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1. Introduction
The kingdom of Cambodia covering an area of
181,035 sq. km. is located in south-east Asia and
shares borders with Vietnam to the east, Lao PDR
to the north, Thailand to the west, and the ocean
coast to the south-west1. The country is divided
into 24 provinces and one municipality, the capital, Phnom Penh. Khmer is the official language
spoken by 90% of the population2, 3.
Peace and stability have been re-established in
the country after two decades of conflict and civil
war, since the signing of the Paris Peace Accord in
19914. The country’s first national elections were
held in 1993 and the Constitution was promulgated on 21 September 1993.
Cambodia is making firm efforts to move toward
the status of a middle-income country5. The country’s development is guided by the Vision 2020
strategy, as well as the National Strategic Development Plan and the Rectangular Strategy for
Growth, Employment, Equity and Efficiency6.
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The population of the country was estimated at
15.13 million7 with an annual growth rate of 1.7%
in 2013. Life expectancy at birth was 68.8 for
males, and 74.2 for females in 20138.
In terms of ratification of international human
rights treaties, covenants and conventions, the
government has signed on to the International
Covenant on Civil and Political Rights, and the
International Covenant on Economic, Social and
Cultural Rights on 17 October 1980 and further
ratified the same on 26 May 1992. The International Convention on the Elimination of All Forms
of Discrimination against Women (CEDAW) was
signed on 17 October 1980 and ratified on 15
October 1992, along with accession to the Convention on the Rights of the Child (CRC) on the same
day. Cambodia has also signed onto the International Convention on the Protection of the Rights
of All Migrant Workers and Members of Their
Families on 27 September 20049. However, the
application and implementation of these human
rights, as well as access to information concerning
laws and regulations among citizens remains poor
and limited10.
Three key sources of health financing in Cambodia are a) the government health budget, b)
funding from donors and health partners, and c)
out of pocket expenditure from households11. An
examination of the total health expenditure (THE)
as % of GDP has shown a decline from 7% in 2005,
to 6% in 2010, and 5% in 2012. General government expenditure on health (GGHE) as % of Total
Health Expenditure (THE) has shown marginal
improvement from 22% in 2005 and 2010 to 25%
in 2012. Proportionately, private expenditures on
health marginally declined from 78% in 2005 and
2010, to 75% in 2012.
Out of pocket expenditure as a percentage of total
health expenditure (THE) also has increased over
the years to 62% implying that a significant share

of health expenditure is borne by the people and
care seekers themselves. Given the high dependence on donor funding, a critical indicator in the
Cambodian context is external resources on health
as a percentage of total health expenditure which
has shown a decline from 19% in 2005 to 15% in
2012. Overall, we see a drop in external resources
for health, marginal improvements in general government expenditure on health as percentage of
total health expenditure, and a high out of pocket
expenditure from households in accessing health
care.
A situational analysis of the state of health financing in Cambodia points to inadequate access to
health services for the most vulnerable populations, and high out of pocket spending reaching
62% of total health expenditure. There has been
a chronic misalignment of public funding with
priorities in the health sector. The public health
sector in Cambodia is characterised by a low
level of salaries and incentives for staff negatively
impacting on service delivery. The health sector
is also characterised by high utilisation of unregulated private providers12.

2. Status of sexual and reproductive health services
in Cambodia
2.1 Contraception
The ICPD Programme of Action stated that people
should be able to have a satisfying and safe sex life
and that they should have the capability to reproduce and the freedom to decide if, when, and how
often to do so. The programme of action reiterated
the right of men and women to be informed and
to have access to safe, effective, affordable and
acceptable methods of family planning of their
choice13.
In this section we look at key indicators namely a)
total fertility rate (TFR), which is an indicator of
good or poor reproductive health as a high fertility rate (> 5 births) represents a high risk of reproductive ill health; b) contraceptive prevalence
rate (CPR), which is a proxy indicator to measure
access to reproductive health services, assuming
there is no coercion for acceptance of birth control
through government policy, as well as distribution
of contraception by method to indicate access to a
range of contraceptive methods, and male responsibility in use of contraception; and c) unmet need
for contraception, which is also a proxy indicator
of access to reproductive health services14.

a) Total Fertility Rate (TFR)
The Total Fertility Rate (TFR), is defined as the
total number of births a woman would have by
the end of her childbearing years if she were to
pass through those years bearing children at the

currently observed age-specific fertility rates15.
The CDHS 2010 reported a TFR of 3.0 children, a
decline from 4.0 children per woman in 2000. Further examination in the decline of fertility shows a
slower pace of decline in fertility during the time
period 2005-2010, as compared to 2000-200516.
Significant differences in fertility have been observed across rural-urban residence, across provinces, and across education and wealth quintiles in
Cambodia17.
TFR in urban areas has been recorded at 2.2 as
compared to a higher TFR of 3.3 births per woman
in rural areas. Fertility rate is lowest in the capital
city of Phnom Penh at 2.0 children per woman.
Fertility is inversely related to education and
wealth status of women. Women with no education recorded a TFR of 3.7, in comparison to 2.4
among women with secondary or higher education18. The disparity in fertility is quite stark (2.4
children per woman) between the poorest woman
at 4.5, as compared to 2.1 for the richest woman.

b) Contraceptive Prevalence
Rate (CPR)
Contraceptive prevalence rate is a sensitive indicator of both access of reproductive health services,
and access to the range of contraceptive methods
among women19.
Fifty one percent of currently married women in
Cambodia use a method of family planning with
35% relying on modern methods, and 16% relying
on traditional methods20. Stark differences are
observed across background characteristics in the
use of contraception.
Currently married women in urban areas (55%)
are more likely to use any method of contraception in comparison to rural areas (50%). However,
it is observed that more women in rural areas
(36%) rely on modern methods of contraception
as compared to urban women (31%). It is interesting to note that women in urban areas rely more
on traditional methods, both withdrawal (15%)
and rhythm (9%). The daily pill (12.4%) is the
most popular modern method of contraception
among urban women.
Significant differences in the use of contraception
have also been observed across provinces, with
Kandal province (62%) reporting the highest contraceptive usage among all provinces in Cambodia.
The use of contraception is also higher among
women with three to four children (59%).
The use of contraception is seen to increase
for women with secondary or higher education
(57%), as compared to those with no education
(43%). Similarly, the use of contraception is seen
to rise with rising wealth status. Fifty six percent
of women in the highest quintile as compared to
45% in the lowest quintile have used any method

of contraception21.
A trend analysis of contraceptive use data shows
that the proportion of currently married women
who are using any method of contraception has
increased significantly from 40% in 2005 to 51% in
2010, with greater increase in the usage of modern
methods of contraception (from 27% in 2005 to
35% in 2010). In Cambodia, people can procure
contraceptives without additional consent from
parents or relatives, irrespective of age22. However,
despite increase in the use of contraception over
the years, CPR continues to be relatively low23.
When it comes to male responsibility in fertility
regulation, the use of condoms is a mere 2.7% with
no males opting for male sterilisation (0%). This
trend points to the burden of contraception mostly
falling on women. When the differentials across
rural and urban areas are seen, the use of condoms
is higher in urban areas (5%), as compared to rural
areas (2%).

c) Unmet need for
contraception
“Women who are currently married and who say
they either want no more children or want to wait
at least two years before having another child,
but are not using contraception, are considered to
have an unmet need for family planning (contraception)24.”
According to the Cambodia Demographic and
Health Survey, 2010, 17% of currently married
women have an unmet need for contraception.
The unmet need for limiting (11%) is higher in
comparison to spacing births (6%).
In terms of background characteristics, the unmet
need is higher among women living in rural areas
(17.6%) in comparison to urban areas (11.6%).
Women with primary schooling (17.7%), and
women with no schooling (17.4%) have a greater
unmet need for contraception in comparison to
women with secondary and higher education
(13.3%).
The Ministry of Health has adopted emergency
contraception (EC) as one of the approved contraceptive methods. While it is commonly believed
that the use of this method is primarily for cases
of unexpected sexual intercourse such as rape,
it has been observed that it is rarely promoted
by providers, and does not enjoy any popularity among users. Thus, the use of EC is still at an
early stage, and very little data on use are available
in the country.
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need for contraception.
According to the CamThe unmet need for limbodia Demographic and iting (11%) is higher in
Health Survey, 2010,
comparison to spacing
17% of currently married births (6%).
women have an unmet
Table 1: Fertility, contraceptive prevalence and the unmet need
for contraception

Source: Cambodia Demographic and Health Survey, 2000, 2005, and 2010
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The ICPD Programme of Action called for the
promotion of women’s health and safe motherhood by achieving a rapid and substantial reduction in maternal morbidity and mortality as well
as by reducing greatly the number of deaths and
morbidity from unsafe abortion.25

CAMBODIA

In this section we look at key indicators pertaining to women’s health a) maternal mortality
ratio (MMR), which is a reflection of how safe
delivery is for women; b) perinatal mortality rate
(PMR), which is a good indicator of both status
of maternal health and nutrition, and the quality
of obstetric care; c) infant mortality rate (IMR)
which is a reflection of optimal maternal health,
nutrition and care during delivery; d) proportion of births attended by skilled birth attendants,
which indicates the extent to which governments
have invested in developing human resources necessary for ensuring safe delivery and prevention of
maternal deaths; e) availability of basic emergency
obstetric care and comprehensive emergency obstetric care to ensure safe delivery and prevention
of maternal deaths; and f) antenatal care coverage
(ANC) which is an indicator of women’s access to
health care services.

mortality (170 maternal deaths per 100,000 live
births), and is counted among the 19 countries
that have already reached the MDG target of a 75%
reduction in the MMR27 between 1990 and 201328.
Despite this significant reduction, maternal mortality remains high in Cambodia. In addition, the
Cambodia Demographic and Health Survey, 2010
also showed a similar drastic and rapid reduction
in maternal mortality, down from 472 maternal
deaths per 100,000 live births in 2005 to 206 maternal deaths in 2010. About 1 in 11 Cambodian
women continue to die as a result of pregnancy
or pregnancy-related causes according to this
survey29.
Causes of maternal deaths in Cambodia include
postpartum haemorrhage, infection, complications
from abortion, and hypertension30.
Key actions such as increasing deliveries by skilled
birth attendants, training midwives on emergency
obstetric care, and improving access to contraception and family planning, in addition to strong
political commitment and large partnership programmes have facilitated the significant reductions
in maternal mortality in the country31.

a) Maternal Mortality Ratio

The Cambodia Second Health Strategic Plan, 20082015 (HSP2), has prioritised the reduction of maternal mortality through improving reproductive,
maternal, newborn and child health services.

Maternal Mortality Ratio (MMR), is defined as the
number of maternal deaths during a given time period per 100,000 live births during the same time
period26. According to the most recent maternal
mortality estimates developed by WHO, UNICEF,
UNFPA and The World Bank in 2013, Cambodia
attained an impressive 86% reduction in maternal

One of the key policies put in place by the government has been to encourage deliveries by trained
birth attendants and midwives, by placing midwives in all health centres, and at all levels of the
health system32. In 2010, the Ministry of Health
with technical support and input from all partners
and NGOs, developed the Fast Track Initiative

Table 2. Maternal Health Indicators

Source: Cambodia Demographic and Health Surveys 2000, 2005, 2010 and WHO, UNICEF, UNFPA and
World Bank. (2013). Trends in maternal mortality: 1990 to 2013. Estimates by WHO, UNICEF, UNFPA, The
World Bank and the United Nations Population Division.

Road Map, conveying seven High-Impact Interventions to reduce Maternal and Newborn deaths.
These interventions include (1) Emergency
Obstetric and Newborn Care, (2) Skilled Birth Attendance, (3) Family Planning, (4) Safe Abortion,
(5) Behaviour Change Communication (BCC), (6)
Removal of financial barriers, and (7) Maternal
Death Surveillance.
Despite such strategies and initiatives maternal
deaths continue to remain high in Cambodia.
Key barriers and challenges include: shortage of
trained human resources and health workforce at
health facilities; low capabilities of staff; health
work force retention in the system; distribution of
health work force to match the need; lack of transportation from communities to health facilities
and between health facilities; limited functional
Emergency Obstetric Care facilities; unofficial
fees; poor salaries paid to public health practitioners; inappropriate family practices and care seeking behaviour during pregnancy and childbirth;
and limited access to safe abortion services33.

Despite this significant reduction, maternal mortality remains high in Cambodia...About 1 in 11
Cambodian women con
tinue to die as a result of
pregnancy or pregnancyrelated causes...

b) Perinatal Mortality Rate
The perinatal period refers to the period between
22 completed weeks (154 days) of pregnancy and
seven completed days after birth. Perinatal death
includes both late foetal deaths and early neonatal
deaths34.
The World Health Organisation (WHO) has
estimated perinatal mortality rate in Cambodia at
66 in 2000 with 32,000 perinatal deaths. Updated
data on perinatal mortality is limited, and neonatal
care remains one of the most challenging issues in
Cambodia. Neonatal care units are only available
at big national hospitals such as Calmette, NMCHC, National Pediatric Hospital, and Preah Sihanouk Hospital. These services are poorly available
across the health system at sub-national levels.
The challenges include limited capacity of health
staff to provide neonatal services, unavailability of
neonatal care units, and lack of appropriate equipment.

Neonatal care units are
only available at big national hospitals such as Calmette, NMCHC, National
Pediatric Hospital, and
Preah Sihanouk Hospital.
These services are poorly
available across the health
system at subnational
levels.
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c) Infant Mortality Rate (IMR)
Infant mortality rate (IMR) is defined as the death
of an infant from birth to one year of age. One of
the factors contributing to infant mortality is low
birth weight, which results from less than optimal maternal health, nutrition, and care during
delivery.
Infant mortality rates showed a declining trend in
2010 with 45 deaths per 1,000 live births for the
five year period before the 2010 survey compared
to 66 deaths reported in the 2005 Cambodia Demographic and Health Survey.
Under-five mortality rates have also decreased
from 83 deaths per 1,000 live births in 2005 to 54
deaths per 1,000 in 2010.
Childhood mortality decreases markedly with
mother’s education and wealth. Infant mortality
was reported to be twice as high among children
whose mothers have no schooling (31 deaths per
1,000 live births) compared to those with secondary or higher education (72 deaths per 1,000 live
births)35.
6
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The association with wealth is significant. There
are 77 deaths per 1,000 live births among infants
from the poorest households compared to only 23
deaths per 1,000 live births among infants from
the wealthiest households. Mortality rates are
noted to be higher in rural (64 deaths per 1,000
live births) than urban areas (22 births per 1,000
live births).

d) Proportion of births
attended by skilled birth
attendants
Across countries a significant association has been
observed between the proportion of births attended by skilled birth attendants, and the maternal
mortality ratio. The proportion of births attended
by skilled birth attendants helps to understand
the extent to which governments have invested
in developing the human resources necessary for
ensuring safe deliveries and preventing maternal
deaths36.
Skilled birth attendant (sometimes referred to
as skilled attendant) is defined as “an accredited
health professional - such as a midwife, doctor
or nurse - who has been educated and trained to
proficiency in the skills needed to manage normal
(uncomplicated) pregnancies, childbirth and the
immediate postnatal period, and in the identification, management and referral of complications in
women and new - borns.” This definition excludes
traditional birth attendants, whether trained or
not, from the category of skilled health workers
(WHO, ICM, FIGO, 2004: p. 1)37.
According to the Cambodia Demographic and
Health Survey 2010, 71% percent of births are
attended by a trained health professional, either a

doctor, nurse or midwife, which has increased dramatically from 44% in 2005. However, differences
are observed across background characteristics
with most of the urban women (95%) receiving
assistance from trained birth attendants compared
to only 67% among rural women. In the provinces, only 28 percent of births in Preah Vihear/
Steung Treng and 38 percent of births in Mondol
Kiri/Rattanak Kiri are assisted by a trained health
professional.
Mother’s education has been shown to have a
direct association with delivery care. Women with
a primary school education (70%) and women
with a secondary education or higher (91%) are
more likely than women with no education (47%)
to receive assistance from a health professional
during childbirth38.

e) Availability of basic emergency obstetric care and
comprehensive emergency
obstetric care
In Cambodia Emergency Obstetric Care (EmONC)
is not accessible to many women and newborns.
The Ministry of Health undertook a national
assessment of the availability, quality and utilisation of Emergency Obstetric and Newborn Care
(EmONC) in 2008. This assessment surveyed 347
health facilities, irrespective of ownership. The
findings showed that even where Basic and Comprehensive EmONC was being provided by health
facility staff in the three months prior to the study,
signal functions in most cases were performed
poorly, with low usage of magnesium sulphate.
Significant barriers to the provision of EmONC
included lack of standards, appropriate policies,
and lack of skills and knowledge to support the
delivery of emergency obstetric care and neonatal
care among birth attendants39.
Following the assessment the Ministry of Health
developed the EmONC Improvement Plan for
Implementation from January 2010 to December
2015,40 an upgraded existing complementary
package of activities (CPA) and the minimum
package of activities (MPA) at health facilities to
provide full emergency obstetric care and neonatal
care (EmONC) services41.
EmONC facilities have been scaled up rapidly from
44 in 2010 to 80 in 2011. Out of the 80 EmONC
facilities, there are 31 Comprehensive EmONC
and 49 Basic EmONC facilities currently providing services in Cambodia42. Although progress
has been made on upgrading EmONC facilities
per the EmONC Improvement Plan 2010-2015, no
further assessment of the status of these upgraded
EmONC facilities has been conducted.

Significant barriers to the
provision of EmONC included lack of standards,
appropriate policies, and
lack of skills and
knowledge to support the
delivery of emergency
obstetric care and neonatal
care among birth
attendants.
2.3 Adolescent and young
people’s sexual and reproductive health
The ICPD Programme of Action urged governments to address adolescent sexual and reproductive health issues, such as unwanted pregnancy,
unsafe abortion, and sexually transmitted infections, including HIV/AIDS. It also called for the
reduction in adolescent pregnancies (ICPD para
7.44).
In this section we look at indicators of adolescent
birth rate and the availability of a range of adolescent sexual and reproductive health services,
irrespective of marital status. These indicators are
reflective of the status of adolescent SRHR in the
country.
Cambodia is considered a youthful nation with
young people in the age group 10-24 comprising
36% of population. The country’s rapid economic
growth contrasted with modest reduction in poverty and increasing inequality, and rural to urban
migration of youth for employment and education
exposes young people to sexual and reproductive
health risks, including unsafe sexual practices and
gender based violence43.

The country’s rapid economic growth contrasted
with modest reduction in
poverty and increasing
inequality, and rural to urban migration of youth for
employment and educa-

tion exposes young people
to sexual and reproductive
health risks, including unsafe sexual practices and
gender based violence.
a) Adolescent Birth Rate
Adolescent birth rate measures the annual number
of births to women 15-19 years of age per 1,000
women in that age group, and represents the risk
of child bearing among adolescent women 15-19
years of age44. Adolescent birth rate is an important indicator of adolescent reproductive health
and rights45.
Motherhood at a young age can affect both the
mother and child - it can negatively affect educational achievement, socio-economic status, and
more importantly, contribute to maternal morbidity and mortality46.
7

The adolescent birth rate is also referred to as the
age-specific fertility rate for women aged 15-19.
The adolescent birth rate in Cambodia remained
almost stagnant at 52.3 between 1998 and 2005.
However, in 2010 this number has declined to 48.
According to the Cambodia Demographic and
Health Survey (2010), a small percentage of
women age 15-19 have become mothers, or are
currently pregnant with their first child (8%). The
percentage of women who have begun childbearing increases with age, from 0.4 among women
aged 15 years, to 25.5% among women aged 19
years.
Differences in adolescent birth rate are recorded
across background characteristics. Five per cent of
adolescent girls begin childbearing in urban areas
as compared to 9% in rural areas. While 3% of adolescent girls began child bearing in Phnom Penh,
17% from Mondol Kiri/Rattanak Kiri provinces
did so.
Education and wealth are strongly associated with
the adolescent birth rate. One in six teenagers who
have never been to school has begun childbearing,
as compared with one in eight teenagers who have
a primary school education and one in 20 teenagers with a secondary or higher education (CDHS
2010). Thirteen percent of the poorest teenagers
have begun childbearing, as compared to only 4%
of the wealthiest (CDHS 2010).

One in six teenagers who
have never been to school
has begun childbearing,
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as compared with one in
eight teenagers who have a
primary school education
and one in 20 teenagers
with a secondary or higher
education. Thirteen percent of the poorest teenagers have begun childbearing, as compared to
only 4% of the wealthiest.
(CDHS 2010).
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b) Availability and range of
adolescent sexual and
reproductive health services

health care in Cambodia.
SRH services are integrated in all Minimum Package of Activities (MPA) Manuals51 and Complementary Package of Activities (CPA 1, 2, and 3
levels. Policies have been formulated for the provision of SRH services. In terms of specific SRH
services, contraceptive services, HIV/STI prevention and treatment, and maternal health care are to
be provided at the primary, secondary and tertiary
levels, irrespective of marital status. However,
there is limited provision of these services due to
low capacity of staff, low commitment resulting
from low wages, and poor management throughout the entire health care system.
In terms of efforts involving comprehensive
sexuality education, RHAC has worked with
Ministry of Education Youth and Sports to develop
and publish the Life-Skills Education (LSE)Comprehensive Education (CSE) curriculum in
2013. In 2014, the Training of Trainers (ToT) in
the LSE-CSE curriculum at national, provincial and
district education departments is being conducted
country wide. However, data on percentage of all
schools where comprehensive sexuality education
is provided are not available.

Sexual and reproductive health issues including
sexually transmitted infections, HIV and AIDS,
unplanned pregnancies, and unsafe abortions
among adolescents and youth are a major concern
in Cambodia. Government health centres began piloting youth-friendly reproductive health services
in 2004. The youth-friendly reproductive health
services guideline was developed and published in
200847.

2.4 HIV and AIDS

Several NGOs have been working on reproductive and sexual health needs of youth since 1998,
including the Reproductive Health Association of
Cambodia (RHAC) which provides SRH youthfriendly services in private, nonprofit urban RH
clinics in 8 provinces/municipality. RHAC also
has been implementing the Adolescent HIV/AIDS
and Reproductive Health Project since 1997 to
communicate reproductive health messages and
information to young people. In 2007, the project
had 2,892 trained peer educators, distributed
203,619 condoms and offered STI services to
48,732 youth under 25 years of age48. In 2010,
RHAC worked with 49 health centres on youthfriendly services with 18 RHAC clinics providing
adolescent friendly health services (AFHS)49 as
well.

In this section we look at indicators of a) HIV
prevalence and burden as well as b) availability
of services for HIV and AIDS in Cambodia. The
prevalence of HIV among different population
subgroups and the number of persons in the population living with HIV or AIDS are pointers to the
status of sexual health in the population.

NGOs, other partners and the UNFPA in Cambodia also advocate for and support the efficient
delivery of a holistic, youth-friendly health-care
core package that includes: universal access to
accurate sexual and reproductive health information; a range of safe and affordable contraceptive
methods; sensitive counseling, quality obstetric
and antenatal care for all pregnant women and
girls; and the prevention and management of
sexually transmitted infections, including HIV.
Adolescent SRH services are generally available
at the primary, secondary and tertiary levels of

The ICPD Programme of Action urged governments to prevent, reduce the spread of, and minimise the impact of HIV infection; and ensure that
HIV infected individuals have adequate medical
care and are not discriminated against.(ICPD Para
8.29)

a) HIV Prevalence and
Burden
Cambodia has made striking progress in the
reduction of HIV/AIDS prevalence. It has been
fighting against HIV and AIDS to achieve zero new
infections, zero AIDS related deaths, and zero discrimination52. Cambodia is one of the 26 countries
where adult HIV incidence has declined more than
50% in the time period, 2001-2012. The country relies heavily on funding from international
sources (in the range of 75-100%)53.
According to the UNAIDS global report 2013, estimated HIV prevalence among adults (15-49 years)
declined from 1.5% in 2001 to 0.8% in 2012. The
continued decline in the number of People Living
with HIV can be ascribed to decreasing numbers
of new infections, in conjunction with increasing
ART coverage54.

Table 3: HIV and AIDS estimates (2001 and 2012)

Source: UNAIDS (2014) Global Report: UNAIDS Report on the Global AIDS Epidemic 2013

b) Availability of services for
HIV and AIDS
Below we examine the availability of preventive
and treatment services for HIV for different subgroups of the population, pointing to the availability of sexual health services in Cambodia.
Case study : Cambodia’s Boosted Linked Response
In 2008, Cambodia introduced the Linked Response initiative to reach all pregnant women by developing and utilizing linkages between existing HIV/
STI and sexual and reproductive health services
and mobilizing existing community based entities.
Building on the success of this initiative, in 2013
Cambodia launched the Boosted Linked Response
to achieve the virtual elimination of new HIV
infections among children, lowering the motherto-child transmission rate to less than 5% in 2015
and to less than 2% by 2020. The Boosted Linked
Response also seeks to reduce the incidence of
congenital syphilis to 0.5 The Boosted Linked
Response calls for focused programmatic action to:
• Increase access to antenatal care for pregnant
women.
• Increase coverage of HIV and syphilis testing
for pregnant women.
• Improve early service uptake and retention
of pregnant women infected with HIV and/or
syphilis throughout the prevention cascade.
• Improve the health, dignity and access to prevention of women living with HIV or at high risk
of acquiring HIV.
• Reduce loss to follow-up among HIV-exposed
infants to optimize antiretroviral
prophylaxis and ensure early infant diagnosis
through HIV DNA-PCR testing.
• Ensure rapid enrolment of infants living with
HIV in paediatric HIV care.
Source : UNAIDS 2013 Global Report, page 45
According to the 2013 Global AIDS report, the
estimated number of adults needing antiretroviral therapy was 54,000 (39,000-95,000), and the
reported number of adults on ART was 44,318,
covering about 82% (60%-95%) of people living

with HIV55. ART coverage remained at 80% and
then increased to 82-83% in 2013. ART coverage
did not differ much based on gender - with 82%
of males versus 83% of females; or age - with 85%
of those under age 14, and 82% of those over 14
years old56.
Free treatment for those with HIV/AIDS and
home based care programmes is supported by both
government and donors in Cambodia57.
The number of pregnant women living with
HIV who received antiretrovirals for preventing
mother-to-child transmission was 1,048 in 201258.
To bring the mother-to-child transmission rate of
HIV to below 5%, a “boosting strategy” is being implemented to successfully scale up routine
voluntary testing and counselling at point of-care,
and provide antiretroviral therapy to all eligible
women simultaneously59, 60.
Despite progress, key challenges in the access
to voluntary counselling and testing and ART
treatment include the provision of quality care.
Other challenges include the need to address
comprehensive health needs of people living with
HIV(PLWHIV), enhancing technical skills of
providers, improving access to accurate diagnostic tests, developing cost effective diagnostic and
treatment kits to reduce host country dependence
on donor funding and support, and ensuring the
sustainability of programmes61.
There is a national framework on integration of
HIV/AIDS into sexual and reproductive health
services. The PMTCT Program is implemented by
the National Maternal and Child Health Center
(NMCHC), and Linked Response is implemented
by the National Center for HIV/AIDS, Dermatology, and STIs (NCHADS).
There are VCCT/HTC sites in almost every
referral hospital but they are not integrated into
general outpatient care. However, women who
come for ANC visits at health facilities receive
VCCT/HTC services as an integral part of SRH
Services. In Cambodia, the National AIDS Authority (NAA) and NCHADS are mandated for HIV/
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AIDS response, while NMCHC is responsible for
Reproductive Maternal Newborn Child Health and
Nutrition (RMNCHN). While the integration of
SRH services into HIV/AIDS is government policy,
it is observed that there remains an uphill challenge in the implementation of it.

2.5 Availability of sexual
and reproductive health
services at different levels
of care
The availability of a comprehensive set of SRH
services is key to realising sexual and reproductive
health and rights for all in Cambodia.
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In Cambodia, the policy direction of the second
Health Strategic Plan aims to make health services
more responsive and closer to the public through
implementation of a decentralised service delivery
function and a management function guided by
the national “Policy on service delivery” and the
“Policy on decentralisation and deconcentration.”62
Reorganisation in the health system has been in
place since 1994 as part of the national Public
Administrative Reform (PAR), and the Ministry of
Health’s objective has been to improve and extend
primary health care through the implementation
of a district based health system63.
The health service delivery system in Cambodia is
mixed and public health service delivery is organised through two levels of services, both of which
are provided in all operational districts:
1) Minimum Package of Activities (MPA) provided
at the health centres; and
2) Complementary Package of Activities (CPA)
provided at the referral hospitals.
In addition, tertiary services are provided by 6
National Hospitals which are Phnom Penh based
and semi-autonomous.
Services are provided through health centres,
health posts and referral hospitals.
At the primary health centre level, 1,049 facilities, each serving 10,000-20,000 people mainly in
rural areas, provide sexual and reproductive health
services, such as initial consultations and primary
diagnosis, maternal and child care (including normal delivery), birth spacing advice, health education and referral, contraception, antenatal care and
tetanus vaccination. In 2010, it was noted that 43%
of health centres provided the full minimum package of services. Key barriers to service delivery
included absence of key personnel, the inadequacy
of essential drugs support, and the absence of
other operational guideline requirements. These
health centres also provided a platform for NGOs
to deliver health promotion and disease prevention programs and activities.
Referral hospitals operate at three levels - national,

provincial and district levels, based on the number
of staff, beds, medicines, equipment, and clinical
activities:
CPA-1 hospitals: have no large-scale surgery (no
general anaesthesia), no blood bank or blood
deposit, and offer basic obstetric services. There
were 33 hospitals at this level in 2011.
CPA-2 hospitals: CPA1 plus emergency care
services, and large-scale surgery (with general
anaesthesia), including ICU, and other specialized
services, such as blood transfusion. There were 31
hospitals at this level in 2011.
CPA-3 hospitals: have large-scale surgery (with
general anaesthesia) and more activities (in terms
of both numbers of patients and activities) than a
CPA-2, and also have various specialized services.
In 2011 here were 26 hospitals at this level64.
Key challenges in provision of health care services
include:
(1) the mandates of national level and sub-national
level are not coherently implemented: National
Health Programs/national level of health system
are supposed to lead policy formulation, coordination of funding, monitoring and evaluation, and
research and tend to work vertically with the subnational level of health system (the sub-national
level is supposed to be integrated implementation of all national policy: translating policy into
actions and results), causing fragmentation of the
entire health service delivery system;
(2) under-paid health work forces and underfunded public system together with an unregulated
private sector, making quality of service in both
sectors poor; (3) low capacity/skills of health
work force, resulting from low quality of pre-service training, and the mismatch of in-service training, and the actual practice of the skills acquired.

3. Recommendations
Given the context of sexual and reproductive
health and rights situation in Cambodia as detailed
above, we call upon our government, international
organisations, UN agencies, civil society partners
and all relevant stakeholders to implement the
following recommendations:

1. Fertility, contraception and
unmet need for contraception
• Address inequities in fertility with a specific
focus on marginalised groups, including the
poorest women, women with lower education,
and those who live in rural and remote areas.
• On the demand side, all Behaviour Change
Communication (BCC) interventions regarding
sexual and reproductive health (SRH) practices should be intensified among marginalised
groups of population. While focusing on women

is the common practice, the desired outcomes
cannot be achieved without male involvement
and hence, male involvement and male responsibility in fertility and use of contraception needs
attention.
• Use of male methods and male responsibility in fertility needs to be encouraged through
education programmes, and improving access to
male contraceptive methods.
• Improve knowledge of family planning, including permanent methods among rural men and
women through media communication network
(TV, radio, Community Health Volunteers, local
authorities, and health providers).
• Engage local authorities, especially the Commune Committee for Women and Children
(CCWC), to lead in all FP and SRH educational
programs in their communities. NGOs/partners
should start to transfer capacity and knowledge
to the CCWCs so that they will be able to play an
active role in the long run.
• On the supply side, the government midwifery
incentive scheme for birth delivery has proven
successful in expanding the midwife’s role and
functions at the Health Centre (HC) level. A
similar incentive scheme for SRH services and
FP should be introduced to ensure availability of
these services at health facility level.
• Strengthen midwives skills in providing longterm methods of family planning at HC level.
• Improve access to a range of modern contraceptive methods for all women and men.
• Increase access to SRH/FP information for
all men and women, especially the marginalised and vulnerable groups (rural population,
entertainment workers, disabled people, factory
workers, ethnic and marginalized groups, etc.).
• There is a need to improve family planning
counselling skills of HC midwives, and they
should take the time to provide comprehensive
counselling to all men and women seeking family planning services.
• The management of family planning sideeffects should be strengthened through regular
follow-up visits.

methods should be intensified through CBD and
community health promotion activities.
• Contraceptives (long-term methods) should be
accessible for poor women, particularly women
in rural and remote areas.
• Ensure availability of long-term methods of
FP at health facilities (capacity, supply, and
finance).
• Unmet needs must be addressed, especially
among key target population groups for both
sexes—the poor, the uneducated, and those who
live in rural/remote areas.
• Develop an information, education and communication (IEC) package on the importance of
using emergency contraception (EC).
• Ensure integration of EC into FP counselling.
• Promote EC IEC, information and accessibility
of the method among the general population,
especially youth;
• Ensure availability of family planning services
at all health facilities. There should be adequate
supply of FP products, staff with good capacity and skills, and financial incentives to ensure
staff commitment to providing appropriate
counselling to clients

2. Improving maternal health
including access to
emergency obstetric care
• Improve referral system from community to
health facilities and between health facilities to
ensure that any woman who needs EmONC can
reach a health facility on time.
• Effort and emphasis should be put into ensuring
availability of BEmONC services at health centre
level. The quality, accessibility, and availability of
this service is very crucial in reducing maternal
deaths.
• Ensure the availability of EmONC at Referral
Hospital (RH) level.

• Reinforce the message of birth spacing to ensure a healthy mother with a healthy child.

• Remove financial barriers to access to EmONC
services at RH level.

• Family planning implementation programme
should focus more on youth/pre-marital counselling.

• ANC visits should be a must for all pregnant
women. Pregnant women have to visit a health
centre at least 4 times during their pregnancies.
Conduct a campaign on the importance of ANC
visits in all communities and make sure that
the poor and the vulnerable can access these
services.

• Given the high unmet need for limiting births,
it is necessary to improve education, awareness
and services relating to long-term family planning methods among the target population (men
and women).
• Community-Based Distribution (CBD) program should be strengthened across the country.
• Local authorities should play an important role
in CBD program sustainability, with technical
guidance from the health system.
• The awareness of family planning long-term

• Provide more counselling capacity and training to midwives and incentivize them to take the
time to counsel pregnant women.
• Support local authorities to take the lead to
ensure emergency transportation services when
their community members have a life threatening emergency. There are several good examples
of what NGOs (CARE, Plan International) have
done with regard to strengthening the referral
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system from community to health facilities. Partnership with the private sector on this referral
system is one of the options that local authorities
should consider.
• Local authorities should also be engaged and
supported to lead the campaign for both family planning (FP) and safe delivery — a healthy
mother and a healthy child will lead to a healthy
community.

• Strengthen the maternal newborn child health
and nutrition (MNCHN) program in the country.

• Provide salary supplement for all HC staff in
remote areas.

• Continue to promote appropriate breast-feeding
practice—exclusive breast-feeding, and initial
breast-feeding.

• Improve pre-service midwifery training and
upgrade midwives skills at HC level.
• Improve professional ethics of health providers
at all levels.
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• Reduce inequities in IMR across education,
wealth, rural populations, ethnic minorities and
other marginalized groups.

• Maintain the Midwifery Incentive Scheme at all
health facilities.

• Improve and continue the Midwifery Coordination Alliance Team (MCAT) meetings.
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4. Reduce infant mortality
rate (IMR)

• Ensure availability, quality, and accessibility of
emergency obstetric care and neonatal care without any financial barriers. EmONC is crucial to
saving lives of women who are facing emergencies. Putting an emphasis on expanding BEmONC
services is much more efficient and effective
in terms of improving maternal and newborn
health, as well as reducing their deaths.
• Conduct assessment to monitor and follow up
on the status of each selected EmONC facility.
• Improve the coverage and distribution of functional EmONC facilities across the country.
• Improve infrastructure, and skilled human resources to deal with EmONC at all levels of care.
• Ensure EmONC services are provided on a 24/7
basis in all health facilities.
• Improve BCC at community level to promote
community participation in BEmONC at HC
level.

3. Reduce perinatal mortality
rate (PMR)
• There is a need to improve perinatal mortality
information in the next CDHS.
• To reduce perinatal mortality rate will require
the implementation of the continuum of care between mother, fetus, and infant. Anemia among
pregnant women remains very high, (44%) according to CDHS 2010. “Healthy mother, Healthy
child” requires a multisectoral response on food
security, food availability, and food safety.
• Provide conditional cash transfers for nutrition
to poor pregnant women in rural and remote
areas.
• Extend Neonatal Care Units to all referral hospitals - ensuring equipment, staff capacity, and
incentives to work.

• Promote one thousand-day nutritional campaign for both mother and infant.
• Continue to promote complementary feeding
with active community participation, using their
available resources and local foods.
• Continue the good effort of ensuring full vaccinations for all children.

5. Availability of range of
adolescent SRH services
• Organize youth forums on SRH needs among
young people.
• Create safe spaces and environments (access
to SRH information for youth through establishment of entertainment places, such as youth
centers, youth clubs, youth cafés, youth website,
e-learning website, facebook, and a hotline, etc.).
• Promote SRH policy debates on air.

6. HIV and AIDS
• Ensure Continuous Quality Improvement (CQI)
and increased access to HIV testing and counselling (HTC)/VCT and ART treatment.
• Integrate services to address comprehensive health needs of people living with HIV
(PLWHIV).
• Increase domestic funding for HIV prevention,
treatment and care.
• The two centres (NCHADS and NMCHC) need
to work more collaboratively in the implementation of the integrated framework.

7. Availability of SRH services
at different levels of care
• Improve and integrate the service delivery system to ensure better SRH service delivery for all

people. National programs should be responsible
for coordination, policy formulation, monitoring
and evaluation, and providing technical guidance
to the operational level. This will allow operational health system to provide more integrated
health service delivery and make it more efficient and effective.
• Ensure health centres are functional even in
remote and hard to reach areas.
• Establish an accreditation system in order to
control the quality of SRH services in both the
public and private sectors.
• Train health workers and increase health workforce deployment, especially in rural and remote
areas.
• Put in place and implement disease prevention
and health promotion activities.
• Regulate the private sector to ensure that both
sectors are implementing one national policy.
• Reform public administration to ensure decent
wages for civil servants, especially health professionals and teachers.
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• Since the national level of the health system
is mandated for policy formulation, M &E, and
coordination, while the sub-national level is required to translate policy into actions and results,
funding flows should go directly to sub-national
levels.
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• Ensure high quality of pre-service training of
the health work force.
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About RHAC
Reproductive Health Association of Cambodia (RHAC) is an indigenous Cambodian
non-governmental organization (NGO),
which was established in 1996 with a
strong determination to bring quality
health services to the community, especially for the poor and vulnerable sections
of the population.
RHAC is an active collaborating partner
and works closely with the Ministry of
Health in supporting its Health Centres to
improve quality, access and utilization of
services.
At the community level, RHAC supports
a network of community based health
volunteers to promote access to health
services in public facilities such as Health
Centres.
As of 2013, RHAC’s health activities
covered an estimated 7.3 million people in
Cambodia.
The RHAC family has grown from 10 staff
at its inception in 1996 to 661 strong staff
in 2013.
Contact us at:
Reproductive Health
Association of Cambodia (RHAC)
House # 14, Street 335,
Sangkat Boeung Kok I, Khan Toul Kork,
Phnom Penh 12151,
Cambodia
Telephone:
(855) 23 885 135
(855) 23 883 027
(855) 23 880 850
Fax: (855) 23 885 093
Email: info@rhac.org.kh
Website: www.rhac.org.kh
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