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Abbreviations 
CBHI   community-based health insurance 

HEF   Health Equity Fund 

JICA   Japanese International Cooperation Agency 

KHR   Cambodian riel 

MOH   Ministry of Health 

NSPPF   National Social Protection Policy Framework 

NSSF   National Social Security Fund 

NSSF‐C  National Social Security Fund for Civil Servants 

OD   operational district 

PPPY   per person per year 

RGC   Royal Government of Cambodia 

SES   socioeconomic survey 

SHIP   Social Health Insurance Project  

URC   University Research Co.    
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Introduction 
The Royal Government of Cambodia (RGC) has developed a National Social Protection 
Policy Framework 2016–2025 (NSPPF) to reduce and prevent poverty, vulnerability, and 
inequality while contributing to the development and protection of human resources and 
stimulating economic growth. Focusing on the pillars of social assistance and social security, 
the framework aims to improve existing social protection schemes and expand the coverage 
of the social safety network to all citizens. Aligning with the UN Sustainable Development 
Goals, the framework envisions a universal healthcare system that provides every 
Cambodian citizen with affordable and quality healthcare. 

Presently, the Cambodian healthcare landscape includes several social health insurance 
schemes. Civil servants’ and formally employed workers’ schemes are managed by the 
National Social Security Fund (NSSF) under the Ministry of Labor. The Health Equity Fund 
(HEF), established to provide free access to healthcare for the poorest of the poor, is 
operated by a semi-autonomous Payment Certification Agency under the Ministry of Health 
(MOH). Free benefits under the HEF have been extended to some informal workers and 
selected populations.  Previously, these schemes were complimented by a limited number of 
community-based health insurance (CBHI) schemes, offering health insurance to the 
informal sector. Presently, the MOH estimates that these schemes collectively cover about 
4.7 million Cambodians, or 30 percent of the population; the MOH aims to increase coverage 
to 8.12 million, or 50 percent of the population by 2020 (Bun, 2018). 

The NSPPF states “To achieve the universal health coverage, the Royal Government will 
consider the possibility of implementing the social health insurance schemes for non-poor 
citizens in the informal sector. This will be based on voluntary basis in the early phase, and 
in the next phase, the option of making it into a compulsory scheme will be considered, 
depending on [the] actual economic situation.” The informal sector is estimated to comprise 
about 60 percent of the population, equivalent to 9,456,000 people, or about 1.9 million 
households (see Figure 1). 

Figure 1. Population Size Estimates, by Health Insurance Group in Cambodia  

 

 

Source: JICA-SHIP, 2018 

There are many challenges to expanding coverage to the informal sector, including the 
capacity to pay, the administrative costs of premium collection, and fragmented risk pools 
(Resilient and Responsive Health Systems, 2014). Cambodia has benefited from robust 
economic growth over the past two decades, with yearly average growth from 1996 to 2015 at 
7.7 percent (Mean, 2015). However, the wealth gap remains high, for example “benefits of 
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economic growth have been felt exclusively by a small elite and parts of the urban 
population” (Mean, 2015). Also, the rate of increase in disposable income over the past 
several years has favored the higher wealth quintiles (National Institute of Statistics et al., 
2015). Thus, the ability to pay for health insurance is not uniform. 

In relation to premium collection, CBHI schemes in Cambodia have demonstrated the 
challenges and limits of resource mobilization from the informal sector—all schemes rely on 
labor intensive “door-to-door” enrollment and collection drives. The full costs of these efforts 
relative to the resources mobilized remain unclear. 

In relation to fragmented risk pools, voluntary schemes are prone to adverse selection 
whereby the people who are sicker are more likely to enroll (Man, 2017; Wang et al., 2006; 
Ahmed et al., 2018). Also, CBHI schemes in Cambodia have demonstrated that population 
coverage for voluntary, informal population schemes does not surpass 12–16 percent, 
representing the maximum coverage potential for such schemes. Evidence from Vietnam 
suggests that information campaigns and subsidies are limited in raising voluntary health 
insurance enrollment, and that these interventions exacerbate adverse selection (Wagstaff et 
al., 2014). 

In addition, a high proportion (67.1 percent) of the population uses private healthcare 
services as their first treatment option (National Institute of Statistics et al., 2015). Anecdotal 
evidence suggests that Cambodians prefer to use private healthcare services if they have the 
money to do so; this situation may constrain revenue pooling because the use of public 
services is predominately among the poor and near-poor. Remedying this situation will likely 
necessitate (1) government subsidies, because resource mobilization is constrained when 
everyone in the pool has limited capacity to pay a premium (Preker et al., 2004); and/or (2) 
including private providers as service providers to attract enrollment from higher income 
groups.  

In an attempt to address some of the challenges to expand health insurance to the informal 
sector, the Japanese International Cooperation Agency (JICA) provided technical assistance 
to develop a Social Health Insurance Project (SHIP). This social health insurance model, 
supported by the MOH, highlights some of the trade-offs that the RGC must weigh as it 
considers the options to advance universal health coverage in Cambodia. The Health Policy 
Plus project—funded by the U.S. Agency for International Development and the U.S. 
President’s Emergency Fund for AIDS Relief—conducted a side-by-side comparison of the 
different schemes and their characteristics, which provides an overview of the current social 
health insurance landscape. This is the first step to inform discussions—and ultimately 
decisions—about options to expand social health protection and advance the NSPPF 2016–
2025.
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Results 
Table 1. Comparison of Cambodia’s Social Health Insurance Schemes 

Characteristics Civil servants Workers and employees 
Social health, 

informal population 
(JICA proposal) 

Community-based health 
insurance 

(Angkor Chum 
Operational District (OD)) 

Health Equity Fund 

Primary aim 
Covers public officials, 
retirees, and veterans 

Provides general healthcare, 
including medical care and 

treatment, maternity 
benefits, and daily 

allowances for absence from 
work due to illness 

Test the model to make 
necessary modifications 
for the eventual national 

scale-up 

Reduce morbidity and 
mortality burden; improve 

health service quality 

Improve access to the poor and 
financial risk protection by 
eliminating out-of-pocket 
payments to the facility 

Enrollment Compulsory Compulsory Not yet determined Voluntary Means test 

Coverage 

683,552 (2015 estimate) 
includes active civil 

servants; age and invalidity 
pensioners; national police; 

dependent spouses and 
children 

608,965 workers (2017) 

274,568 (total 
estimated eligible 

population for three 
pilot ODs) 

36,000 

Approximately 3,200,000 (MOH); 
2,130,000 unique patient cards 

have been issued (Ministry of 
Planning/University Research Co. 

[URC]) 

Individual 
premium/average 
annual cost (per 
person per year 

[PPPY]) 

$20.02 average PPPY 
(estimated) 

Proposed to be 3.2% of 
income/split between 

employer and employee 

Calculated at 2.6% of 
income and estimated to be 
$63.53 average PPPY (fully 
covered by the employer; 

eventually to be split 
between the employer and 

employee) 
Range: $53.04 PPPY  

(2.6% x $170/monthly 
minimum wage for garment 
sector); $76.10 PPPY (2.6% 

x KHR 1 million ceiling) 

$43.53 PPPY (adults); 
$34.83 PPPY (child 

< 18) 
Rate will be partially 

offset by $21.77 PPPY 
RGC subsidy ($5.45 
million/274,568); 
application of the 

subsidy not yet defined 

Variable depending on 
enrollment rate: range is  

$2.44 PPPY (> 80% 
coverage) to $5.85 PPPY 

(30–39% coverage) 
Average: $4.15 

(unweighted) 

None 
All services provided by individual 
health facilities are available at no 

out-of-pocket cost to HEF-
supported clients at any level of 

the health system 
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Characteristics Civil servants Workers and employees 
Social health, 

informal population 
(JICA proposal) 

Community-based health 
insurance 

(Angkor Chum 
Operational District (OD)) 

Health Equity Fund 

Family 
premium/average 
monthly cost per 
family (2 adults + 

3 children) 

$100.10 $317.65 (only individual 
coverage at present) 

$191.55 (without 
subsidy) 

$82.70 (with subsidy) 

$12.20–$29.25 
Average: $20.23 

(unweighted) 
Eligibility is based on household 

Contributions 
$6,842,561 (at 1.6% of 

annual payroll) 

Total premiums collected in 
2017: $37,743,902 (KHR 

154.75 billion) (all employer 
paid) 

N/A $2.84 PPPY (average 
weighted) 

Approximately $6,000,000 (donor 
funding) 

MEF subsidy 
$6,842,561 (at 1.6% of 

annual payroll) To be confirmed 

$5,450,000 (maximum 
estimate assuming full 

coverage of the informal 
sector) 

None Approximately $4,000,000 

Benefits package 
Standard benefits package 

(see Annex 1) 

Outpatient care; inpatient 
care; maternity-related care; 

child general medicine; 
family planning; medium 
surgical intervention; and 

transport (referral and 
corpse) 

Inclusive of: rehabilitation, 
daily allowance, and room 

with air conditioning 

Option A: Same as NSSF 
workers and employees 

insurance; excludes 
nine high-cost items 

(included in Option B) 
Option B: Same as 

above, but includes: 
rehabilitation, daily 

allowance, and room 
with air conditioning 

All reproductive 
health/health center 

services; ambulance; and 
funeral (for hospital deaths) 

Exempt: alcohol/violence 
related procedures; high-
cost procedures; dental 

cleaning; and eye glasses 
Excludes: food and 

transport; reimbursement 

36 medical service packages; 
transport (for referred cases and 
delivery/attempted delivery/post-

abortion care); and funeral (for 
referred cases) 
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Characteristics Civil servants Workers and employees 
Social health, 

informal population 
(JICA proposal) 

Community-based health 
insurance 

(Angkor Chum 
Operational District (OD)) 

Health Equity Fund 

Reimbursement 

Case-fees—fixed fees 
payable for predefined 

“cases” of care reflecting 
type of medical treatment 

and cost category; different 
rates apply for different 

types of service providers; in 
addition to the case fees, a 
selected list of treatments 
and diagnostic procedures 
considered to be high cost 

will be reimbursed 
separately on a fee‐for‐

service basis but subject to a 
cap or maximum amount per 

case 

Similar to coverage for civil 
servants 

Under discussion (MOH 
has indicated interest in 

capitation payment) 
To be confirmed 

Categorization for the payment 
rates is according to level of 

health provider and groups of 
conditions; the HEF reimburses 

facilities based on the number of 
service packages provided to HEF 
beneficiaries minus any penalties 
associated with the submission of 

false claims or incomplete 
documentation 

The overall payment by the HEF for 
medical services to each 

individual facility is further subject 
to change based on the quality-of-

care score; the score is 
determined quarterly for each 
hospital and semi-annually for 

each health center based on (1) 
the quarterly quality enhancement 
score, and (2) the patient dossier 

and health register reviews 

Legal framework 

The National Social Security 
Fund for Civil Servants 

(NSSF‐C) was established by 
Royal Decree in 2008 and is 
currently managing pensions 

and other social security 
benefits for active and 
inactive civil servants 

Sub-decree Establishment of 
the Social Health Insurance 
for Private Workers (No. 01 

SD.E.) No. 01, 6 January 
2016 

Prakas on health insurance 
benefits (No. 109 LV/PrK., 

MoLVT, March 2016) 

None 
(Not clear how to 

implement mandatory 
enrollment in a pilot 

context) 

Circular on Issuance of 
Temporary License for 

Microinsurance (No. 009), 
June 29, 2011 

In 2007, the Inter-Ministerial 
Prakas 809 established a 

subsidization mechanism for 
exemptions from user fees at 

government facilities 
Reimbursement rates for facility 

service fees and non-medical 
benefits are set out in the MOH 

Prakas 

Status 

The NSSF‐C is operating as a 
public entity under the 

Ministry of Social Affairs, 
Veterans, and Youth 

Rehabilitation, mainly at the 
central level 

Rapid expansion—total 
coverage has the potential  

to reach about 3 million 
Scheme does not presently 

include dependents 

Concept note drafted 
with support from JICA; 
could potentially begin 

in 2019 

Ended in 2017 shortly after 
the URC project ended 

The RGC contribution to the Health 
Equity Fund is expected to 

increase from about $4 million to 
$9.5 million (out of $15.5 million) 

by 2020 (WHO, 2018) 
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Characteristics Civil servants Workers and employees 
Social health, 

informal population 
(JICA proposal) 

Community-based health 
insurance 

(Angkor Chum 
Operational District (OD)) 

Health Equity Fund 

Sources 

International Labour 
Organization Technical Note: 

Financial Assessment of A 
Social Health Insurance 

Scheme for Employees in the 
Public Sector in Cambodia, 

May 2016, Scenario 4 
estimates 

NSSF estimates; 
International Labour 

Organization Technical Note: 
Estimation of Contribution 

Rates for the Health 
Insurance, Maternity, and 

Sickness benefits’ branch of 
the NSSF, January 2015 

 NSSF, 10-year 
accomplishment 2008–
2017, Enhancement and 

Expansion of Social Health 
Insurance 

SHIP Technical Working 
Group, Social Health 

Insurance for the 
Informal Sector 

Population Phase-in 
Implementation Plan, 

January 2018  
JICA-SHIP Estimation of 
Premium Rates for SHIP 

Model, January 2018 

Angkor Chum OD 
Cooperative Health 

Insurance, CBHI scheme in 
Angkor Chum OD, February 

2018 

MOH, National Guidelines for the 
Benefit Package and Provider 

Payment Mechanism of the Health 
Equity Fund, January 2018 

MOH, Implementation of the 
Health Equity Fund Guidelines, 

January 2009 
URC/Social Health Protection 
Project, the HEF and Patient 

Management and Registration 
System Management, March 

2018 

Exchange rate: KHR 4,100 = USD 1  
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Discussion  
Previously, the civil service scheme or NSSF-C was a reimbursement system budgeted and 
managed by each ministry for its own staff. This scheme currently is being reformed and will 
be operated under the NSSF. The NSSF-C information presented in Table 1 is illustrative, as 
it is based on a scenario developed to inform its revision. Concurrently, NSSF is rapidly 
expanding enrollment in the worker and employee scheme; it increased the number of 
people covered from 265,761 in 2016 to 608,965 in 2017. It is noteworthy that at this point 
all premiums are employer paid, minimizing the administrative and logistical burden of 
collecting contributions. Also, this scheme currently does not include family members—
adding them represents a potential opportunity to further increase enrollment. 

The JICA SHIP proposal focuses on expanding health coverage to the informal sector using a 
social insurance-based model. The plan envisions compulsory enrollment using a standard 
premium rate with a government subsidy. Using coverage and subsidy estimates from JICA, 
the national scale-up of the scheme could require an annual subsidy exceeding US$205 
million. As a point of comparison, the 2018 MOH budget is approximately $340 million. A 
government subsidy is proposed to defray costs to the near-poor. The average subsidized 
premium for a family of five is estimated to be $82.70 per year. This is more than four times 
the average (unweighted) annual premium of the Angkor Chum Operational District CBHI 
scheme ($20.23). Although the subsidy determination and application methods have not yet 
been specified, the overall higher costs (compared to the Angkor Chum CBHI) can be 
expected to exacerbate premium collection, which is a challenge for the informal sector. 
Finally, it is worth noting that flat rate contributions disproportionately affect the informal 
sector because there is no employer to pay the premium. In addition, their income is likely 
lower, on average, compared to their formal sector counterparts. 

Nongovernmental organizations have operated eight voluntary CBHI schemes in seven 
provinces and in Phnom Penh for the informal sector. As of the end of 2015, 148,418 people 
had joined these schemes, representing less than 1 percent of the total population of 
Cambodia (Royal Government of Cambodia, 2017). A review of the Angkor Chum CBHI 
experience highlights several issues and limitations relating to voluntary enrollment and 
premium collection among the informal sector. The scheme allocated only 5 percent of the 
total premium for management, including promotion and premium collection. The initial 
actuarial calculation of the premium of this scheme did not fully include these costs, as they 
were assumed by externally funded sources—creating a virtual subsidy to support the overall 
functionality of the system. The end of external funding created a resource gap that 
necessitated a premium increase. The increase exceeded enrollees’ willingness to pay, which 
ultimately undermined the solvency of the scheme.1 The real cost of collecting premium 
payments among the informal sector, particularly in the rural areas, remains unclear.  

The HEF aims to enable poor people access to quality healthcare by lowering financial 
barriers. With HEF enrollment reaching approximately 3 million beneficiaries, or about 20 
percent of the population, it is currently the largest health coverage scheme in Cambodia. 
The health services provided include preventive as well as curative care, outpatient 
consultations, and inpatient admissions. The fund also covers transport costs related to 
referrals, provides food stipends for one caretaker, and pays funeral expenses for 
hospitalized patients. 

There are three beneficiary categories under HEF: (1) poor as identified by the ID Poor 
system; (2) informal workers, defined as people working less than eight hours per day or 

                                                        
1 Note that other factors may have also contributed to the insolvency of the scheme, including an 
increase in facility visits promoted by health centers.   
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seasonal workers; and (3) special category beneficiaries, which include commune council 
members, village chiefs, deputy village chiefs, professional sport practitioners, and 
association members (e.g., cyclo drivers). The category is indicated by the identification card 
color (see Annex 2). 

Conclusion and Next Steps 
Cambodia has significant experience in implementing various health insurance/coverage 
schemes. This knowledge should inform the planned expansion of health insurance coverage. 
In addition, there is a large body of global experience documenting the challenges with the 
extension of health coverage to the informal sector (Nakhimovsky et al., 2017; Vilcu et al., 
2016). In particular, a separate, voluntary scheme for informal workers will likely face 
challenges related to sufficient revenue generation and adverse selection (OECD, 2017).   

Undoubtedly, coverage expansion for the informal sector will be extremely challenging 
because the population is highly diverse and geographically dispersed; also, there is no 
simple solution to the issue of premium collection. A closer analysis is needed of the 
experiences and costs that CBHI schemes encountered with premium collection among the 
informal sector. This would serve to inform decisions about the potential financial offset 
from beneficiary contributions. In addition, secondary analysis of Socioeconomic Survey 
(SES) or Demographic and Health Survey data can help in the following ways: (1) inform key 
design issues, such as the ability to pay (i.e., disposable income versus premium rates); (2) 
examine possible geo-socio concentrations of the near-poor; and (3) estimate the maximum 
enrollment potential by examining the use of public health facilities among the non-poor. 
Such analyses can inform decision making and support an evidence-based approach to 
coverage expansion while ensuring the financial sustainability of the entire system, especially 
in light of the RGC’s plan to assume all HEF costs by 2020.   

To this end, several analyses are proposed: 

1. Break-even analysis to assess the cost of premium collection vis-à-vis the amount 
collected—this assessment will be a case study of a CBHI scheme. Unit cost data will 
be collected on administration, operations, and supplies; these data will be compared 
to the total premium collected over the period. 

2. Analysis of public/private utilization of health services assessment—this analysis will 
determine the proportion of use of health services by sector, which is the proxy for 
the maximum level of voluntary enrollment in social health insurance; it will be 
completed as a secondary data analysis using SES micro-data.  

3. Wealth mapping to assess disposable income and ability to pay for premiums by 
employment groups, as currently covered under the NSSF schemes—this mapping 
will be completed as a secondary data analysis using SES micro-data.  

These analyses are expected to provide evidence and inform the development of various 
options and scenarios for the expansion of health coverage, which will support SHIP and 
other health insurance scheme design decisions. This work can support the revision and 
updating of estimates related to HEF expansion to include other vulnerable groups, such as 
the elderly, People Living with HIV/AIDS, Tuberculosis patients, disabled, and young 
children, as well as the definition of three to five options for coverage expansion options with 
preliminary cost modeling.  
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Annex 1. Civil Servant Standard Benefits Package 
Inclusions 

• General outpatient (ambulatory) care, including the following: 

o Professional medical services 
o Diagnostic and laboratory tests and other medical examinations 
o Use of surgical or other medical equipment and facilities, as required for 

treatment 
o Drugs and medical consumables, as prescribed by a medical doctor 

• General inpatient care (hospitalization), including the following: 

o Professional medical services 
o Diagnostic and laboratory tests and other medical examinations 
o Use of surgical or other medical equipment and facilities, as required for 

treatment 
o Drugs and medical consumables, as prescribed by a medical doctor 
o Room and board to be provided by the contracted health facility 

• Maternity care, including the following: 

o Prenatal and postnatal care (outpatient care) 
o Deliveries (inpatient care) 

• Emergency care, including resuscitation and prompt service to avoid the loss of limbs 
and organs 

• Physiotherapy and medical rehabilitation 

• Medical transportation services, including the following: 

o Emergency medical transportation 
o Medical referrals 

• Transfer of corpses in case of death 

• Excluded items comprise the following: 

o Services provided free of charge under public health programs 
o Dental care (teeth cleaning, tooth fillings, and tooth implants) except for tooth 

extractions 
o Sex‐change operations and related services 
o Organ transplantation (bone‐marrow, kidney, liver, heart, pancreases, and 

others) 
o Artificial insemination 
o Non‐prescribed drugs and pharmaceuticals 
o Plastic surgery 
o Contact lenses and eye laser‐surgery 
o Treatment for drug abuse 
o Fertility treatments 
o Prosthetic eye surgery for the blind 
o Coronary and heart surgery 
o Hemodialysis 
o Chemotherapy 
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Annex 2. Sample Health Insurance Cards 

 

Illustration from University Research Co.  
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