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1.  Background: Current nutrition action in the country
Coordination Mechanisms
Various coordination mechanisms for nutrition currently exist; each led by the government and composed of stakeholders from development partners, civil society, and donors. Among the government’s 18 official coordination bodies, the three most relevant to nutrition include the Technical Working Group for Food Security and Nutrition (co-chaired by the Council for Agricultural and Rural Development (CARD) and the Ministry of Planning), the Technical Working Group for Health (chaired by the Ministry of Health), and the Technical Working Group for Agriculture and Water (co-chaired by the Ministry of Agriculture, Forestry and Fisheries and the Ministry of Water Resources and Meteorology). 

CARD chairs the Food Security and Nutrition Forum and the Interim Working Group on Social Safety Nets (IWG-SSN). The National Nutrition Programme (NNP) of the National Maternal and Child Health Centre of the Ministry of Health, established in 1995, chairs the Nutrition Working Group and is the key government body coordinating nutrition program planning, implementation, monitoring/evaluation, and human resources. The National Council for Nutrition currently chairs the National Sub-committee for Food Fortification and the Inter-ministerial Technical Committee for Nutrition. The Salt Producers Community of Kampot and Kep, responsible for coordinating iodization of salt, is the only private sector coordination mechanism related to nutrition.
Various coordination mechanisms have been temporarily put in place to help coordinate and implement projects related to nutrition. Recently, the National Food Security Task Force was established under the Ministry of Economy and Finance to help manage a food assistance project that was initiated in response to the high food prices of 2008.
Policy & Legal Environment

Multi-Sector

The Rectangular Strategy for Growth, Employment, Equity and Efficiency Phase II is the framework for the country’s socio-economic development; this is operationalized by the National Strategic Development Plan (NSDP) 2009-2013, the primary development policy document for Cambodia. In the NSDP, nutrition is a cross-cutting issue in the agriculture, health, education, women’s affairs and social protection sectors; CARD successfully advocated for the inclusion of both maternal and child nutritional status indicators in the current development plan. 

The Strategic Framework for Food Security and Nutrition (SFFSN) in Cambodia 2008-2012 is the primary food security and nutrition policy document for the country. It was developed by CARD in 2007 and approved in May 2008. A mid-term review is planned for September 2011 and a fully revised and updated version is planned for 2012; the updated version is expected to move beyond a framework to include more strategic and operational guidance. The SFFSN was preceded by the National Plan of Action on Nutrition (1996-2000), which was approved by the Council of Ministers in 1997, and the Cambodia Nutrition Investment Plan 2003-2007, developed by the National Council for Nutrition but never fully funded.  

The National Social Protection Strategy for the Poor and Vulnerable (NSPS) was developed by CARD in consultation with various line ministries in 2010 and endorsed by the Council of Ministers in May 2011. The document outlines short- and medium-term social safety net activities with complementary social welfare services for special vulnerable groups. The second goal of the NSPS is to “enhance the development of human capital by improving nutrition.”  The National Policy on Infant and Young Child Feeding was adopted in 2002 and revised in 2008 by the MoH. The original policy document was strengthened through legislation in the form of a Sub-Decree on Marketing of Products for Infant and Young Child Feeding, which was passed in 2005.  The law mandating that all salt be iodized was passed in 2003; all other fortification activities are voluntary. A GAIN grant from 2011 to 2016 will focus on scaling up and passing legislation for mandatory iron fortification of fish and soy sauce and establishing in-country production and fortification of vegetable oil with Vitamin A.  
Health Sector
The Health Strategic Plan II 2008-2015, the Ministry of Health’s primary policy document, follows the Health Sector Strategic Plan 2003–2007 and is complemented by the Cambodia Child Survival Strategy 2006-2015.
National Guidelines on Iron and Folic Acid Supplementation to Prevent and Treat Anaemia in Pregnant and Postpartum Women were developed in 2007.  The Ministry of Health adopted the first National Vitamin A Policy Guidelines in 1994 and the policy was revised in 2001 and 2007. The National Policy and Guidelines for Micronutrient Supplementation to Prevent and Control Deficiencies in Cambodia were developed in 2010-2011 and will be disseminated early 2012; these guidelines include Weekly Iron Folic Acid for women of reproductive age and multiple micronutrient powders for children 6-24 months of age. 
In 2009, the Ministry of Health (MoH) approved the first National Nutrition Strategy 2009-2015 with the overall goal of reducing maternal and child morbidity and mortality by improving nutritional status of women and children in Cambodia.  The National Nutrition Strategy aims to achieve three key results, namely a reduction in protein-energy malnutrition and micronutrient deficiencies in young children and women, strengthened national leadership, and an increased allocation of resources in the area of food security and nutrition. 
Agricultural Sector

The Strategy for Agriculture and Water 2010-2013 was developed in 2009 and jointly approved by the Ministry of Agriculture, Forestry and Fisheries and Ministry of Water Resources and Meteorology in April 2010. A food-based approach to improve the nutritional status of rural Cambodians is one of the goals of the document. In 2010 the Policy on the Promotion of Paddy Rice Production and Export of Milled Rice was passed. In 2011, these policies are being followed by a Public Expenditure Review for agriculture and an implementation plan for the strategy on agriculture and water.
2.  Analysis of current nutrition situation and action in the country
Cambodia loses over US$146 million in GDP every year to vitamin and mineral deficiencies alone
.  Malnutrition presents a heavy economic burden on Cambodia’s health system and causes higher mortality and morbidity in both infancy and childhood and in adult life; malnutrition hampers Cambodia’s development, robbing the country of a healthy, cognitively developed population for generations to come. 
Poverty is an important factor in Cambodia, where one quarter of the population lives below the poverty line, but it is not the only factor. Despite solid economic growth and a significant increase in the national rice surplus, child malnutrition rates have not improved in the last five years. Malnutrition affects all income levels in Cambodia, not just the poor.   2010 is the first time that acute malnutrition rates in urban areas are higher than rural areas. The greatest burden of stunting remains in rural Cambodia (where 90% of the population resides): 42% of children are stunted in rural areas compared to 28% in urban areas. The prevalence of stunting is greater than 40% in 14 of the 19 domains in the most recent national household survey.

While child malnutrition persists at high levels, there is some evidence that nutrition is improving for the general population. Using the indirect measure of household expenditure on food, the proportion of the population that is undernourished fell from 37 percent in 2004 to 33 percent in 2009. The greatest decrease was among the poorest wealth quintile: 80 percent were undernourished in 2004 compared to 59 percent in 2009. The poorest households, particularly net food buyers and those in urban areas, remain vulnerable to high food prices with little ability to cope with economic shocks: among households in the poorest wealth quintile food consumption accounts for 70% of total household consumption compared to 45% among the richest households. Data suggest that food consumption patterns at a population level have changed, with greater consumption of protein and fat and less consumption of carbohydrates, primarily of rice, the staple food. This is consistent with global trends whereby economic growth, poverty reduction and urbanization support increased fats and protein consumption. 

Child
Child malnutrition is one of the biggest health challenges that Cambodia is currently facing and is implicated in more than 6,400 child deaths annually
.  Cambodia is among the 15 worst countries globally for child malnutrition: at 39.9%, it has the 13th highest prevalence of short (stunted) children in the world, and the highest in the region; CDHS 2010 is the 3rd national, household survey since 2000 showing that over 28% of children are underweight
. From 2005 to 2010 the wasting rate rose from 8.4% to 10.9%; currently there are an estimated 80,000 cases (2.5%) of severely thin (wasted) children on an annual basis. 55% of children are anemic; up to half of this caused by iron and other micronutrient deficiencies. Inequitable distribution of outcomes is evident, but even the richest wealth quintiles have malnutrition: 
· 1 out of 3 children in the poorest wealth quintile are underweight, while 1 out of 5 children in the richest wealth quintile are underweight
· nearly 1 out of 2 children in the poorest wealth quintile are stunted, while more than 1 out of 4 children in the richest wealth quintile are stunted
While many health indicators have improved greatly since 2005, including child mortality and morbidity, there has not been improvement in the nutritional status of children.
Large improvement in early and exclusive breastfeeding has made Cambodia an international example of success. Vitamin A supplementation and deworming, though improved, have yet to achieve adequate coverage nationally. One reason malnutrition remains a critical issue is that 51% of children 6-23 months do not receive a minimum acceptable diet. Current coverage of multiple micronutrient powders is 4%, only 1% of severely malnourished children receive treatment and while iodized salt now reaches 83% of houses in Cambodia, no other food is fortified at scale. Growth monitoring was discontinued in Cambodia due to lack of capacity and treatment options for children identified as malnourished. 

Maternal
Malnutrition accounts for nearly 300 maternal deaths annually.  16% of women in remote provinces of the northeast are extremely short, three times higher than the national average. 1 of 6 women have low body mass index and in 2008, 4% of all women were moderately or severely thin (wasted).  6% of women have a height of less than 145 cm, indicating malnourishment as children. These women are also likely to give birth to small children; 15% of babies born in Cambodia have low birth weight, have a higher risk of death and are more likely to be iron deficient.  At 44% prevalence in 2010, Cambodia is off-track for CMDG and NSDP targets for maternal anemia. While anemia disproportionately affects poor women (more than 1 out of 2), 1/3 of women in the richest wealth quintile are also anemic. 
There has been improvement in iron and folic acid (IFA) supplementation during pregnancy, but this has not resulted in a large drop in anemia among all women. Coverage of micronutrient supplementation and deworming after pregnancy have increased, and currently reach about ½ of the population.  Maternal weight gain is not monitored by the Health Information System and weight gain monitoring is not a strong component of antenatal care.  There is no national program for providing food or cash transfers to pregnant women.

3.  What it takes to scale up action in nutrition in the country?
Given the magnitude of nutritional deficiencies in Cambodia, both Development Assistance and Government allocation to the topic have been low; over the last five years investment in nutrition has lagged compared to investment in other areas. Many countries with lower GDP have much lower rates of malnutrition than Cambodia; a key step will be to turn government legislative and administrative decrees, into financial and operational commitments. 

The policy environment and national-level coordination mechanism for an intersectoral approach to food security and nutrition is well developed in Cambodia, but this does not always translate into coordinated implementation. Development of the 2nd Strategic Framework for Food Security and Nutrition in 2012 is an opportunity to focus attention on making an intersectoral approach operational. Involving all key stakeholders (including civil society and local government) in this process, agreeing to a coordination structure with a single, overseeing coordinating body, and getting commitment from development partners, ministries and local government could help to scale-up interventions. 
It will also be important to focus efforts on key barriers to improvement in nutrition. The successes to date (rice surplus, early and exclusive breastfeeding, iodized salt, IFA supplementation of pregnant women, etc) may have contributed to reductions in child mortality, but they have not been sufficient to keep on-track for the millennium development goals related to nutrition. Government and partners are already working to address key barriers, such as feeding practices, maternal weight gain, and agricultural diversification. The mid-term review of the Health Strategic Plan, the Health Sector Support Project, and the Strategic Framework for Food Security and Nutrition (SFFSN), all planned for the second half of 2011, provides an opportunity to assess the impact of current nutrition interventions and legislation and to review priority actions along with the roles and responsibilities of different stakeholders. 


Government and donors have a good picture of the current situation of nutrition in Cambodia, including actors, interventions, and strategies. However, international technical assistance and quality control will be helpful in identifying the most promising mechanisms and actors for scaling up nutrition. Furthermore, international support and technical assistance in developing a national plan for scaling up nutrition, including tailoring strategies to the Cambodian context and costing of interventions to be scaled up will be needed. 
Additional areas requiring technical assistance include food fortification, higher education and monitoring and evaluation. 
There is not a comprehensive policy and strategy for food fortification. The first nationwide food consumption survey in Cambodia, planned for 2011, will provide information to further develop food fortification planning in the country. 
High quality food security and nutrition programmes can be sustained by making postgraduate degrees available in the country. While postgraduate degrees are available for agriculture, there is no university offering degrees in nutrition. In 2012, establishment of an MSc in Nutrition in Cambodia at the National Institute of Public Health will help to fill this gap.
Monitoring and evaluation of nutrition programmes in Cambodia can be strengthened. Routine, national-level household surveys provide reliable information, but administrative sources of data, such as the Health Information Management System, do not always provide reliable, timely data for nutrition. Quarterly food security and nutrition bulletins are being produced; strengthening national data systems could help to improve the quality of the bulletins and make programme monitoring more effective. Support is needed to ensure proper evaluation of scaled up programmes to ensure evidence-based policies in Cambodia and to contribute to the global knowledge capital. 


� Calculation based formulas from the UNICEF/Micronutrient Initiative 2004 Global Progress Report on Vitamin and Mineral Deficiency 


� Calculation based on CDHS 2010 child mortality rate and 2008 Lancet estimate that attributes 35% of child deaths to malnutrition  


� Final report from the CDHS 2010 is not yet available; all data are from the preliminary results 
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