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Abstract
Objectives Other forces related to socio-economic and cultural factors, besides biomedical and behavioural fields, also influence
health but receive little attention in health research. This study aims to illuminate social determinants of health and to identify
challenges and opportunities in addressing social determinants of child health (SDCH) in rural Cambodia.
Methods This is a qualitative study based on interviews of frontline primary health care providers, health officials, local
authorities and community volunteers in two health districts in Cambodia. The data were supplemented by secondary data on
different aspects of the districts and Cambodia.
Results Poverty, lack of basic commodities and adverse social conditions remained problems for population health. While access
to health services was considered adequate, households and communities had several major risk exposures. Challenges in
addressing SDCH were the high prevalence of social and household adverse conditions, and the lack of training of providers,
of information about social services, of effective coordination and of trust in public services. Opportunities were present,
including social services being existent albeit poor functioning, the traditional practice of social inquiry, existing frontline
providers being open to further information and training, existing subnational coordination bodies at district and provincial
levels, and use of evidence in planning and resource allocation.
Conclusion Addressing SDCH requires broad and coordinated efforts of stakeholders from multiple sectors. Among the prereq-
uisites are to leverage the existing structures and mechanisms, training primary health care providers and providing them with
adequate information about local resources and available supports. Improving social care services and infrastructures requires
strong coordination, planning and adequate resource allocation.

Résumé
Objectifs D’autres forces liées aux facteurs socio-économiques et culturels, en plus des domaines biomédicaux et
comportementaux, influencent également la santé mais reçoivent peu d’attention dans la recherche en santé. Cette étude vise à
éclairer les déterminants sociaux de la santé et à identifier les défis et les opportunités pour aborder les déterminants sociaux de la
santé infantile (SDCH) dans les régions rurales du Cambodge.
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Méthodes Il s’agit d’une étude qualitative basée sur des entretiens avec des prestataires de soins de santé primaire de première
ligne, des responsables de la santé, des autorités locales et des volontaires communautaires dans deux districts de santé au
Cambodge. Les données ont été complétées par des données secondaires sur différents aspects des districts et du Cambodge.
Résultats La pauvreté, le manque de produits de base et les conditions sociales défavorables restent des problèmes pour la santé
de la population. Bienque l’accès aux services de santé est considéré suffisant, les ménages et les communautés sont exposés à
plusieurs risques majeurs. Les défis liés à la lutte contre la SDCH étaient la prévalence élevée de conditions sociales et
domestiques défavorables, ainsi que le manque de formation des prestataires, d’informations sur les services sociaux, de coor-
dination efficace et de confiance dans les services publics. Des opportunités étaient présentes, y compris des services sociaux
existants bienque fonctionnant mal, la pratique traditionnelle de l’enquête sociale, les prestataires de première ligne existants
étant disposés à encore d’informations et de formation, les organes de coordination sous-nationaux existants au niveau des
districts et des provinces, et l’utilisation des preuves dans la planification et l’allocation des ressources.
Conclusion Aborder la SDCH nécessite des efforts larges et coordonnés des parties prenantes de plusieurs secteurs. Parmi les
conditions préalables, il faut tirer parti des structures et mécanismes existants, former les prestataires de soins de santé primaire et
leur fournir des informations adéquates sur les ressources locales et soutiens disponibles. L’amélioration des services et des
infrastructures de protection sociale nécessite une coordination, une planification et une allocation adéquate des ressources.
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Introduction

It has long been acknowledged that factors influencing individ-
ual and population health are many (Marmot and Wilkinson
2000), aside from biomedical and behavioural conditions of
individuals (Davey Smith and Ebrahim 2001). Different
schools of thought explain various pathways and layers of
how political, social and economic factors influence risk
exposure, distribution of resources for healthcare, and thus in-
dividual and population health (Krieger 2001; Wilson 1983).

According to theWorld Health Organization (WHO), social
determinants of health (SDH) are defined as “the conditions in
which people are born, grow, live, work and age; these circum-
stances are shaped by the distribution of money, power and
resources at global, national and local levels” (CSDH 2008).
According to theOttawa Charter for Health Promotion, peace,
shelter, education, food, income, a stable ecosystem, sustain-
able justice and equity were counted as prerequisites for health
(World Health Organization 1986). Other factors included as
contributors to health are agriculture and food production, ed-
ucation, work environment, employment, water and sanitation,
healthcare services, and housing (Dahlgren and Whitehead
1992). All of these are reflected in shared commonalities doc-
umented in an increasing number of policy documents of dif-
ferent countries, most often high-income countries, outlining
their approaches to SDH. There is also growing consensus
around the key determinants of health, including social exclu-
sion, unemployment and employment security (Raphael 2004).

Research has identified different approaches to SDH and
various ways to explain changing health. Three approaches—
materialist, neomaterialist and psychosocial comparison—
explain how conditions of living and wealth of a nation

(Navarro 1977), social infrastructures, the distribution of these
infrastructures (Lynch et al. 2000), and the effect of the dif-
ferences in these translated into hierarchies and how social
distances define one’s social standing and perceptions of com-
munal structures (Kawachi and Kennedy 2002).

Many social factors could affect health and they are often
considered beyond the mandates of health authorities; therefore,
interventions to improve health require distributed leadership,
strong multisectoral collaboration and coordination (Rasanathan
et al. 2017); these are lacking and had seen limited applications
in low- and middle-income countries (Bennett et al. 2018).

Inequity in health status is a manifestation of SDH. It is
primarily the result of disparity in socio-economic conditions,
political decisions and/or cultural factors (Friel et al. 2012).
Gaps in health outcomes occur along the line of urban/rural
split, by income group, level of education and type of occu-
pation, ethnicity and so forth. For example, urban well-off
populations could benefit more from availability of and access
to social infrastructures and services while the urban poor may
have restricted access to them due to costs and affordability
issues, whereas rural populations likely lack social services
and infrastructures as development concentrates more in ur-
ban areas (Saha and Gerdtham 2013). Gender-biased social
norms have a role in facilitating gender-based violence (GBV)
and prejudice which have become a public health issue in
many countries and are associated with adverse maternal
and child health outcomes (Krantz 2002; Hill et al. 2016;
Hooker et al. 2012; Mohammad et al. 2015; Ziaei et al. 2014).

Among the many recommendations from the WHO’s
Commission on SDH, improving equity in child health means
ensuring equitable early childhood development—including
physical, social/emotional and language/cognitive
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dimensions, all of which have a determining influence on the
subsequent life changes and health through skills develop-
ment, education and occupational opportunities (CSDH
2008). Investment in the early years—including perinatal care
and care during the first 8 years of life; good nutrition; safe,
healthy, supporting, caring and responsive living environ-
ments and pre-school and school environments—provides
the best returns in health outcomes (Bell et al. 2018).

Studies on SDH suggest that there are ways health providers
can help to address social problems faced by their clients. One
way health workers can do this is by asking clients about the
social challenges they face in the community (Naz et al. 2016)
and assisting them in navigating and accessing social services and
other local support resources (Andermann 2016). Training health
workers and providing them with the necessary information and
skills for social inquiries is essential (Kuo et al. 2011). With
knowledge about broader health system functions and interplays
of non-health sectoral issues having impacts on health outcomes,
health workers are more likely to integrate social inquiry as part
of their practices (National Academies of Sciences 2016). The
training has to be appropriate to capacity, the health system con-
text and culture. Community workers, volunteers and local au-
thorities are also among the first contact people in the community
and can serve to facilitate access to and referral for services, and
including them as important stakeholders in SDH intervention is
necessary (Le et al. 2018). Despite the fact that population health
is so intertwined with socio-economic, political and cultural con-
ditions, studies on SDH in low- and middle-income countries
have been limited and often neglected.

This is a Cambodian case study to illustrate the important
roles of frontline service providers in addressing SDH and to
provide an understanding about the current practices by the
frontline primary health care providers in this field. The study
could be useful for policy-making to improve health workers’
and service providers’ practices in social inquiry. In Cambodia

primary healthcare facilities, community volunteers and com-
mune officials are frontline service delivery points closest to
people and see all sorts of health and social problems.

This study attempts to answer the following questions:

1. What are the major social determinants of child health
(SDCH) in rural districts in Cambodia?

2. What are the challenges and opportunities for frontline
providers in addressing the social issues and problems?

Some background on Cambodia and its health system may
be useful for understanding why this study is important.
Cambodia started to rebuild the health system after over two
decades of civil wars and social unrest in the 1970s and 1980s.
Over the past two decades, significant improvements in pop-
ulation health and health service provision were made; these
occurred amid consistent economic growth and progressive
social policies (Table 1). The liberalization of the market
economy and private sector growth contributed to consistent
double-digit economic growth over several years in the 2000s
and 2010s; and the country has recently been upgraded to a
lower-middle-income country (World Bank 2019).

Despite the gains, inequity in health status and access to
health services has been long known in Cambodia and is asso-
ciated with urban-rural and economic divides. Cambodian chil-
dren in rural areas are three times more likely to die than those in
urban areas (under 5mortality: rural area 52 versus urban area 18
per 1000 live births); this could be explained in part by economic
status and mother’s education, as well as access to health ser-
vices. Children in the highest economic quintile have lower mor-
tality rate than those in the lowest quintile (16 versus 62 per 1000
live births); children born to a mother with no education have
higher mortality rate than those born to a mother with secondary
education or higher (63 versus 26 per 1000 live births)
(NIS. DGH. ICF International 2015). Mothers are the major

Table 1 Progress in socio-
economic and health sectors,
1990–2014, Cambodia

Indicator 1990* 2000 2014

Population (million) 8.9 12 14.5

Poverty rate (% of population)^ n/a 50 18

Life expectancy (years, both male and female)^ 53 58 68

GDP (USD)^ 254 302 1093

Maternal mortality ratio (per 100,000 live births) 1020 437 170

Infant mortality (both sexes) (per 1000 live births) n/a 95 28

Under 5 mortality (both sexes) (per 1000 live births) 127 124 35

HIV prevalence (% among general population)^ 0.1 1.6 0.6

Tuberculosis prevalence (per 100,000 population) n/a 1619 817

Number of hospitals** n/a < 40 97

Number of health centres** n/a < 400 1105

CDHS data (except when otherwise indicated); n/a, data not available; GDP (USD), gross domestic product (US
dollars); * Maternal mortality, 1990–2015, Cambodia: https://www.who.int/gho/maternal_health/countries/khm.
pdf; ** MOH Achievement report 2017; ^World Bank data (WB 2019)
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sources of care of young children, and their knowledge and
practices in caring for young children are essential for good care.
Problems of social and health inequity are also prevalent in urban
areas. Poor urban Cambodians are disadvantaged because of
their low education, lack of knowledge about health and
healthcare, poor living conditions exposing them to risks and
diseases, and high costs of living and access to healthcare
(Soeung et al. 2012).

Various schemes have been implemented in the country to
address inequitable access to health services and disparity in
health status. Health equity fund schemes to assist the poor
and vulnerable, usually rural populations, to have free access
to publicly funded health services were piloted in the late 1990s,
scaled up in the 2000s and 2010s, and currently integrated into
the health system (Annear et al. 2019; Flores et al. 2011;
Noirhomme et al. 2007). Maternal health voucher schemes
were implemented in selected provinces to address disparity in
maternal health status (Ir et al. 2010; Van Damme et al. 2008).
Different forms of performance-based contracting to address the
quality of service provision have been implemented in various
forms in the last 25 years and have now been integrated in the
health system (Khim and Annear 2013; Khim et al. 2017).

Beyond the health sector, Cambodia has some positive expe-
rience with implementation of multisectoral responses to many
social and health problems, notably the first successful response
to the HIV/AIDS epidemic during the early 2000s (Phalla et al.
1998), thanks to strong coordinated multisectoral responses in-
volving other sectors besides health, including local authorities,
law enforcement, and women’s affairs. Cambodia was able to
reduce the prevalence of HIV transmission among the general
population aged 15–49 from a peak of 2.8% in 1998 to 0.6% in
2006 (Charles 2006). This lesson of multisectoral response has
been replicated in addressing other problems, such as violence
against women, and social and disability inclusion. TheNational
Action Plan to eliminateViolenceAgainstWomen (NAPVAW)
(MOWA 2014) and the National Disability Strategic Plan
(MOSVY 2014) are examples of national strategic plans
with multisectoral coordination platforms at the national and
subnational levels. In addressing GBV, subnational GBVwork-
ing groups composed of officials from several sectors, i.e.,
justice, police, social affairs, and health, are established and
tasked to resolve and coordinate services for GBV clients
(Coffey 2017; MOH and MOWA 2016). Similarly, in the
disability area, cross-sectoral collaborations on interventions in
public domains improve policy, coordination and access to
rehabilitation services and improve the social and economic
conditions of people with disabilities, what is generally
called disability inclusion (Unicef, UNDP, & WHO 2018).
Subnational mechanisms such as the Implementation of Social
Accountability Framework and Commune Investment Plan
have been leveraged to ensure adequate multisectoral coordina-
tion in addressing community social problems, most notably in
education, health and social welfare sectors (NCDD 2015).

Theoretical foundations of the study

Considering the wide range of factors influencing individual
and population health in various pathways, this study is inclu-
sive in its theoretical approach employing a combination of
materialist, neomaterialist, psychosocial comparison and be-
havioural explanations. The materialist approach to SDH con-
siders conditions of living such as housing, food, income, and
access to commodities as the primary factors influencing
health. The neomaterialist approach looks at social infrastruc-
tures, such as social and public services for health, education
or child care as important factors affecting health. Examples of
social infrastructures include public water distribution net-
works, public health services, safety and security, and expo-
sures to household and communal adverse conditions, such as
second-hand tobacco smoke, drug use, and violence. The psy-
chosocial comparison approach explains the sentiment and
perception of one’s social standing and the social experiences
which could be linked tomental and psychological conditions,
such as isolation, maltreatment and discrimination. The be-
havioural dimension looks at knowledge about social services
which influences provider’s practices. These approaches will
guide the thematic focuses of this study and the development
of the clinical support tool.

Methods and data

Attempts were made to adhere to the guidelines on qualitative
research in the design, implementation and reporting of the
study (Tong et al. 2007). This is a case study based on data
from two rural districts—Cheungprey and Prey Chhor in
Kampong Cham province. Participants of the study were
frontline providers of health and social care and were purpo-
sively selected: 32 primary health care providers from 16
health facilities, three provincial and district health officials,
two commune council members and two village women vol-
unteers in the two health districts. None of the officials de-
clined the request for an interview. The qualitative data were
supplemented by secondary data related to aspects of socio-
economic and poverty conditions in the districts.

In Cambodia, primary health care providers are pre-
dominantly midwives and, in these study districts, repre-
sented over 70% of the health care providers. They are
tasked to provide maternal and child health services, e.g.,
family planning, perinatal care, newborn delivery and care
at the health facilities, health education and vaccination,
and some outreach activities. The provincial officials,
health district officials, the commune council members
and village volunteers were included because they were
familiar with the contexts and social and health problems
in the districts and province. Commune councils are
elected community members and are involved in all
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aspects of community development. Village volunteers
are usually recognized community members active in
and trained in various areas of community development.

The midwives were invited to their respective health dis-
trict office, informed about the study on newborn care and the
qualitative in-depth interviews related to social and communi-
ty issues. They were asked for consent before participating in
the study. The brief self-administered survey covered ques-
tions related to demographics, duration of clinical practice,
practice population, types of social challenges encountered
in clinical care, and so forth, and this was followed by admin-
istering a semi-structured in-depth interview guide on
provider’s experience with social barriers to health, percep-
tions of the role of primary health care providers
and experience with referral for local support services.

All the interviews were conducted face to face. The inter-
views with the health district officials were focused on factors
within community and households which affect child health, the
roles of health providers andwhat they actually do in response to
these factors. The interviews with local authorities focused on
their perceptions about factors in community and households
which may affect health and their roles in addressing them.

The questions in the survey and interview guide were devel-
oped, adapting from the CLEAR Toolkit of McGill University
(Andermann 2016; ht tps : / /www.mcgi l l .ca /c lear /
download#Kmer) and contained items reflecting the theoretical
approaches described earlier related to material wealth, social
infrastructures, and psychosocial aspects which are relevant to
the issues of mental and psychological health and well-being,
which influence early childhood development. These question
items are related to different aspects of SDH and reflect chal-
lenges and opportunities in the current practices and manage-
ment of SDH by primary health care providers.

The interviews were between 30 and 45 min in duration and
were voice recorded along with note-taking. The data were
transcribed verbatim. No software was used to assist the analy-
sis. Content analysis was conducted by thematic area identified
in advance of the fieldwork and corresponding to the research
questions. Quotations with respondent codes were presented to
provide support and illustrate the themes.

All participants of the study gave consent before joining the
interviews. Field data were collected in September and October
2018. The study was approved by Cambodia’s National Ethics
Committee for Health Research and the McGill Institutional
Review Board.

Results

The results of the study are presented in the following order—
characteristics of health providers in the two districts, SDCH,
and challenges and opportunities in addressing SDCH.
Quotations from interviews with local authorities, primary health

care providers and health officials are used to illustrate the main
themes.

Health provider’s characteristics

A total of 31 primary health care providers of the planned 32
participated in the self-administered survey and face-to-face
in-depth interview. All the health providers were female,
mean age 39 years and mean job tenure at the current facilities
15 years (minimum 1.5 years and maximum 40 years). A total
of 26 of 31 providers completed 3 to 4 years of midwifery
training, the rest had 2 years of midwifery training.

Social determinants of child health in the two districts

Table 2 shows data and information related to social and demo-
graphic aspects of the two districts based on the districts’ 3-year
revolving plans made in 2019 and the data from Cambodia
Socio-Economic Survey 2017 to give perspectives of contexts.
These data are suggestive of high presence of SDCH in the
districts, with high poverty rates, high number of orphaned chil-
dren and of people with disability and of migrant populations.
Both districts are located along the National Road 6, Northeast of
the capital city of PhnomPenh and primarily treated as semi-rural
districts, with large concentrations of population in the district
towns. The districts are lower than the Cambodia average (22%)
in terms of the proportion of households headed bywomen (Prey
Chhor 15%; Cheung Prey 20%), but they are close to the
Cambodia average in terms of the proportion of households with
electricity, with more than three quarters of households connect-
ed to the public electricity grid.

The districts are above the Cambodia average in terms of
access to safe water, with 80% and above of households in the
districts connected to public water distribution systems.
However, sanitation in Cheung Prey was problematic as only
60% of households had their own latrine, lower than the coun-
try average (76%). Both districts were ahead of the country in
terms of literacy, with almost all population aged 18–45 being
literate, higher than the country average (82%).

Both districts had a significant proportion of migrant
populations, close to a quarter of the total in Cheung
Prey. Both districts had high need for social care in
terms of orphaned children, persons living with disabil-
ities, and families experiencing domestic violence.
Poverty remained a problem, much more in Cheung
Prey, with a higher poverty rate (19%) than Prey
Chhor and the Cambodia average (13.5%).

In terms of mechanisms to address violence and
maintain social order, the whole province of Kampong
Cham and both districts included in the study had coordinat-
ing bodies, such as the GBV violence working group, the
Women and Children Committee, and the HIV/AIDS re-
sponse group. Officials from different sectors, for example,
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in the case of the GBV working group, included representa-
tives from justice, police force, and health and social affairs,
who participate in these bodies.

In the health sector, the districts had low numbers of health
staff. None of the health centres in the two districts had a
medical doctor, a situation similar to that in the rest of the
country. Health centres are the frontline primary health care
facilities and are staffed predominantly by midwives. Only a
small number of health centres annexed to referral hospitals
are staffed with medical doctors or medical assistants. Even
with that, the ratio of health provider (nurse or midwife) to
population is low—approximately one health provider per
2100 population; and the ratio of medical doctor to population
is far lower.

Data from the brief self-administered demographic survey
and in-depth interviews among the primary health
care providers included in the study portrayed a
still gloomier picture of the social and health situations in
the districts. Major issues identified were related to: lack of
knowledge of child care, of safe places for children, of safe
drinking water, of adequate food, and of income and

employment; and exposure to second-hand tobacco smoke.
Alcohol use, drug use, feeling of insecurity, isolation and dis-
crimination were still issues among a small number of house-
holds in the districts although they were not prominent and
often unspoken because of their stigmatizing nature.

The lack of knowledge about nutrition and child feeding
was commonly cited. A health provider (#5), 32 years of age
said, “Many elderly who look after children lack knowledge
about nutrition and child feeding and feed children mostly the
same certain types of food they like, e.g., fish paste, fermented
fish; therefore, many children become malnourished.”

Over half of health providers said women or caretakers
had inadequate knowledge about child care. Interviewed
health district officials and local authority officials indicat-
ed that knowledge about child care in the community
remained limited. “These days young mothers tend to have
good knowledge about health and child care, but many of
them are away working, mostly in garment factories, so
many mothers leave children in the care of grandparents or
elderly relatives who do not have knowledge about child
care and feeding. The elderly tend to follow the old habits

Table 2 Characteristics and
social services in Prey Chhor and
Cheung Prey districts and in
Cambodia overall

Social and community characteristics Prey Chhor* Cheung
Prey*

Cambodia**

Total population (% female) 152,974
(50.8%)

101,219
(50.9%)

15,848,000

Percentage of people aged less than 18 27% 36%

Distance from the capital city (Phnom Penh) (km) 90 60 –

Number of families 44,306 26,848 3,438,000

Percentage of female-headed households (% of total) 15% 20.4% 22%

Percentage of families whose primary occupation is
agriculture

70% 66.2% –

Percentage of houses with electricity 85% 76% 78%

Percentage of families who have safe water sources during
the dry season

98% 79.5% 65%

Percentage of families who have their own latrine 88% 59.2% 76%

Number of families with domestic violence 151 111 –

Percentage of migrant population (domestic and
international)

17% 23.4% –

Percentage of people literate aged 18–45 96% 94% 82%

Number of orphaned/abandoned children 45 66 –

Number of disabled people (% unable to earn income) 1100 (44%) 137 (30%) –

Poverty rate (%) 11% 19% 13.5%

Number of deaths due to traffic accidents 42 30 –

Percentage of children aged 9–12 months fully immunized 99.5% 98% 97%

Number of referral hospitals (RH) 1 1 123

Number of medical doctors 5 8 3400

Number of health centres (HC) 11 7 1205

Number of midwives at HCs 30 20 6800

Number of nurses at HCs 36 17 10,900

*Source: district 3-year revolving plans, 2019; **Cambodia Socio-Economic Survey 2017; Italicized entry—
based on Health Management Information System of MOH 2017
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and practices, for example, not properly washing hands or
not hygienically storing milk for babies, feeding young chil-
dren with the food they liked which may not be good for
young children” (A health district official, #33).

Health providers said food shortage in the community did
occur on an occasional basis. A number of health providers
interviewed said it happened to a number of households dur-
ing the planting seasons. Local authorities said a few house-
holds rated as poverty level 1 lived in abject poverty, without
land or with intermittent labour jobs, resorting to begging;
some received assistance from Cambodian Red Cross or
hand-outs from neighbours.

Related to care for the safety of children, there is a conver-
gent view among health providers and local authorities that
some households lacked a safe place for children. They said
often children were seen running around in the bushes or on
the road, climbing trees, or playing near ponds, thus exposing
themselves to a variety of risks. They said houses and living
facilities were not built with child protection in mind; for
example, ponds and stairs were not barricaded to prevent
small children from falling in or down; water is stored in deep
jars and could be a drowning safety issue for small children;
bushes surrounding the house are sources of mosquitos and
other biting insects. In the words of a health provider (#21), 40
years of age, “When speaking about children safety, we have
many problems, for example, infants are not adequately
protected from heat and cold when parents bring them to the
field, …small children are left roaming around in bushes and
near water holes.”

Access to clean drinking water was still a major challenge
for remote communities. Almost half of the health providers
said households in the district community lacked adequate
water for washing and for drinking almost regularly, especial-
ly during the dry season for communities without wells.
Interviewed local authorities said when wells and ponds dry
up, people resort to buying bottled waters and some house-
holds cannot afford to do this. According to a health provider
(#26), “Lack of water is often the main issue for remote vil-
lages in the dry season; they are forced to use whatever water
is available in ponds, sharing with animals, the water is dirty
and the source of diseases.”

In relation to tobacco use and exposure to second-hand
smoke, most of the health providers said children continue
to be exposed to tobacco use and second-hand smoke in many
households. “Smoking is so prevalent in villages, regardless
of places - inside or outside homes,” according to a commu-
nity volunteer (#36), 30 years of age from O′ Tanov village
in Prey Chhor district.

This is further corroborated by the local authority, who says
that smoking is still common in the community, though the
prevalence decreased compared with 5 years ago. More peo-
ple knew about the bad consequences of smoking. Many men
had quit, however many others continue to smoke. Another

worrying trend is that of young people smoking (i.e., those in
their late teen years), according to a village woman volunteer.

A small number of health providers met or knew mothers
of young children whose family had a problem with drug use.
The commune authority in Cheung Prey district (#35) said,
“Drug problem is rare but increasing. It is rare because it is
difficult to monitor as people hide themselves when using
drugs.” This is echoed by the health officials who cited an
increase in drug use in the community.

A small number of providers said they met pregnant wom-
en and mothers of young children who reported alcohol prob-
lems in the households. Health officials and local authorities
agreed that people drink less often but drink more heavily
each time, especially during long holiday seasons such as
Khmer or Chinese New Year and during festivals. They drink
less often because they have to work the next day; many men
are now employed. Heavy and regular drinkers are fewer.
“Alcohol use is less in terms of frequency, but more in terms
of volume consumed, when people have long time to relax
and meet relatives. And children are around the drinking table,
some of them more or less follow [laughing],” says
a community volunteer (#36), 28 years of age.

About a third of health providers said they occasionallymet
pregnant women and mothers of young children who reported
they experienced violence or domestic abuse in the house-
holds. The violence often occurred in the form of verbal con-
frontation and swearing; physical fights were rare. According
to health officials and local authorities, domestic violence had
decreased quite significantly in the last 5 years, due to inter-
ventions by the local authorities. They arrested perpetrators
and had them sign a pledge not to repeat the act. It recurred
only occasionally, often among families of heavy drinkers.

Lack of income and unemployment are prevalent among
rural households, and constitute the main source of poverty.
The majority of health providers said they often met pregnant
women and mothers of young children whose household had
no or inadequate income. Often the households had no land and
earned income through physical labour jobs. The commune
council members agreed that incomes from such labour jobs
were too small to sustain the livelihood of these families. Some
were forced to scavenge for junk items they could sell, such as
waste plastic bottles, and make $2.50 a day at best. “It’s all
about making enough money for the family; without land and
knowledge, some families rely on labour jobs which are not
always available, like carrying soil or digging ponds,” says a
health provider (#18), 36 years of age, from Prey Chhor district.

Discrimination within rural communities was rarely men-
tioned. Providers said they rarely met pregnant women or
mothers of young children who reported experience with dis-
crimination in the community. “It’s the custom of
Cambodians to usually ask how you are doing or where you
are going, regardless of their status in the community,” ex-
plains a health provider (#20) from Cheung Prey district.
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Local officials said rural households talked to each other
and made connections; discriminating against a particular
household was extremely rare, except for those who are bel-
ligerent and hostile. However, according to village volunteers,
discrimination in recruitment for employment does occur.
They said it was challenging for older women aged 35 years
or above or for women seemingly poor-looking to find a job at
a garment factory. “I don’t know why [older women or those
not good-looking] can’t find a job in the factory; but those
who are good-looking are always easy to get a job,” says a
woman village volunteer (#36).

According to the local authorities and health providers,
maltreatment of children was also rare; this was referred
to as verbal, sexual or physical abuse of children. However,
in Cambodia, certain acts such as name-calling, verbal re-
bukes or even disciplinary whipping, are not regarded as mal-
treatment. To the local people, maltreatment means serious
abuse, such as serious beating, neglect leading to starvation,
or intentional starvation.

Only one provider said she met with pregnant women or
mothers of young children who reported the feeling of inse-
curity. A commune authority (#34), 55 years old, of Cheung
Prey district said, “The security of communities is quite good;
incidents of stealing, robbery and violence decreased these
days.” People who are involved in conflicts may feel insecure
because they do not know what might happen to them. The
conflicts could be related to quarrels or disputes from the past.

Challenges in addressing SDH

Challenges in addressing SDCH are several, and they are
grouped as follows: 1) prevalence of social and household

adverse conditions; 2) lack of health provider training and
knowledge about referral; 3) lack of clear information about
locally available social support resources and services; 4) lack
of effective coordination for services; and 5) lack of trust in
the ability of public systems to ensure the resolution of social
issues.

Prevalence of adverse conditions among households
of pregnant women and mothers with young children

The high frequency and prevalence of common social problems
in the communities means that health and social care
institutions/facilities are overwhelmed by these problems.
Poverty is a common social problem and is associated with lack
of food and safe drinking water, lack of stable employment and
steady incomes, and lack of decent housing for providing shel-
ter. Solutions to these problems require sustained and coordi-
nated actions of multiple actors and institutions and involve-
ment of different levels of authorities, i.e., from commune au-
thorities to district and provincial, then to a central body, such
as a national council or ministry. For example, district and
provincial authorities, in coordination with the Ministry of
Labour or the Ministry of Social Affairs, have to negotiate with
a garment factory to change policy in the recruitment of women
of a certain age group or people with disabilities.

“We have many poor households in the community and
they need everything, even food and water. So seeing a
patient lacking even these basic commodities, as a
health provider I can only give suggestions where to

Table 3 Frequency of
primary health care providers
meeting with pregnant women or
mothers with young children who
are facing social and household
issues (N = 31)

How often did you meet with women with the following
conditions?

Never/Rarely
(%)

Sometimes
(%)

Frequently
(%)

Lack of knowledge about child care 42 35 23

Lack of safe place for children to rest/sleep 58 32 10

Lack of water for children to wash 58 39 3

Lack of water for children to drink 36 42 22

Lack of food 52 29 19

Household exposed to tobacco smoke 38 26 36

Household exposed to drug use 94 6 0

Household exposed to alcohol use 83 10 7

Household experiencing violence 71 29 0

Household with no income 26 35 39

Household with no employment 46 35 19

Household experiencing discrimination 90 10 0

Household experiencing isolation 90 6 4

Household experiencing maltreatment 87 10 3

Household with insecurity 62 29 10
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seek assistance,” says a health provider (#10) in Cheung
Prey district.

“We continue to develop the community, for example,
connecting water supplies, but we can’t do everywhere.
So the problem of water shortage even for drinking
among remote communities still exists,” according to a
Commune council member (#35).

Lack of health provider training in referral for social
care and local support services

Training health providers is an activity indicating that
they have a role in addressing and potentially resolving an
issue that their patients are facing. A significant proportion
of health providers demonstrated a lack of knowledge about
where to refer women for problems related to social issues.
The proportion of those who reported knowing ranged from a
low of 26% with regard to problems related to discrimination,
to a high of 65%with regard to problems related to depression
(Table 3).

None of the health providers had received any formal train-
ing in social care and referral to local support services. While
over two thirds of the health providers said they had a role in
addressing the social issues, a quarter of them said they were
uncertain about their role and a small fraction said they did not
have a role in addressing the issue. One health provider (#15),
25 years of age said, “I’ve never been trained in this but if the
client looks distraught, I’d ask her why out of curiosity.”

Referral guidelines exist for different health issues, but
even for these situations, adherence to the guidelines was lim-
ited. In the words of a provincial health official (#32),
“Depending on the problems providers are facing, we have
referral guidelines for different health issues, for maternal
health, TB, malaria, etc. Some clients followed the referral
only in serious cases. For social problems, it depends if some
kind of referral mechanism is set up there.”

For some available social services, such as drug rehabilita-
tion, which is part of the health facilities, health providers can
do more effective referral. For other social issues, such as
domestic violence and lack of basic commodities such as food
or shelter, providers could only provide education or counsel-
ing and refer, for example, to commune or district authority
for assistance.

Referring to commune and police offices was the most
common action for problems related to domestic violence,
poverty, food and water shortage, lack of shelter, discrimina-
tion and unemployment. District office was cited in referral for
a number of instances related to poverty and unemployment.
For problems closely related to health, for example, frequent

coughing, diarrhea, or drug use, health providers
offered education, counseling and referral to treatment
centres.

“In this district we have two health centres with treat-
ment services for people with drug addiction problem,
and all of the health centres have providers trained in
and able to address psychosocial counseling and mental
health,” according to a health official (#33) from
Cheung Prey district.

At the community level, all village volunteers received
some form of training in social and health topics, and their
role is predominantly for referral and facilitation of commu-
nity activities, e.g., child vaccination, blood testing, and mo-
bilizing and facilitating hand-outs of social assistance, for in-
stance, from the Red Cross. However, it is often unknown
whether or not a referral client has received a service.

“I’d refer as I have been told, for people to get a service
or help, but it’s difficult to follow up as I do many
referrals and some services or assistance are not always
available,” says a community volunteer (#37) in Prey
Chhor district.

At the community level, referrals for social services lack
formal establishment and occur on an ad hoc basis; verbal
referral is the norm, with lots of uncertainty in getting the
services or help. A district official (#33) said, “Health matters
aside, there is no formal referral mechanism for other social
matters, but simple verbal suggestion where to find help. And
we sometimes hear back from commune or other providers if
help is provided.”

Commune council members were clear that health pro-
viders had a role in addressing social issues, since many of
the health problems come from the lack of social infrastruc-
tures, poverty and lack of awareness and prevention.
“Health problems are social problems, for example, diarrhe-
al diseases, drug use and child diseases like measles are
caused by drinking bad water, not knowing about conse-
quence of drug use or not br inging chi ldren for
vaccination,” explained a commune council member
(#35), aged 59 years, in Cheung Prey district.

Lack of clear information about available social care
and local support services

A major reason for health providers to not refer or to do
referral only for matters they are familiar with was because
they did not have clear information about available social
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support services. In the two districts, mapping of social ser-
vices had not been done and there is no public informa-
tion on a card or leaflet about where to get a social
service. Health officials indicate that most midwives in
the two health districts had received training on gender-
based violence (GBV) and provider’s roles in assisting
GBV survivors and in referral for psychological
counseling and drug rehabilitation. Referral lines have
been established for certain social problems such as
substance abuse and GBV. But for other social matters,
commune and district offices are the common places
referred to.

“Every social problems converge at the commune of-
fice, and people know that. Even health providers refer
people here although they know we can’t resolve all the
cases,” says a woman commune councilor (#34).

Lack of resources and coordination for local social
support services

A major bott leneck for addressing the lack of
social support services is the lack of resources and co-
ordination at different levels of authorities, including fi-
nancial and human resources. While multisectoral coor-
dination bodies exist at district and provincial levels,
their functioning and effectiveness in coordinating assis-
tances for social matters are limited, largely due to the
lack of resources.

“When we know a case of domestic violence, we report
to the commune office, the perpetrator is apprehended
and educated and asked to sign a pledge. This seems to
reduce frequency and incidence of violence,” explains a
district health official (#32) in Prey Chhor.

“We are a developing nation and our resources are lim-
ited. We know what we need and what to do, but with-
out adequate resources, like budget and manpower,
there is so much we can do, and this applies to all ser-
vices and sectors. For example, we need irrigation, good
water connection, people with a job, child care centres,
but we can’t get all these at once,” says a commune
council member (#35).

Lack of trust in public social services

One of the challenges in addressing SDCH is the lack of
public trust in social services. This is due to the bad
experience of not receiving a service when needed, or people
being dissatisfied with the level and quality of public services.
Rumours and bad reputation spread fast in the community of
close-knit families and neighbours, and that damages the im-
age of public services and turns people away. They would not
bother to ask for or go to a public facility. Restoring public
trust is difficult and needs time and proof of effectiveness.

“We have many people seeking public assistances for
instance to get jobs or social assistance, but some were
unsuccessful, so some people just stop going for
them [these public services] and cope with the problems
themselves,” says a woman village volunteer (#36).

“For health services, we seemed to be doing well, and
people seek our services, but for other social issues, it
rests with local authorities. When cases referred to them
have poor outcomes, people just stop going,” says a
health district official (#32).

Opportunities for addressing SDCH

Some of the challenges presented above could be turned into
opportunities for improving interventions on SDCH. The
existing administrations and mechanisms, including
subnational structures, referral pathways and coordination
bodies already in place, could be leveraged to facilitate actions
to address SDH.

Health providers, commune, district and provincial offi-
cials cited a number of opportunities for improving addressing
of SDH: mapping and dissemination of information about
available public services in the districts to the public and pub-
lic institutions, traditional practice of inquiry, training front-
line primary health care providers about available public ser-
vices and referral to them, improving the functioning of sub-
national coordination bodies at district and provincial levels,
and improving accountability of public service institutions
through evidence.

Mapping and compiling information about available ser-
vices in the districts were cited as essential activities for ad-
dressing SDH. “Currently we have a limited number of social
services available in the district, for example, drug rehab and
GBV. For other social matters, I simply refer to commune or
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district office as there is no information where to refer to,”
says a health provider (#16).

Traditional practices of social inquiry could also be lever-
aged and promoted among primary health care providers. For
reasons of stigma or fear, somewomen are afraid to share their
worries or problems and are willing to speak up only when
they are asked. A health provider (#30), aged 26 years old,
said, “Usually women raise other [medical] problems they
face when we suspect other [social] conditions and ask them;
and it seems there are several big problems beyond our
capacity.”

Training primary health care providers about available
social support services and how to refer people in need was
cited as part of the essential package of an intervention ad-
dressing SDH. “We have been trained to handle GBV cases
and knowwhere to refer to for instance mental health counsel-
ing or forensic service. Referral is part of the training in a
particular social service, without training, we don’t know
our role or where to refer cases,” explains a health provider
(#22).

Interviewed officials pointed to the existing structures and
mechanisms in place, such as the GBVworking group and the
women and children committee, which they said, could be
leveraged and improved. “We have coordinating bodies at
district and provincial levels to help to resolve social issues.
These bodies meet regularly and review and discuss the prob-
lems……so far we do that though not so regularly due to
reason of time and many other urgent issues, and often solu-
tions need resources, for instance connecting water supplies,”
says a district official (#33).

Resourcing was raised as a major factor in improving SDH,
and it was a tough issue to tackle because of limited govern-
ment budgets and resource allocation. “I know our resources
are scarce and limited, but if the district can show results [to
higher authorities] from budget use, they might be able to ask
for more the next time round,” said a health official (#32).

Discussion

This study examined challenges and opportunities in address-
ing social determinants of child health in two rural districts in
Cambodia. Social conditions and living environments in the
districts are already indicative of the need for greater social
care and local support services. Although considered rural, the
districts are close to Phnom Penh, the capital city, located on a
main national road and have seen rapid development in the
last decade. Some of the indicators related to infrastructures
could be better than many far-away districts. Yet, on some
other social indicators, such as sanitation, households headed
by women, primary occupations of the population, number of
orphans and people with disabilities, and incidences of vio-
lence, the districts are quite similar to the rest of the country.

The situation of the districts may have changed a great deal, in
terms of employment and improved livelihood given the in-
crease in garment factories. However, changes in the lives of
people, especially those living far from the main roads, may
be limited at best. The inhabitants often lack skills and knowl-
edge to benefit from new developments in the districts and
mostly depend on manual labour jobs which have become
scarce in their areas. Despite economic growth experienced
in the last 2 decades, economic pressure and poverty remain
the main sources of mental health problems in Cambodia (Jarl
et al. 2015).

While new investments in garment factories bring jobs and
improve the economy, there are new concerns associated with
urban migration and the adverse effects on the health of in-
fants and children whose mothers are employed in garment
factories and the mental and general health conditions of mi-
grant workers. Infants of migrant mothers are likely to expe-
rience a lack of care and reduced rates of breastfeeding
(Jameel et al. 2019). Pressured to make ends meet, migrant
workers are constantly worried and likely to develop mental
health problems (Meyer et al. 2014).

The challenges in addressing SDCH identified in this study
are important for health and social policy interventions be-
cause of the interlinks between health and social sectors.
Along with these challenges, opportunities for addressing
these were also identified. It is apparent that the absence of
clear public information about available social services and
how to access local supports is among the major hurdles for
referral. Compiling and disseminating information about
available social services in the districts are logical interven-
tions to address the need. The material will benefit the public
as well as health providers. Training health providers to use
information material, do routine case finding and refer clients
to appropriate services have been known not only to increase
the acceptance of the role of SDH among providers but also to
help them gain satisfaction from their jobs (Buys and Somerall
2018). Considerations of client characteristics and service
needs and understanding of the complexity of referral systems
are essential to ensure successful referrals (Bajaria et al. 2020).
In this context, along with the training, a simple clinical
support tool such as that developed by the CLEAR
Collaboration (https://www.mcgill.ca/clear/download#Kmer)
could be modified and simplified to be culturally appropriate
for Cambodian primary health care providers to begin to ask
about and address the SDCH (Naz et al. 2016).

The model of gender-based violence intervention in
Cambodia seems relevant to this study. Knowledge and
awareness about existing services and referral mechanisms
are essential parts of successful multisectoral interventions
on GBV. Toward this end, a compilation of social services
existing in the district or province is essential and should be
disseminated to all relevant service providers (Coffey 2017).
Coordination of service providers and referral system is
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established to facilitate identification of needs and access to
different services, such as psychosocial and mental health
support, economic needs, shelter, legal support, and/or health
services to treat injuries. Cambodia has established several
referral systems in the health sector which are working (Bell
et al. 2015; Le et al. 2018; Nakahara et al. 2010). The experi-
ence can inform referral pathways/mechanisms for specific
social problems which are agreed on and endorsed by relevant
subnational authorities and social service providers. This
should be accompanied with training of primary health
care providers, provision of social inquiry tools, and dissem-
ination of information about different services and referral
pathways (Belfiore et al. 2018; O’Brien et al. 2019). The
multisectoral coordination mechanisms at provincial and dis-
trict levels are helpful for sharing information and ensuring
social problems are brought up to the competent authorities.
Improving the effectiveness of the coordination mechanisms
and adequately resourcing them should be promoted.

The experience of providers documented in this study
suggests that social problems are commonplace in the
Cambodian rural community, and they are mostly relat-
ed to poverty, lack of food and drinking water, tobacco
and alcohol use, violence and lack of employment.
Causes of poverty are also changing and currently pre-
dominantly related to unemployment, landlessness, ill-
nesses, debts or a combination of these (Meessen
et al. 2006; Zimmer 2008). Over a third of Cambodian
households were in debt; Cambodian households on av-
erage have outstanding loans of approximately
USD2300 in 2017 and the amount of debt had increased
three folds since 2013 (MOP 2018); indebtedness has
become a new worrying trend affecting psychological
and mental health.

A number of social interventions for people living in
poverty are active in the country. Cambodia administers an
ID poor scheme whereby the poor are identified and issued an
ID poor card and they use the card to access and use public
health services for free and receive government allowances
depending on the level of poverty they are identified with
(Annear 2010; Kaba et al. 2018). Recently amid the
COVID-19 worries caused by the pandemic, the resultant eco-
nomic downturn and job losses, the social protection scheme
funded by the Cambodian government had implemented cash
transfer for over two million poor and vulnerable populations
(NSPC 2020). Cambodian Red Cross offers temporary relief
assistance, such as food and living commodities (CRC 2017).
Other assistance mostly in charity forms and on an ad hoc
basis comes from private donations and high-ranking govern-
ment officials. However, these assistances are meant for tem-
porary relief. Unless there are effectively sustaining social
development initiatives, many Cambodians, especially rural
populations, will continue to be deprived of development ben-
efits and to live in the shadow of poverty.

Limitations

The study had a number of limitations. First, answers from a
number of respondents suggested problems with the Khmer
translation of the interview guide questions from the
original English which were subject to different interpreta-
tions. For example, people may have different understand-
ings of what is defined as “a safe place for children,” “water
for drinking,” or “child maltreatment,” considering the dif-
ferent cultures and understanding of contexts. Despite these
problems, most answers suggested mainstream understand-
ing of the questions. Second, the purposive sampling of
providers and the small sample of districts included in the
study mean that the results of the study are limited to the
study districts. However, the results are also suggestive of
the country’s state of affairs, given that Cambodia is largely
a rural and agrarian economy. Third, the data from the dis-
trict 3-year revolving development plans are likely to be
biased to the positive side as these plans were made by local
district officials, and the methods used in the data collection
were not explained; there was a general bias among local
officials to “paint rosy pictures” of progress in their
jurisdictions.

Conclusion

A wide range of adverse social and household conditions
affect child health. Poverty is still a problem; there remain
households that go without basic needs such as food and
water. The economic growth in Cambodia has enabled the
development of rural areas, but it also brings other prob-
lems, such as land loss, indebtedness, and economic pres-
sure. Addressing SDCH requires broad and coordinated
efforts of stakeholders from multiple sectors. It is impor-
tant to recognize and leverage the existing structures and
mechanisms to facilitate and/or address social and health
ca re i s sues . Tra in ing f ron t l ine pr imary hea l th
care providers and providing them with adequate informa-
tion about referral and available social services and local
resources in the community are among the prerequisites in
this endeavour and add to strengthening human resources
for health. Nevertheless, improving social care services
and infrastructures requires strong coordination, planning
and adequate resource allocation.
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