006)

129 
(2006)
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Population-based data on early childhood mortality rates are collected 
through large-scale surveys. The latest most reliable source with 
a nationally representative sample is the Report of Cambodia 
Demographic and Health Survey (CDHS) 2005.2  Based on the trends 
identified in the Inter-Censal Population Survey in 2004 and CDHS 
2005, Cambodia showed a substantial decline in early child mortality 
rates since 2000 (see Table 2). 

Table 2: Early childhood mortality rates expressed per 1000 live births, 2000 and 2005

Source: Cambodia Demographic and Health Survey 2000, 2005.

2. Mortality data

Year
Neonatal
mortality
(NM)  

Post-
neonatal
mortality
(PNM)  

Infant
mortality

Child
mortality

Under-five
mortality 

2000 37 58 95 33 124

2005 28 37 66 19 83

2005
(% of U5M) 34% 46% 80% 23%

2005
(% of Infant 
mortality)

42% 56%
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Figures 1 and 2 show the regional variations in under-five and infant 
mortality rates.2 The highest rates were found in the remote and 
scarcely populated provinces of the North-East, and  in the densely 
populated agricultural provinces of the central plains.

Figure 1: Under-five mortality rates per 1000 live births, by province

Figure 2: Infant mortality rates per 1000 live births, by province

Source: Cambodia Demographic and Health Survey 2005.

Source: Cambodia Demographic and Health Survey 2005.

2.1. Geographical variation in child mortality
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Table 3: Early childhood mortality rates (per 1000 live births)

Source: Cambodia Demographic and Health Survey 2005.

Provinces
(Clusters)

Neonatal 
mortality

(0-28 days)

Post-
neonatal 
mortality
(1-11 mo)

Infant 
mortality
(<12 mo)

Child 
mortality

(12-59 
mo)

Under-five 
mortality
(< 60 mo)

Kampong Cham 35 60 94 18 111

Battambang/Krong 
Pailin 29 68 97 21 116

Kandal 30 55 85 18 101

Prey Veng 52 69 121 25 143

Kampong Chhnang 36 51 87 15 101

Takeo 52 43 96 7 102

Kampot/Krong Kep/ 
Krong Preah Sihanouk 37 30 67 17 83

Pursat 27 59 86 21 106

Banteay Meanchey 34 42 76 22 96

Kampong Speu 41 66 107 17 122

Siem Reap/
Odar Meanchey 34 33 67 29 94

Preah Vihear/ 
Stung Treng 34 77 111 39 146

Kratie 37 47 84 34 116

Svay Rieng 29 64 92 20 110

Mondul Kiri/ 
Ratanak Kiri 56 65 122 50 165

Kampong Thom 38 49 87 20 106

Phnom Penh 24 18 42 10 52

Koh Kong 37 50 88 18 104

National 28 37 66 19 83
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Population-based data on causes of death are not available.
The National Health Statistics of the Ministry of Health provides data 
for public health facilities. WHO has provided estimates applicable to 
high child mortality countries in the Western Pacific Region, as shown 
in Figures 3a and 3b.  According  to these estimates, the leading
direct causes of early childhood deaths are acute respiratory infections 
(mainly pneumonia), diarrhoeal diseases and neonatal conditions.   
Malaria, dengue fever and HIV/AIDS do not result in a considerable 
burden of child mortality. Figure 3c shows the causes of under-five 
mortality at hospital level.

Figure 3: Causes of under-five and neonatal mortality in Cambodia

Source: Annual estimated proportion of deaths by cause for children, 2000. World Health Organization. 
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2.2. Cause-specific mortality
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Source: National Health Statistics, 2006.
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Estimates of possible cause-specific mortality from verbal autopsy 
data from the CDHS 2005 show congruence with the WHO estimates, 
that respiratory infection remains the leading cause of death amongst 
post-neonatal infants and young children (30%), followed by diarrhoea 
(27%), dengue hemorrhagic fever (11%),  severe acute undernutrition 
(7.5%) and measles (6.5%). Although the under-five and infant mortality 
rates have decreased significantly, the neonatal mortality rate has only 
slightly decreased. Twenty-five percent of these neonates are of low 
birth weight and about 20% had a difficult delivery. A quarter had a 
history of poor feeding after initially feeding well, indicating possible 
sepsis, with 7% also having convulsions indicating neonatal tetanus. 
Greater efforts to focus on reducing neonatal deaths need to be taken. 
National data from the CDHS reveal that 80% of under-five deaths  occur 
in the first year of life, 46% during the post-neonatal period and 34% 
during the neonatal period.

  The chances of child survival depend on whether a child comes from 
a poor or better-off household, the level of mother’s education and 
residency in an urban or rural area (see Figures 4a and 4b). The CDHS 
2005 shows that the mortality rate gap between the rich and poor has 
widened in the last five years ( see Figure 4c).

Figure 4a: Early childhood mortality in rural and urban areas

Source: Cambodia Demographic and Health Survey 2005.

2.3. Demographic and socioeconomic determinants of
       child mortality
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Figure 4b: Early childhood mortality by family income and mother’s education

Source: Cambodia Demographic and Health Survey 2005.

Figure 4c: Early childhood mortality by health quintiles, 2000 and 2005

Source: Cambodia Demographic and Health Survey, 2000, 2005.
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From 1990 to 2003, there was limited reduction in child mortality  as 
summarized in the Benchmark Report,10  which came to the following 
conclusions:

•	 After a steep decline in the 1980s in early childhood mortality 
rates, this trend has slowed down considerably in the 1990s

            (see Figure 5). Two-thirds of childhood deaths occur in
  the    post-neonatal period, with some indication of an increased 

mortality rate in this age group.

•	 By 2000, there had been little progress in the major risk factors 
for child mortality.  High undernutrition rates prevailed, access 
to and utilization of health services lingered at low levels, as did 
access to safe drinking water and sanitation. Low female literacy 
rate persisted.

However, by 2005, there were significant reductions in child mortality 
rates (see Figure 5).

Figure 5: Trends in early childhood mortality rates 2

0

50

100

150

200

250

300

19
76

-198
0

19
81

-198
5

19
86

-199
0

19
91

-199
5

19
96

-200
0

20
01

-200
5

Years

R
at

e 
pe

r 1
00

,0
00

Neonatal mortality

Postneonatal mortality

Infant mortality

Child mortality

Under-five mortality

National target IMR
2000
National target U5MR
2000

Final Cambodia.indd   8 10/12/2007   11:18:06 AM



9

Child Survival Profile: Cambodia

Indicator 2000 (CDHS) 2005 (CDHS) Target for 2015

Under-five mortality rate
(per 1000 live births) 124 83 65

Infant mortality rate
(per 1000 live births) 95 66 50

Proportion of one-year-old children 
immunized against measles 41% 70% 90%

In 2003, the Government issued the Cambodia Millennium                                              
Development Goals Report, outlining the country-specific Cambodia 
Millennium Development Goals (CMDGs) to be reached by 2015.11  
Key targets of the CMDGs include reduction of the under-five and 
infant mortality rates. Following the country’s commitment to 
the Millennium Development Goals (MDGs), the Government and 
development partners are harmonizing their planning and 
programming around the CMDGs, which form the bases of 
the National Strategic Development Plan 2006-2010.12

Table 4. Progress towards achieving MDG 4

The CDHS 2005 indicates that Cambodia is now back on track to 
achieving the CMDGs. The Ministry of Health has made maternal and 
child health a top priority for the coming years in order to achieve 
these targets.

In mid-2004, responding to the slow progress towards MDG 4, 
the Child Survival Partnership High Level Consultation on Millennium 
Development Goal 4 “Reducing Child Mortality in Cambodia”, was 
convened in Phnom Penh. Prior to this, successful national programmes 
aimed at delivering health interventions to reduce child mortality had 
included the National Immunization Programme, which made possible 
poliomyelitis elimination and the considerable drop in measles 
cases starting in 2000; the National Vitamin A Programme which 
increased vitamin A supplementation coverage; the National Dengue 
Programme which had reduced hospital mortality through improved 
case management; and the programme for the control of HIV/AIDS, 
which had been expanded. These programmes had four elements of 
success: clear targets, strong commitment from the Government and 

3. Progress towards achieving MDG 4
3.1. Summary of progress

3.2. Interventions

Final Cambodia.indd   9 10/12/2007   11:18:08 AM
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Figure 6: Disparities in health service delivery and nutrition indicators by wealth ranking
(Note: trained personnel include doctors, nurses and midwives)

Source: Cambodia Demographic and Health Survey 2005.

To reduce child mortality in Cambodia, the Child Survival 
Partnership High Level Consultation on Millennium Development 
Goal 4 and the subsequent National Child Survival Conference and 
nongovernmental organization consultation workshop, endorsed  
selected high-impact child survival interventions summarized in 
the Cambodia Child Survival Score Card, together with clear targets 
for 2007 and updated targets for 2010 (see Table 5).

donors, clear definitions of responsibilities, and sufficient funding. 
Coverage of  preventive measures such as vitamin A supplementation 
and deworming have increased. However, health interventions 
addressing the main killers of children: pneumonia, diarrhoea, neonatal 
causes and undernutrition were not given sufficient attention or 
resources, particularly in rural and remote areas.

By 2005, the health sector reform process showed some progress in 
effectively delivering the minimum and comprehensive packages 
of activities which included preventive and curative interventions. 
However, access was not entirely equitable across different wealth 
quintiles (see Figure 6).
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Table 5. The Cambodia child survival score card

1   NOTE: These targets were set for the 2003-2007 Health Sector Strategic Plan.
2   9% is the national average; in the provinces with high malaria transmission (Koh Kong, Kratie,  Mondul Kiri, Preah Vihear,   Ratana Kiri and Stung 
Traeng) insecticide-treated net coverage ranged from 3 to 38%.
3   4.2% is the national average; in the provinces with high malaria transmission – Preah Vihear/Stoung Treng, Mondul Kiri/Ratana Kiri,Odar Meanchey, 
Kratie, Koh Kong – the use varied from 11-37%.
4  Given the increasing contribution of dengue fever to under-five mortality in Cambodia the Child Survival Steering Committee has decided to 
include vector control in the Scorecard; vector control for Aedes aegypti is the most important public health intervention to prevent dengue fever. 
The indicator used is the Breteau Index defined as: number of positive breeding sites per 100 houses (%) surveyed. Effective vector control is 
achieved when there are less than 10 breeding sites per 100 houses surveyed (<10%).
5  48% represent a proportion of children under 5 with signs of ARI (cough and fast breathing) taken to a health facility or provider.
6  In Preah Vihear/Stoung Treng, Mondul Kiri/Ratana Kiri, Odar Meanchey, Kratie, Koh Kong – the proportion of children who received anti-malarial 
treatment varied from 0.3-3.3%. 

Intervention
                          Target

CDHS
2000

CDHS
2005 20071 2010 Universal

Coverage
Early initiation of
breastfeeding 11% 35% 35% 60% 99%

Exclusive
breastfeeding 11% 60% 25% 80% 90%

Complementary
feeding 71% 82% 95% 95% 99%

Vitamin A 29% 35% 80% 85% 99%

Measles vaccine 55% 77% 80% 92% 99%

Tetanus toxoid 30% 54% 70% 80% 99%

Insecticide treated
nets (ITNs)

9%
(3-38%)2

4.2%
(11-37%)

3 80% 80% 99%

Vector control
(Aedes aegypti)4

181
Sites -

-

<10 
Sites

<10
Sites

<10
Sites

Oral rehydration
therapy (ORT) 74% 58% 80% 85% 99%

Antibiotic for
pneumonia 35% 48%5 50% 75% 99%

Malaria treatment (0.3-3.3%)
6 85% 95% 99%

Skilled birth
attendance 32% 44% 60% 70% 99%
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Eleven of the 23 child survival interventions that have been identified as 
most cost-effective and evidence-based13 are included in the Cambodia 
Child Survival Score Card.   Some interventions, including access to safe 
water, sanitation and hygiene, are subsumed under broader strategic 
approaches.  Other interventions, such as antibiotics for dysentery, 
zinc treatment for diarrhoea, vitamin A treatment for measles and 
severe undernutrition, and newborn health interventions, except 
antenatal steroids, are included in either Integrated Management 
of Childhood Illness (IMCI) or Safe Motherhood assessment and 
management protocols. In addition, dengue prevention (by vector 
control) is also included in the Cambodia score card interventions as 
dengue haemorrhagic fever is rapidly becoming a large contributor 
to child mortality in Cambodia. However, there are a few interventions 
that have been excluded for the time being, for reasons that will be 
discussed briefly below:

•	 	Zinc supplementation – Zinc tablets are now on the essential drug 
 list for treatment of diarrhoea (10 -day course) but there is  no current 

recommendation for daily zinc supplementation in Cambodia.

•				Hib vaccine, Rotavirus vaccine, Pneumococcal conjugate vaccine 
– These vaccines are not included in current immunization

      guidelines in Cambodia.
•	   Japanese Encephalitis vaccine - A disease burden surveillance       

study is ongoing.

•	 	Antimalarial intermittent preventive treatment in pregnancy 
– This is currently being reviewed for areas with high malaria 
prevalence.

•				Antenatal steroids – This is relevant only for hospital deliveries.
•		 	Antiretroviral treatment and replacement feeding in the HIV 

context– Preventive treatment with zidovudine or zidovudine and 
nevirapine is currently recommended for HIV-positive mothers. 
Replacement feeding is not provided and hence not generally 
recommended. Mothers are encouraged to make informed choices 
on infant feeding after counseling.  Replacement feeding is only 
recommended if it is acceptable, feasible, affordable, sustainable 
and safe.14 

Progress towards targets is being monitored through joint annual 
performance reviews of the health sector using the score card 
indicators, which are collected regularly through national health 
statistics and surveys.  Despite a generally positive tendency, overall 

3.3. Monitoring progress towards targets

Final Cambodia.indd   12 10/12/2007   11:18:13 AM
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progress has been uneven, with those interventions more dependent 
on curative services and functional health facilities lagging behind. 
Ongoing monitoring for national health statistics needs to be 
strengthened at provincial, operational district and health centre 
levels. Some interventions will require population-based surveys for 
monitoring (e.g. rate of exclusive breastfeeding). These surveys may 
also be useful to get a more complete picture of intervention coverage  
as the national health statistics may not cover the private sector. 

T h e  m ain  d e l i ve r y  s t r ate gi e s  f o r  a chi ev in g  u ni ve r s a l 
coverage of the selected essential child survival interventions 
include integrated outreach, the health centre-based delivery 
o f  t h e  m i n i m u m  p a c k a g e  o f  a c t i v i t i e s  ( M PA ) ,  a n d  
the comprehensive package of activities (CPA) for referral hospitals. 
There are also other delivery strategies for the same interventions 
that are not currently applied to their full potential or address specific 
circumstances only. These include social marketing of ORS and early 
differential diagnosis and treatment of malaria, acute respiratory 
infections and childhood diarrhoea in remote communities by village 
malaria workers. The responsibility for reaching universal coverage is 
shared between vertical programmes and local health authorities, as 
illustrated in the matrix (see Figure 7). The matrix is also a useful tool 
to monitor progress towards universal coverage of all essential child 
survival interventions.

3.4. Health care delivery strategies

Figure 7. Child survival implementation matrix

Note: Dengue larva control: Sites per 100 households.
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Responsible Programmes
National Nutrition Programme � � � �
National Immunization Programme � � �
National Malaria Centre � � �

National MCH Centre � � � �

Communicable Disease Control
Department (IMCI) � � � � � � � � �

National Centre for Health Promotion � � � � � � � � � � � � � �

Main delivery points
Community � � � � � � �
Outreach � � � � � � � � � �

Health centres � � � � � � � � � � � �

Referral hospitals � � � � � � � � � � � �

Private sector � � � � � � �

Mass media � � � � � � � � � � � �
Implementation units
Provincial health departments � � � � � � � � � � � � � � �

Operational health districts � � � � � � � � � � � � � � �

Health centre catchment areas � � � � � � � � � � � � � � �

National coverage (2005) [%] 60 82 35 54 77 20 181 46 58 48 44 35

� Main activity / responsibility

� Secondary activity / responsibility
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In the 1990s, the Government introduced health system reforms to 
improve and extend primary health care through the implementation 
of a district health system focusing on the distribution of facilities in 
accordance with a health coverage plan and the allocation of financial 
resources to provinces.  Operational districts are composed of 100 000 
to 200 000 people, with a referral hospital providing a comprehensive 
package of activities  and health centres delivering primary health 
care to a target population of 10 000 through a minimum package 
of activities.

There are a number of legal provisions, policies and strategies that 
relate directly to child survival. These are summarized in Table 6.

Table 6. Legislation, policies and strategies related to child survival

4.  Health system

4.1. Policies, strategies and legislation

Description

Constitution

Topic

Commitment to United
Nations Human Rights
Conventions

Right to life and protection

Right to health care

Content

Legislation

“The Kingdom of Cambodia shall recognise and respect 
human rights as stipulated in the United Nations Charter, 
the Universal Declaration of Human Rights, the covenants 
and conventions related to human rights, women's and 
children's rights“ (Article 31)

“The State shall protect the rights of children, as stipulated 
in the Convention on Children, in particular, the right to 
life...[and]... protect children from acts that are injurious to 
their education opportunities, health and welfare."
(Article 48)

"The health of the people shall be guaranteed. The State 
shall give full consideration to disease prevention and 
medical treatment. Poor citizens shall receive free medical 
consultation in public hospitals, infirmaries and 
maternities.“ (Article 72)

“The State shall give full consideration to children and 
mothers...” (Article 73)
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Table 6. Legislation, policies and strategies related to child survival (Continued)

Description

Labour Act of 1992

Topic Content

Prevention of mother-to-child transmission of HIV

Policies and strategies

Joint Circular for the Implementation of the sub-decree 2006-2007

Health protection for children (below 18 yrs) working 
in factories

Protection from harmful marketing practices

Legal basis for charging patients fees for services 
provided by public facilities

Managerial guidelines for district managers

Policy statement for vitamin A capsule supplementation for 
children aged 6-59 months and women with eight weeks 
postpartum, together with implementation guidelines

Official feeding recommendations for children aged
0-24 months

Clinical case management guidelines for sick children 
for the minimum package of activities, with feeding 
recommendations

Clinical treatment guidelines recommending 
artemisinine-based combination therapy

Includes maternal and newborn health, adolescent 
reproductive and sexual health, S T I / H I V / A I D S,
birth spacing and gender equality

Outlines the approach to reducing child mortality in 
Cambodia and achieving the Cambodia Millennium 
Development Goal 4

Child labour
(up to 18 years)

Marketing of breast-milk 
substitutes

Health Financing Charter 
(1996)

Sub-decree on Marketing 
of Products for Infant and 
Young Child Feeding 
(2005)

Functioning of operational 
health districts

Guidelines for 
Developing Operational 
Districts [1997]

Vitamin A supplementationNational Vitamin A 
Policy Guidelines [2000] 

Updated in 2001, 2007

National Policy on Infant 
and Young Child Feeding 
[2000]

IMCI Case Management 
Guidelines and Feeding 
Recommendations           
defining the minimum 
package of activities 
(MPA 10) [2002]

Updated in 2006

Integrated case 
management of the sick 
child

National Treatment 
Guidelines for Malaria 
[2004]

Prevention of 
mother-to-child HIV 
transmission

Reproductive health

Malaria treatment

National Policy
Prevention of Mother-Child 
Transmission of HIV [2005]

Strategic Plan for 
Reproductive Health in 
Cambodia [2006-2010]

Cambodia
Child Survival Startegy 
[2006]

Child survival

Cost recovery
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The Health Sector Strategic Plan 2003-2007  lays out seven goals for 
the health system of which four are related to child survival:  reduced 
infant mortality rate,  reduced child mortality rate, improved nutritional 
status among children and women, and  reduced total fertility rate.  
These goals are to be achieved through a focus on key areas of 
health service delivery, behavioural change, quality improvement, 
human resource development, health financing and institutional 
development.15 A new Health Sector Strategic Plan for 2008-2015 is 
being developed with expected emphasis on maternal, newborn and 
child health.

All five priorities set by the Ministry of Health for 2005-2006 at 
the 2005 Ministry of Health Joint Annual Performance Review directly 
address key areas: emergency obstetric care, skilled birth attendance, 
IMCI, birth spacing services, enabling health centres to deliver 
a full minimum package of activities. These were further endorsed 
as top priorities of the Ministry of Health at the 2007 Joint Annual                        
Performance Review together with the full implementation of 
the Child Survival Scorecard Interventions.

The Kingdom of Cambodia assented to the Convention on the Rights 
of the Child (CRC) on 15 October 1992.

The health sector reform process also included substantial work 
on rebuilding human resources for health. In 1996, the Ministry 
of Health produced its first Work Force Development Plan (WFDP) 
for 1996-2005 and currently a new plan for 2006-2015 is under 
development . The WFDP 1996-2005 identified the main categories 
of health personnel employed in government health services, set out 
the cadre of health workers and the training requirement for each 
cadre, and predicted training and recruitment needs for the future                             
(see Table 7).

Table 7. Human resources for health by main categories in the public health sector (excluding armed forces)

4.2. Human resources

Category

Nursing personnel

Primary nurses

Secondary nurses

Numbers

7901

(3335)

(4566)

Description

Primary nurse training has ceased.

There is a two-year post graduate anaesthesia nurse
training programme.

There are two categories of nurses, secondary and primary.
Secondary nurses train for three years, primary for one
year.

The Nursing Education Programme is now a three-year
diploma course and includes basic midwifery and training.
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Table 7. Human resources for health by main categories in the public health sector (excluding armed forces) (Continued)

Category

Midwives

Primary midwives

Secondary midwives

Medical assistants

Medical doctors

Medical specialists

Dental health personnel

Dentists

Dental assistants

Numbers

2850

(1076)

(1774)

1317

2079

242

(137)

Primary dentists (22)

(83)

Description

The current midwifery training has changed to 
a four-year training programme that includes 
the three-year nursing diploma and one year of 
post-basic specialist training in advanced midwifery 
and child health. Previously there were programmes 
for primary midwives (one-year course) and 
secondary midwives (three-year course), with direct 
registration after school.

A one-year direct entry midwifery course was restarted 
in the North East region.

Medical assistants undertook a five-year pre-service 
education at the Faculty of Medicine. This course was last 
offered in 1994.

Medical doctors undertake a seven-year pre-service 
education at the Faculty of Medicine and one year of 
supervised public service in the health sector to become 
fully qualified.

In1997, three-year specialist-training programmes in 
internal medicine, surgery, paediatrics, obstetrics and 
gynaecology and pathology were introduced. Ten  
paediatricians were trained. The WFDP identified 
the need for a minimum of 30 paediatric specialists for 
a population of 10 million.

Dental personnel include dentists, dental assistants and 
dental nurses. Dental nurses provide chairside assistance 
only.

Dentists undertake a seven-year education at the Faculty 
of Medicine.

Dental assistants’ training stopped in 1994. Dental 
assistants undertake a five-year education and dental 
nurses a six-month training course.
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Table 7. Human resources for health by main categories in the public health sector (excluding armed forces) (Continued)

Table 8. Changes in the nursing / midwifery workforce 1996 - 2005

Source: National Health Statistics 2005.

Between 1996 and 2003, the ratio of secondary to primary nurses 
and midwives changed and there were some improvements in 
the distribution of staff (see Figure 8). The number of secondary nurses 
and midwives employed in areas outside Phnom Penh increased and 
the number employed in Phnom Penh decreased (see Table 8).

Category

Pharmacy personnel

Pharmacists

Pharmacy assistants

Others

Informal health care providers

Numbers

557

(377)

(143)

not available

not available

Description

A doctor in pharmacy is required to complete at least four 
years of postgraduate training and a pharmacist five 
years of training at the School of Pharmacy in the Faculty 
of Medicine.

Pharmacist assistant training stopped in1994. Pharmacy 
assistants completed a four-year course.

Other cadres of health staff include primary and secondary 
laboratory technicians with training lasting three years and 
one year, respectively, physiotherapists (three years of 
training), health agents (who trained for one year during 
the Khmer Rouge period on environmental health issues).

A number of informal health care providers have been 
involved in promoting health, but also in the provision of 
certain services and commodities. These include traditional 
birth attendants, community health volunteers, drugsellers, 
community-based distributors of contraceptives, and village 
malaria workers. No standardized training exists for these 
categories and none of these approaches are implemented 
nationwide. A large number of informal short training courses 
exist.

Pharmacy personnel include doctors involved in pharmacy, 
pharmacists and pharmacy assistants.

Phnom Penh
Rest of Cambodia
Total

Secondary
nurse

1357
2622
3979

1114
3452
4566

1278
3266
4544

Primary
nurse

Secondary
nurse

Primary
nurse

Secondary
nurse

Primary
nurse

Secondary
midwife midwife

Primary

337
4093
4430

140
3195
3335

250
3174
3424

Nurses

1996 20052003 1996

267
1507
1774

419
1287
1706

52
1463
1515

10
1066
1076

372
1445
1817

42
1061
1103

2003 2005

Midwives

Secondary Primary Secondary Primary
midwife midwife midwife midwife
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The termination of primary-nurse and all direct-entry midwifery      
training has resulted in a 10% decrease in the number of midwives 
and a 5% decrease in the number of nurses in the Ministry of Health 
workforce since 1996. In 2005, there were 224 health centres without 
a midwife at all. While there has been an increase in the intake of 
nursing and post-graduate midwifery courses, the output is still short 
of the required staff numbers needed to provide safe coverage in 
public health facilities.16

Figure 8: Growth of health workforce in Cambodia, 1996 - 2005

To date, the overall ratio of Ministry of Health physicians (comprised of 
medical doctors and medical assistants) to population is approximately 
1:5200. The ratio of nurses is 1:2616 and midwives 1:6229.  There is 
a marked disparity between Ministry of Health workers in Phnom Penh and 
the rest of Cambodia.  Phnom Penh has 9.3% of the population and 25.1% 
of all Ministry staff.  The north-east provinces have 3.7% of the population 
and 5.6% of the Ministry of Health staff, and the rest of Cambodia has 87% 
of the population and 69.4% of the Ministry staff.

There have been difficulties in posting staff to rural areas for economic 
and social reasons, resulting in mal-distribution of the workforce. 
The concentration of specialists in Phnom Penh especially in national 
hospitals and Ministry of Health Central Office obscures the real 
shortages in the provinces.  Only 51% of doctors, 54% of pharmacists, 
57% of physiotherapists, and 57% of x-ray specialists are distributed 
in the 24 provinces.16  Some effort has been made to realistically assess                  
recruitment needs, target priority cadres (midwives) for recruitment 
and appoint staff to vacant posts, but more work is needed to ensure 
that personnel actually work in the posts to which they are assigned.

The Benchmark Report10 concluded that, in order to improve child 
survival, human resources have to be able to deliver the essential 
interventions in a more efficient and skilful manner. To improve 

 

0

1,000

2,000

3,000

4,000

5,000

1996     1997    1998    1999     2000     2001    2002     2003     2004     2005

Medical Doctor
Medical Assistant
Secondary Nurse
Primary Nurse
Secondary Midwife
Primary Midwife
Others NH/NT

Final Cambodia.indd   19 10/12/2007   11:18:27 AM



20

Child Survival Profile: Cambodia

A priority plan for training was developed in 2000, based on the agreed 
need to upgrade the knowledge and skills of the existing workforce. 
Priority for training was given to upgrading the skills of current               
Ministry of Health staff through in-service training using modules on 
the MPA and CPA service packages. MPA/CPA modules are currently 
being updated. The  Midwifery Review (2006) highlighted the need for 
strengthening  pre-service training of midwives for both knowledge 
and skills.17

In 2004, 43% of health centres were with staff without updated 
midwifery skills. To overcome this shortage, a one-year midwifery 
training programme was reintroduced in the north-east provinces in 
2003. By 2005, there was improvement with only 24% of health centres 
having staff without updated midwifery skills, although the Midwifery 
Review indicated that their skills were still inadequate. 17

Figure 9: Coverage of child health survival packages

the delivery of maternal and newborn care interventions, as well 
as curative and nutrition interventions, it is necessary to fulfill 
the following three pre-conditions: health centres must have staff with 
updated midwifery skills, IMCI should be implemented, and the key 
nutrition interventions included in the minimum package of activities 
should be delivered. Since 2000, considerable progress has been made 
towards fulfilling these three pre-conditions. Efforts to train and deploy 
trained midwives to all health centres have been going on for some 
time, while IMCI implementation at the district level only started in 
2001, and training of health centre staff in the nutrition component 
of the minimum package of activities (MPA 10) only began in 2004 
(see Figure 9).
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In most training programmes, the clinical experience for trainees 
is inadequate. A formal process for the recognition of training 
hospitals is now being established. There are no systems in 
place to ensure the quality of graduates through registration or 
licensing. The advent of a number of private training institutes 
in the past few years makes the introduction of some form of 
quality assurance for health-worker training imperative. 

Besides qualifications, skills and deployment problems across 
the country, the main human resource challenge remains to 
be the persistently low salaries in the public health system, 
resulting in low staff motivation, absenteeism and widespread 
‘under-the-table’ payments. Although different remedial or 
coping mechanisms, including contracting out of services, user 
fees, granting of per diems for specific activities and provision 
of training have been used as incentives, a comprehensive and 
sustainable solution to the problem is still lacking. 

Collection of evidence and information for policy decisions and 
planning remains a challenge. Vital registration is not yet reliable. 
The national health information system only covers public health 
facilities, representing only a small share of all health services 
provided in the country. The quality of data is still to be improved. 
Information from private providers has been collected only recently 
for a very limited range of health topics and with limited coverage. 
Large-scale population-based surveys (e.g. Cambodia Demographic 
and Health Survey; Cambodia Inter-Censal Population Survey; 
Cambodia Socio-Economic Survey) collecting health indicators are 
carried out every three to five years, not always with comparable 
methodologies and indicators. Smaller scale population-based 
surveys, often carried out by NGOs, are not systematically compiled 
and also follow variable methodologies. In particular, information 
on causes of death and epidemiology is lacking. The most reliable 
sources of information on the child survival score card indicators are 
the Demographic and Health Surveys and a very limited number of 
other surveys. Information on financial resource allocation is also 
patchy and incomplete.

Government health expenditure has been increasing.  In 1999, 
the total recurrent government expenditure on health was 
US$ 2.85 per capita; in 2005, it was US$ 4 per capita.  Overall 

4.3. Collection of evidence and information for
       policy-making and planning

4.4. Child health financing
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health sector f inancing in Cambodia absorbs 12% –13% of 
GDP, which is the highest among developing countries in Asia.  
Its three main financing sources are private, mainly out-of-pocket 
payments, donors and government revenues. An estimated 70% 
is from out-of-pocket payments, representing approximately 
US$ 24.00 per capita. Overall, however, health care costs have 
dropped considerably in both the private and public sectors in 
the last five years as evidenced by data from the CDHS 2005. 
Although government health expenditure has been increasing 
in recent years, donors are paying approximately two-thirds of 
the public budget for health. 

In 2003, donor funding for the health sector amounted to US$ 90 million, 
compared with an allocated government budget of 173 billion Riel
(US$ 43.3 million) and only 167 billion Riel (US$ 41.8 million) disbursed.18 
This illustrates the importance of external funding for the health sector 
in Cambodia. External funding sources include United Nations agencies 
(20%); development banks (Asian Development Bank and World Bank)
(6%); global initiatives, such as the Global Fund to Fight HIV/AIDS, 
Tuberculosis and Malaria (GFATM) (8%) and the Global Alliance for 
Vaccines and Immunization (GAVI) (1%); and bilateral (53%) and regional 
organizations such as the European Union (5%). The United States 
Agency for International Development (USAID) is by far the largest 
single external contributor to the health sector in Cambodia (32%)19  

(See Figure 10).

Figure 10: Coverage of child health survival packages
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One quarter of all funds from external financing sources support 
the Maternal and Child Health (MCH), Safe Motherhood, Reproductive 
Health and Family Planning programmes (US$ 19.6 million). In 
comparison, US$ 29.3 million (35%) of donor funding is allocated to 
HIV/AIDS, and US$ 11.1 million (13%) to tuberculosis, malaria and 
dengue control programmes. Two-thirds of the MCH funds are for 
maternal and child health (US$ 13.3 million), including immunizations 
(US$ 1.7 million), and one-third for reproductive health, safe 
motherhood and family planning (US$ 6.3 million).18

As malaria and, to a lesser extent, HIV/AIDS affect children under five, 
funds devoted to those disease-specific control programmes also 
benefit child health, but it is not known to what extent the activities 
of the programmes benefit children under five years and at what cost. 
In general, the two diseases represent a minor contribution to child 
mortality. In addition, funds for health service delivery for children 
covered by Ministry of Health institutions outside programme budgets 
cannot be traced. In 2004, government funding for health was around 
US$ 56 million, but disbursement was low at 66% for recurrent costs 
and 49% for priority action programmes at district level. With 
the support of health development partners, the Ministry of Health 
is delivering a number of preventive child survival interventions 
to the population free of charge in outreach activities, including 
immunizations, the distribution of vitamin A capsules twice a year, 
and insecticide-treated bednets and their re-impregnation. 

A Child Survival Costings Study20  has been completed costing 11 of 
the 12 scorecard interventions with exception of skilled birth attendance 
which will be costed at a later date. 

Table 9: Summary of scorecard intervention total commodity and program costs

Scorecard Interventions 2007 2008 2009 2010 Total 2007-10
Early initiation of breastfeeding 366,996 375,432 430,533 475,318 1,648,279
Exclusive breastfeeding 315,996 323,412 377,472 421,196 1,438,076
Complementary feeding 468,996 479,472 536,653 538,561 2,068,682
Vitamin A 1,538,133 1,587,611 1,651,816 1,727,444 6,505,004
Measles vaccine 2,980,337 1,801,723 1,813,421 1,771,458 8,366,939
Tetanus toxoid 2,882,390 2,663,185 2,669,287 2,529,534 10,744,396
Insecticide-treated nets (ITNs) 4,025,827 3,093,096 3,434,354 2,412,977 12,966,254
Malaria treatment 496,862 391,213 495,255 365,600 1,748,930
Dengue vector control 2,716,810 3,440,851 3,719,994 3,246,099 13,123,754
Oral rehydration theraphy (ORT) 2,914,834 3,141,545 3,594,266 3,923,760 13,574,405
Antibiotic for pneumonia 2,219,466 2,368,731 2,822,140 3,122,678 10,533,015
Skilled birth attendance n/a n/a n/a n/a n/a
TOTAL 20,926,647 19,666,271 21,545,191 20,579,625 82,717,734
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The costs do not include Ministry of Health staff and operating costs at 
the service delivery level or management level.  Also some scorecard 
interventions include general activities for which the Reproductive 
Health Programme is responsible and these have not been costed.  
Covered in the study are the costs of implementing all the activities 
required under the interventions, and not the incremental costs of 
additional activities. The costs are spread fairly evenly over the four 
years from 2007 to 2010.

Curative care is provided by health centres while referral care is 
provided by national hospitals and  by a large number of private 
providers. Up to 80% of health care expenditures comes from 
private sources, mainly out-of-pocket expenditure on curative care. 
The Health Financing Charter, established in 1996, allows public 
health facilities to charge patients for the services they provide.  

The user-fee system provides income for the facilities, including 
some incentives for under paid health professionals. In 2004, user 
fees generated an income of US$ 6 million for the health sector, 
representing 4% of total health funding from all sources. Moreover, 
user fees may have improved the financial access of the population 
to the public health system, as they substantially reduce the unofficial 
fees charged to patients at the time of care. The user-fee system 
is complemented by exemption from fees for the most vulnerable 
members of the population. User fees are affordable at the health 
centre level and health centre staff are apparently more eager to 
grant exemptions to poor patients.21 However, the cost of transport 
to public facilities remains an access barrier, particularly for the poor 
and populations living in remote or difficult-to-access areas. 

At the hospital level, fees are higher and exemptions are not 
granted to all potential beneficiaries. The financial burden of 
transport, food and lodging is even higher. As a result, health 
expenditure for inpatient care represents a considerable financial 
risk for vulnerable populations. Catastrophic expenses for hospital 
care can tip families into extreme poverty.  

For this reason, equity funds have been piloted in several 
operational districts since 2000.  Equity funds identify poor 
households in the community, pay hospitals for the inpatient 
health care services provided to beneficiaries and reimburse 
the beneficiaries directly for additional costs such as transport 
and food. Equity funds cover all registered family members. 
Today, about twenty equity fund pilot projects exist. 
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In addition to equity funds, several community-based health 
insurance pilot projects have been initiated, also aimed at preventing 
households falling into extreme poverty. They target the near-poor 
population who can afford to pay a modest monthly premium in 
exchange of free health care at the time of delivery. Unlike equity 
funds, the community-based health insurance package includes 
primary as well as referral care. No information is available on  
the expenses for maternal and child health services covered by 
the initiatives. 

The financial mechanisms described above aim to strengthen public 
health service delivery. However, the majority of the population seek 
health care in the private sector, mainly from unlicensed practitioners 
and drug sellers.2  There is consistent evidence from anecdotal and 
qualitative research that, not only the choice of health care provider, 
but also the treatment sought by caretakers is often ill-informed. 
The private health care sector in Cambodia is still largely unregulated, 
and existing regulations are hardly enforced. No financial mechanism 
addresses the burden of health care costs in the sector, except a 
negligibly small private health insurance market for the better off.  
It is expected that strengthening public health service delivery, 
including aspects of financial access, will improve the confidence 
of patients in the public system and encourage them to modify 
their health-seeking behaviour. Social marketing approaches have 
been used to target the private sector to address mother and child 
health. Relevant to child survival are contraceptives, clean birth kits, 
artemisinine-based combination treatment for malaria (Malarine®, 
although this is not aimed at children under five), and ORS. A pilot study 
for the social marketing of a diarrhoea kit containing low osmolarity 
ORS and zinc tablets is under way. There is no information available on 
how many subsidies have gone into such programmes or how much 
the general public has spent on the commodities. 

Charitable organizations play a significant role in financing health care 
for children, particularly hospital care. There are four NGO-run paediatric 
hospitals concentrated in the two major cities of Phnom Penh 
and Siem Reap. They provide free inpatient and outpatient health care 
services to children up to 15 years of age. The Kantha Bopha Hospital 
Foundation runs three of the paediatric hospitals. The NGO’s own 
resources, i.e. those not provided by bilateral or other public sources, 
represent 7% of all external resources for the health sector.18 
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At national level, the newly established Child Survival Steering 
Committee, Management Committee and Executive Secretariat 
are responsible for the coordination of child survival activities. 
The members include programme managers from Communicable 
Disease Control, IMCI, National Immunization Programme, National 
Nutrition Programme, National Programme for Reproductive Health, 
National Centre for Health Promotion. Control of Diarrhoeal Disease/
Acute Respiratory Illness, Dengue, Malaria and key partners. 
The National Maternal and Child Health Centre is also responsible 
for the coordination and implementation of both Safe Motherhood 
and other programmes related to child survival. There are programme 
managers for the Safe Motherhood, Immunization, Nutrition and 
Control of Diarrhoeal Diseases, Acute Respiratory llnesses and Cholera 
programmes. 

Additionally, at the Ministry of Health level, several departments and 
programmes are related to child health interventions. These include: 
the Department for Communicable Disease Control, which hosts 
the Child Survival Executive Secretariat and the IMCI secretariat; 
the Department of Preventive Medicine; and the following national 
centres and programmes:  the National Maternal and Child Health 
Centre (control of diarrhoeal disease, acute respiratory disease, 
immunization, nutrition, reproductive health programmes); 
the National Centre for Parasitology, Entomology and Malaria Control 
(programmes for control of malaria, dengue and intestinal parasites); 
and the National Centre for Health Promotion. The main clinical 
institutions at national level include the National Paediatric Hospital 
and the Kantha Bopha Foundation hospitals.

Coordination with partners is assured through the Technical Working 
Group for Health and its sub-committees, such as the MCH Coordination 
Sub-Committee and the Immunization Coordination Sub-Committee. 
The Child Survival Steering Committee will assist in this task related 
to child survival. For IMCI, the following coordination and managerial 
structures exist: an Advisory Committee, a Working Group with three 
sub-groups, and the IMCI secretariat. There are also specialized technical 
working groups dealing with micronutrients, infant and young child 
feeding, and immunizations.

The main issues related to the coordination and implementation of child 
health and nutrition programming include split responsibilities between 
many units, however, the Child Survival Management Committee is 
taking a strong role in encouraging technical coordination between 

5. Collaboration and coordination
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departments and programmes, and improving lines of communication 
between the central-level Ministry of Health and the peripheral health 
authorities. At provincial and district levels the responsibilities for child 
health and nutrition will be coordinated through the newly designated 
Provincial Child Survival Management Committees.

Except for some national programmes, including the National 
Immunization and Nutrition programmes, and the national centres, 
budget allocations cannot be attributed specifically to child health, 
however annual operational plans of national programmes and 
provincial health departments should include budget line items 
for the 12 scorecard interventions which are already part of health 
services.

The Cambodian National Council for Children (CNCC) also has 
some mandate for child survival, however the involvement of 
this high-level body in health is limited, and its focus has been 
largely on other issues related to the Convention on the Rights of 
the Child (CRC). In addition,  the Ministry of Health’s involvement 
with the Council has also been limited. In 2003, the Technical 
Sub-Committee on Early Childhood Development was established 
with a mandate to coordinate and monitor the progress of 
interventions related to early childhood development. It also 
covers areas directly related to child survival, as listed in this 
report. Yet, the role of both the CNCC and the Sub-Committee 
is purely consultative, with no authority over any ministerial 
department and programme.

Other inter-ministerial bodies that have mandates related to 
the intervention areas covered in this report include: (1) the National 
Council for Nutrition, including the National Sub-Committee for 
the Control of Iodine Deficiency Disorders; (2) the Primary Health Care 
Inter- Ministerial Committee and Working Group; (3) the School Health 
Task  Force of  the M inistr y  of  Educat ion,  Youth and Spor ts 
and the Ministry of Health; and (4) the IMCI Working Group, which 
also includes representatives of the Ministry of Rural Development, 
the Ministry of Education, Youth and Sports, and the Ministry of 
Women’s and Veteran’s Affairs. The mandates of these bodies often 
overlap and are not clearly delineated. They have proven to be useful 
for advocacy at higher political levels and for developing cross-sectoral 
policies and strategies, but they have had mixed results with regard to 
implementation and  evaluating progress. 

The formation of a strong central-level structure for child survival  is now 
in place. The new structure facilitates the coordination of all partners 
working on child survival in Cambodia.
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