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SUMMARY 

A short programme review of the newborn and child health programme in Cambodia was 
conducted from 26 to 30 May 2008. The review was national in scope. Activities planned since 
2005 were reviewed. The review was coordinated and managed by the Ministry of Health and 
WHO Cambodia and conducted by a team of 32 participants comprising programme staff from 
central level, provincial level, operational district level and health centres. Assistance was 
provided by four local facilitators and four facilitators from WHO. Representatives from the 
United Nations Children's Fund (UNICEF), United States Agency for International Development 
(USAID), Basic Support for Institutionalizing Child Survival (BASICS), and two WHO country 
offices also attended. 

The objectives of the short programme review were to: 

(1) assess progress toward programme goals and objectives; 

(2) assess how well the programme has implemented activities to deliver child 
health interventions; 

(3) identify the problems the programme has faced and suggest solutions; 

(4) develop recommendations about what the programme needs to do; and 

(5) decide on next steps for incorporating recommendations into the workplan. 

A step-by-step process was used, which included: 

• review of data, programme documents and reports; 
• group discussions to share views and experiences; and 
• individual discussions with participants who have knowledge about the programme. 

Discussions focused on the strengths and weaknesses of the programme and main problem 
areas. A series of recommendations were developed. Next steps were discussed with a group of 
central and provincial Ministry of Health staff, WHO and UNICEF representatives on 30 May. 

averal: neonatal and child mortality rates fell between 1996-2000 and 2001-2005. 
Neonatal mortality shows a slower rate of decline than overall under-5 child mortality. Neonatal 
mortality now represents 34% of all under-5 child mortality. Mortality rates show considerable 
variation between different population subgroups. Nutrition remains an important problem with 
rates of stunting and anaemia in children remaining very high. 

Improvements have been noted in a number of areas, including: neonates protected against 
tetanus at birth; neonates and mothers receiving early postnatal care contacts; initiation of early 
breastfeeding; exclusive breastfeeding to six months; living in households using iodized salt; and 
vaccination coverage. 

Improvements are needed in other areas including: antenatal care (ANC) coverage 
(consideration should be given to making four ANC visits the national standard with the flrst visit 
made as early as possible in pregnancy); skilled attendance at birth (although early initiation of 
breastfeeding has shown some improvement over time, pre-lacteal feeds remain common). In 
addition, data are needed on thermal care and cord care practices; complementary feeding 
practices (the high rates of stunting and anaemia suggest that feeding practices need 
improvement); vitamin A supplementation; care-seeking from an appropriate provider for 
pneumonia (no data were available on whether or not children with suspected pneumonia received 
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an appropriate antimicrobial when they were treated); and treatment of watery diarrhoea with oral 
rehydration therapy (ORT). 

Standards and guidelines for ANC have been developed and are available. All levels of the 
health system provide elements of the ANC package. Essential drugs and equipment for ANC are 
usually available. There is widespread support from donors and nongovernmental organizations 
(NGOs) in selected areas for ANC. All referral-level facilities provide prevention of mother-to
child transmission (PMTCT) services. 

The following issues were identified: 

• ANC standards and guidelines need review and updating. 

• Level of training and awareness of community-based staff and volunteers is variable. 
The quality of ANC counselling provided is highly variable and in some areas may not 
be done routinely. It is more likely to take place in areas with direct NGO support. 
More cmphasis on the need for ANC, particularly early in pregnancy, is needed. 

• Some interventions are not implemented widely. The availability of syphilis screening 
and PMTCT is limited. The syphilis blood test is available only in some operational 
districts and health centres that receive direct NGO support. PMTCT is available only 
in a few lower-level facilities. Screening for malaria in pregnancy with rapid 
diagnostic tests is about to be introduced in malaria-endemic areas. 

• Quality of ANC is uncertain. No data was available on the quality of ANC provided. 
There are anecdotal reports that quality is highly variable, and that in some settings, all 
elements of ANC may not be conducted routinely. 

Standards and guidelines for delivery and immediate newborn care are available. 
Midwifery training includes all key interventions, including immediate newborn care. Allievels 
of the health system provide elements of the delivery care package. Traditional birth attendants 
(TBAs) are recognized as an essential resource in areas with limited access to health facilities or 
midwives. There is support from donors for delivery interventions. 

Issues related to delivery and immediate newborn care include the following: 

• Availability of midwives is limited in many areas. There are inadequate numbers of 
trained midwives available, particularly in rural and remote areas. The production of 
midwives is too limited to satisfy the need in the foreseeable future. In fact, the 
number of graduating midwives may today be below the attrition rate. 

• Some interventions are not implemented widely. The availability of PMTCT is 
limited. Emergency obstetric care and neonatal intensive care are available only in 
provincial referral hospitals. Only seven out of 30 provincial and national referral 
hospitals are accredited as "baby-friendly"; none of the district hospitals is accredited. 
There are concerns that the seven hospitals (National Maternal and Child Health Center 
[NMCHC], Chamkarmon RH, Svaey Reing RH, Stung Treng RH, Kampong Trabak, 
Kampong Speu and Oudar Meanchey RH), which were accredited between 2004 and 
2007, no longer fulfil the baby-friendly hospital initiative (BFHn standards. The 
Baby-friendly Community Initiative (BFCn is available only in some areas (for 
example, those supported by UNICEF, CARE and Reproductive and Child Health 
Alliance [RACHAl). 
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• Quality of delivery and post-delivery care is uncertain. No data was available to 
review the quality of delivery and post-delivery care provided. There are anecdotal 
reports that quality is highly variable, and that in some settings, all elements of 
immediate post-delivery care may not be conducted. TBAs may be less likely to 
practise high-quality care, in particular appropriate feeding practices and referral for 
sick neonates. Ambu-bags for newborn resuscitation are often not available at the time 
of delivery. 

Standards on newborn care have recently been reviewed and updated. A pilot of a new 
postnatal care package will begin later in 2008. Sick newborn management is included in the 
updated Integrated Management of Childhood Illness (IMCI) guidelines so that all health workers 
being trained using updated IMCI materials are trained in the management of sick neonates. 
However, only relatively few health workers have so far been trained using updated IMCI training 
materials. Refresher courses for previously trained health workers are planned. Regarding 
equipment and supplies for referral newborn care, hospitals generally have oxygen, bags and 
masks for newborn resuscitation, and equipment and supplies for management of sick neonateS. 

The following issues were identified: 

• The national policy is for a postnatal care visit before discharge (if the child is born at a 
health facility), at 3-7 days and at six weeks. WHO currently recommends three 
postnatal care visits in the first seven days oflife. 

• It is not clear whether neonatal interventions are reaching mothers and children who 
need them. Population-based data on essential newborn care practices are not available 
in key areas, including: thermal and cord care at delivery, and referral and 
management of sick neonates. A postnatal care in-service training package, including 
health education materials, is currently being piloted by the Ministry of Health, 
USAID/Access, and UNICEF. 

, 
• More data on why newborn deaths occur are needed for routine planning. Data on the 

process leading to newborn deaths, including recognition of illness, delays in 
care-seeking, alternative providers sought, and the quality of referral care, are not 
usually available at the provincial levels and below. The quality of referral care is best 
measured using hospital surveys that include observations of health worker practices. 
Data on the process leading to death is useful for deciding where the programme needs 
to focus in order to reduce deaths. The mortality audit method, which uses a standard 
approach to review deaths between the onset of signs and death, should be considered. 

IMCI guidelines provide the technical standard for child health activities at health centre 
level. Low osmolarity oral rehydration salts (DRS) is on the Essential Drugs List. The 
Government procures only low osmolarity DRS and in sufficient quantities. The use of zinc for 
the treatment of diarrhoea has been adopted nationally and incorporated in the revised IMCI 
guidelines. Community IMCI, which includes a focus on key family practices, is currently being 
reviewed and revised. Health facility surveys before and after IMCI training have shown 
improvements in case management practice, and in health system supports such as provision of 
essential drugs and equipment. The use of data from health facility surveys to track progress has 
been useful for programme planning. 

The following issues were identified: 

• Government procurement of zinc tablets is insufficient for a large-scale introduction. 
There is no local supplier of zinc. Haemophilus injluenzae type B (Hib) vaccine is not 
currently included in immunization guidelines, but the Ministry of Health has 
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announced that the vaccine will be introduced in 2010 with support from the Global 
Alliance for Vaccines and Immunization (GA VI). 

• Coverage data indicate that improvement is needed in key home practices, including 
treatment of pneumonia and diarrhoea, and in feeding practices. Since most deaths are 
concentrated in rural villages that have relatively poor access to health facilities and 
skilled health workers, more emphasis is now needed on improving the prevention and 
management of illness in the home, as well as recognition of the very sick child with 
appropriate care-seeking. Community IMCI has not yet been widely implemented. 

• Access to and availability of health services are problems in rural areas. Geographic 
access is a part of the problem, but there are likely to be other barriers, such as cost of 
services and medicines, and cultural factors that influence home care and care-seeking 
practices. In areas with high mortality, more quantitative data on barriers to using 
services are needed. 

• Linkages between programmes and other government sectors are not enough. Better 
linkages between programmes and sectors would provide more opportunities to 
improve intervention coverage. Currently, these links are not being harnessed to their 
full potential. Areas that could better incorporate child health interventions include: 
Expanded Programme on Immunization (EPI) (e.g. vitamin A supplementation, 
deworming); ANC (e.g. feeding counselling, newborn care practices); malaria 
programme (using malaria extension workers to give child health messages); education 
ministry (e.g. child health messages and materials used by school teachers); agricultural 
ministry (e.g. feeding practices, appropriate foods) 

• Available community resources are often not mobilized to improve knowledge and 
practices. A number of groups and individuals could be better used to give health 
education and promotion messages in communities, including: women's associations, 
village elders and leaders, school teachers, and village members themselves 
(peer-to-peer counselling has been used successfully in many countries). 

For each cross-cutting programme area, the full report summarizes possible causes of 
problems and solutions to address these causes. For each recommendation, next steps, who will 
be responsible for taking action, and the timing of next steps were summarized. 

(1) Health policy, planning and management 

The main problems identified were: 

• Some policies need review and revision, particularly: safe motherhood, postnatal care, 
and prevention and management of nutritional problems (stunting, anaemia in children 
6-59 months). In addition, policies are not always disseminated to operational district 
level and below. For example, many low level staff are not aware that there is a plan to 
introduce Hib vaccine in 2010. 

• Quality of planning is not optimal. Local data are not always available and used for 
planning. Key technical elements along the continuum of care are not always included 
such as newborn care and community. Slow disbursement of budgeted funds creates 
funding insecurity. 

• There is not enough coordination between health development partners/donors. Some 
activities are over funded; some are under-funded. It is difficult to get local plans 
funded in a comprehensive way. Coordination between central and provincial levels, 
and between different national programmes is limited. 
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Recommendations: 

• Use the existing National Child Survival Management Committee (CSMC) to establish 
a mechanism for developing an annual costed national child health plan that is fully 
funded by government, donors and NGOs. Obtain high-level endorsement for this 
planning process. Ensure that this process includes an inventory of existing policies 
and guidelines relevant to child health, and that they are incorporated into routine 
planning. Through this group, review current funding procedures with government and 
donors. 

• The CSMC will produce annual progress reports. 

• Conduct training in planning skills, using the existing national planning framework. 
Include better links between low level plans and national plans. Obtain managers 
training guidelines from WHO. Coordinate with the Department of Planning and 
Health Information (DPHI). 

(2) Human resources/training 

The main problems identified were: 

• Coverage is low for postnatal care/newborn resuscitation using new training materials, 
which are being piloted in a few areas. More training centres are needed in order to 
provide in-service training, especially training that requires clinical exposure. 

• Follow-up after IMCI training needs improvement. 

• No single coordinated training plan exists for lower levels. Training tends to be driven 
by the availability of funds - some staff receive a lot of training, others not much. 

• There are an inadequate number of midwives. Staff turnover is high in some areas. 
Placement of staff is a problem because staff tend to decline being posted to more rural 
areas. 

Recommendations: 

• Strengthen pre-service teaching and the quality of clinical practice for nurses, 
midwives and doctors, especially for IMCI and Infant Young Child Feeding at 
Regional Training Centres, Technical School for Medical Care and the Medical 
Faculty. 

• Assist in improving recruitment for midwives to under-served areas. 

• Strengthen in-service IMCI and increase the rate ofIMCI expansion. 

• Review standard newbOrn/postnatal care package currently being developed by the 
newborn health working group. 

(3) Health systems 

The main problems are: 

• Quality of supervision needs improvement as technical supervision is not usually 
integrated with administrative and managerial supervision. Budget is insufficient for 
selected technical supervision (for Provincial Health Department/Operational Districts 
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to health centre) in selected geographic areas. Newborn health is not yet included in 
technical supervision. 

• Minimum package of activities (MPA) packages (equipment, material and drugs) are 
not available in some health facilities (e.g. essential drugs, equipment for newborn 
resuscitation) 

• Referral from low to high levels still difficult in many areas 

Recommendations: 

• Coordinate with United Nations Populations Fund (UNFP A) on the national emergency 
obstetric neonatal care assessment planned. 

(4) Behaviour change and communication (BeC) 

The main problems are: 

• No BCC strategy for child health is available. BCC activities are not regularly put into 
lower level health plans. 

• A common set of health educationlbehaviour change materials based on a set of key 
child health behaviours is not available. 

• Interpersonal counselling skills, particularly among higher level health staff, needs 
improvement. 

• There is no coordinated mass media programme for child health BCC. The use of mass 
media as a delivery channel is at the discretion of the technical programmes and tends 
to be piece-meal and of low intensity. Mass media campaigns are not coordinated with 
interpersonal BCC. 

Recommendations: 

• Develop a comprehensive child survival BCC strategy. 

• Ensure that BCC activities are incorporated into routine plans at all levels. The 
standard set of child health materials and messages should be used. 

(5) Community 

The main problems are: 

• Reaching communities has proved difficult in some areas because health workers do 
not have skills, time or budgets to engage communities. Other non-health sectors, as 
well as groups and volunteers in communities are often not well used to support child 
health education or counselling. Lack of motivation of community workers is a 
problem in some areas. Incentive systems for non-NGO community volunteers do not 
exist. 

• No minimum essential trammg package for community volunteers is available -
different NGOs and donors use different types of workers and different materials and 
methods. 
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Recommendations: 

• Review the methods for supporting community workers and volunteers. 

(6) Monitoring and evaluation 

The main problems are: 

• Insufficient population-based data are available for local planning in provinces on 
coverage of key child health interventions (in areas such as breastfeeding, 
complementary feeding, home management of pneumonia and diarrhoea). Health 
information system (HIS) data are often received late, and data are often incomplete, 
and may not be valid and reliable. HIS data do not allow data on newborns and infants 
to be disaggregated. Limited data on newborn mortality are available. 

• Household surveys and programme data are not used for monitoring and planning how 
to implement activities at provincial and district levels. 

Recommendations: 

• Measure neonatal and infant health indicators in HIS. 

• Review Cambodia Demographic Health Survey (CDHS) child health questions for 
DHS 2010. 

• Conduct a national review of the neonatal death audit methodology. 

• Conduct household surveys to generate data on family practices and perceptions, 
access to child health services, and incidence of childhood illness. 



1. INTRODUCTION 

1.1 Background 

Cambodia has made good progress in reducing national infant and child mortality in the last 
eight years. In 2000, the under-5 mortality rate (U5MR) was 124 per 1000 live births and by 2005 

had been reduced to 83 per 1000 live births.
l 

If current trends continue, Cambodia will reach the 
Cambodian Millennium Development Goal 4 (CMDG 4). 

Overall mortality trends mask large differences in mortality within the country. The U5MR 
ranges widely from 46 per 1000 live births in central and south-western provinces to 165 per 1000 
live births in north-eastern provinces. Mortality rates are generally higher in rural areas, in poorer 
households, and in households where the mother has no education. In addition, although the overall 
under-5 mortality rate has declined, neonatal mortality has declined at a much slower rate. Deaths in 
the newborn period now represent at least 34% of all child mortality. Access to and utilization of 
health services remain a problem in many areas? Many caretakers of sick children do not seek care at 
alL When care is sought, it is often from the non-medical sector (village drug shop, traditional healer 
and traditional birth attendant [TBAD or from the private medical sector.3 In addition, data suggest 
that home care practices, particularly in the areas of child feeding, and management of pneumonia and 
diarrhoea, need further improvement. 

1.1.1 Development of a national child survival strategy in Cambodia 

In 2003, the Government issued the Cambodia Millennium Development Goals Report, 
outlining country-specific goals to be reached by 2015.4 The MDG formed the basis for the National 
Strategic Development Plan 2006-2010.5 Subsequently, a health sector strategic plan (HSSP) 
2003-2007 was developed with an emphasis on reaching the MDG.6 A consultation on MDG was 
convened in 2004 in response to slow progress toward MDG 4, followed by a National Child Survival 
Conference and a nongovernmental organization (NGO) consultative workshop. The consultation 
noted that child health interventions had been implemented well by some vertical programmes 
(Expanded Programme on Immunization [EPI] , nutrition/vitamin A, malaria/dengue control, 
HN / AIDS). These programmes had established clear targets, strong commitment from government 
and donors, clear responsibilities, and adequate funding. However, it was also noted that health 
interventions addressing the most important killers of children, including pneumonia, diarrhoea, 
neonatal causes and undernutrition had not been given sufficient attention or resources. Following 
this consultation, the Ministry of Health established a Child Survival Management Committee 
(CSMC) to better coordinate planning and resources. A national child survival strategy was 
developed and finalized at a national workshop in March 2006,7 and disseminated in April 2007. This 
strategy outlines approaches to improving child health including interventions and methods of 
delivery. It focuses on the delivery of 12 priority child survival interventions. Progress with 
implementation of these 12 interventions is tracked using a child survival' scorecard'. 

1 
Cambodia Demographic and Health Survey (CDHS), 2005. 

2 
Benchmark Report. Phnom Penh, Ministry of Health, 2005. 

3 
Cambodia DHS, 2000. 

4 
Cambodia Millennium Development Goals Report 2003. Phnom Penh, Government of Cambodia, 2003. 

5 
National Strategic Development Plan 2006-2010. Phnom Penh, Ministry of Planning, Government of Cambodia, 2006. 

6 
Health Sector Strategic Plan 2003-2007. Phnom Penh, Ministry of Health, Government of Cambodia. 

7 
Cambodia Child Survival Strategy, 2006. 
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1.1.2 Health care delivery 

The principal delivery strategies for achieving universal coverage with child survival 
interventions are: behaviour change communication (BCC), integrated outreach, health centre-based 
delivery of a minimum package of activities (MP A), and referral hospital-based delivery of a 
comprehensive package of activities (CPA). Delivery strategies at the community level include: 
community-based groups or volunteers to give counselling and health education; village health 
workers to conduct case management of malaria, pneumonia and diarrhoea; and social marketing of 
oral rehydration salts (ORS) and other health supplies. Currently, there is no single child health 
programme. Responsibilities for child health and survival are shared between different national 
programmes and departments. The delivery of interventions is shared between the national, 
provincial and operational district health departments. Programmes that have child health 
responsibility include: National Immunization Programme, National Malaria Control Programme, 
National Dengue Control Programme, National Nutrition Programme, Communicable Disease 
Control including Integrated Management of Childhood lllness (IMCI), National Maternal and Child 
Health Center (NMCHC) including National Programme for Acute Respiratory Infections/Control of 
Diarrhoeal Diseases (ARl/CDD), and National Reproductive Health Programme. The National 
Center for Health Promotion (NCHP) is expected to play an important role in the design and 
implementation of behaviour change communication interventions. 

Curative care in the public health system is provided by health centres and referral hospitals. 
The Health Financing Charter from 1996 allows public health facilities to charge patients for services 
they provide. An increasing proportion of care is provided by private providers, especially in urban 
areas. Up to 80% of health care expenditures come from private sources, mainly out-of-pocket 
expenditure on curative care. A large proportion of this care is provided by unlicensed practitioners 
and drug sellers.8 

1.2 Short programme review 

1.2.1 Purpose 

This short programme review focused on the delivery of interventions along the continuum of 
care for the mother and child that are important for reducing child mortality. It included interventions 
outlined in the Cambodia Child Survival Strategy, 2007-2010, as well as maternal health 
interventions delivered at the antenatal, delivery and immediate post-delivery periods, and newborn 
health interventions delivered in the ftrst 28 days. The review was used to build the capacity of the 
Ministry of Health at all levels to use existing data to review progress and improve implementation 
plans. In order to do this, the review utilized a systematic process to: (1) review available data on 
child health, including coverage of child health interventions; (2) review the current status of 
programme implementation in order to determine what is working and what is not working; and 
(3) identify solutions to problems, and provide recommendations to the Ministry of Health for next 
steps. 

1.2.2 Objectives 

The objectives of the short programme review were to: 

(1) assess progress toward programme goals and objectives; 

(2) assess how well the programme has implemented activities to deliver child health 
interventions; 

8 
Cambodia DRS, 2005. 
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(3) identify the problems the programme has faced and suggest solutions; 

(4) develop recommendations about what the programme needs to do; and 

(5) decide on next steps for incorporating recommendations into the workplan. 

1.2.3 Scope 

The review was national in scope. Activities planned since 2005 were reviewed. 

Participants analysed interventions, packages of interventions, and activities implemented for 
the pregnancy, delivery and neonatal periods as well as for infants and children up to five years of 
age. Each level of delivery in the health system (family and community, first-level health facility, and 
first-level referral facility) was considered. 

1.2.4 Participants 

The short programme review was conducted by a team of 32 participants comprising 
programme staff from health centres, operational districts and provincial health departments. 
Assistance was provided by four local facilitators and four external facilitators from WHO. Observers 
from the United Nations Children's Fund (UNICEF), United States Agency for International 
Development (USAID), Basic Support for Institutionalizing Child Survival (BASICS), WHO 
Regional Office, and WHO Country Offices in the Philippines and Lao People's Democratic Republic 
also attended. 

A full list of participants is included in Annex 1. 

2. ACTIVITIES AND FINDINGS 

2.1 Activities 

2.1.1 Preparations 

Before the workshop, the Ministry of Health, WHO, UNICEF and BASICS staff collected and 
reviewed available data, recent reports related to child health, and national policy and strategy 
documents. Key indicators and data on programme goals, objectives and delivery approaches were 
entered in the worksheets. In addition, meetings with the Ministry of Health and WHO 
Representative Office in Cambodia were held to define the agenda, and finalize administrative and 
logistics arrangements. The review was coordinated and managed by the Ministry of Health and 
WHO Cambodia. 

2.1.2 Review 

The short programme review was conducted in five days from 26 to 30 May 2008. The 
following methods were used: 

(1) review of documents, 

(2) group discussions to share views and experiences, and 

(3) individual discussions with participants who have knowledge about the programme. 



-4-

The short programme review used six steps. Participants started by reviewing the status of the 
child health programme using available data (Step I). Goals and objectives, impact and coverage 
indicators, and delivery approaches for neonates, infants and children were reviewed and discussed in 
a plenary session. Indicators were classified as positive or negative depending on their current levels 
and trends over time. Data gaps were discussed. Participants then reviewed how well child health 
interventions were implemented by different national programmes with responsibility for child health 
using routine reports and experience. Then activities planned in each of the main activity areas were 
reviewed. For each activity area, strengths and weaknesses were summarized. 

Based on these findings, participants defined the main problems in each activity area for further 
analysis (Step 2). They then discussed these problems and identified feasible solutions (Step 3). 
They used these solutions as the basis for developing detailed recommendations (Step 4) about what 
the programme should do in major activity areas (Step 5). 

Preliminary findings were summarized with a small group of Ministry of Health staff, WHO 
and UNICEF representatives on 30 May. Findings will be presented at a Technical Working Group 
for Health meeting later in 2008 (Step 6). These are regular high-level meetings between the Ministry 
of Health and health partners with the purpose of improving coordination and sharing important 
information. 

The schedule for the short programme review is included in Annex 2, and the list of documents 
reviewed is included in Annex 3. 

2.2 Summary of fmdings 

2.2.1 Goals and objectives for the child health programme9 

The primary goals of the child health programme are to reduce maternal, newborn and child 
mortality in order to: 

(I) achieve Cambodia's Millennium Development Goal 4 

(a) reduce under-5 child mortality to 65 per 1000 live births by 2015; 

(b) reduce infant mortality to 50 per 1000 live births by 2015; 

(2) achieve Cambodia's Millennium Development Goal 1 

(a) decrease prevalence of underweight «-2SD weight for age) in children under 5 
to 20% by 2015; 

(b) decrease the prevalence of stunting «-2SD height for age) in children under 5 
to 25% by 2015; and 

(c) decrease the prevalence of wasting «-2SD weight for height) in children under 
5 to 5% by 2015. 

9 
Cambodia Child Survival Strategy, 2006. 
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The objectives of the child health programme are to: 

(1 ) improve the nutritional status of women and children; 

(2) improve access to quality reproductive health information and services; 

(3) improve access to essential maternal and newborn health services and better family care 
practices; and 

(4) ensure universal access to essential child health services and better family care practices. 

The goals and objectives are outlined in the Cambodia Child Survival Strategy. There was 
general agreement that goals and objectives were appropriate. It was observed that objectives need to 
be measured, specifically using coverage indicators and targets. National coverage indicators and 
targets have been outlined in Health Sector Strategic Plan II. It was recognized that national targets 
may not be appropriate for all provinces. In order to be useful for tracking progress, provinces should 
set local targets that reflect their own situation. 

2.2.2 Maternal, neonatal and child health status 

National mortality and morbidity data were reviewed as a first step. The primary data sources 
were the 2000 and 200S Cambodia Demographic and Health Surveys (CDHS). Data on mortality and 
morbidity are included in Annex 4 - Table I. 

The main fmdings include: 

• Overall neonatal and child mortality rates fell between 1996-2000 and 2001-200S. 

The general trend for both neonatal and under-S mortality rates is downwards. Neonatal 
mortality shows a slower rate of decline than overall under-S child mortality. It was noted that 
Cambodia still has the second highest rate of child mortality in the Region. 

• Mortality rates show wide variations between population subgroups. 

Mortality rates vary substantially by province. In addition, child mortality is higher for rural 
areas, less educated mothers, and in poorer households. Inequities in mortality by mothers' 
educational level have increased slightly in the last five years, while inequities by place of residence 
have remained steady. These differences are critical to understanding where the programme should 
focus activities, and what types of activities should be done. 

• Child deaths are caused by conditions that are preventable or treatable using inexpensive 
interventions. 

Most important causes of child deaths are neonatal causes, pneumonia, diarrhoea, measles and 
undernutrition. Most important causes of neonatal deaths are severe infection, birth asphyxia and 
prematurity and low birth weight. 

• Neonatal deaths represent 46% of infant deaths and approximately 34% ofunder-S deaths. 

Deaths in the neonatal period contribute substantially to under-S mortality. DHS data estimate 
that 34% of under-five deaths are due to neonatal causes. The majority of these deaths (79%) take 
place in the first seven days of life. Interventions to reduce neonatal mortality need to be targeted to 
the early neonatal period when risk of death is highest. Approximately 78% of births take place at 
home, and S6% of babies are delivered by unskilled providers. Reaching neonates very early in life 
will require more emphasis on providing skilled birth attendance including skilled early newborn care 
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in the home, or on increasing the proportion of neonates that are taken to skilled providers early in 
life. Improved hand hygiene by medical staff and caretakers has been shown to reduce the risk of 
infections in the newborn period. 

• Rates of stunting remain high. 

Approximately 44% of children are stunted (CDHS 2005), a modest decline from 49% in 2000. 
The overall rate of stunting remains high - suggesting problems with long-term nutrient intake 
including the quantity, quality and frequency of feeding for children under five. Eight per cent of 
children are estimated to be wasted (CDHS 2005) - a decline from 17% in 2000. Stunting increases 
with the age of the child, and is higher among children in low income and rural populations, and in 
children born with a birth interval of less than 24 months. The estimated proportion of babies that are 
reported to be smaller than average or very small is 15% based on mothers' recall. Eight per cent of 
babies are low weight using recorded birth weight data from 40% of mothers. Rates of stunting and 
wasting are higher in children who are born with a low birth weight. 

• Severe malnutrition remains an important cause of child mortality and morbidity. 

The Cambodia DHS found a point prevalence of severe malnutrition (weight for height < -3SD, 
New WHO Growth Standards) in the 0-59 months age group of 1.8% or about 27 000 severely 
malnourished children in the country at any given time. Severe malnutrition is underreported in the 
health information system (HIS). While a review workshop in November 2007 with participation 
from 15 hospitals reported 1119 admissions for severe malnutrition in 2007, the HIS report for 2007, 
which aggregates data from all hospitals in the country, reported 831 admissions and 29 deaths from 
severe malnutrition in the 0-5 years age group. The case fatality rate (CFR) reported in the HIS was 
3.5%, while the review workshop found a CFR of 2.9% (32 deaths among 1119 admitted patients). 
The review found that 40% of the malnourished patients were HN-infected. Average stay in hospital 
was nine days. The HIS does not report outpatient visits for severe malnutrition, only patients with 
low weight for age. 

• Rates of anaemia in children are high and did not change between the 1996-2000 and 
2001-2005 periods. 

An estimated 62% of all children 6-59 months of age were anaemic in 2005 (range 51 %-69%). 
This suggests that the intake of iron, folate, vitamin B12 or other nutrients may be low. Intestinal 
worms and thalassaemia may also playa role in Cambodia. Anaemia is highest in children 6-11 
months of age, and those born in Pursat province. An estimated 84% of children consume some foods 
rich in iron, although the amount and frequency are not documented as higher in urban than rural 
areas. 

• Current prevalence oflow serum retinol is not known. 

Recent data was not available at the time of the review on the prevalence of low serum retinol. 
An analysis of 359 serum samples collected from Cambodian children aged 6-59 months during a 
national micronutrient survey in 2000 found an overall prevalence of vitamin A deficiency (serum 
retinol <0.70llmoVL) of 22.3% (95% CI 18.0-26.6). The same micronutrient study found a 
prevalence of night blindness of 0.5-2.3% in children aged 18-59 months (n=10942) and of 6.8% in 
pregnant women (n=9587). 

Overall, it appeared that nutrition remains an important problem as rates of stunting and 
anaemia in children remain very high, and have shown little improvement over time. Routine 
supplementation with vitamin A remains an important element of the child health programme. 
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It was also pointed out that data on the causes of neonatal deaths were limited. The Cambodia 
DHS found that 79% of neonatal deaths happen within the fIrst week of life, which suggests that 
delivery and postpartum services are inadequate, combined with poor hygiene and sometimes harmful 
perinatal practices. Active surveillance data for neonatal tetanus (NNT) by the National 
Immunization Programme indicate that NNT remains an important cause of death in neonates. 
Neonatal death audits, which review the process from onset of illness to death, and try to identify root 
causes, could provide useful information for the design of interventions. A number of issues might 
contribute to mortality, including lack of early recognition of illness, delayed care-seeking, use of 
traditional providers or treatments, problems with access to facilities, and poor quality of care on 
arrival at referral sites. Neonatal death audits could be considered at referral hospitals for a small 
sample of neonatal deaths. 

2.2.3 Intervention coverage: mothers, neonates and children 

The primary data sources were the 2000 and 2005 Cambodia DHS. Data on coverage 
indicators are included in Annex 4 - Table 2. 

2.2.3.1 Pregnancy 

Coverage with four antenatal care (ANC) visits remains low (27%). The national standard for 
the minimum number of ANC visits required in pregnancy is two visits; 60% of pregnant women had 
two or more ANC visits. WHO currently recommends a minimum of four visits in order to ensure 
that problems are identifIed and managed. Timing of the fIrst ANC visit was estimated to be four and 
a half months in 2005, which is relatively late in pregnancy. Early visits are important in order to 
ensure that women receive micronutrients, immunization against tetanus, and counselling as soon as 
possible in pregnancy. The proportion of neonates protected against tetanus (69%) and the proportior 
of women who receive iron during pregnancy (63%) are relatively high, and have improved over time. 
No data was available on other elements of ANC, including assessment, management of problems, 
and counselling. It is recognized that more data on the quality of ANC are important for planning. 

2.2.3.2 Delivery and immediate post-delivery 

A relatively low proportion of births are attended by skilled providers (44%). Seventy-eight 
per cent of all deliveries still take place at home. The overall low Caesarean section r~'~ (I .8% of all 
deliveries) shows that access to emergency obstetric care remains poor for most women. Only 1 % of 
rural births are by Caesarean section, compared to 5.9% of urban births, indicating inequities in 
delivery services. 

The immediate postnatal period is defIned as the fIrst hour after birth. Effective interventions 
in this period include thermal care (including kangaroo mother care), early breastfeeding (within one 
hour of birth), clean cord care, and newborn resuscitation when required. No data was available on 
the quality of thermal or cord care provided at the time of birth. Although the proportion of mothers 
initiating breast feeding within one hour of birth remains low at 35%, it has improved over the fIve 
years since the previous survey. Over half of all babies (55%) were given pre-lacteal feeds, which are 
not recommended. This practice was unchanged from the previous survey. 

2.2.3.3 Postnatal care 

Postnatal care is care provided to the newborn, between one hour after birth and 28 days. 
Integrated postnatal care provides care for both the mother and the newborn. Available data showed 
positive trends in the proportion of women receiving a postnatal contact in the fIrst two days after 
birth (64%), and receiving postpartum iron/folate (57%). In addition, 74% of neonates were reported 
to be exclusively breastfed in the fIrst 28 days oflife. Since most neonatal deaths take place in the 
fIrst seven days, early postnatal contacts are important. WHO currently recommends 2-3 postnatal 
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c~re contacts in the first seven days of life. The national policy is for two home visits at 3-7 days and 
SIX weeks. No data on the quality of postnatal care is available. 

2.2.3.4 Infants and children 1-59 months of age 

Nutrition 

The national exclusive breastfeeding rate in 2005 was 60%. This is a dramatic improvement 
from the rate of 11 % reported in 2000 for infants less than six months. 

The national rate of appropriate complementary feeding (solid and semi-solid foods) and 
breastfeeding for infants 6-9 months of age is 82%. It is recognized that this indicator is an imperfect 
measure of real feeding practices, since it does not capture the quality, quantity or frequency of feeds. 
DHS data show that the proportion of children who are underweight increases significantly in children 
over six months of age, suggesting that complementary feeding practices are inadequate. These data, 
coupled with high rates of stunting, suggest that complementary feeding practices need improvement. 

Thirty-five per cent of children over six months received a dose of vitamin A in the previous 
SIX months. This rate showed little change from the previous DHS survey. Vitamin A 
supplementation for children is delivered through biannual "campaigns" called VAC round 1 and 
VAC round 2. Distribution takes place through the routine outreach activities to the community. 
Intake of vitamin A capsules is not routinely recorded on the Immunization cards. This makes it 
impossible to verify a mother's recall of vitamin A capsule intake against individual child records 
such as the immunization card. The time lapsed from the latest vitamin A distribution campaign to 
the time of the DHS data collection will influence the accuracy of this indicator (recall bias). 
Coverage estimates from the biannual vitamin A distribution rounds, which use the projected 6-59 
months population as denominator, were 78% and 79%, respectively, for the two rounds in 2006 and 
97% and 75%, respectively, for the two rounds in 2007. The first round in 2007, which achieved 
97% coverage, was conducted in conjunction with a measles immunization campaign. Secondary 
analysis of DHS data estimated the real vitamin A coverage for children 6-59 months to be 50%. The 
Cambodia DHS methodology is likely to underestimate the true proportion of children who receive 
vitamin A supplementation. 

Seventy-three per cent of children under five are estimated to live in households using iodized 
salt, which is a dramatic improvement from the rate reported in the 2000 survey. 

Immunizations 

The measles immunization coverage has increased steadily over time and was found to be 77% 
in the Cambodia DHS 2005. Coverage rates range between 83% and 65% across districts. Coverage 
improved significantly between 2000 and 2005. 

Prevention and treatment of malaria 

Overall, 0.2% of children who had a fever were given antimalarials, and 4% of children slept 
under an insecticide-treated net (!TN) the previous night. The proportion of children sleeping under 
nets ranged from 0.9% to 8%. Overall rates have no value in Cambodia since high risk malaria 
transmission is geographically restricted to areas with tropical forest. The populations living in these 
areas have been identified by the malaria programme and have been targeted for distribution of free 
long-lasting treated nets and social marketing. The malaria programme promotes the use of rapid 
diagnostic tests for falciparum malaria and provision of artemisinin combination treatment by village 
malaria workers (VMW). This project will in 2009 expand to cover 400 villages at risk of malaria. 
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Treatment of pneumonia 

Forty-eight per cent of children with suspected pneumonia sought care from an appropriate 
provider, which is an improvement over 2000. No data was available on the proportion of children 
with suspected pneumonia who received appropriate antibiotics. Early treatment of pneumonia is 
critical to reducing mortality. Data on home care are important for planning interventions to improve 
care practices. No data was available on the use of traditional medicines or treatments. Figures from 
the health information system for 2007 show that 295 037 children aged 0-4 years were diagnosed 
with pneumonia (HIS = lower respiratory infection) in the public health service. This translates to a 
national average of 0.18 episodes of pneumonia per child seen in the public system. Global estimates 
predict 0.29 episodes of pneumonia per year in children under five in poor countries. 

Treatment of diarrhoea 

Oral rehydration therapy (ORT) is the first-line treatment for watery diarrhoea with or without 
dehydration. The proportion of children with diarrhoea who received ORT was estimated to be 59% 
overall, a decline from the rate reported in 2000 (74%). Coverage ranged between 40% and 66%. In 
2007, the HIS reported 171 120 outpatient consultations for diarrhoea for children 0-4 years of age; of 
these cases, 100 441 were simple diarrhoea (no dehydration), 6362 severe diarrhoea (with 
dehydration) and 64 317 dysentery. This translates to an average of 0.11 consultations per child per 
year for diarrhoea in the public health system (N=1 595000 children <5 years). The Cambodia DHS 
reports that 37% of children with diarrhoea are taken to a health care provider. There are large 
geographical variations across the country in the proportion of children with diarrhoea who are taken 
to a health care provider. 

Knowledge of danger signs 

The proportion of mothers who knew at least one danger sign for seeking care was estimated to 
be 43% in 2006, an improvement over that recorded in 2004. Nevertheless, mother's knowledge of 
danger signs remains relatively low. Early care-seeking with a sick child is important for reducing 
mortality. 

There were some general data gaps on intervention coverage. Particularly, no data was 
available at the time of the review on: 

(1) quality of antenatal care, 

(2) quality of immediate postnatal care (thermal and cord care), 

(3) treatment of pneumonia with antibiotics, and 

(4) use of zinc for the treatment of diarrhoea. 

The review team made some general comments on coverage data as follows: 

(1) Improvements have been noted in a number of areas, including: neonates protected 
against tetanus at birth, early postnatal contacts, initiation of early breastfeeding, exclusive 
breastfeeding to six months, living in households using iodized salt, and vaccination coverage. 

(2) Antenatal care coverage needs further improvement. Consideration should be given to 
making four ANC visits the national standard with the first visit made as early as possible in 
pregnancy. Quality of ANC provided needs further investigation. High quality ANC is 
required to reduce pregnancy complications that will affect maternal and newborn survival. 
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(3) Skilled attendance at birth needs further improvement. Skilled attendance should help 
reduce delivery complications, and improve immediate postnatal care. Although early 
initiation of breastfeeding has shown some improvement over time, pre-lacteal feeds remain 
common. Data are needed on thermal care and cord care practices, and indicators on these 
practices could be added to the next DHS survey. As the proportion of deliveries that take 
place at home remains high, interventions for neonates need to be delivered at this level. 

(4) Complementary feeding practices and vitamin A supplementation rates need 
improvement. Taken together, with elevated rates of stunting (chronic undernutrition), these 
data suggest that nutritional intake over time remains a problem in many areas, especially from 
six months of age and upwards. 

(5) A low proportion of children with pneumonia are taken to an appropriate provider. The 
next DHS survey should include a measurement of the proportion of children with suspected 
pneumonia who are treated with an appropriate antibiotic. 

(6) A relatively low proportion of children with diarrhoea are treated with ORT. The ORT 
use rate declined between 2000 and 2005, and zinc is not widely used for diarrhoea. ORT is 
effective, safe and cheap and can be given in the home. Dispersible zinc tablets should be 
made available throughout public health services, and social marketing of zinc and low 
osmolarity ORS should be intensified. The next DHS survey should collect data on the use of 
zinc as well as ORT for the management of diarrhoea. 

2.2.4 Summary of the status of the child health programme 

Child health activities were examined for pregnancy, newborn period, and infants and children, 
for each level of the health system. Interventions that are delivered, the intervention package(s) used, 
the geographic scope of the activities and groups who provide support for activities were described. 
Then the main activity areas for the programme were reviewed according to the status of planned 
activities, and reasons for observed performance (Annex 4 - Table 3). 

Activities were reviewed in the following categories: 

(1) Policy, planning and management 

(2) Human resource development 
pre- and in-service training for health personnel 
ensuring adequate staffing 
limiting staff turnover 

(3) Communication - developing strategies for improving knowledge and practices (such as 
improving access to health education, counselling and village doctors) 

(4) Development of community supports (such as health volunteers, groups, essential 
infrastructure, supervision or oversight of activities) 

(5) Improvements in the health system 
procurement and distribution of essential drugs 
procurement and distribution of essential vaccines 
procurement and distribution of essential equipment and supplies (weighing scales, 
syringes and needles, etc.) 
supervision of health personnel 
improved referral systems and referral care 

(6) Monitoring and evaluation 



- 11 -

This section describes the interventions, intervention packages and delivery approaches for 
each level of the continuum of care, as well as the main positive and negative findings. 

2.2.4.1 Pregnancy 

Interventions that are currently being implemented in this programme area: 

(1 ) tetanus toxoid immunization 

(2) birth and emergency planning 

(3) supplementation with iron and folate 

(4) detection and management of problems complicating pregnancy (e.g. hypertensive 
disorders, bleeding, malpresentations, multiple pregnancy, anaemia) 

(5) detection and treatment of syphilis (This service is offered in a limited number of districts 
with external support. The Ministry of Health plans to introduce universal syphilis 
screening in pregnancy together with "opt-out" HIV testing in 2009 with support from the 
Global Fund) 

(6) information and counselling on self-care, nutrition, safer sex, breast feeding, family 
planning 

(7) insecticide-treated bednets 

(8) prevention of mother-to-child transmission ofHIV (PMTCT) (The proportion of pregnant 
women who take up the offer of an HIV test and the proportion of HIV -infected pregnant 
women who receive PMTCT treatment and care remains small.) 

(9) mebendazole for deworming 

Intervention packages that are used to deliver interventions: ANC, PMTCT 

Approach for delivering interventions 

Home and community First-level health facility Referral hospital 
Who delivers Interventions 1,2,3,4,6,7,8 HC staff(midwives, EPI) Doctors, nurses and 
interventions are delivered by VHSG, TBA, - implement all interventions midwifes 

CBDs, HC staff on outreach except insecticide treated 
nets (7) 

Interventions 5, 9 are not done 
in the community 

Geographic ITN - only in malaria areas Syphilis blood test only in 
PMTCT in all 

scope some supported ODs and 
referral hospitals 

Hes (syndromic in all) 
PMTCT only in some HCs 
that are in referral hospital 
or former district hospitals 

Who supports Ministry of Health, RACHA, Ministry of Health, GA VI, Ministry of Health, 
implementation AHEAD, RHAC), FHI, WV, ~CEF,GF,RACHA, FHI, ~CEF, VSO 

~CEF,CHC RHAC, AHEAD, FHI, GTZ 
AHEAD-ActlOn for Health and Development, CBD-commumty based dlstnbutlOn, CHC-Cambodlan Health CommIttee, 
EPI-Expanded Programme on Immunization, FHI-Family Health international, GAVI-Global Alliance for Vaccines and 
Immunization, HC-health centre, ITN - insecticide-treated bednet, aD-operational district, PMTCT-prevention of mother-to
child transmission, RACHA-Reproductive and Child Health Alliance, RHAC-Reproductive Health Association, TBA
traditional birth attendant, UNICEF-United Nations Children's Fund, VHSG-village health support group, VSO-Volunteer 
Service Overseas, WV-World Vision. 

I 
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Standards and guidelines for ANC have been developed and are available. All levels of the 
health system provide elements of the ANC package. Essential drugs and equipment for ANC are 
usually available. There is widespread support from donors and NGOs in selected areas for ANC. 
All referral-level facilities provide PMTCT services. 

The following issues were identified. 

(1) ANC standards and guidelines need review and updating. 

(2) Level of training and awareness of community-based staff and volunteers seems 
variable. The quality of ANC counselling provided is highly variable and in some areas may 
not be done routinely. It is more likely to take place in areas with direct NGO support. More 
emphasis on the need for ANC, particularly early in pregnancy, is needed. 

(3) Some interventions are not implemented widely. The availability of syphilis screening 
and PMTCT is limited. The syphilis blood test is available only in some operational districts 
and health centres that receive direct NGO support. PMTCT is available only in a few lower
level facilities. Screening for malaria in pregnancy with rapid diagnostic tests is about to be 
introduced in malaria endemic areas. 

(4) Quality of ANC is uncertain. No data was available on the quality of ANC provided. 
There are anecdotal reports that quality is highly variable, and that in some settings, all 
elements of ANC may not be conducted routinely. 

2.2.4.2 Birth and immediate postnatal period 

Interventions that are currently being implemented in this programme area: 

(1) monitoring progress oflabour, maternal and foetal well-being with partograph 

(2) active management of the third stage oflabour 

(3) social support (companion) during birth 

(4) immediate newborn care (resuscitation if required, thermal care, hygienic cord care, 
early initiation of breastfeeding) 

(5) emergency obstetric and neonatal care for complications 

(6) antibiotics for premature rupture of membranes 

(7) antenatal corticosteroids for preterm labour 

(8) prevention of mother-to-child transmission of HI V 

Intervention packages that are used to deliver interventions: delivery care, newborn postpartum care 
(NPPC), emergency obstetric care (EmOC), PMTCT, Baby-friendly Hospital Initiative (BFHI), 
Baby-friendly Community Initiative (BFCI) 

Approach for delivering interventions 

Home and community First-level health facility Referral hospital 
Who delivers TBAs Midwives Midwives, doctors 
interventions 

Midwives TBAs assist delivery under 
supervision in remote HCs 
with no midwife 
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Geographic Only some communities Immediate newborn care EmOC; neonatal intensive 
scope have BFCI including resuscitation in all care; corticosteroids for 

HCs premature labour in 
provincial referral 

PMTCT at some HCs hospitals only 
(former district hospitals) or 
near referral hospital PMTCT at referral 

hospitals 

Only some hospitals have 
BFHI 

Who supports Ministry of Health, Ministry of Health GA VI, Ministry of Health, FHI, 
implementation RACHA,AHEAD, UNICEF, GF, RACHA, UNICEF, VSO 

RHAC, FHI, WV, RHAC, AHEAD, FHI, GTZ 
UNICEF,CHC .. . .. 

BFCI-Baby-friendly Commumty ImitatIve, BFHI-Baby-friendly HospItal ImtJallve, EmOC-emergency obstetnc care, 
GF-Global Fund, GTZ-Deutsche Gesselschaft fUr Technicshe Zusammenarbeit 

Standards and guidelines for delivery and immediate newborn care are available. Midwifery 
training comprises all key interventions, including immediate newborn care. All levels of the health 
system provide elements of the delivery care package. TBAs are recognized as an essential resource 
in areas with limited access to health facilities or midwives. There is support from donors for delivery 
interventions. 

Issues related to delivery and immediate newborn care include the following: 

(1) Availability of midwives is limited in many areas. There are inadequate numbers of 
trained midwives, particularly in rural and remote areas. The number of midwives in training 
is too small to satisfy the need in the foreseeable future. In fact, the number of graduating 
midwives may today be below the attrition rate. 

(2) Some interventions are not implemented widely. The availability ofPMTCT is limited. 
Emergency obstetric care and neonatal intensive care are available only in provincial referral 
hospitals. Seven out of 30 provincial and national referral hospitals are accredited as "baby 
friendly"; none of the district hospitals is accredited. There are concerns that the seven 
hospitals (NMCHC, Charnkarmon RH, Svay Reing RH, Stung Treng RH, Kampong Trabak, 
Kampong Speu and Oddar Meanchey RH), which were accredited between 2004 and 2007, no 
longer fulfil the BFHI standards. BFCI is available only in some areas (for example, those 
supported by UNICEF, CARE and RACHA). 

(3) Quality of delivery and post-delivery care is uncertain. No data was available. There 
are anecdotal reports that quality is highly variable, and that in some settings, all elements of 
immediate post-delivery care may not be conducted. Trained birth attendants may be less 
likely to practise high-quality care, in particular, appropriate feeding practices and referral for 
sick neonates. Ambu-bags for newborn resuscitation are often not available at the time of 
delivery. 
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2.2.4.3 Neonatal period 

Interventions that are currently implemented in this programme area: 

(1) early initiation of breast feeding and exclusive breastfeeding 

(2) thennal care 

(3) hygienic cord care 

(4) prompt care-seeking for illness 

(5) management of diarrhoea, feeding problems and low weight 

(6) identification and referral of severe illness 

(7) ~mergency management of severe newborn illness ~ infections, asphyxia, 
pretenn birth 

(8) vitamin K 

Intervention packages used to deliver programme activities: ]MCI, integrated postpartum care 
(IPPC), postnatal care, BFRI, BFCI 

Approach for delivering interventions 

Home and community First-level health Referral hospital 
facility 

Who delivers TBAs, midwives (1-7) Midwives, nurses (1-8) Doctors, nurses, 
interventions HC outreach (1-8) midwives (1-8) 

VHSG, VHV (1, 2, 3,4,6) 
Geographic All areas All areas All areas 
scope 
Who supports Ministry of Health, Ministry of Health, Ministry of Health, 
implementation RACHA,AHEAD, GAVI, UNICEF, GF, FRI, UNICEF, VSO 

RHAC, WV, UNICEF, RACHA, RHAC, 
CHC, FRI, USAIDI Access AHEAD, FHI, GTZ, 

USAIDI Access 
USAID-Umted States Agency for InternatIOnal Development, VHV -VIllage health volunteer. 

Standards on newborn care have recently been reviewed and updated. A pilot of a new 
postnatal care package will begin later in 2008. Sick newborn management is included in the updated 
IMel guidelines so that all health workers being trained using updated ]MCI materials are trained in 
sick newborn management. However, only relatively few health workers have so far been trained 
using updated ]MCr training materials. Refresher courses for previously trained health workers are 
planned. Regarding equipment and supplies for referral newborn care, hospitals generally have 
oxygen, bags and masks for newborn resuscitation, and equipment and supplies for management of 
sick neonates. 

The following issues were identified: 

(1) The national policy is for a postnatal care visit before discharge (if the child is born at a 
health facility), at 3~7 days and at six weeks. WHO currently recommends three postnatal care 
visits in the first seven days of life. 

(2) It is not clear whether neonatal interventions are reaching mothers and children who 
need them. Population-based data on essential newborn care practices are not available in key 
areas, including: thennal and cord care and referral and management of sick neonates. The 
reasons why women and neonates may not be reached include: home visits not being made as 



- 15 -

planned; poor quality of care; and health education methods and materials not adequate to 
change practices. A postnatal care in-selVice training package, including health education 
materials, is currently being piloted by the Ministry of Health, USAID/Access, and UNICEF. 

(3) More data on why newborn deaths occur are needed for routine planning. Data on the 
process leading to newborn deaths, including recognition of illness, delays in care-seeking, 
alternative providers sought, and the quality of referral care, are not usually available at the 
provincial levels and below. The quality of referral care is best measured using hospital 
sUlVeys that include obselVations of health worker practices. Data on the process leading to 
death are useful for deciding where the programme needs to focus in order to reduce deaths. 
The mortality audit method, which uses a standard approach to review deaths between the onset 
of signs and death, should be considered. UNICEF supports a neonatal death sUlVeillance 
system at district level, which captures less than 3% of the expected number of neonatal deaths. 
The quality of data has not been validated. The National Immunization Programme 
investigates deaths in the 3-28 days age group in order to establish if a death was caused by 
neonatal tetanus. Sixty-one (II %) out of 995 deaths among 3-28 days old neonates were 
attributed to tetanus during a two-year period (2006-2007). This indicates that the national 
NNT mortality rate could be higher than one per 1000 live births per year, but the figure has to 
be interpreted with caution as it is unknown what proportion of newborn deaths occurs between 
three and 28 days. There is also a sense that health care workers are more likely to report deaths 
due to NNT than other causes of death, creating a selection bias in the sUlVeillance system. 

2.2.4.4 Childhood 

Interventions that are currently implemented in this programme area: 

(1) exclusive breastfeeding «6 months), continued breastfeeding (9-11 months) 

(2) safe and appropriate complementary feeding 

(3) EPI vaccines 

(4) vitamin A 

(5) iodine 

(6) oral rehydration therapy for diarrhoea 

(7) zinc for diarrhoea 

(8) antibiotics for dysentery 

(9) antibiotics for pneumonia 

(10) antimalarials for malaria 

(11) PMTCT (RIV testing, treatment and care) 

(12) deworming for anaemia 

IntelVention packages used to deliver programme activities: !MCI, EPI, PMTCT, promotion 
of key family practices (Community !MCI), emergency paediatric care: management of severe 
infections 
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Approach for delivering childhood interventions 

Home and community First-level health Referral hospital 
facility 

Who delivers Mother Support Group, Nurses, midwives Doctors and medical 
interventions VHSG, VMW, VHV, assistants 

TBA,CBD 
Outreach from HC 

Geographic All villages, except HCs, except malaria All hospitals 
scope malaria 

PMTCT only at selected 
c-IMCI only in selected HCs 
villages 

Who supports Ministry of Health, Ministry of Health, Ministry of Health, 
implementation RACHA, AHEAD, GAVI, UNICEF, GF, FHI, UNICEF, VSO 

RHAC, WV, UNICEF, RACHA, RHAC, 
CHC,FHI AHEAD, FRI, GTZ 

IMCI guidelines provide the technical standard for child health activities a~ health centre level. 
Health facility surveys before and after IMCI training have shown improvements in quality of care 
case management practice, and in health system supports such as provision of essential drugs and 
equipment. The use of data from health facility surveys to track progress has been useful for 
programme planning. Community IMCI, which includes a focus on key family practices, is currently 
being reviewed and revised. 

The following issues were identified in the delivery of childhood interventions. 

(1) Low osmolarity oral rehydration solution is included in the Essential Drugs List. The 
Government procures only low osmolarity ORS and in sufficient quantities. Treatment with 
zinc for diarrhoea has been adopted nationally and incorporated in the revised IMCI guidelines, 
but awareness of the benefits of zinc for diarrhoea treatment remains limited. Government 
procurement of dispersible zinc tablets is insufficient for a large-scale introduction. There is no 
local supplier of zinc. Social marketing of low osmolarity ORS and zinc as the ORASEL kit 
was piloted in Pursat and Siem Reap provinces in 2006. An assessment of the pilot programme 
showed that in order to be effective, consumer education should go hand in haJ;ld with changes 
in the behaviours of health care providers including drug sellers and pharmacists. 

(2) Haemophilus injluenzae type B (Hib) vaccine is not currently included in immunization 
guidelines, but the Ministry of Health has announced that the vaccine will be introduced in 
2010 through GAVI support for new vaccines. Data on pneumonia etiology in Cambodia 
children is extremely limited but CSF culture data show that Haemophilus injluenzae type B is 
the leading cause of bacterial meningitis in infants and children under five years old. Studies in 
other countries estimate that Hib accounts for up to one-quarter of the severe pneumonia cases 
in young children. Immunization against Hib requires three doses that can be administered 
together with diphtheria, tetanus and pertussis (DTP) and hepatitis B antigens in a combined 
pentavalent vaccine preparation at 6, 10 and 14 weeks of age at a cost of US 25 cents per dose. 

(3) Coverage data indicate that improvement is needed in key home practices, including 
treatment of pneumonia and diarrhoea, and in feeding practices. Since most deaths are 
concentrated in rural villages that have relatively poor access to health facilities and skilled 
health workers, more emphasis is now needed on improving the prevention and management of 
illness in the home, as well as recognition of the very sick child with appropriate care-seeking. 
Community IMCI has not yet been widely implemented. 
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(4) Access to and availability of health services remain as problems in rural areas. While 
geographic access is a part of the problem, there are likely to be other barriers, such as cost of 
services and medicines, and cultural factors that influence home care and care-seeking 
practices. In areas with high mortality, more quantitative data on barriers to using services are 
needed. 

(5) Linkage between programmes and other government sectors is not enough. Better 
linkages between programmes and sectors would provide more opportunities to improve 
intervention coverage. Currently these links are not being harnessed to their full potential. 
Areas that could better incorporate child health interventions include: EPI (e.g. vitamin A 
supplementation, deworming); ANC (feeding, counselling, newborn care practices); malaria 
programme (using malaria extension workers to give child health messages); education 
ministry (child health messages and materials used by school teachers); agricultural ministry 
(feeding practices, appropriate foods) 

(6) Available community resources are often not mobilized to improve knowledge and 
practices. A number of groups and individuals could be better used to give health education 
and promotion messages in communities, including: women's associations, village elders and 
leaders, school teachers, and village members themselves (peer-to-peer counselling has been 
used successfully in many countries). 

2.3 Summarv of strengths and weaknesses for cross-cutting activity areas 

2.3.1 Policy, planning and management 

Laws and regulations 

Laws and regulations that are important for child health have been established in a number of 
areas, including: commitment to the UN Human Rights Conventions (Article 3); adoption of the Right 
to Life and Protection (Article 48); adoption of the Right to Health Care (articles 72 and 73); the 
Child Labor Act (1992); the Sub-decree on Marketing of Products for Infant and Young Child 
Feeding (IYCF) (2005); and the Health Financing Charter (1996). However, the monitoring and 
enforcement of laws and regulations are insufficient. For example, although the international code for 
the marketing of breastmilk substitutes has been adopted through the Sub-decree on the Marketing of 
Products for Infant and Young Child Feeding, there are reports that breastmilk formula producers are 
actively promoting formula, including direct marketing to staff in hospitals. An appropriate allocation 
of resources is required to support monitoring and enforcement of the sub-decree. 

Laws and policies on vital registration have been formally adopted. The 2005 DHS found that 
half of the children had a birth certificate and 66% of mothers reported that they had registered the 
child's birth. There is no information on the age of children when birth registration takes place, and it 
is generally believed that many newborn births and deaths go unrecorded. 

Standards and guidelines 

Key standards and guidelines that have been adopted include: Guidelines for Developing 
Operational Districts (1997); National Policy and Strategies on Safe Motherhood (1997) and National 
Safe Motherhood Implementation Plan (2001-2005); National Vitamin A Policy Guidelines (2000) 
updated in 2001, 2007; National Policy on Infant and Young Child Feeding (2002); IMCI case 
management guidelines and feeding recommendations, defining the minimum package of activities -
MPA 3 (2002, updated in 2006); National Treatment Guidelines for Malaria (2004); National Policy 
for Prevention of Mother-to-Child Transmission of HlV (2005); Strategic Plan for Reproductive 
Health in Cambodia (2006-2010); Cambodia Child Survival Strategy; Health Sector Strategic Plan 
(2008-2015). 
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Some policies need review and revision, for example: safe motherhood, postnatal care and 
newborn care (including timing for postnatal care visits), approaches to the prevention and 
management of nutritional problems (stunting, anaemia in children 6-59 months), Hib vaccine. 

Policies are not always disseminated widely. Policies distributed to provincial level often do 
not reach the operational districts or below. 

Planning and management 

Planning is done annually by national programmes, provincial and operational district health 
teams, and health centres. Implementation funds are received from the central Ministry of Health. A 
minimum package of activities has been defined for health centre level. A comprehensive package of 
activities has been defined for provincial and operational district referral hospitals. The Child 
Survival Scorecard, a group of 12 key child survival interventions, has been adopted by the Ministry 
of Health to guide implementation at all levels. Annual performance reviews are conducted. A 
National Child Survival Management Committee has been established to plan and coordinate 
activities between different donors and programmes. In addition, each province should have a child 
survival management committee to conduct local planning. So far, 13 of 24 provinces have set up 
provincial child survival management committees, but the activity level remains low. The proportion 
of operational districts implementing !MCI is estimated to be 38%, with 56% of all health centres 
nationwide implementing !MCI. 

Routine child health plans tend to have gaps in key areas, including: 

(1) Use of data for planning. Population-based data for programme planning are not 
routinely used at local levels. Not all of the 12 scorecard interventions are tracked at the 
provincial level and below as a part of routine planning. 

(2) Use of indicators for tracking progress. Indicators of programme outputs (how well 
activities have been implemented) are not regularly used for monitoring and planning. 

(3) Community-level activities are often not included. 

(4) Disbursement of budgeted funds is slow. 

Financing 

Long-term strategies for reproductive, neonatal and child health have been costed. In 2003, 
government expenditure on health care was US$3.3 per capita, representing 12%-13% of gross 
domestic product, the highest among developing countries in Asia. In 2003, donor funding for health 
was estimated to be approximately US$ 90 million, compared with US$ 43 million of government 
funds. A quarter of all donor funds were allocated to maternal and child health, safe motherhood, 
reproductive health and family planning programmes. It is estimated that up to 70%-80% of health 
care expenditures (representing $24 per capita) in Cambodia come from private sources, chiefly 
out-of-pocket expenditures. 

Coordination 

There is a lack of coordination between different programme areas within the Ministry of 
Health, and with donors. A single child health implementation plan does not exist. Different 
technical areas take responsibility for activities in their own areas, and are often not aware of what 
other programme areas are doing. This means that there is duplication of effort, and missed 
opportunities. For example, child health interventions such as vitamin A and deworming should be 
added to routine EPI activities in order to improve coverage with these interventions. Similarly, 
standard newborn and child health messages should be used at all contacts with women and children. 
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IMCI should be part of a comprehensive maternal and child health implementation plan to ensure that 
all stages of the continuum of care for women and children are addressed. Provincial child survival 
management committees have not yet been very active in coordinating local planning. Per diem and 
other incentive schemes, although important stimulants for outreach activities, have a tendency to 
discourage integration of service delivery in the community. 

2.3.2 Human resources and training 

In-service training 

IMCI training has been conducted widely. It is estimated that 56% of health facilities have 
trained at least 60% of health workers seeing sick children. A pool of trained IMCI facilitators has 
been established at the national and provincial levels. In-service training plans are developed by 
health centre, operational district and provincial levels, based on local needs. Health facility surveys, 
which include observation of health worker practices, have been used to evaluate the quality of care 
following IMCI training. 

However, there are only two training sites for IMCI training, which limits the rate of expanding 
IMCI training. Thirty-eight per cent of districts are currently implementing IMCI. No training 
strategy is available yet for newborn or postnatal care. Training coverage for MP A 10 (nutrition 
package) was estimated to be 60% of all health centres in 2007. A midwifery review in 2006 
indicated that the skills of trained midwives are often inadequate. Not enough training centres are 
capable of providing training that requires clinical exposure - only two training sites include "life 
saving skills". In addition to the lack of training sites, slow disbursement of funds and unavailability 
of facilitators make implementation of local in-service training plans difficult. Follow-up after IMCI 
training also needs improvement. Finally, in-service training is not always done routinely because of 
lack of funds, staff and transportation. 

Pre-service training 

Incorporation ofIMCI and IYCF into the pre-service curriculae of medical and nursing schools 
has occurred. ANC, delivery care and postnatal care are all a part of pre-service training for midwives 
and nurses. 

Coordination o/training 

No single coordinated training plan exists for lower levels. Training tends to be driven by the 
availability of funds with the result that some staff receive a lot of training; others not much. 
Technical areas with comparatively better external funding, such as HIV and malaria, tend to control 
the training agenda rather than the training plan being based on staff needs. 

Staffing 

The number of midwives is inadequate. Staff turnover is high in some areas. Placement of 
staff is a problem because of a general unwillingness to be posted to rural areas and the absence of 
compensation for hardship postings. Regional training centres are designed to train staff to work in 
their area of origin, but this does not work effectively. Many trained staff do not remain in regions 
where they are trained. Incentives to keep trained staff in more remote areas are often inadequate. 

2.3.3 Health systems 

Quality 

Data from the health facility survey show several positive fmdings in areas where IMCI had 
been introduced: 89% of facilities had essential IMCI drugs available, and 85% had essential 
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equipment for sick child care and vaccinations. Sixty-eight per cent of facilities had received at least 
one supervisory visit which included observation of practice in the previous six months (compared to 
19% in non-IMCI areas). Eighty-three per cent of children needing an antibiotic or antimalarial, 
received it appropriately. Overall, these data suggest that IMCI improved the quality of care 
provided. No data was available on the quality of ANC, delivery or postnatal care. DHS data indicate 
that 69% of women receive at least one ANC visit from a skilled provider, and that 40% receive 
postnatal care from a skilled provider - both of these showed significant improvements from the 2000 
survey. 

Supervisory checklists are available for all technical areas, and most plans include supervisory 
activities. However, supervision is often administrative and managerial, and does not include 
technical supervision. The widely used "integrated checklist" only includes administrative and 
managerial aspects. It is difficult to integrate technical supervision into the routine checklist because 
it is time-consuming. The IMCI checklist, in particular, is seen as long and difficult to complete. 
Technical supervision tends to be done separately, rather than in an integrated fashion, and is driven 
by funding availability. The budget for technical supervision (for Provincial Health Department or 
operational district to health centre) is inadequate in some geographic areas. 

Availability of essential equipment. material and drugs 

Equipment, materials and drugs for the minimum package of activities are still not available in 
some health facilities. For example, gaps were reported in oxytocin for deliveries, disinfectant 
supplies, equipment for newborn resuscitation. Equipment, medicines and vaccines are generally 
available in referral hospitals, particularly at the provincial level. Equipment and supplies for 
emergency obstetric care are generally not available at lower than provincial referral hospital level. 

Referral and care-seeking 

Referral from low to high levels remains difficult in many areas. The most common reasons 
are lack of funds, lack of transportation, geographic distance, and perceived poor quality of referral 
services. 

2.3.4 Community involvement, behaviour change and communication 

Health education posters for ANC and some elements of child health, such as malaria, feeding 
and HIV are available. Mother's cards have been adapted and are used for counselling by health 
workers trained in IMCI. Interpersonal counselling at health contacts is used to improve knowledge 
and pral,;ces. A number of mechanisms for supporting community health education are available, 
supported by the Ministry of Health, rural development and women's affairs and social development. 
Thc:se include village development committees, village health volunteers, village health workers, 
Village health support groups and health centre management committees. A number of leaders are 
available: to support health education, including TBAs, monks, commune chiefs, temple elders, wat 
gralmic:s ~nj traditional healers. In addition, NGOs and donors may support other categories of 
community volunteers. Social marketing approaches have been used in some areas to deliver 
contraceptives, clean birth kits, ORS, and diarrhoea kits containing zinc and low osmolarity ORS. 
Television coverage in the country is relatively high (68% of mothers reported watching television at 
least once in the previous week). 

Access and demandfor services 

A large proportion of the population seek care from the private sector, particularly from 
unlicensed practitioners and drug sellers. The quality of care provided by private providers is likely to 
be poor. The drive to seek care from untrained providers is partly a problem of access, availability 
and the quality of existing public services, but is also likely to reflect cultural beliefs. Cost is an 
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important factor, as services from unlicensed practitioners tend to be cheaper than public seIVices. 
Public seIVices often have "hidden" costs in addition to the official fees. 

Behaviour change and communication 

No BCC strategy for child health is available. BCC activities are not regularly put into lower
level health plans. 

A common set of health education and/or behaviour change materials based on a set of key 
child health behaviours is not available. NGOs and doners tend 10 use different materials. Messages 
are often not consistent, and sometimes duplicated. 

Health facility sUIVey data show that interpersonal counselling is the weakest element of case 
management practice. This may be partly a lack of awarene"s of the importance of health education, 
although trained staff generally have the mother's card available [,x counselling. H~alth workers also 
report that time is often a constraint to effective coullselling at nealth facilitIes due to high case loads. 
In rural areas, the quality of counselling provided by community volunteers and other providers is 
often limited because they do not have simpk materials tor counselling available, and may not have 
been trained in counselling skills. Interpersonal counselling skills, particularly among higher-level 
health staff, needs improvement. 

Community 

Reaching communities has proved difficult in many areas because health workers do not have 
skills, time or budgets to engage communities. Other non-health sectors, as well as groups and 
volunteers in communities, are often not well used to support child health education or counselling. 
Lack of motivation of community workers is a problem in some areas. Incentive systems for non
NGO community volunteers do not exist. Alternative communication channels, such as community 
drama, are not used widely. 

No minimum essential training package for community volunteers is available. Different 
NGOs and donors use different types of workers and different materials and methods. Community 
IMCI (C-IMCI) is currently being reviewed and revised, but has not yet been widely implemented. 

2.3.5 Monitoring and evaluation 

National DHS sUIVey data are available every five years, disaggregated by province. Regular 
meetings between operational districts and provinces take place. Periodic health facility sUIVeys have 
been used to track quality of care measures over time. 

However, insufficient population-based data are available for local planning in provinces. HIS 
data are often received late, often incomplete, and may not be valid and reliable, although this is 
improving. Data on neonates and infants are often aggregated, making it impossible to use the HIS 
for looking at trends in perinatal, neonatal and infant mortality rates. 

Household and programme data are often not used for monitoring and planning how to 
implement activities at provincial and district levels. 
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3. CORE PROBLEMS, SOLUTIONS AND RECOMMENDATIONS 

Using the findings from the first two steps of the review, participants produced a list of main 
problems. These were classified by activity area. From the list of problems, two to four main 
problems were selected as the most important for the programme to address in the next \-2 years. For 
each problem, possible causes, solutions and then recommendations were developed. When 
developing recommendations, an emphasis was placed on ensuring that they were feasible based on 
local conditions. 

The questions asked to determine the most important problems were: 

• How does the problem affect morbidity and mortality? 
• If the problem is solved, what may be the positive effect? 
• If the problem is not solved, what might be the consequences in terms of morbidity and 

mortality? 
• Does the problem occur throughout the country or only in certain areas? 
• Whom does the problem involve or affect? 
• Will many children under 5 benefit if the programme solves this problem? 
• Is a feasible solution available? 

The core problems, solutions and recommendations for each activity area are summarized by 
activity area. 

3.1 Health policy, planning and management 

Some policies need review and revision, particularly: safe motherhood, postnatal care and 
newborn care, and prevention and management of nutritional problems (stunting, anaemia in children 
F ",0 months). In addition, policies are not always disseminated to operational district level and 
below. For example, many low-level staff are not aware that there is a plan to introduce Hib vaccine 
in 2010. 

Quality of planning is not optimal as local data are not always available and used for planning. 
Key technical elements along the continuum of care, such as newborn care and community level 
activities, are not always included. Slow disbursement of budgeted funds creates funding insecurity. 

j iiCrc j, not enough coordination between health development partners and donors. Some 
:cCi >!lies are over-funded; some are under-funded. It is difficult to get local plans funded in a 
comprehensive way. Coordination between central and provincial levels and between different 
natIOnal programmes is limited. 

are: 
The main causes of problems in policy review and dissemination, planning and coordination 

• Policies developed by separate technical programmes are not always shared with other 
programmes and with lower levels. 

• There is no mechanism for developing a common action plan for child health ensuring that 
activities are done collaboratively. 

• Population-based data for local use are often not available. 

• Child health planning skills need improvement, including use of data for making decisions, 
and an understanding of indicators and targets. 
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• Budget release processes are linked with activities completed. Delayed activities slow the 
release of funds for all activities. 

Possible solutions: 

• Share initiatives and policies developed by different technical areas through the national 
and provincial child survival management committees. Plans should include dissemination 
of new policies and guidelines to lower levels. 

• Improve coordination between Ministry of Health departments and donors and NGOs by 
improving the effectiveness of the National Child Survival Management Committee. Use 
the CSMC to coordinate development of a funded annual child health plan. A joint 
planning and budgeting committee needs high-level endorsement to ensure that all groups 
participate. Improved coordination should avoid duplication of effort and ensure that 
programme areas plan activities, including training together. 

• Improve local planning by training provincial and operational district staff in planning 
skills. In high-risk provinces, household-based data will be useful for planning activities 
(discussed in the monitoring and evaluation section). 

• Review the current fmancing process with the Government and donors. Look for 
opportunities to streamline the process. 

Recommendations: 

• Use the existing National Child Survival Management Committee to establish a mechanism 
for developing an annual costed national child health plan that is fully funded by the 
Government, donors and NGOs. Obtain high-level endorsement for this planning process. 
Ensure that this process includes an inventory of existing policies and guidelines relevant to 
child health, and that they are incorporated into routine planning. Through this group, 
review current funding procedures with the Government and donors. 

• The CSMC should produce annual progress reports. 

Next steps: 
CSMC to develop a national annual workplan and a three-year rolling plan for health. 
CSMC to submit annual progress reports to the Joint Annual Performance Review. 
Responsible: Ministry of HealthlWHOIUNICEFIUSAID 
Timing: Finalize the 2008 workplan as soon as possible. Prepare the 2009 workplan 
and a revised three-year rolling plan by 15 December. 

• Conduct training in planning skills using the existing national planning framework. Include 
better links between low-level plans and national plans. Obtain managers training 
guidelines from WHO. Coordinate with the Department of Planning and Health 
Information (DPHI). 

Next steps: 
Train provincial child survival management committees using WHO child health 
programme management guidelines. Ensure that strengthening planning skills include 
an emphasis on improving the quality of routine supervision. 
Train national facilitators and two provincial CSMCs in 2008. 
Assist Provincial Health Departments with incorporating child survival activities in 
Annual Operational Plans 
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Responsible: CSMC and DPHI with funding support from WHO 
Timing: 3rd and 4th quarter 2008 

3.2 Human resources and training 

Coverage is low for postnatal care and newborn resuscitation although new training materials 
are being piloted in a few areas. More training centres are needed in order to provide in-service 
training, especially training that requires clinical exposure. Follow-up after IMCl training needs 
improvement. Training tends to be driven by the availability of funds; some staff receive a lot of 
training, others not much. The number of midwives is inadequate. Staff turnover is high in some 
areas. Staff placement is a problem because staff tend to decline being posted to more rural areas. 

The main causes of constraints in inadequate training coverage and quality of training are the 
following: 

• Postnatal care, or newborn care, is a new programme area that is still under development. 
A newborn health working group has been established, and is piloting a postnatal care 
training package and a number of other elements for newborn care, including a supervisory 
checklist. 

• Follow-up after training is not considered as part of training, but rather a separate activity. 
Therefore it is often not funded. 

• A single training plan for all health staff at the provincial or operational district level does 
not exist in most areas. 

• Staff are not required to stay in remote areas. Staff lack motivation and incentives. Staff 
selection at training centres is not always equitable; local staff who are more likely to work 
locally are less likely to get selected for training. 

Possible solutions: 

• Complete field testing of new postnatal care materials, and implement training more 
widely. 

• Ensure that follow-up after basic IMCl training takes place. Ensure that the budget is 
adequate, and that adequately trained facilitators are available. 

• Encourage the development of training plans at each level. This should be coordinated by 
the provincial child survival management committee, as a part of annual planning. The 
development of training plans should be coordinated with the continuing education 
department. 

• Advocate for more incentives for staff to remain in rural areas, including a service 
requirement after graduation, and salary incentives. Improve support to candidates for 
pre-service training by instituting a donor-funded scholarship programme for eligible local 
candidates. 

Recommendations: 

• Strengthen pre-service teaching and the quality of clinical practice for nurses, midwives 
and doctors, especially for IMCI and IYCF at Regional Training Centres, Technical School 
for Medical Care and the Medical Faculty of University of Health Sciences. 
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• Assist in improving recruitment for midwives to underserved areas. 

• Strengthen in-service IMCI and increase the rate ofIMCI expansion. 

Next steps: 
Coordinate with the High Level Midwifery Taskforce and Deutscher 
Entwicklungsdienst (DED, German Development Service) supported preceptor 
programme on capacity-building and support for Regional Training Centres. 
Work actively with health partners to advocate for donor-funded scholarships for 
midwives. Include terms and conditions stipulating that they remain in their own areas 
after training. Link with Health Sector Support Project pool funding mechanism. 
Conduct an IMCI demonstration course for Medical Faculty staff. 
Revitalize the IMCI Working Group. Identify how interpersonal counselling skills can 
be improved as a part of IMCI training. Distribute the child health BCC strategy, 
messages and materials as a part of IMCI training, when they are available (improved 
counselling skills for health workers is a BCC problem noted in section 3.4). 
Increase in-service II-day IMCI case management and IMCI refresher courses. 
Establish an additional IMCI training site. 
Hold a planning meeting with Kompong Cham Referral Hospital and the Provincial 
Health Department to explore the hospital becoming an IMCI training site. 
Prepare a detailed training plan in order to fully utilize funding from GA VI, Asian 
Development Bank and World Bank for IMCI training. 
Introduce IMCI Computerized Adaptation and Training Tool (lCATT) at TSMC and 
the Medical Faculty. 
Revise the IMCI video exercises. 
Responsible: CSMC, Ministry of Health, WHO 
Timing: Ongoing 

• Review standard newbOrn/postnatal care package currently being developed by the 
newborn health working group. 

Next steps: 
Invite the newborn health working group to present the findings from the pilot testing 
of the Integrated Postpartum Package to the CSMC for discussion and input, and 
review the training tool. 
As a part of this review, review supervisory checklists and methods used, and discuss 
how these can be integrated with current supervision at province level and below 
(supervision is a systems problem noted in section 3). 
Responsible: National Reproductive Health Programme, CSMC, WHO 
Timing: next six months 

3.3 Health systems 

Quality of supervision needs improvement as technical supervision is not usually integrated 
with administrative and managerial supervision. It appears that the budget is insufficient for selected 
technical supervision (for Provincial Health Department or operational district to health centre) in 
selected geographic areas. Newborn health is not yet included in technical supervision. 

The equipment, materials and drugs that make up the MP A packages are not available in some 
health facilities (e.g. essential drugs, equipment for newborn resuscitation). 

Referral from low to high levels is still difficult in many areas. 
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The main causes of issues related to the main health system are: 

• No standard checklist for a newborn health package. 

• Difficult to complete technical supervision during one visit because several technical areas 
need to be reviewed. Donors and NGOs usually support supervision in their areas of 
interest. 

• The national budget supports only indirect support costs (ISC). This budget is usually late 
in first quarter of the year. 

• The MP A supply list for health centres does not include equipment, materials and drugs for 
newborn care. Some health centres receive some equipment, materials and drugs from 
relevant programmes or donors. 

• Transportation difficulties, particularly in more remote areas, make referral difficult. 
Public transportation may not be available or may be expensive. 

Possible solutions: 

• Develop a standard checklist for reviewing the package of newborn care. 

• Review methods for better integrating supervision currently being done separately by 
different technical programmes and increase awareness of provincial, operational district, 
NGO and donor staff of the need to better link supervision activities. 

• Ensure that there are sufficient equipment and materials for the MP A and CPA levels for 
child health, especially for newborn care. 

• Improve awareness of the importance of timely referral at the community level. 
Recognizing signs for early care-seeking needs to be reinforced as a part of health 
education. Communities should be encouraged to solve problems for themselves, where 
possible, by using local community funds, or local volunteers who can help with 
transportation. 

Recommendations: 

• Coordinate with United Nations Population Fund (UNFP A) on the national emergency 
obstetric neonatal care assessment. 

Next steps: 
Meet with UNFPA to have input into the assessment questionnaire. 
Ensure that neonatal resuscitation and intensive neonatal care capacities are 
appropriately reflected in the assessment tool. 
Responsible: CSMC, WHO, UNFPA 
Timing: 3rd quarter 

• Strengthen CPA-level paediatric care using Emergency Triage Assessment and Treatment 
(ETAT) and Essential Paediatric Care training for referral hospital child health staff. 

Next steps: 
Map referral hospitals that have received training in ET AT and Essential Paediatric 
Care. 
Responsible: CSMC, Communicable Disease Control Department, Ministry of Health 
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Timing: 3rd quarter 

3.4 Behaviour change and communication 

Currently, no BCC strategy for child health is available, and BCC activities are not regularly 
put into lower-level health plans. A common set of health education and behaviour change materials 
based on a set of key child health behaviours is not available either. 

Interpersonal counselling skills, particularly among higher-level health staff, also need 
improvement. 

There is no coordinated mass media programme for child health BCe. The use of mass media 
as a delivery channel is at the discretion of the technical programmes and tends to be piece-meal and 
of low intensity. Mass media campaigns are not coordinated with interpersonal BCC. 

The main causes of BCC and communication problems are: 

• A BCC strategy for health is currently under development but has not yet been approved. 
This general document is not specific to child health. 

• Standard family practices along the continuum of care have been defined, but the training 
course is currently undergoing revision. 

• A health communication strategy for reaching villages and other low-level communities 
has not been developed. 

• Health worker supervision does not emphasize the need for counselling. 

Possible solutions: 

• Develop a health communication strategy for child health coordinated by the CSMC in 
conjunction with National Centre for Health Promotion. Focus on key family practices. 
Increase focus on reaching villages and low-level communities, particularly in the most 
rural areas. Give health education messages at all possible contacts including antenatal 
care, family planning visits and facility outreach. Consider adopting a peer-to-peer 
counselling approach in rural villages. Coordinate with planned ANC and nutrition 
strategies. 

• Develop standard messages and materials for health education on child health (flip charts, 
counselling cards, etc.). Messages and materials should be available for all communication 
channels including interpersonal communication (VHSGs, volunteers, TBAs), as well as 
community drama, radio and other channels. Key family practices are being developed for 
the C-IMCr approach. 

• Work in collaboration with NCHP, NGOs and Membership Organization for NGOs active 
in the health sector in Cambodia (MediCam), to train provincial, district and village-level 
staff, and other sectors (education, agriculture) to give messages and education. Explore 
and use other channels and/or methods, such as radio. 

• Emphasize interpersonal communication in IMcr training, particularly for health centre 
level staff. Distribute new materials and messages to health staff at trainings. 
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Recommendations: 

• Develop a comprehensive child survival BCC strategy. 

Next steps: 
Write a concept note on the development of a comprehensive child survival 
communication strategy and seek support for its realization. 
NCHP, UNICEF and WHO to finalize C-IMCI messages and the development ofBCC 
materials. Ensure that c-IMCI incorporates all key messages along the continuum of 
care. 
Agree on a minimum set of child health messages, and supporting materials, in 
collaboration with NCHP, UNICEF, MediCam, NGOs and donors. 
Responsible: CSMC, NCHP, UNICEF, WHO 
Timing: Immediately 

• Ensure that BCC activities are incorporated into routine plans at all levels. The standard set 
of child health materials and messages should be used. 

Next steps: 
Conduct training in planning skills, using the existing national planning framework. 
Include better links between low-level plans and national plans. Obtain managers 
training guidelines from WHO. Coordinate with DPHI. 
Responsible: CSMC and DPHI with support from WHO 
Timing: 4th quarter 2008 

3.5 Community involvement 

Reaching communities has proved difficult in some areas because health workers do not have 
skills, time or budgets to engage communities. Other non-health sectors, as well as groups and 
volunteers in communities, are often not used to supporting child health education or counselling. 
Lack of motivation of community workers is a problem in some areas. Incentive systems for non
NGO community volunteers do not exist. 

No minimum essential training package for community volunteers is available - NGOs and 
donors use different types of workers, materials and methods. 

The main causes of constraints in implementing community-related activities are: 

• A National Policy on Community Participation is still being developed by the Ministry of 
Health, Ministry of Rural Development, Ministry of Women's Affairs, Ministry of Interior, 
development partners and NGOs. The existence of many different community groups and 
volunteers with different roles and responsibilities can make planning difficult. 

• Many different types of community workers, often supported by different NGOs, mean that 
community activities are fragmented and tend not to be well coordinated. Different training 
materials have been developed and used - the quality of these is variable. 

• Long-term capacity of village health support groups is often not built. NGOs use per 
diems, and volunteers tend to work only if they receive financial incentives. When NGO 
funding stops, activities also stop. 
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Possible solutions: 

• Finalize the National Policy on Community Participation and its dissemination. This 
policy should give clear roles and responsibilities for various community volunteers and 
workers (e.g. VHSG, TBA, CBO, NGO volunteers). Solve problems by communication or 
meetings as they arise. 

• Complete the revision of c-IMCI training modules. Promote C-IMCI as a key strategy for 
training community volunteers, and ensure that the Ministry of Health, donors and NGOs 
working in communities use standard materials. NCHP and UNICEF are currently revising 
C-IMCI training modules following the key family practices with eight modules and two 
optional modules. The modular format is suitable for community volunteers. It needs to be 
widely disseminated to encourage extensive use. 

• Encourage NGOs to work more collaboratively with health centre staff. Ensure that NGOs 
include health centre and operation district staff in planning, and that they use recognized 
VHSGs. Encourage the use of different types of community volunteers, such as youth 
groups, school teachers and leaders. Larger villages may need more VHSGs: perhaps two 
groups per 100 families. 

• Improve the incentive system for volunteers, e.g. provide transport money to attend 
meetings, refreshments, t-shirts and free health care for themselves and their families at 
health centres and referral hospitals. Consider standardizing per diem rates. Stop calling 
community workers 'volunteers' ifthey are receiving support from NGOs. 

Recommendations: 

• Review the methods for supporting community workers and volunteers. 

Next steps: 
Attend consultative meetings with the National Policy on Community Participation 
Policy task force and review the task force report. 
Ensure that the National Policy on Community Participation is reflected in the revised 
MP A guidelines. 
Ensure that community guidelines include a focus on early recognition of illness and 
appropriate care-seeking for both neonates and older children. Include approaches to 
strengthening community systems for referral of sick children, such as methods for 
improving access and availability of transportation (improved referral practice is a 
systems problem mentioned in section 3.3). 
Ensure that community guidelines include methods for supporting community workers 
and volunteers. 
Ensure that community activities are included in annual provincial and operational 
district plans, as part of strengthening routine planning (see recommendation 3). 
Responsible: OPHI and CSMC . 
Timing: ongoing 

3.6 Monitoring and evaluation 

Population-based data are insufficient for planning in provinces of key child health 
interventions (in areas such as breastfeeding, complementary feeding, home management of 
pneumonia and diarrhoea). HIS data are often received late, are often incomplete, and may not be 
valid and reliable. HIS data do not allow data on neonates and infants to be disaggregated. Limited 
data on newborn mortality are available. Household and programme data are also often not used for 
monitoring and planning activities at provincial and district levels. 
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The main causes of issues related to monitoring and evaluation are: 

• Population-based data are not usually available at provincial and sub-provincial levels for 
planning. Household surveys require time and resources. 

• Reliance on routine data for programme evaluation means that plans may use unreliable 
data. 

Possible solutions: 

• Develop a strategy for collecting population-based data in high-risk areas using small 
sample household surveys, such as 30 cluster surveys. Use data to inform local planning 
and to develop C-IMCI and an approach to information, education and communication. 

• Ensure that the next demographic and health survey incorporates questions in areas where 
data are needed: newborn care practices; management of pneumonia; use of zinc and ORT. 

• Improve planning skills of provincial CSMCs to improve use of data to decide what should 
be done, where and how. Adopt standard child health indicators for routine use. 

• Consider implementing neonatal death audits in selected provincial hospitals to review 
causes of death, as well as the process leading to death. Use findings to help with local 
planning. 

Recommendations: 

• Measure neonatal and infant health indicators in HIS. 

Next steps: 
Work with DPHI to change the age groups in the current reporting system to include: 
0-28 days, 1-12 months and 12-59 months. 
Clarify definitions of simple and severe diarrhoea, ARI 
Responsible: Ministry of Health, DPHI, WHO 
Timing: Begin in the next six months 

• Review the child health questions in the current DHS before carrying out the survey in 
2010. 

Next steps 
Participate in questionnaire review. 
Responsible: CSMC, Ministry of Health, WHO 
Timing: 2008/2009 

• Conduct a national review of the neonatal death audit methodology. 

Next steps: 
Convene a meeting with NIP to review the newborn death audit methodology. 
Responsible: NIP, CSMC, WHO, UNICEF, Save the Children (Saving Newborn 
Lives) 
Timing: Next six months 

• Conduct household surveys to generate data on family practices and perceptions, access to 
child health services, and incidence of childhood illness. 
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Next steps: 
Send participants to the household survey planning meeting ill Madang, 
Papua New Guinea for capacity-building (July 2008). 
Translate the household survey instrument. 
Conduct training of resource staff. 
Conduct household surveys one province at the time and coordinate the activity with 
the training on programme management guidelines. 
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SCHEDULE OF ACTIVITIES 
Short Programme Review for Child Heatlh 

26-30 May 2008, Cambodia 

Introduction 
Welcoming remarks 
Participants introduction 

ANNEX 2 

Overview: background; purpose of the review and how it will be 
used. 
Overview: how the short programme review will be conducted. 
Introduction to Step 1 
Introduction to group work and use of the worksheets 
Tea break 
Task 1: Assess Programme Status - where are we going? 
Presentation: inequities between different regions and groups 
Plenary: Review Worksheets 1 and 2. Summarize fmdin~s 
Lunch 
Introduction to Task 2 worksheets and method 
Task 2: Assess Programme Status - are interventions reaching 
women and children? 
Group 1: pregnancy; Group 2: delivery and immediate post-
delivery; Group 3: neonatal; Group 4: infants and children 1-59 
months 
Complete Worksheets 3 and 4. Summarize findings using standard 
computer templates. 
Tea break 
Plenary session: summary of fmdings from Task 2 group work 

Recap of fmdings of day 1 
Introduction to Task 3 worksheets and methods 
Task 3: Assess programme status - how well are programme 
activities being implemented? Small Groups 1 -4 work on the same 
areas as before and complete Worksheets 5 and 6. 
Tea break 
Task 3: group work continued. 
Summarize fmdings on standard comQuter template 
Lunch 
Plenary session: summary offmdings from Task 3 group work 
Introduction to Task 4: worksheets and method 
Tea break 
Task 4: Assess programme status - summarize strengths and 
weaknesses. Small Groups 1 -4 work on the same areas as before 
and complete Worksheet 7. 
Plenary session: summary of fmdings from Task 4 group work 
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Wednesday, 28 M~ 
0800 -0830 Recap of fmdings of day 2: Dr Hong Rathmony 

Introduction to Step 2: Review of previous s~ and introduction 
0830-1030 Step 2 - identify the main problems the programme has faced. 

Small Groups work on same areas as before and identify problems 
for activity areas (policy/planning, human resources/training, 
communication, community, systems, M and E) and summarize 
fmdings using standard template. 

1030-1045 Tea break 
1045-1200 Plenary session; summarize and discuss main problems for each 

activity area - synthesize into a single limited list 
1200-1330 Lunch break 
1330-1500 Introduction to Step 3: Review of previous steps and introduction 

to approach 
Step 3: Identify solutions to the main problems 
Groups work on different activity areas. 

1500-1515 Tea break 
1515-1730 Complete Step 3 and summarize fmdings using standard computer 

template. Review findings in plenary session 
Thursday, May 29 
0800-0830 Recap of fmdings of day 3: Dr Hong Rathmony 

Introduction to Step 4: review of previous steps and introduction 
0830-1030 Step 4: Develop recommendations for what the programme needs to 

do. 
Groups work on different activity areas as before. 
Summarize fmdings using standard computer template. 

1030 - 1045 Tea Break 
1030-1230 Review fmdings of Step 4 in plenary session: summarize and 

discuss solutions and possible recommendations 
1230-1330 Lunch 

1330-1500 Step 5: decide on next steps for taking action on recommendations 
Large group work: next steps 

1500-1515 Tea break 
1515-1700 Summary of next steps and close 

Feedback from particjQants 
Friday, 30 Mil)' 
0900-1230 Step 6: Prepare presentation of major fmdings with a small group -

facilitators, SPR review team and selected participants. 

Third week of June 
TimeTBD Presentation of fmdings to Ministry of Health and wider stakeholder 

group and discussion - SPR review team or SPR review tea n leader 

-
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DATA TABLES 

Table 1: Measures of maternal, newborn and cbild bealtb status, Cambodia, May 2008 

Data required Measures Data Target Cbange Differences 
available* overtime by region or 

group 
Neonatal deaths Neonatal mortality 2811000 25 - 2010 2000: Urban: 29 

rate 22 - 2015 37/1000 Rural: 37 

Neonatal mortality as IMR: 0.42 IMR: 0.39 
a proportion of IMR (28/66); (37/95); 
and U5MR U5MR: U5MR: 

0.34 (28/83) 0.30 
(37/124) 

Causes of death Severe infection (29%), Birth asphyxia (27), Preterm birth 
(22), neonatal tetanus (6), congenital anomalies (5), 
diarrhoeal diseases (3) 

Maternal deaths Maternal mortality 472/ 243 - 2010 2000: 437 
ratio 100,000 140 - 2015 

Haemorrhage (54%), eclampsia (18), infection (6), 
Causes of death abortion (6), uterus rupture (4) 

Low birth Prevalence oflow 8.3% (15%, 2000: 6% Urban: 8.1 
weight birth weight: (self adj) Rural: 8.4 

reported by mother -
very small or smaller 
than average) 

Infant deaths Infant mortality rate 66/1000 live 60 - 2010 2000:95 Urban: 65 
births 50-2015 Rural: 92 

Causes of death Prematurity (10.5%), disease of respiratory system (9.1), 
fever (9.0), dengue (6.7), accident (5.6), tetanus 
convulsions (4.7), problems of delivery (4.4), tetanus 
(4.0), refused breastmilk (3.0), throat infection (2.1), 
meningitis (2.0), vomiting (2.0), fever/diarrhoea (1.8), 
poeus (1.8), abdominal distension (1.7), typhoid fever 
(1.5), heart disease (1.5), malaria (1.3) 

Child deaths Under 5 mortality rate 831100 live 75 - 2010 2000: 124 Urban: 76 
births 65 - 2015 Rural: 111 

39 - 2015 
(c-MDG) 

Proportion ofU5 0.80 (66/83) 2000: 0.77 
deaths that occur in (95/124) 
newborn and infant 
periods 
Causes of death Neonatal causes (30%), AR1 (21), diarrhoea (17), measles 

(2), malaria (1), HlV/AIDS (2), injuries (2) 
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Child morbidity Prevalence of ARI: 8.5%, ARI: 
childhood illnesses: diarrhoea: 19.8%, 
pneumonia, diarrhoea, 19.5%, diarrhoea: 
malaria (fever), malaria 18.9%, 
measles (2 week (fever): malaria 
prevalence) 35.4%, (fever): 

35.4%, 
Under nutrition Prevalence of wasting 8% 7 - 2010 2000: 17% Highest 

(low weight for height 5 - 2015 wealth 
(z-score -2 or less) quintile: 8% 

Lowest 
wealth 
quintile: 11% 

Prevalence of stunting 44% 35 - 2010 2000: 49% Highest: 23% 
(low height for age - 25 - 2015 Lowest: 52% 
z-score -2 or less) 
Prevalence of 28% 25 - 2010 2000: 40% Highest: 16% 
underweight (low 20 - 2015 Lowest: 35% 
weight for age z-score 
-2 or less) 

Micronutrient Prevalence of night 8% 5 - 2010 
deficiencies blindness - pregnant <5 - 2015 

women 
Prevalence of low No data 10 - 2010 2000: 22% 
serum retinol <10 - 2015 
Prevalence of anaemia 61.9 «11.0 52 - 2010 63.4% Highest: 51.0 
(Hg ,1 Ogldl) gldl) 42 - 2015 Lowest: 69.4 

* Data are all from the 2005 CambodIa DHS unless otherwise mdlcated 
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Table 2: Key child health interventions, coverage indicators and targets 

Period Intervention Coverage Data Target Change Difference 
measure available* overtime by region 

or2roup 
Pregnancy Adequate antenatal Proportion of 27% 2ANC 2000: Urban: 43 

care mothers who visits: 75 8.9% Rural: 24 
received at by 2010 
least 4 ANC and 90 by 
visits 2015 

Tetanus toxoid to Proportion of 54% 2010: 2000:30 Highest: 60 
all pregnant mothers who 80% Lowest: 46 
women received TT2+ 2015: 

during 99% 
pregnancy 
Proportion of 69% 2010: Highest: 81 
newborns 80% Lowest: 59 
protected at 2015: 
birth 99% 

Iron Proportion of 63% 2010: 75 2000:21 Highest: 77 
supplementation mothers 2015:90 Lowest: 51 

women who 
received iron 
during 
pregnancy 

Malaria prevention Proportion of 4.1 - 2000: Highest: 
pregnant 0.0 
women who Lowest: 10 
slept under an 
ITN the 
previous night 

Voluntary Proportion of No data 
counselling and HIV + mothers 
testing for HIV and who received 
PMTCT ART 

prophylaxis 
I Labor and All deliveries by a Proportion of 44% 2010: 70 2000: 32 Highest: 90 

delivery skilled birth deliveries by 2015: 80 Lowest: 21 
attendant skilled birth 

attendants 
Identification and Proportion of 1% 2010: 3 Urban: 5.9 
treatment of rural 2010: 4 
maternal pregnancies 
emergencies such having a 
as eclampsia and c-section 
obstructed labour 

* Data are all from the 2005 Cambodia DHS unless otherwise mdlcated 
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Immediately Prevention of Proportion of No data 
after birth hypothermia babies who were 

dried, wrapped 
(and not bathed) 
immediately after 
birth : 

Appropriate Proportion of No data 
cord care and babies who had the 
hygiene cord cut with a 

clean instrument 
Immediate Proportion of 35% 2010: 45 2000: 11 Highest: 42 
initiation of mothers who 2015: 62 Lowest: 29 
breastfeeding initiated BF within 

1 hour of birth 
Proportion of 55% - 2000: 57 Highest: 55 
babies who Lowest: 54 
received a pre-
lacteal feed 

PostnataV Postnatal Proportion of 64% 2000: 31 Urban: 7 4 
neonatal care visit mothers/newborns Rural: 62 
period who had a care Secondary 

contact in the first ed: 82 
2 days after No ed: 55 
delivery 
Proportion of post 57% 
partum women 2010: 85 
receiving 2015: 90 
iron/folate 
Proportion of 74% 2000: 
infants 0-28 days 18% « 
who are 60 days) 
exclusively 
breastfed 

Infants and Exclusive Proportion of 60% 2010: 65 2000: 
children breastfeeding infants under 6 2015: 70 15% « 4 

months months) 
exclusively BF 

Appropriate Proportion of 82% - 2000: 72 
comp feeding infants 6-9 months 

who receive 
appropriate BF and 
comp feeding 

Micronutrient Proportion of 34.5 2010: 2000: Highest: 
supplementat children who 85% 31% 31.3% 
ion received a dose of Lowest: 

vitamin A in the 31.5% 
previous 6 m 
Proportion of 72.5% 2000: Highest: 
children living in 12.2% 87.2% 
HH that use Lowest: 
iodised salt (15+ 64.5% 
ppm) 
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Immunizatio Proportion of 76.9% 2010: 2000: Highest: 
ns against children 12-23 92% 55% 82.4% 
vaccine months of age Lowest: 
preventable vaccinated against 64.5% 
diseases measles before 12 

m 
Prevention of Proportion of 4.2% 2010: 2000: Highest: 
malaria children who slept 80% 9% 0.9% 

under an 1m the Lowest: 
previous night 7.6% 

Antimalarial Proportion of 0.2% 2010: 2000: Urban: 
treatment for children with fever (not all 95% 62% 1.3% 
malaria who received areas Rural: 

appropriate malaria 0.1% 
antimalarials endemic) 

Careseeking Proportion of 48.3% 2010: 2000: Highest: 
for children with 70% 35% 58.1% 
pneumonia suspected Lowest: 

pneumonia taken 2015: 41.0% 
to appropriate 75% 
provider 

Antibiotic Proportion of Not 75% 2000: 
treatment for children with measured in 35% 
suspected suspected DHS 2005 
pneumonia pneumonia who 

received (IMCIHFS: 
appropriate 45.6%) 
antibiotics 

Oral Proportion of 58.4% 2010: 2000: Highest: 
rehydration children with 75% 74% 40.2% 
for diarrhoea diarrhoea who Lowest: 

received ORT 65.9% 
Use of zinc Proportion of No data 
for the children with 
treatment of diarrhoea who 
diarrhoea received an course 

of zinc 



Annex 4 

Table 3: Programme outputs for child health 

Intervention Indicator Current Target Change Difference 
package level Over by region 

time or group 

ANC % of mothers who received ANC from a 69.3% 2000: U: 79.2% 
skilled health providers 37.7% R: 67.7% 

Skilled care at % of skilled birth attendants with up-to-date No data 
birth, training in newborn resuscitation and 
emergency immediate baby care (quality) 
obstetric and % of frrst-Ievel health facilities providing No data 
newborn care basic emergency obstetric and newborn care 

(24 hours/day, 7 days/week) (availability) 

% of hospitals providing comprehensive No data 
emergency obstetric and newborn care (24 
hours/day, 7 days/week) (availability 

Postnatal care % of mothers who received first post-natal 40.9% 2000: U: 66.2% 
check-up from a skilled health providers 14.9% R: 36.8% 
(quality) . 
% of hospitals or maternity facilities 7 out of64 
accredited as baby-friendly in the previous (11 %) 
two years 

IMCI % of health facilities with at least 60% of 56% of 
(Management health workers caring for children trained in health 
of newborn and IMCI (availability) centres 
child illness) % of health facilities with all essential 89% 

medicines (8) for managing common 
childhood illnesses (availability) 
% of health facilities with all equipment and 85% 
supplies for vaccination (availability) 
% of health facilities receiving at least one 68%IMCI 
supervisory visit with observation of case- 10% non 
management in the previous 6 months IMCI 
(quality) 

% of children who received integrated 82% IMCI 
I assessment (10 assessment tasks) 35% non 

IMCI 
% of children attending facilities who need an 83%IMCI 
antibiotic and/or an antimalarial who are 23% non 
prescribed the medicine correctly (quality) IMCI 

% of facilities that manage severely ill No data 
children with oxygen/delivery systems 
available in the paediatric ward 

Proportion of planned outreach visits No data 
conducted as planned in the previous six 
months 
Proportion of districts implementing IMCI 38% 

(2006) 



Annex 4 

Community % of mothers receiving at least one mass 68% 2000: Urban: 
IMCl media communication activity (radio, watch TV 56.3% 82.9% 

TV, groups etc) for maternal, newborn or at least Rural: 
child health in the previous three months once a 64.8% 
(demand) week 
% of operational districts with a trained 17% 
CHW or volunteer for promoting key (under-
family and community practices (access) estimated) 
% of caregivers who know one danger 2006: Baseline 
signs for seeking care -ARI- fast 43.2% 2004: 
breathing (knowledge) (BBC survey) 8.1% 
Proportion of caretakers of children 0-59 No data 
months who have received a home visit 
and counseling from a community health 
provider in the previous three months 

EPl % of health facilities with immunization No data 
services available daily (availability) 

General policy areas 

Indicator Current Target Change Differences 
level over by region 

time orgro1!P 
General policy Proportion of proposed child health 

budget received in the previous year 

% of births registered at birth 66.4 2000: Highest: 
22.0% 76.5% 

Lowest: 
59.3% 

% of child deaths registered No data 

CRC reporting mechanism established CRC 
and working endorsed 

Costed national plan for ensuring Reproducti 
universal access to newborn and child vehealth, 
survival interventions available newborn, 

child heath 
costed 

Mechanism for monitoring the Ratified in 
International Code for Marketing of 2007, 
Breastmilk substitutes established and monitoring 
working regulations 

not imp 1. 
yet 

Laws and policies on vital registration No, but a 
adopted sub-decree 

signed in 
2006 
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