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Proloeng has finished a long day developing code for Kingdom Games, a start- 

up firm based in Phnom Penh that aims to break into the global e-game market. 

As is normal on Thursdays, heis heading tofootball practice in Toul Tompoung’s 

expanded sports district. Today, however, he must stop by the pharmacist en 

route to pick up his wife’s cold and flu medication. Thankfully the process is ef- 

fortless, as his wife has already sent across her prescription with a note that 

Proloeng will collect. All he needs to do is confirm his identity through his Cam- 

bodian Carte Vitale, and pick it up, and unlike years before, no payment is re- 

quired. Having picked up the prescription, Proloeng continues on to football. 

One hour into training he finds himself on the wrong end of a tackle and requires 

hospital treatment. Fortunately, the ambulance is able to arrive within thirty 

minutes and take him to the hospital for x-rays. It turns out that Proloeng has 

suffered a broken leg requiring three months of crutches and rehabilitation. 

While frustrated by the idea of not being able to play his favorite sport for some 

time, Proloeng reminds himself that he is lucky to live in a country that takes 

care of its ill and infirmed. The combination of no upfront medical costs under 

universal coverage and a well-trained medical workforce help to remove a con- 

siderable burden when it comes to medical treatment. 

 

I. Future Health: The Ideal Scenario 

It is 2040 and the future of Cambodian healthcare is bright. Citizens have access 

to a universal healthcare system that has developed to ensure quality coverage 

for all. As the kingdom has continued its strong economic growth trajectory, the 
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Royal Government of Cambodia (RGC) has developed effective financing mech- 

anisms to capture a proportion of national revenue for the system. This is sup- 

ported by enhanced tax revenue capture6 that supports the collection of indi- 

vidual contributions in the form of social security. Of particular note has been 

Cambodia’s ability to successfully transition away from a high burden of foreign 

donation in the sector and move towards a domestically sourced one. As Cam- 

bodia has continued its economic growth towards upper-middle income status, 

the RGC has ringfenced a larger proportion of government revenue funds into 

the healthcare sector. This has facilitated nation-wide improvements in 

healthcare infrastructure, with the building of state-of-the-art hospital facilities 

within each province. In addition, domestic revenue has been effectively utilized 

to support the development of human capital in healthcare. 

In part the transition has been made possible through the adoption of new na- 

tional forecasting technologies that better predict the requirement of public 

health expenditure; contingent on an AI prediction of disease incidence. This im- 

provement of, and adoption in, technology has equally supported the quality of 

coverage in both urban and rural areas, with even the most remote centres able 

to access real time health data and specialist practitioner advice through the 

central medical system. Adoption of a Cambodian Carte Vitale system has pro- 

vided every citizen with a digital health footprint. This has been achieved by 

providing each Cambodian with a unique national identification number from 

birth. This number is then utilized as a point of reference to store an individual’s 

medical history, allowing health practitioners to more accurately diagnose ail- 

ments, illnesses, and treatments. 

Alongside improvements in funding and technology, the RGC has overseen a 

staggering development of the healthcare curriculum throughout the country. 

Having broken down healthcare learning into stages, with syllabi developed 

from the primary level up to the doctoral level. This has resulted in nationwide 

improvements in preventative healthcare against communicable diseases. At  

 
 

 
6 For more discussion on the future of tax revenue please read Chapter 3 Fiscal Policy by 

CHEAN Sithykun contained in Cambodia 2040 Volume 1: Economic Development. 
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the practitioner level, the previous shortages in healthcare professionals have 

been addressed, with Cambodia developing an educated healthcare workforce. 

By 2040, this workforce constitutes 95 percent of the total Cambodian 

healthcare sector, with the remainder comprised of foreign specialists. This has 

supported the development of a Cambodian healthcare system that provides 

quality village-level care through general practitioners and nurses, with special - 

ized treatments taking place at a district hospital. 

The success in Cambodian healthcare throughout the above-mentioned factors 

has been made possible through the collaboration of healthcare stakeholder 

both domestically and internationally. The development of the healthcare sys- 

tem utilized the advice of foreign specialists from international partners and the 

World Health Organization in order to build out the appropriate infrastructure for 

a universal healthcare system. Domestically, the system is a collaboration 

between public and private institutions that operate under the oversight of the 

Ministry of Health. Cambodian nationals utilize healthcare facilities with no up- 

front costs to the user. 

 

II. Scenario Space and Key Factors for Future Health 

The development of the Cambodian health sector towards an efficient, respon- 

sive, and adaptive model is contingent upon the following key factors: funding; 

technology; education; model of healthcare; and, collaboration between stakehold- 

ers. Each of these factors will be explored in turn, with a subsequent discussion 

of the ‘kingdom factor’: referring to the contemporary Cambodian healthcare 

system that each factor will develop out from under new reform. 

Funding 
 

Pragmatically speaking, the future of the Cambodian healthcare system, as with 

any healthcare system, is contingent upon its funding. As framed by Tulchinsky 

and Varavikova (2015), the financing of healthcare systems has evolved from a 

personal payment at the time of service to financing through a combinational 

means encompassing health insurance, social security, general taxation, and 

supplementation, where necessary, by the private sector and non-government 
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actors. The level of funding, therefore, plays a considerable role in determining 

the form that the healthcare system takes. 

One key source of funding is government revenue in the form of gross domestic 

product (GDP). Cambodian GDP has increased at a significant rate throughout 

the past two decades with an average annual rate of 7 percent (WorldBank, 

2010). According to the Asian Development Bank (2019), Cambodia’s GDP is ex- 

pected to continue growing at an average annual rate of 6.8 percent in 2020. In 

the long-run there is an expectation that continued growth will deliver the king- 

dom to upper-middle income status by 2030, and high-income status by 2050 

(Xinhua, 2018). The RGC has developed an ambitious plan to achieve its vision 

of becoming an upper-middle-income country by 2030 and high-income by 

2050 as stated in the Rectangular Strategy Phase 4 (RGC, 2018). 

An additional source of funding for healthcare is in the form of external interna- 

tional donors. Over the past decade, Cambodia healthcare received financial 

support from many international organizations and development partners to- 

wards improving the health sector. Based on data from the World Bank in 2016, 

donor funding accounted for 19% (about USD 18 million) of the total current 

health expenditure of approximately USD 71 million while the government con- 

tributed 22%. The rest came from out-of-pocket expenditures that accounted 

for 59% (see: Figure 1). A significant proportion of financial contributions came 

from international donors such as the Global Fund and the Bill & Melinda Gates 

Foundation which accounted for one-fourth of total donor funding in 2014 

(Country Cooperation Strategy 2016-2020, 2016). 

The distribution of health expenditure reflects a heavy reliance on international 

donors and out-of-pocket expenditures. However, recently, funding from exter- 

nal donors has already slightly decreased from 20% to 18% of total health ex- 

penditures from 2008 to 2014 and is anticipated to continue declining (Health 

Policy Project, 2016). This is perhaps a positive trend when we consider it along- 

side growth in GDP. As noted by Reading(2010), the reliance by the state 

on non- state and international actors’ willingness to aid countries can lead to 

suboptimal domestic performance towards citizens’ healthcare: with 

additional 
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domestic revenue, there is an opportunity to fill the funding gap presently cov - 

ered by international donors. 

Figure 1: Estimated Cambodian national health expenditure by source (2016) 
 
 

 

Source: World Bank (2016) 

 
Already, the World Bank’s data indicates that per capita, current health 

expenditure and per capita government expenditure are moving in the right, 

and same direction; although current, overall health expenditure per capita is 

rising at a much more significant rate (figure 2). During the 2008 to 2014 

period, the government increased its public spending on healthcare from 

approximately 6.8% to 7.6% of the total healthcare budget. However, this 

increase falls short of the recommended 15% of the government budget to be 

allocated to health (Health Policy Project, 2016). 
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Figure 2: Health expenditure (total, millions of USD) 

 

 
Source: World Bank (2020) 

 
Technology: Technology and healthcare have been intertwined from the begin- 

ning. In broad terms, health technology describes the application of knowledge 

and skills in the form of devices, medicines, vaccines, procedures and systems 

to solve health problems (WHO, 2020). Accordingly, technology is a key factor 

in the determination of any health system, and of particular importance in the 

con- text of industrialization 4.0; whereby innovation is predicted to improve 

efficiency in diagnosis, treatment, time, and cost (Javaid and Haleem, 2019). 

In the Cambodian context, the advancement of technology will aid the efficiency 

of both healthcare providers and the government to obtain more accurate in- 

formation about the population's health and the overall healthcare market. To 

improve healthcare policy, the government must have accurate information 

about the entire system. One example of how the government and healthcare 

providers have successfully curated citizen’s health information is the Carte Vi- 

tale of the National Health System in France that was introduced in 1998. The 

card stores information about health background and history of a patient and is 

also used as a means of payments. This information helps the French govern- 

ment to develop an appropriate price system for various health services and to 

cut down the cost of administrative work and transaction processing fees. In the 

long run, the RGC could innovate a similar digital platform. 
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Education: From a supply-side perspective, Cambodian healthcare is going to 

be impacted by the availability and quality of domestic healthcare workers; the 

WHO (2013) recognizes the importance of having a healthcare workforce with 

sufficient capacity and appropriate capabilities. In particular, a suitably 

educated workforce is essential to the delivery of public health services, 

including emergency responses to biological, manmade, and natural disasters 

(Tao et al., 2018). 

A likely priority area in Cambodian health education will be nursing. Currently, 

the kingdom suffers from a lack of of nurses, as well as a large variation in quality 

between urban and rural areas (CCN, 2019). This finding was backed up by a 

report by Sakurai-Doi et al. (2014) who found that the shortage of qualified staff 

is indicative of the region, where there are “critical human resource shortages.” 

Concomitantly, a parallel shortage of doctors affects the roles and responsibili- 

ties of nurses. 

Platform of Healthcare: The future of the Cambodian healthcare sector will be 

contingent on the platform that the Royal Government of Cambodia (RGC) de- 

velops. The RGC has already developed many healthcare schemes to improve 

the health outcomes of its population since 1990 when Cambodia emerged as a 

free-market economy. The schemes are typically supply-side and pro-poor 

based and aim to expand health coverage and provide basic healthcare 

services to the extremely poor (Annear, 2006). Some of the essential 

schemes developed since 1990 are outlined as follows: 

 The Universal Health Coverage Plan was introduced in 1995. The RGC 

implemented this scheme to distribute healthcare facilities in rural ar- 

eas. In the following year, a Health Financing Charter was adopted to 

regulate and reduce point-of-service payments at government facilities 

and provide revenue (Grundy et al., 2009). 

 Health Equity Funds were introduced in 2000. HEF is sustained mostly 

by financial support from international sources. This financing system is 

a significant supporting role that pays for the poor the costs of access to 

healthcare services and facilities that include food costs, transportation 

costs, and user fees. The past studies find that HEF has grown to effec- 

tively reduce healthcare costs and enhance facilities-based access for 
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the poorest segment of the population (Annear et al., 2007, Jacobs et al., 

2007, and Noirhomme et al., 2007). 

 Community Based Health Insurance (CBHI) and vouchers were imple- 

mented from the mid-1990s to the late-2000s. These schemes targeted 

the non-poor population segments, especially pregnant women, young 

children and the elderly. CBHI is a not-for-profit healthcare scheme that 

provides affordable insurance plans for poorer families who are mem- 

bers of the community (Ensor et al., 2017). Vouchers cover the costs of 

family planning, antenatal, delivery, and postnatal care and also provide 

reimbursement for transport to reach the facility for these services 

(Brody et al., 2013). 

 Other schemes with financing mechanisms have been introduced in the 

following years to improve health outcomes and minimize financial bar- 

riers to health access. Schemes such as Midwife Incentives in 2017, 

Health Strategic Plan 2 (HSP2) in 2008, National Health Policy in 2014, 

and Health Strategic Plan 3 (HSP3) in 2016 were innovated and imple- 

mented to advance the Cambodian healthcare system towards a univer- 

sal coverage model. 

In the global context, universal health coverage is the main healthcare object for 

many developing countries. Over the past two decades, an increasing number 

of low-income and middle-income countries, such as Brazil, India, Mexico, 

Rwanda, South Africa, and Thailand, have started implementing programs to 

provide UHC (Fried et al., 2013). Countries have different approaches tofinance 

their healthcare system. Regardless, the common means to increase govern- 

ment public expenditure on the healthcare sector. As depicted by the World 

Bank’s data from 2010 to 2016, countries in Southeast Asia have raised public 

government expenditure in recent years. Cambodia, Lao, and Myanmar, how- 

ever, remain at the bottom with domestic general government health expendi- 

ture below 1.5 percent of GDP. 

According to the International Labour Organization (ILO), nearly 50 countries 

such as Mexico and South Africa have successfully launched some form of uni- 

versal health coverage schemes and provided substantial social health services. 

Some countries finance their UHC program through a tax deduction, while 
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others require a contribution from households. Several other models including 

Bismarck, Beverage, and NHI are being used to ensure coverage for all citizens 

in both formal and informal sectors. Such models are mainly followed in devel- 

oped countries such as Germany, the UK, and Japan. 

Globally, developing countries are moving toward UHC or developing healthcare 

schemes to expand healthcare coverage as the benefits thereof become more 

obvious. For instance, the UN system, the US Agency for International Develop- 

ment (USAID), Inter-American Development Bank, Bill and Melinda Gates and 

Rockefeller Foundations, have called for more attention to UHC (Gideon et. al., 

in Fried et. al., 2010). The note asserts that this call reflects a range of interests 

and perspectives: reducing or rationalizing health care expenditures, 

increasing health care and services in resource-poor settings, and securing 

the right to health - often bolstering the private health care system in the 

process (Fried et. al., 2010). It is also a United Nations Sustainable 

Development Goal (SDG) to achieve good health and well-being of the people 

in 2030 by focusing on providing better quality healthcare, more efficient 

funding of health system, as well as accessibility to healthcare specialists. 

With increased participation from all stakeholders, the development of UHC 

will be more promising in 2040. 

Collaboration between stakeholders: The ambitious vision of the RGC to en- 

sure healthcare for all will be more likely to succeed through solid cooperation 

from all partners across sectors. For instance, the UHC forum provided an im - 

portant platform for experts from different areas to reflect on the progress  of UHC 

development, financial health risk protection, and other key factors to UHC. 

Healthcare in Cambodia is comprised of private healthcare providers, public 

providers, and the support in the form of grants and donations from NGOs to 

expand basic health care and access to health services. 

In April 2018 the Ministry of Health cooperated with other NGOs to organize the 

Cambodia UHC forum and convene over 120 stakeholders from various minis- 

tries, development partners, and overseas institutions to discuss and evaluate 

the path to UHC in Cambodia (World Health Organization, 2018). Several speak- 

ers highlighted that Cambodia needs collaborative actions to carry out the policy 

frameworks that are already set in place. For instance, RGC’s aim, as outlined 
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in the National Social Protection Policy Framework 2016-2025, to minimize the 

financial cost of care to access health services by expanding financial 

protection to more Cambodians. As reported in the Third Health Strategic Plan 

2016-2020 (HSP3), there have been impressive gains in providing financial risk 

protection to the poor through the expansion of Health Equity Fund schemes 

(HEFs) and the other, diverse demand-side interventions. 

Although the progress of health policy development has been somewhat ad- 

vanced, UHC remains an ambitious target for the Royal Government of Cambo- 

dia(RGC). The MoH has committed to moving towards UHC and to 

achieving the vision of: “All people in Cambodia to have better health and 

wellbeing, thereby contributing to sustainable socio-economic development” 

(HSP3). The performance of policy implementation of RGC and MoH to 

advance to UHC is generally evaluated positively in this report. However, it 

also acknowledges the limitations and challenges to sustain and to expand 

coverage within available resources. 

Cambodian healthcare overview: Healthcare policy in Cambodia has been 

heavily shaped by political proactivity in Cambodia over recent decades (Liverani 

et al., 2018). The work of Grundy et. al., (2016) nicely outlines the background 

and progress of healthcare policy development in the kingdom: 

 1975-1979 (The totalitarian turning point): Healthcare facilities, equip- 

ment, and hospitals were destroyed and closed down under the Khmer 

Rouge. Access to modern medicine was restricted to only elites. 

 1980-1989 (The socialist turning point): Cambodia’s healthcare system 

went through recovery and rehabilitation with assistance from the inter- 

national community, mainly from Eastern bloc countries and the United 

Nations. Hospitals and health administration were re-opened and re-es- 

tablished. Although healthcare services and facilities were improved, a 

high mortality rate remained. 

 1990 – (The free market turning point): Healthcare services, facilities, and 

policy were progressively reformed. There were establishments of more 

hospitals and health clinics across the country, expansion of immuniza- 

tion and communicable programming, development, and implementa- 

tion of a healthcare coverage plan, and improvement in health financing 
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system. In addition, Cambodia achieved the Millennium Development 

Goals 4 & 5 (MGD) which significantly reduced the mortality rate (2/3 re- 

duction in maternal and infant mortality rates). 

Building on recent successes in Cambodian healthcare, the Ministry of Health 

outlined seven priority areas to target for improvement in their Health Strategic 

Plan 2016-2020. These are: 

1. Healthcare service delivery: A set of health programs will be implemented 

to ensure that the entire population will have equitable access to safe 

and good quality healthcare services at private and public facilities when 

needed. 

2. Healthcare financing system: An increase in healthcare financial risk pro- 

tection when accessing healthcare services. 

3. Healthcare workforce development: An increase in the number of health 

personnel with well-trained, appropriate skill mix and professional eth- 

ics to provide support to the healthcare sector. 

4. Essential support systems: Provide effective medicines and advanced 

health technologies to improve health outcomes. 

5. Health infrastructure development: Ensure that basic healthinfrastructure 

and facilities are equitably distributed across the country and ready to 

be utilized. 

6. Health information system: High-quality and reliable health-related 

data/information are needed to conduct medical research. The findings 

are critical for decision-making and strategy choices to improve 

healthcare services delivery and policies. 

7. Health system governance: Enhance leadership, management compe- 

tency, and cooperation of all actors so that they can jointly take effective 

actions to foster equitable access to healthcare. 

In considering improvements across the sector, Dr. Kumanan Rasanathan 

(2019), acting WHO representative in Cambodia, noted that the Royal Govern- 

ment of Cambodia has made important progress in providing social health pro- 

tection for more Cambodians, particularly in rural regions. 
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III. Policy Initiatives to Achieve the Ideal Scenario 

Effective policies are necessary if Cambodia is to achieve a sustainable universal 

healthcare system. Policy recommendations are envisioned to achieve the 

ideal scenario outlined in section I. They are outlined below and expanded 

upon accordingly. 

1. The allocation and management of funding. 
 

The government must obtain effective funding management mechanisms for 

both public expenditure and international donor funding. The RGC and Ministry 

of Health must carefully monitor the use of funding and ensure that the fund is 

used efficiently. The good management of international donor funding will con- 

tribute to the quality of health programs and attract more funding. The increase 

in government public health expenditure will benefit a number of areas in the 

healthcare sector. More funding can be allocated to the construction and oper- 

ation of healthcare infrastructure throughout the kingdom. In particular, a fund- 

ing mechanism should be prioritized around the development of infrastructure 

in rural Cambodia. Many hospitals and clinics at the provincial and district level 

still utilize old health facilities, buildings, and equipment to provide care. Allocat- 

ing funding to these hospitals and clinics will bring their standard and quality 

closer to that of hospitals and clinics in urban areas. The process will somewhat 

minimize inequality in healthcare and provide low-income people access to 

good quality healthcare facilities and services. Sachs (2012) asserted that low- 

income countries would not be able to achieve UHC without external support 

from donors and development partners. An increase in government public ex- 

penditures along with grants and aids from non-governmental segments will ex- 

cel Cambodia to UHC. In this note, Sachs suggested an international norm 

called the Abuja Declaration that low-income governments promoting universal 

health coverage should allocate at least 15% of their total budget to health 

(Sachs 2012). 

 

 
The government should heavily invest in a digital platform to collect accurate 

data on citizens’ health and healthcare market information. First, maintaining  
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patients’ information via a central, digitized record is more cost-effective, more 

accurate, and less time-consuming than paper records. It will cut down admin- 

istration fees and reduce the amount of work. The technology of Carte Vitale, as 

noted above, as a card that is used as a means to store health records and pay- 

ments, would make things more efficient and convenient. Second, accurate and 

reliable healthcare market data will improve the quality of research and devel- 

opment in the medical field. This will help the RGC to monitor the operation and 

performance of the health market. Higher quality of market information will also 

allow both public and private providers to create healthcare products and ser- 

vices to better serve people. 

It is also sensible to invest in advanced medical technology. Cutting-edge medi- 

cal technology will improve health outcomes and reduce the cost of treatments. 

For instance, A cure for cancer using cutting-edge genomics technology will re- 

duce the use of conventional treatments such as radiation therapy which takes 

longer and is more costly. Artificial Intelligence is being studied and utilized to 

diagnose the conditions and symptoms of patients. Effective medicines and 

treatment methodologies will improve overall care and consume less time to 

cure patients. 

2. Development of national health education programs 
 

There are two main aspects of educational programming that the RGC and MoH 

must focus on: the supply-side education program and the demand-side educa- 

tion program. On the supply side, it is necessary to increase the number of well- 

trained and professional nurses and health specialists to provide good care to 

patients. However, the most important issue is ensuring an equal distribution of 

nurses and health specialists across the country. 

There are several policies that the government can explore. First of all, the MoH 

can create programs to recruit more people to work in the healthcare sector and 

provide training to existing nurses and health specialists. The RGC and MoH 

can create some types of incentives, such as scholarships, to attract people to 

work in the healthcare sector and to work in remote areas. Second, free tertiary 

education to train those entering the field can also be effective to produce 

more skilled health specialists and physicians. This approach has been 

practiced in 
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many countries already. Free university tuition allows students to gain a higher 

education without financial constraints or financial difficulty. Therefore, it con- 

tributes to a low cost of public healthcare expenditure since students who be- 

come doctors are more willing to work with decent wages (Reid, 2017). A 

variant of the free education approach has been practiced in Thailand. Thai 

students can attend public medical school for free, but in compensation, it is 

compulsory for fresh graduates to serve in rural areas for at least three 

years (Al Jazeera, 2010) 

On the demand side, medical education programs and health literacy have a 

positive impact on health outcomes such as access to healthcare and self-care 

(Nutbeam, 2000 and Paschee-Orlow & Wolf, 2007). Such programs will 

improve preventative behavior and inform people about basic health 

information. As people are more educated about health and develop good 

preventative behaviors, they might be less likely to get sick as previous studies 

have suggested, and therefore decrease demand for basic healthcare 

services. In addition to medical education, the RGC and MoH must ensure that 

people are well-informed about health insurance policies or healthcare 

schemes such as health equity funds. It is necessary for people to be aware of 

what services are available through insurance plans and how insurance works. 

3. Collaborative work with development partners 
 

All stakeholders including NGOs and international donors are important part- 

ners and assets to help advance Cambodian UHC. These partners are 

essential to the development of UHC because of its association with healthcare 

improvements (Biermann et al., 2016). NGOs and International donors 

provide both financial support and healthcare delivery. They work closely with 

people at the community level and fill the lack of healthcare services in the 

rural regions. The RGC and MoH receive funding from international donors and 

must work collaboratively with them and adhere to their regulations and plans. It 

is the RGC’s role to prevent any forms of fraud, misuse of funds, and 

corruption when using do- nor funding. This is the most critical step to maintain 

further financial support and attract more external funding in the near term. 

The MoH should invest in more events, such as the UHC Forum, and 

encourage more development 
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partners and health experts from across a diversity of sectors to attend. Events 

such as these can serve as a focal point for coordination and will help to solidify 

relationships with all partners; and, most importantly, they can provide exten- 

sive evaluation and consultation to the development of UHC in Cambodia. 

The private sector also plays an important role in expanding healthcare access 

by co-sharing the cost of health insurance with its employees. The RGC should 

encourage private firms of all sizes to provide some form of health insurance to 

their employees. Insurance through employers will manage the cost of 

healthcare and reduce the risk of financial difficulty for employees. 

4. Innovating healthcare schemes and adopting an appropriate 

healthcare model 

Adopting an appropriate healthcare model is the most fundamental step to- 

ward universal health coverage. As of today, Cambodia mainly utilizes an out-

of- pocket system that imposes a strong financial burden on the population, 

especially the low-income segment Various healthcare schemes have been 

innovated and implemented to expand healthcare access and increase 

financial risk protection as outlined in the previous section. Among all of these 

schemes, HEF seems to be the most practical system that financially supports 

the poorest who seek healthcare services. There are other models such as the 

Bismarck model, the Beveridge model and the National Health Insurance 

model that might be more approachable for the RGC. These models are 

financed and sustained by a tax system, government subsidies, the private 

sector, and a contribution from people. Before it is possible to determine what 

policy framework should be implemented, a better understanding of alternative 

healthcare models is required, as summarized in the table below. The national 

health insurance model seems to be more approachable than the other models 

in that the RGC does not maintain sufficient market power or negotiate for 

lower costs of health insurance. It will be challenging for the RGC to adopt the 

Beveridge model because it does not have a solid tax system that can support 

this model. The same problem goes for the Bismarck model as a multi-

payment system is not common among employers and employees. Therefore, 

a mixed model seems appropriate for the RGC to adopt. 
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Figure 3: The Diverse Models of UHC 
 

Source: Reid (2009) 
 

Thailand has implemented the NHI system satisfactorily. It launched the Univer- 

sal Healthcare Coverage Scheme (UCS) also known as the 30-Baht Scheme in 

2001, financed by a tax system and co-payment of 30 Baht, to provide free 

healthcare at the point of service. Later in 2006, the requirement of the 30 Baht 

co-payment was abolished, but was reinstated with some exemptions in 2012 

(Sakunphanit 2006 in Paek 2016). According to ILO, Thailand’s UCS covered ap- 

proximately 76% of the total population in 2016. 

To achieve a UHC, Cambodia needs to improve its tax system and have a clear 

structure of the allocation of tax revenue, for instance, what percentage of the 

tax deduction must be allocated to health insurance. The government also 

needs a contribution from its citizens, and it can follow the example of Thailand 

by investigating what would be an effective and appropriate amount of co-pay- 

ment. The RGC must also make it compulsory for employers to create a funding 

pool for health insurance and co-share the costs of insurance with their employ- 

ees. 

 

IV. Future Health Under the Baseline Scenario: Busi- 

ness as Usual in 2040 
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Without strengthened regulation and policy implementation from the Royal 

Government of Cambodia, universal health care seems to be a long way off for 

Cambodia. If we look at the data as to government public expenditures on 

healthcare over the past decades, the growth rate only increases by a small per- 

centage (see figure 2). Cambodia still depends heavily on external funding from 

international donors and non-governmental organizations as well as the out-of- 

pocket expenditures. If the RGC continues to allocate the same amount, the 

quality of healthcare services and infrastructure will not significantly improve. 

Inequality in healthcare will remain severe, preventing low-income people from 

accessing an equal standard of healthcare. 

A more effective tax system is a must in order to finance UHC. Many of the poor- 

est segments of the population can access healthcare forfree thanks to HEF 

and non-governmental organizations. However, the majority of the population 

still have to pay with their own funds at the point of service. Therefore, financial 

risk remains significantly higher for people from all income levels if they 

experience severe sickness. There are several micro health insurance 

companies such as BIMA Cambodia that provide affordable plans to cover 

basic healthcare for low- income and medium-income people. Such affordable 

plans can somewhat help enhance financial risk protections. 

As for the healthcare market, there are only a few health insurances companies 

that mainly target medium income to high-income people in urban regions and 

the regulatory system for this sector remains minimal. Less competition in the 

market allows private health insurance companies to have overwhelming mar- 

ket power on pricing their products. The RGC should subsidize private health 

insurance companies in order to attract more insurance companies and in - 

crease the incentives for them to innovate affordable health insurance plans. 

This will encourage more firms to enter the market and increase competition.  

The government has innovated and implemented different healthcare schemes 

in the past that contribute to the development of UHC. As mentioned earlier, 

HEF is a fundamental step toward achieving UHC in 2040. HEF has 

significantly supported the poorest in getting access to healthcare at the point 

of service without having to pay the fees. The goals of HEF - to increase 

financial risk 
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protection and to encourage more people to rely on healthcare services with 

HEF - will push Cambodia one step further toward the UHC if the goals are met. 

Yet, it will be very challenging for the RGC to achieve UHC in 2040 without sub- 

stantial additional investment across all factors health-related. 
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