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INTRODUCTION
Cambodia is faced with one of the highest burdens of hepatitis C (HCV) in 
the Western Pacific region, with an estimated 257,000 chronic cases (viremic 
prevalence of 1.6 per cent) leading to over 700 annual HCV-related deaths.1 The 
epidemic continues to grow with almost 4,000 new infections each year.2 Like 
other countries in the region, more people are infected with HCV in Cambodia 
than those living with HIV and active TB combined.3 In contrast to the heavily-
donor supported HIV, TB and malaria programmes in Cambodia, patients living 
with HCV have limited access to testing and treatment due to the lack of a 
public programme and high private sector costs.4 

In response to the need, momentum has been steadily growing for the 
government to develop a public programme to provide HCV services. 
Cambodia joined the rest of the global community in committing to eliminate 
viral hepatitis by 2030 at the 69th World Health Assembly in 2016 and hepatitis 
was listed as a priority area for action within Cambodia’s most recent Health 
Strategic Plan 2016-2020.5 

In-country partners, like Médecins Sans Frontières - France (MSF-F) and WHO, 
have played an essential role over the past few years in advocating for an 
HCV elimination programme in Cambodia. Since starting HCV activities in 
Cambodia in 2016, MSF-F has supported the MOH by offering HCV treatment 
free of charge in order to demonstrate a simplified model of care. The 
programme has operated in two provinces, training healthcare workers, 
strengthening the capacity of lab networks, and using both passive and 
targeted active case finding activities that have led to over 30,000 patients 
screened and over 10,000 patients treated.6

A pivotal moment came in 2017, when the National Centre for HIV/AIDS, 
Dermatology and STDs (NCHADS) secured resources from the Global Fund for 
HIV, TB and Malaria (GFATM) to diagnose and cure the HIV/HCV co-infected 
patients enrolled in their ART programme. NCHADS recognized that PLHIV 
are at higher risk for HCV based on local studies and that patients actively 
enrolled in ART could be provided the necessary drugs and diagnostics 
required to cure HCV through routine visits. 7,8 With a strong rationale for 
providing HCV services through ART, NCHADS and key partners successfully 
advocated for underspend on their Global Fund grant to be allocated to HCV 
drugs and diagnostics.  The HCV programme is planned as a core strategy in 
the upcoming Global Fund cycle, with focus not only on HIV/HCV coinfections 

but also high-risk key 
populations like people 
who inject drugs. 

In terms of policy 
development and 
planning, WHO has 
worked in consultation 
with the MOH to define 
the viral hepatitis burden, 
assess the public health 
system’s capacity to 
address the epidemic, 
and offer consultation on 
approaches Cambodia 
could take to expand care. 
This work culminated 
in the development 
of the “Viral Hepatitis 
Epidemiology and 
Situational Assessment 
In Cambodia (December 
2017)” report. Following 
the publication of the 
analysis, WHO held a 
meeting with in-country 
stakeholders in mid-2018 
to share the results and 
build consensus on the need to develop a National Strategic Plan (NSP) and 
clinical guidelines. This support laid the groundwork for a discussion on the 
development of a broader, government-led HCV programme for all patient 
populations. A main outcome of the stakeholders meeting was a formation 
of a Sub-Technical Working Group on Viral Hepatitis (TWG) to move the policy 
agenda forward. The successful launch of NCHADS HIV/HCV co-infection 
programme, combined with MSF-F’s demonstration of a simplified model of 
care and the WHO’s strategic support, has provided momentum and strong 
justification for the development of a national public HCV programme.
1. Global prevalence and genotype distribution of hepatitis C virus infection in 2015: a modelling study, Polaris (2017) 
2. CDA [HCV prevalence / incidence] and WHO [Mortality] 
3.  73,000 PLHIV (UNAIDS 2018) and 52,000 TB cases/year in Cambodia (WHO 2017) 
4. HCV Health Policy Tool – Cambodia, Polaris (2018); ~200 patients treated per year in the private sector 
5. Kingdom of Cambodia Health Strategic Plan 2016-2020 
6. MSF Poster, APASL 2019 
7 Médecins Sans Frontières – France’s HCV treatment program at Preah Kossamak hospital, Cambodia  
8 De Weggheleire A, An S, De Baetselier I, Soeung P, Keath H, So V, et al. (2017) A cross-sectional study of hepatitis C among people 

living with HIV in Cambodia: Prevalence, risk factors, and potential for targeted screening. PLoS ONE 12(8): e0183530

The implementation of the micro-elimination 
programme among people with HIV/HCV co-
infection has required rapid scale-up of HCV 
services across the country. This has included 
developing co-infection guidelines, training 
healthcare workers, developing recording and 
reporting systems, rolling out testing services 
at all ART sites, and linking patients to viral load 
testing and treatment. In the absence of an 
HCV programme, leveraging the existing HIV 
infrastructure, including the use of the sample 
transport network and data collection systems, 
has facilitated the programme’s launch and 
growth. The programme has screened over 
42,000 people living with HIV representing 82 
per cent of the eligible cohort. Among those who 
have completed treatment and were tested for 
cure, 99 per cent eliminated HCV. Since the co-
infection programme development preceded the 
launch of a public mono-infection programme, 
the lessons learned from its activities have been 
used to guide future HCV implementation plans.

CAMBODIA’S HIV/HCV  
CO-INFECTION PROGRAMME
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PROGRAMME RESOURCE 
MOBILISATION 

While the policy building blocks of a public programme are coalescing, the 
successful implementation of services will require financial support. In an 
atmosphere of declining donor resources for health programmes, the launch 
of Cambodia’s HCV response hinges on the ability to secure a domestically-
funded budget. To support advocacy efforts for the development of a public 
budget line, the Communicable Disease Control Department of the Ministry 
of Health (CDC-MOH) and Clinton Health Access Initiative (CHAI), with funding 
support from the World Hepatitis Alliance (WHA), carried out an analysis in 
Cambodia to 1) estimate the funding necessary to achieve HCV elimination 
in Cambodia 2) build an investment case for HCV elimination and 3) develop 
an initial approach to mobilizing resources for an HCV programme. These 
questions were answered through three primary work streams:

 1. Costing an HCV elimination programme   

 2. Developing an investment case for HCV elimination  

 3. Determining a credible path to securing short and long-term   
     resources for HCV in Cambodia

Data collection for programme costing started in February 2019, allowing for 
preliminary figures to be shared at an April kick-off TWG meeting (the Sub-
TWG Meeting on Viral Hepatitis), with the overall costing process finalised 
by October 2019. The project formally kicked off during a TWG meeting in 
April 2019, when key partners including Dr. Sovann Ly (Director of CDC-MOH) 
acknowledged the importance of identifying costs of the programme in order 
to raise funding for the programme in the future. Project activities took place 
in parallel with the NSP development. This allowed the TWG to contribute 
throughout the process to produce deliverables that would support advocacy 
efforts for the creation of a public HCV elimination programme.  

The tools and process used in this analysis build on similar collaborations 
between CHAI and WHA to develop financing strategies for HCV programmes 
in Nigeria and Punjab, India. This report highlights the CHAI and CDC-MOH 
approach, challenges faced, and lessons learned to serve as a guide to other 
countries who are considering similar projects. 

BACKGROUND

In early 2019, the CDC-MOH formed the TWG, including representatives from 
the CDC-MOH, various government departments and national programmes, 
key national hospitals and the Cambodian Society Hepato-Gastro-Enterology, 
key public and private labs, WHO, MSF-F, ANRS, US CDC, UNAIDS, KHANA, 
Fondation Mérieux, and CHAI to begin developing the National Strategic 
Plan for Viral Hepatitis (2020-2024) and clinical guidelines. These groups were 
invited to serve on the TWG based on their expertise and potential involvement 
in a public HCV programme, and / or previous involvement in the development 
of Cambodia’s HIV/HCV co-infection guidelines. The initial TWG meetings 
and policy developments were spearheaded by WHO consultants brought 
in to advance the agenda. Through funding from the local WHO office, the 
consultants helped organize weekly TWG meetings to begin drafting the 
national policy documents. In July 2019, the TWG received formal approval 
from the MOH to support a national viral hepatitis response. 

In addition to NSP and clinical guideline development, members of the TWG 
provided valuable input on the elimination costing process. Partners were 
consulted on an iterative basis as inputs and assumptions were gathered  
and refined.

OBJECTIVE 

Cambodia has committed to the goal of eliminating HCV as a public health 
threat by 2030, but the resources needed to achieve this target had not been 
determined at the inception of this project. To do so, the CDC-MOH required a 
detailed projection of the financing required to scale-up programming to: 

 1. Understand the cost of eliminating based on the 2030 target; 

 2. Use costing outputs to advocate for public funding; 

 3. Build a financing plan to addresses the remaining resource gaps.

PROGRAMME COSTING
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APPROACH 

CHAI and CDC-MOH decided to follow a bottom-up costing approach (outlined 
in Figure 1) to estimate the cost of elimination. This approach was selected in 
order to provide the highest degree of accuracy in the costing while allowing 
flexibility to evaluate the impact of different degrees of coverage on total 
costs. Having activity-level costs also facilitates identification and pursuit of 
financing sources that best fit the need (for example, a financing source for 
M&E activities may be different from commodities). The costing approach was 
validated by the TWG during the kickoff meeting in April. 

 

COST 
BOTTOM-UP COSTING: UNIT COSTS (SALARIES, TRAINING, 

TRANSPORT, MEDIA, TESTS) X TARGETS

ACTIVITIES 
EX: MONITOR INFORMAL SETTINGS  

(TATTOO PARLORS, DENTISTS)

OBJECTIVE AREA 
EX: BLOOD SAFETY

STRATEGIC AREA 
EX: PREVENTION

FIGURE 1: CHAI BOTTOM-UP COSTING FRAMEWORK

STEPS INVOLVED

Developing and refining the costing model involved five major steps:  

 1. Setting targets;  

 2. Defining activities; 

 3. Collecting unit costs;  

 4. Planning activities; 

 5. Constructing cost model.  

These steps are an iterative process, running in parallel, with all inputs and 
assumptions reviewed consistently throughout the model development and in 
consultation with the concurrent NSP development process. 

Step 1: Setting Targets 

In order to determine the scope and scale of activities to be costed over the 
course of an elimination programme, stakeholders must first agree on annual 
treatment targets. Through previous programme costing work in Nigeria, 
CHAI had developed a peer-reviewed transmission model that calculates 
how disease incidence, progression and clinical outcomes change over time 
based on assumed rate of treatment scale-up. The model was tailored to the 
Cambodia context to inform several treatment scale-up scenarios (Table 1) that 
would allow Cambodia to reach elimination targets (initially defined by CHAI 
as a 95 per cent reduction in chronic prevalence from baseline figures) on 2025 
and 2030 timelines. At a July TWG meeting, CHAI shared the draft treatment 
targets for debate on feasibility. 

20
20

20
21

20
22

20
23

20
24

20
25

20
26

20
27

20
28

20
29

20
30

To
ta

l

2025 
Scenario

23,758 41,678 48,906 58,228 49,964 23,734 - - - - - 246k

2030  
Scenario

6,640 8,952 10,906 19,555 36,102 41,090 38,524 32,955 25,905 17,367 10,218 248k

TABLE 1: DRAFT ANNUAL ELIMINATION TREATMENT TARGETS
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Step 1: Setting Targets (continued)

During the meeting, stakeholders advocated for making the treatment scale-
up rates more conservative in earlier years of the elimination programme. They 
expressed concern that even if the programme were able to secure domestic 
resources, they likely would not be sufficient enough to cover the entire 
funding needs of the programme and early programme volumes should reflect 
the reality that the programme will need to supplement its domestic resources 
with external funding. The TWG also called attention to the challenges that 
the NCHADS HIV/HCV co-infection and MSF-F programmes initially faced, that 
would also be applicable in the initial rollout of a public programme. Based 
on the significant efforts that would be required to integrate HCV into MOH 
service delivery models and the likely need for external assistance, it was 
agreed that treatment targets would be reduced in early years. During the 
TWG sessions, partners suggested that the programme start with a small-scale 
implementation model, then expand to reach overall targets. While the TWG 
felt that the targets in early years may not be feasible, they agreed that the 
overall 2030 elimination timeline target could be reached.  

Since the NSP drafts committed Cambodia to the elimination of viral hepatitis 
by 2030, not 2025, the TWG noted that a costed scenario for 2030 elimination 
would suffice and help ensure clearer messaging moving forward. In addition, 
the TWG advised aligning the model’s definition of elimination with the WHO’s 
2030 targets of diagnosing 90 per cent of cases and treating 80 per cent of 
eligible patients with chronic HCV. 

Target setting was an iterative process and annual treatment rates were 
reevaluated after receiving input from the TWG. Final annual patient figures 
are shown in Table 2 (see opposite) and will be shared with the TWG members 
at the dissemination meeting of this project.9 Overall, stakeholders felt 
that target setting was a difficult process due to the lack of national/global 
experience in treating large volumes of patients living with HCV and the 
lack of funding security to cover costs. Without a programme structure and 
experience to leverage, they messaged that it was challenging to provide 
feedback on what volumes would be realistic in later years. 

 
Step 2: Defining Activities  

Breaking down the treatment targets into a list of programmatic activities 
required to reach the targets is the next step. This process is highly 
consultative, requiring input from different stakeholders with expertise who 
can advise on the right list of activities and implementation strategies. CHAI 
created an initial activity list in early May based on previous CHAI costing work 
for other national HCV programmes.  

The high-level Objective Areas 
included in previous CHAI costing 
exercises are included in Figure 
2.  The draft list of activities within 
each Objective Area was then shared 
with stakeholders for feedback and 
refined in mid-June to align with 
early drafts of the NSP activity list 
(which drew heavily from WHO 
guiding materials). The NSP draft 
was also near completion at this 
point in time, so the TWG ensured 
that the activities included in 
the CHAI costing matched with 
the corresponding NSP activities 
(acknowledging that future 
alignment would likely be necessary 
as the NSP publication process is 
ongoing as of October 2019).
20

20

20
21

20
22

20
23

20
24

20
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20
26

20
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20
28

20
29

20
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l

2030  
Scenario

2,142 9,897 19,694 28,892 28,216 26,817 20,583 17,961 13,070 9,337 8,712 185K

TABLE 2:  FINAL ANNUAL TREATMENT TARGETS FOR 2030 ELIMINATION

Proposed Objective Areas
Case Finding

Diagnosis

Care and Treatment

Infection Control

Harm Reduction

IEC/BCC

Planning and Administration

Surveillance

M&E

Operational Research

FIGURE 2: OBJECTIVE AREAS  
INCLUDED IN COSTING
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Step 2: Defining Activities (continued)

Throughout this step, TWG input was critical for determining which activities 
included in the NSP would be fully covered by the hepatitis programme or be 
funded by budget lines from other government programmes. For example, 
while implementation of harm reduction and blood safety activities are key 
to achieving HCV elimination and included within the NSP framework, TWG 
members indicated that costs for the associated activities would fall under the 
National Center for Blood Transfusion and Department of Mental Health and 
Substance Use and thus not be included in the costing figures for the hepatitis 
programme. Based on the TWG’s input, the final list of activities to include in 
the costed elimination programme was finalised in mid-August. 

Step 3: Collecting Unit Costs 

From February through May, CHAI collected costing documents from various 
MOH programme teams and sought costing input from TWG members in 
order to assign unit costs to each activity outlined in the NSP. Given resource 
constraints of the CHAI team and partners, CDC-MOH and CHAI decided 
to leverage recent costing exercises from other disease areas instead of 
conducting a primary costing exercise of each scoped activity. Unit costs were 
primarily sourced from three documents: Cambodia Malaria Elimination 
Framework 2016-2020, Cambodia HIV Programme Global Fund Grant 2018-
2020 and Cambodia TB Global Fund Grant 2018-2020. Gaps were filled 
through TWG member input during weekly meetings and over email. For 
example, CHAI met with MSF-F to determine the amount of time healthcare 
staff would need to spend providing specific services to each patient 
throughout the cascade of care, based on the outputs of their pilot study. 
This supported CHAI’s modeling to determine the HR levels that would be 
required at each phase of the response, in turn determining the total HR costs 
that would be incurred. MSF-F’s experience providing HCV care in Cambodia 
and the TWG’s desire to mirror the public HCV programme’s service delivery 
against MSF-F’s simplified service delivery model made them the most 
appropriate partner to provide accurate HR inputs.  

CHAI shared a complete list of unit costs with TWG members during a July                                                                                                                                             
meeting to gather their feedback. During this meeting, TWG members 
indicated that it was difficult to determine the accuracy of the costs gathered, 
given that most of the costs were collected from donor-funded programmes. 
Such programmes were generally known to have higher input costs than 

primarily government-funded programmes for the same activities. For 
example, the TWG shared that the unit costs used for salaries, which were 
pulled from the donor-funded National Malaria Programme, would likely 
be higher than the actual salary inputs for a domestically-funded HCV 
programme. However, due to the sensitivities around gathering and sharing 
salary inputs used for public programmes, the TWG recommended keeping 
the unit costs as shared. Based on their feedback, the final outputs of the 
costing exercise may be higher than what is needed to achieve elimination and 
should be considered a conservative estimate of elimination  
resource requirements. 

Data Type Sources Collection Methods

Start-up costs

• Project/ programme planning 
(guidelines, M&E framework, 
prevalence studies)

• Staff allocation and salary 
• Training and capacity building 

(development of training materials, 
job aides, SOPs) 

• IEC (campaign)  
• Infrastructure (lab equipment)  
• Data management system 

• Cambodia 
Malaria 
Elimination 
Framework 2016-
2020 

• Cambodia HIV & 
TB Global Fund 
Grant 2018-2020 

• Consultation 
with TWG 

• Review of salary 
allocation  

• Review of recent 
costing exercises 
performed in-
country  

• Review of 
other relevant 
documents

Recurring Costs

• Lab commodities  
• Lab equipment depreciation  
• Sample transport costs  
• Procurement and supply chain
• Training and mentorship  
• Prevention activities (testing blood              

supply, OST, needle exchange, 
outreach)

• Drug commodities
• M&E/surveillance/planning  
• IEC  

• Cambodia 
Malaria 
Elimination 
Framework 2016-
2020 

• Cambodia HIV & 
TB Global Fund 
Grant 2018-2020 

• CHAI estimations 
• Consultation 

with TWG

• Review of related 
travel cost in 
country 

• Review of 
unit cost from 
other relevant 
documents 

• Interview with 
MSF-F 

• Review of 
commodity and 
pharmaceutical 
pricing from other 
national disease 
programmes 
and global HCV 
programmes

TABLE 3: UNIT COST COLLECTION APPROACH
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Step 4: Planning Activities 

In addition to assigning a cost to each activity, assumptions must be made on 
the timing, frequency and scale of each line item involved. From April through 
August, CHAI mapped the underlying costing methodology for each activity 
included in the costing. Since there was no public HCV programme to model 
the activities off of, previously published costing exercises were relied upon. For 
example, in determining how often healthcare workers would receive training 
on the care and management of patients living with HCV, CHAI followed the 
HIV programme’s practice of training healthcare workers after the release of 
new clinical guidelines. This approach allowed CHAI to outline most of the 
routine activities by following common practices across public healthcare 
programmes in Cambodia.

Over the course of the activity planning phase, CHAI also communicated with 
TWG members at weekly meetings and over email to solicit input based  
on their experiences with programmatic implementation in Cambodia. Due to 
the ongoing NSP-related discussions of how the programme would eventually 
take shape, regular TWG input was essential for determining how costs would 
be attributed to the programme set up and how targets would be generated to  
achieve elimination. 

After CHAI completed the initial activity planning methodology, several key 
areas were discussed with the TWG at the July meeting, including which viral 
load platforms the programme would use, the rate at which the programme 
would decentralise to lower level facilities, and which expenditures should fall 
within the overhead costing category. These discussions served as a platform 
for the TWG to further debate and align on the intricacies of an eventual 
programme rollout. For example, through these discussions, one concern was 
raised around the programme’s ability to effectively conduct viral load tests 
and return results to patients, a challenge that stakeholders had observed 
in other national programmes. Specific to this issue, stakeholders noted 
that while the HIV programme has faced numerous difficulties managing a 
sample transport system for centralised lab-based viral load platforms, the 
TB programme has also faced challenges in maintaining and fully utilising 
near-point-of-care viral load platforms. Based on the current implementation 
challenges for other programmes, the TWG had trouble deciding which type 
of platform to prioritise for the HCV programme and ended up deciding on 
applying a 50/50 split between lab-based and near-point-of-care viral load 
platforms until a more suitable approach could be determined.  

At the onset of the activity planning phase in April, the key question 
debated at TWG meetings was how the eventual HCV programme would 
be managed within  
MOH CDC.

It was unclear whether the programme would be a vertically oriented/
standalone programme (similar to the HIV programme) or whether 
HCV services would be integrated into primary care service delivery. 
While it was discussed that mobilising external resources for a vertical 
programme was typically easier based on TWG members’ experiences, 
the group decided that integration would be prioritised to ensure service 
delivery equity and that all HCV patients could be found (i.e., it would be 
easier to reach patients via decentralised primary care services.)

PROGRAMME OWNERSHIP DEBATE

More recently, partners have started considering excluding the costs of 
human resources in the costing analysis, with the rationale that the current 
healthcare workforce, who are already financed by existing programmes, 
would only reallocate some of their time towards HCV treatment. This could be 
revisited in later iterations of the costing analysis. Additionally, as strategies for 
case detection and scale-up are finalised in consultation with the TWG, future 
versions may include activities for active case finding among communities, 
which would also affect human resource costing.
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Step 5: Constructing Cost Model  

All outputs from Steps 1 through 4 were entered into the aforementioned excel 
model developed by CHAI (Programme Costing Approach, page 8). Outputs of 
the model were organised in several different ways, including by objective area 
and cost category. The final outputs of the cost model are summarized in the 
table below.  

# of 
units

Total 
cost

Strategic  
Area

Activity  
Area

Activity Cost 
category

Unit cost 
description

Unit 
cost

Y1 
unit

Y1 cost

Test & 
Treat

Case  
Finding

Ex-Works 
procurement 
of screening 
tests

Commodities per 
screening 
test

$1.18 62,090 $73,204

Test & 
Treat

Case  
Finding

Train health 
care workers 
in screening 

Meetings & 
Training

per # HCWs 
trained

$200 21 $4,261

Test & 
Treat

Case  
Finding

Provide job 
aides

Printing per 
document - 
small

$0.40 170 $68

FIGURE 3: EXAMPLE OF COSTING MODEL STRUCTURE (USD)10

Based on the costing analysis, approximately US$61 million would be required 
to finance an HCV elimination programme in Cambodia. Over 56 per cent 
(US$34 million) of this cost is attributed to testing, diagnosis and treatment 
activities over the next decade. Of this sub-total, 89 per cent are commodity 
costs of Anti-HCV rapid diagnostic tests (RDTs), viral load assays (VL), and 
Direct Acting Antivirals (DAAs). The substantial costs towards commodities 
are in line with CHAI’s experience of supporting governments in rolling out 
HCV programmes in other countries, given possible integration of services at 
various stages of roll out with existing systems. At present, cost of commodities 
included in the analysis reflect the lowest of current global prices (RDTs 
at US$1, VL at US$8.90 ex-works and a 12-week treatment course at US$60 
ex-works) as of submission of this report. While Cambodia is not currently 
accessing HCV commodities at these prices, CDC-MOH and partners are 
committed to negotiating for the lowest price possible to maximise available 
resources. Prevention, data systems and programme management account 
for the remaining the remaining US$26.9 million (44 per cent of total costs) 
required to set up, refine, and maintain strong governance, monitoring and 
evaluation, and surveillance systems. 

Strategic Area Objective Area Elimination
Test & Treat Care & Treatment $ 11,895,749

Case Finding $ 10,326,150

Diagnosis $ 11,862,620
Prevention Harm Reduction $ 5,721,481

Infection Control $344,896
Drive the Response IEC/BCC $4,683,158

Monitoring & Evaluation $5,584,417
Operational Research $1,923,129
Planning & Administration $4,984,682
Surveillance $3,697,964

Grand Total (2020 - 2030) $ 61,024,247

TABLE 4: PROGRAMME COSTING OUTPUTS
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LESSONS LEARNED 
Several key takeaways emerged from the programme 
costing process:

1.  Convening a TWG made up of stakeholders with varied 
programmatic experience/backgrounds that meets on a 
frequent basis to provide feedback on the planning and 
costing of activities provides a platform to share experience 
and more accurately predict costs.

2. Utilising unit costs from past costing exercises and other 
disease programmes is valuable and should be leveraged when 
time/resources limitations do not allow primary costing to 
be conducted.

3. Convening stakeholders to discuss costing can stimulate 
discussion and debate necessary to help define the country’s 
HCV elimination strategy.

4. Assigning a focal-person or group (WHO-supported 
consultants in this case) who are focused on pushing 
forward planning and policy development for a viral hepatitis 
programme can help to ensure a coordinated, thorough and 
inclusive NSP development process.

5. Costing should be done in parallel and in coordination with the 
National Strategic Planning process to ensure alignment and 
avoid any duplication of efforts. Iterative processes allow for 
more flexibility in an evolving landscape.

6. Building government capacity to ultimately take ownership 
of all costing tools is key to ensuring long-term utility of the 
costing exercise and will reduce the need for partners to carry 
out a full costing exercise with each national planning process.

CAMBODIA EXPERIENCE: DEVELOPING A HEPATITIS C FINANCING STRATEGY
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INVESTMENT CASE  
DEVELOPMENT

BACKGROUND 

The financial resources required to launch and scale an HCV elimination 
programme in Cambodia have yet to be secured. The programme costing 
model provides the total programmatic cost for HCV elimination and could be 
used to advocate for financing both domestically and internationally. However, 
the model does not demonstrate the clinical and economic benefits of 
investing in elimination; the TWG recognised that an investment case analysis 
could strengthen the argument for investing in HCV elimination. 

Given that the WHO and CDA Foundation completed an investment case in 
early 2018 that demonstrated the clinical and economic case for several target 
HCV programme scale-up scenarios, an investment case analysis was not 
included in the original scope of this project. However, in November 2019, after 
the completion of the programme costing, the TWG requested an updated 
investment case analysis, using the newly developed programme costing data, 
which could also be included in this report. 

Following this request, CHAI conducted a cost-effectiveness analysis to 
understand the clinical and economic benefits of the fully-funded Cambodia 
elimination programme compared to no HCV treatment programme for the 
time period of 2020-2030. The cost-effectiveness approach used in the Nigeria 
and India WHA costing projects, was leveraged to build out the analysis for the 
Cambodia context. 

APPROACH 

A cost-effectiveness analysis was used to compare two scenarios for the time 
period of 2020-2030: 1) the “2030 elimination” scenario, where the funding 
for the HCV elimination by 2030 (from the programme costing component 
of this report) is secured and rolled out, versus 2) the “status quo” scenario, 
where no people living with HCV (PLHCV) are treated through a public 
sector programme. Without proper access to treatment, PLHCV with chronic 
infection remain at risk of progressing to cirrhosis and to end-stage liver 
disease (ESLD), which has been defined as decompensated cirrhosis and/or 
hepatocellular carcinoma (HCC), and require expensive, specialised care. The 
analysis calculates the reduction in morbidity and mortality for the PLHCV 
that are treated, and the associated savings generated from scaling the “2030 
elimination” treatment programme in PLHCV population versus the economic 
and clinical liability of zero treatment for PLHCV in the public sector over the 
ten-year time period, “status quo”.

STEPS

Building the investment case involved three major steps:

 1) Dynamic epidemiological modelling;  

 2) Cirrhosis and end-stage liver disease costing;  

 3) Cost-effectiveness analysis.

This approach is aligned with best practices in cost-effectiveness analysis 
for HCV and aimed to provide a transparent output that can be shared with 
potential funders.  
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FIGURE 4: DIAGRAM OF INVESTMENT CASE ANALYSIS FRAMEWORK

Cost to 
manage status 
quo burden of 

cirrhosis/ESLD of 
PLHCV

Cost to 
eliiminate 

HCV and manage 
reduced burden of 
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Cost Savings?

STATUS QUO

2030 ELIMINATION

Step 1: Dynamic Epidemiological Modelling 

For both scenarios, the dynamic epidemiological model from the programme 
costing target setting step was used to estimate the number of PLHCV 
that would progress to advanced liver disease stages and require disease 
management care. HCV infection disease stages modelled included: acute, 
chronic, compensated cirrhotic, decompensated cirrhotic and HCC – with the 
latter three stages being advanced liver stages.  

This step had been carried out for the “2030 elimination” scenario already as 
part of the programme costing exercise; Table 2 shows the PLHCV treatment 
targets by year – as more PLHCV are treated, the number of PLHCV that 
require advanced liver disease care reduces. For the “status quo” scenario, 
zero treatment of PLHCV was modelled to understand the impact of zero 
programme, including no prevention and treatment activities, on the number 
of PLHCV progressing to each stage of the infection pathway. H

C
V

-i
n

fe
ct

ed
 c

om
p

ar
tm

en
ts

M
od

el
 o

u
tp

u
ts

Ye
ar

l.a
cu

te
l.c

h
ro

n
ic

l.c
ir

rh
ot

ic
l.d

c
l.h

cc
l.a

ll
b

ir
th

s
cu

m
. 

b
ir

th
s

n
at

. 
d

ea
th

s
cu

m
. 

n
at

. 
d

ea
th

s

cu
m

. 
es

ld
 

d
ea

th
s

20
20

2,
88

1
19

9,
88

1
4

0,
74

2
3,

18
9

2,
32

6
24

9,
0

18
7,

74
3

76
1,3

79
2,

0
11

19
7,

84
9

3,
47

9

20
21

2,
73

8
19

3,
41

1
28

,11
9

3,
51

3
2,

18
3

22
9,

96
4

7,
87

7
1,1

51
,9

4
2

2,
0

4
5

29
9,

26
2

6,
23

2

20
22

2,
4

68
17

8,
15

0
16

,9
43

3,
30

6
1,7

37
20

2,
60

4
8,

0
13

1,5
4

9,
23

4
2,

0
79

4
0

2,
36

2
8,

77
7

20
23

2,
16

3
15

8,
96

4
10

,4
50

2,
84

5
1,2

55
17

5,
67

7
8,

15
1

1,9
53

,3
78

2,
11

4
50

7,
19

6
10

,8
60

20
24

1,8
65

13
7,

0
72

7,
98

5
2,

36
3

89
4

15
0,

17
9

8,
29

2
2,

36
4

,5
0

6
2,

15
0

61
3,

82
4

12
,4

77

20
25

1,6
19

12
0,

4
99

6,
4

60
1,9

4
9

65
8

13
1,1

85
8,

43
5

2,
78

2,
74

9
2,

18
8

72
2,

29
0

13
,7

36

20
26

1,4
12

10
5,

4
55

5,
26

1
1,6

0
4

50
2

11
4

,2
34

8,
58

2
3,

20
8,

23
7

2,
22

5
83

2,
63

4
14

,7
31

20
27

1,2
51

95
,0

57
4

,3
17

1,3
19

39
2

10
2,

33
7

8,
73

0
3,

64
1,1

03
2,

26
4

94
4

,8
90

15
,5

29

20
28

1,1
33

87
,3

66
3,

57
9

1,0
85

31
3

93
,4

76
8,

88
2

4
,0

81
,4

78
2,

30
3

1,0
59

,0
95

16
,17

5

20
29

1,0
41

81
,2

10
3,

0
0

0
89

4
25

5
86

,4
0

0
9,

03
6

4
,5

29
,4

97
2,

34
3

1,1
75

,2
83

16
,7

03

20
30

1,0
13

82
,3

85
2,

56
0

73
9

21
0

86
,9

0
8

9,
19

3
4

,9
85

,2
94

2,
38

4
1,2

93
,4

91
17

,13
6

TA
B

LE
 5

: 2
03

0
 E

LI
M

IN
A

TI
O

N
 S

C
E

N
A

R
IO

 F
R

O
M

 E
P

ID
E

M
IO

LO
G

IC
A

L 
M

O
D

E
L



24 25

CAMBODIA EXPERIENCE: DEVELOPING A HEPATITIS C FINANCING STRATEGY

The epidemiological model incorporated population dynamics, such as 
birth and death rates as well as parameters to model out disease incidence, 
progression and clinical outcomes for the Cambodian population.

Step 2: Cirrhosis and end-stage liver disease costing 

In November 2019, CHAI set about evaluating the total cost associated with 
compensated cirrhosis, decompensated cirrhosis and HCC management for 
each scenario. This costing aimed to provide insight into costs that the health 
system will face if chronic HCV patients lack access to treatment and continue 
to develop expensive complications requiring specialised care. 

CHAI collected annual management cost inputs for each patient category: 
compensated, decompensated, and HCC. CHAI administered a standardised 
survey (appendix) to three specialists in Cambodia, including, one researcher 
(Dr Segeral Olivier) and two hospital-based medical doctors - one based at a 
public hospital (Dr Chhit Dimanche) and the other with an NGO hospital (Dr 
Choun Kimcheng).   

The cost inputs included the unit costs of interventions needed for care (e.g. 
hospitalisation stays, examination, testing/screening and medication), and 
the average number of units/interventions required per year depending on 
each patient category. Only cost inputs for interventions that are available in 
the Cambodian hospital context were collected; this meant that for example, 
the cost of liver transplant was not collected as Cambodia currently lacks the 

TABLE 6: EPIDEMIOLOGICAL MODEL SOURCES

Parameters Local data 
available?

Sources used

Baseline viraemic burden Yes Polaris Observatory  
2017i

Incidence rate No Breban et al. 2014ii 

Disease progression rates No Martin et al. 2013iii; Micallef et 
al. 2003iv; Mondelli et al. 2005v; 
Wiese et al. 2014vi

Liver disease-related 
mortality rates

No Townsend et al. 2012vii

capacity to provide this procedure. Once the cost inputs had been collated, 
CHAI conducted a comparison to understand the differences between the 
inputs. As costs for care of liver disease are not standardised and practices vary 
between clinicians, there was some variation amongst the different inputs for 
cost of services and frequency. CHAI used the differences to pose validation 
questions to the specialists surveyed; no changes to the original cost inputs 
were made. It is important to note that standardised clinical guidelines for 
each patient category are not rolled out in Cambodia, therefore the variations 
can be considered representative of the Cambodian context. Bearing this in 
mind, the decision to take the average annual cost per patient category across 
all three inputs was made, table 7.

Overall, the cost input collection, comparison and validation took until mid-
January 2019 to complete. 

COST INPUTS FROM THREE SPECIALISTS IN CAMBODIA

Disease Stage Public Urban 
Hospital 

Dr Chhit Dimanche

NGO Hospital

Dr Choun 
Kimcheng

Researcher

Dr Segeral 
Olivier

Avg. 
Annual 

Cost

Compensated 
cirrhosis

$227 $211 $39 $159

Decompensated 
cirrhosis

$681 $742 $730 $717

Hepatocellular 
cancer, HCC

$745 $1,064 $880 $896

TABLE 7: CIRRHOSIS AND ESLD MANAGEMENT COSTS
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Step 3: Cost-effectiveness analysis

At the end of January 2020, the cirrhosis/ESLD, programme costing and 
epidemiological models were combined to assess the cost-effectiveness of the 
“2030 elimination” scenario compared to the “status quo” scenario, with the 
following outputs requested by the TWG: 

• Disease management costs; 
• Elimination programme costs; 
• Cost-savings; 
• Cost-effectiveness ratio.

 
TABLE 8: STATUS QUO VS 2030 ELIMINATION SCENARIO COSTS 
 
Costs Status Quo 2030 Elimination
Disease Management Costs $146.2M $66.9M
Elimination Costs $0 $61.0M
Total Costs $146.2M $127.9M

“2030 elimination” does not completely remove patient disease management 
costs for severe cases, but does reduce it by US$79.3M. With “2030 elimination” 
total cost at US$61.0M, the cost of eliminating HCV in Cambodia is less 
expensive than the cost of maintaining the “status quo”, allowing for an overall 
cost saving of US$18.3M, which equates to a saving of $0.30 per USD invested. 

TABLE 9: ELIMINATION SCENARIO COST-SAVINGS AND QUALITY-ADJUSTED 
LIFE YEARS (QALY) GAINED OUTPUTS

Costs Status Quo 2030 Elimination
Cost Saved - $18.3M
Cost Saved / $ Invested - $0.30
Cost Saved per quality-
adjusted life year (QALY) 
gained

- $324

Estimated quality-adjusted 
life years (QALYs) gained

- 83,771

Estimated number of 
infections averted

- 27,486

Based on a cost saving of US$18.3M in the “2030 elimination” scenario, it was 
estimated that US$324 are saved per quality life year gained, and an estimated 
83,771 quality life years gained.

TABLE 10: COST-EFFECTIVENESS ANALYSIS OUTPUT

Cost Effectiveness Results Status Quo 2030 Elimination
C/E 0.75 0.66
Average CER -324
ACER Interpretation Cost-saving

The investment case results were presented to the TWG. As there are 
continued efforts to secure a financial budget line, the investment case 
can serve as an important tool to leverage discussions on the financial and 
population health benefits of committing to HCV elimination by 2030.
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LESSONS LEARNED 
Several key takeaways emerged from the investment 
case process:

1. Taking the decision to carry out the investment case analysis 
earlier in the project would have enabled cirrhosis and ESLD 
cost inputs to be collected as part of the programme costing 
primary research collection. In turn, this would have enabled 
faster analysis and publishing of the cost-effectiveness outputs.  

2. Where investment case results may be used to strengthen 
advocacy for government budget, it is important to be aware of 
government budgeting decision-making timelines, so that the 
outputs can be prepared and shared as part of this decision-
making process. 

3. Sampling multiple specialists in Cambodia from different 
clinical settings for the cost input data can help provide 
average costs that are representative of the local clinical 
context.  

4. Although using local parameters in the epidemiological model 
would tailor the analysis to the Cambodian context better, 
using external assumptions from research literature still 
enables a model to be built.  

5. This investment case approach does not take into account 
indirect costs associated with the disease, such as, 
absenteeism, productivity lost and non-medical costs; 
therefore, this makes the cost-savings generated by this model 
a conservative estimate of the overall economic impact  
of elimination. 

         (continued on next page)

LESSONS LEARNED (CONTINUED)

6. Investment case cost outputs assume complete access 
and compliance for HCV treatment and cirrhosis/ESLD 
management and complete elimination programme 
investment/scale-up. Although this may not be representative 
of Cambodia’s reality, the investment case outputs are still an 
important tool and starting place for resource  
mobilization discussions.  

7. TWG support and buy-in is important, as they will be 
leveraging and refining the analyses to advocate for funding 
and need to believe and understand the outputs. 
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BACKGROUND 

With a solid understanding of the resource needs, clinical benefit and cost-
effectiveness of a public programme in hand, the next step is to secure 
financial resources to implement the necessary services. In early 2018, the 
WHO and CDA Foundation completed an investment case demonstrating 
the clinical and economic case for several target scenarios. The investment 
case, together with the detailed costing estimate in this report provide the 
necessary tools to drive HCV financing discussions in Cambodia. 

OBJECTIVE 

Cambodia’s priority health interventions face strong competition for a limited 
pool of resources. Despite the significant progress made through the HIV/
HCV co-infection and MSF-F programmes, the path to securing the necessary 
resources to eliminate the disease was not clear. The short-term objective of 
the project is to provide CDC-MOH with the necessary tools to advocate for 
HCV-dedicated financial resources to launch a programme. The long-term 
objective is to grow those resources and secure external resources, if required, 
to reach the goal of elimination.  

APPROACH 

CHAI interviewed several key HCV stakeholders, including CDC-MOH, to 
understand the overall health financing landscape of Cambodia and how HCV 
resources may be pursued after the NSP, clinical guidelines and elimination 
costing were completed. Outputs of the interviews are intended to be shared 
with CDC-MOH, NCHADS and members of the TWG to inform future actions in 
supporting public programme financing efforts. 

FINANCING STRATEGY  
DEVELOPMENT

STEPS INVOLVED 

The financing strategy development phase involved three major steps: 

 1) Developing list of interview targets; 

 2) Conducting interviews; 

 3) Summarising/sharing initial outcomes with TWG members.  

Step 1: Developing List of Interview Targets 

Casting a wide net for potential interview candidates helped to ensure that no 
key aspects of the development financing landscape were missed during this 
process. Table 11 is the initial draft list of interview targets.

TABLE 11: HCV FINANCING INTERVIEW TARGETS

Institution Contact name
Ministry of Economy and Finance CHAI establishing relationship 

through CDC-MOH 
MOH Department of Planning and 
Health Information (DPHI)  

CHAI establishing relationship 
through CDC-MOH 

CDC-MOH Dr. Sovann Ly

NCHADS Dr Pehn Sun Ly 
MSF-F (HCV in Cambodia) Dr. Mickael Le Paih, Su Myat Han
WHO Cambodia Office Dr. Serongkea Deng
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Step 2: Conducting Interviews 

During the interview process, each stakeholder was asked a series of guiding 
questions to help CHAI develop a deeper understanding of 1) What their overall 
health financing outlook is for Cambodia; 2) How different programmes have 
approached resource mobilisation; and 3) How HCV can fit into the current 
health financing landscape and outlook.  Interview questions were tailored to 
the particular background of each interview candidate and a list of the guiding 
questions can be found below:

1. What is the overall health financing outlook for Cambodia 
and what are the key funding sources? Do you anticipate the 
overall budget for health in Cambodia to increase or decline in 
the near future?

2. What is the strategy for integrating financing for new or 
emerging health priorities into the broader health financing 
approach in Cambodia?

3. What are the common financing sources for new  
health programmes?

4. Are there any recent success stories you could share where a 
health or non-health programme was able to raise financing? 
What were the main drivers of success?

5. Alternatively, are there any recent examples of financing 
approaches that did not work?

6. Moving forward, how can HCV be incorporated into Cambodia’s 
health financing strategy?

7. Who are the key stakeholders that would need to be involved 
to move financing discussions for HCV forward and what steps 
would an HCV programme need to take to secure financing?

Dr. Sovann Ly (Director of CDC-MOH)

Dr. Sovann Ly’s view on HCV financing is that it should come mainly 
from domestic resources, which should be feasible given the low 
cost of treatment, high cure rates, and ability to eliminate the disease 
altogether. A key tool for CDC-MOH advocacy efforts is the investment 
case that clearly demonstrates the total money saved from preventing 
the development of complex cases and the return on every dollar 
invested in the programme. In addition, finding a way to raise 
awareness of the disease and its public health importance amongst 
general populations and politicians is useful in building support. He 
referenced avian flu infomercials, 10 minute documentaries on the 
disease, as a successful example. He is confident that the Cambodian 
government, armed with the appropriate decision-making tools, will act 
to secure the necessary resources. For example, in the past, Cambodia 
reacted very quickly to respond to the avian flu once a case was built 
for it as a national emergency. He believes that politicians could 
use HCV elimination to help appeal to the public as it affects many 
Cambodians and provides an actionable target. He also notes that while 
domestic funding is paramount in building a national programme, 
some purposing of international funds, for example existing funds for 
health strengthening in border provinces, could help jumpstart a public 
programme in target areas.

Step 3: Summarising/sharing initial outcomes with  
TWG members 

Once interviews have been completed, CHAI and CDC-MOH plan to share 
a summary output of the discussions with relevant partners – in this case 
TWG members. CHAI and CDC-MOH are in the process of determining the 
appropriate dissemination approach in Cambodia. A summary of relevant 
financing discussions is provided below. In general, interviewees expressed 
optimism in the potential for domestic resources to be allocated to HCV 
services in the future but that a domestic budget line would likely need to be 
supplemented with donor support to achieve elimination. Viewpoints vary on 
the role that out-of-pocket expenditure should play in financing the response 
but all interviewees agreed that increased awareness of the disease and 
availability of a cure would strengthen support for public funding.  

Summary of Financing Interviews 
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Dr. Ly Pehn Sun (Director of NCHADS)

Dr. Ly Penh Sun emphasised the need for a published NSP and total 
cost estimate of running a programme in order to advocate for the 
appropriate resources. He anticipates that the government would be 
eager to fund a domestic budget line for HCV after these two policy 
items are in place. He notes that the HCV programme should be 
worked into the existing health care system down to the level of the 
community, and leverage systems from various health departments 
and disease areas. He expects the overall envelope for Cambodian 
government health funding to increase in the coming years and that 
HCV has the potential to be financed primarily by the government, with 
resources from donors like the World Bank to fill in gaps. 

Dr. Serongkea Deng (WHO National Officer for HIV, TB,  
HCV, and STIs)

Dr. Serongkea noted that domestic resources for HCV will depend 
heavily on CDC-MOH commitment along with macro-economic factors 
such as GDP growth. His thinking is aligned with Dr. Ly Sovann in that 
government decision-makers like to see a clear investment case data 
when advocating for funds (for example if government invests $1, will 
get back $3 as a return).  

He mentioned that planning for Cambodia’s next Health Strategic 
Plan will begin soon and should include HCV but that domestic 
resources alone will not be sufficient for elimination (such is the case 
with HIV and TB programmes). Dr. Serongkea sees an opportunity to 
include HCV in the Health Equity Fund (HEF) for the Poor – a financing 
mechanism that provides targeted health services to individuals that 
are classified as poor by the Ministry of Planning. However, this step 
should be taken after the baseline policies for the programme have 
been established and services have been implemented across  
the country.  

                (continued on next page)

   (continued from previous page) 

In the absence of sufficient funding for the entire population to 
be provided services for free, one option would be to focus on free 
treatment only going to those in the poor cadre of the population 
through the HEF while others pay out of pocket.    

Dr. Serongkea mentioned that the Ministry of Economy and Finance 
(MEF) will be a key stakeholder for the HCV programme as they 
determine the annual budget allocation to CDC-MOH. He also 
recommended speaking with the Department of Planning and Health 
Information (DPHI), who oversees key MOH programme priorities and 
funding within the MOH. CHAI, through its partners at CDC-MOH, are 
in the process of establishing contact with MEF to understand the 
budget decision process and what HCV stakeholders can do to support 
the CDC-MOH argument for additional budget to cover HCV service 
scale-up. CHAI is also in the process of establishing contact with DPHI 
to better understand MOH programme priorities for Cambodia and 
the process for advocating for viral hepatitis to be included as a key 
programme in the next HSP. 

New government health programmes in Cambodia usually start with 
pilots which are funded by donors, who then work out a transition 
plan with the government to continue the programme. For example, 
the government recently took over a diabetes programme that was 
being piloted by an NGO; however, it has continued to remain small in 
scale (20+ sites) post-transition. He noted that how MSF-F transitions 
its existing HCV activities will be key to informing a potential transition 
plan for a national programme from external support to domestic in the 
future. He also noted that of the key international donors in Cambodia 
(GFATM, UNAIDS and the Asian Development Bank), only GFATM has 
supported HCV activities thus far. Continuing to work with GFATM on 
sustainable financing based upon the needs in the country rather than 
their traditional disease coverage areas, will be key for the  
HCV programme.  
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Mr. Mickael Le Paih, Ms. Su Myat Han (MSF-F in Cambodia; Head 
of Mission, Advocacy and Communication Manager)

Despite the availability of a cure, Mr. Mickael Le Paih and Ms. Su Myat 
Han do not express optimism on international donors being interested 
in HCV funding, compared to the infectious disease donor landscape 
10-15 years ago with the advent of PEPFAR and GFATM. They see donors 
expressing fatigue in funding commodities for vertical infectious 
diseases programmes and are more willing to invest in systems that 
will eventually facilitate universal health coverage. Thus, their view is 
that Cambodia will need to heavily rely on domestic resources. With 
initial programme funding likely to be limited, they see awareness 
raising as a key early activity to build political support and attract 
more resources. Integrating hepatitis indicators into existing M&E 
systems (so that progress can be measured, tracked and acted upon) 
will also be key to galvanising action and support. When asked about 
innovating financing options that they have seen, MSF-F shared 
about how the Cambodian government has explored options for 
raising health programme resources by allocating a portion of Angkor 
Wat entry ticket sales to ease donor transitions. In other countries, 
they have seen governments implement “sin taxes” (tax on items 
considered undesirable or harmful, such as alcohol or tobacco) to boost 
government budget. 

LESSONS LEARNED 
Several key takeaways emerged from the financing 
strategy development process:

1. Planning ahead when engaging with government bodies 
where a formal relationship does not exist is important to 
ensuring timely access to key stakeholders. For example, HCV 
financing conversations with MEF and DPHI can only take 
place once official government referrals and request letters – a 
process that can take several months to complete. 

2. Provisioning for ample time for each interview (at least an 
hour for each) is essential to ensuring quality input from the 
candidate.  Most of CHAI’s financing interviews lasted up to 1.5 
hours per partner, allowing for a thorough introduction to the 
project goals and nuanced discussion on a complicated topic 
like health financing. 

3. Sharing interview questions and prep materials with partners 
prior to interviewing them is helpful in receiving valuable input 
in a timely manner. 

4. Targeting conversations with multiple agencies which 
may share responsibility for the implementation of an HCV 
programme can help provide a holistic view of potential future 
funding approaches.  

5. Soliciting input from interview candidates on who else might 
be helpful to interview and request introductions where 
appropriate (for example, MEF and DPHI only became interview 
candidates after initial conversations with partners). 
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The CDC-MOH considers strong stakeholder consultation to be vital to 
ensuring that outputs are accurate and can be operationalised in the 
Cambodia HCV context and useful in demonstrating the value of HCV 
elimination to potential partners. To do so, a mix of public and private partners 
has been involved in the project and will continue to be key partners in the 
development of the costing, investment case and financing strategy. The 
below table summarises the key partners involved in this process and  
their roles.

Stakeholder Involvement in process
CDC-MOH –  

Dr. Sovann Ly (Director of DCDC, MoH) 

Dr. Keo Samley (DCDC, MoH)

Spearhead advocacy for incorporating 
HCV into healthcare, lead and 
represent the TWG 

Coordinator of meetings, including 
setting of agenda and sharing of 
minutes

WHO –  

Dr. Serongkea Deng (National Officer 
for HIV, TB, HCV and STIs) 

Dr. Nim Nirada (local WHO consultant) 

Dr. Sophaganine Ty Wilson 
(international consultant)

Supports CDC-MOH in coordinating 
meetings 

Point persons for drafting, updating 
and finalising the NSP and clinical 
guidelines 

Provided logistical support and 
some financing for NSP consultative 
meeting 

Developed an investment case and 
situational analysis for HCV treatment 
in Cambodia

PROJECT STAKEHOLDER
INVOLVEMENT SUMMARY

Stakeholder Involvement in process
MSF-F –  

Dr. Su Myat Han 

Mr Mickael Le Paih 

Dr. Jean Philippe Dousset

Shared HCV expertise from past 
programmatic and clinical experience 
in Cambodia 

Provided logistical and financial 
support for NSP consultative meeting 
and hosted a Roundtable discussion 
on hepatitis C involving ministry 
departments (NCHADS, CDC, National 
Institute of Public Health and 
University of Health Sciences)

NCHADS –  

Dr. Penh Sun Ly (Director of NCHADS)

Spearheaded and rolled out HCV/
HIV co-infection programme across 
all ART sites in Cambodia, generating 
key insights and lessons that can be 
applied to the roll out of a national 
HCV programme 

Fondation Merieux –  

Youlet By (Cambodia Manager)

Provided laboratory expertise

ANRS –  

Dr. Segeral Olivier (Researcher)

Provided clinical expertise on HBV 
and HCV 

Provided investment case cost inputs
Dr Chhit Dimanche (Public urban 
hospital)

Provided clinical expertise on HBV 
and HCV 

Provided investment case cost inputs
Dr Choun Kimcheng (NGO hospital) Provided clinical expertise on HBV 

and HCV 

Provided investment case cost inputs
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Stakeholder Involvement in process
National Institute of Public Health – Dr 
Ir Por

Conducted analysis of MSF-F HCV 
work including cost analysis

Representatives of various national 
hospitals and the Cambodian Society 
Hepato-Gastro-Enterology

Provided clinical expertise on HBV 
and HCV 

Shared experience on providing 
testing, diagnosis and treatment 
services for particular population 
groups

Instructions:

Fill in the boxes for cost/unit in USD and average number of units per person 
per year for each patient category: compensated cirrhosis, decompensated 
cirrhosis, and hepatocellular carcinoma. Do not complete for items you do not 
use (i.e. liver transplant). 

Patient Management Unit Cost Inputs - Example 

Intervention Unit Cost/unit 
(USD)

Compensated 
cirrhosis

Decompensated 
cirrhosis

Hepatocellular 
carcinoma

Visits: Examina-
tion fee

1 examination  $2.00 2 4 4

Visits: AST/ALT 1 test  $1.50 2 2 2

Visits: CBC 1 test  $2.00 2 2 2

Visits: Ultra-
sound

1 test  $10.00 2 2 2

Hospital stays: 
Hospitalisation 
fee

1 hospital stay  $30.00 0 10 10

Hospital stays: 
AST/ALT

1 test  $1.50 0 4 4

Hospital stays: 
CBC

1 test  $2.00 0 4 4

Hospital stays: 
Ultrasound

1 test  $10.00 0 2 2

Hospital stays: 
Coagulation test

1 test  $2.50 2 2 2

Hospital stays: 
Urea/creatinine

1 test  $1.50 2 4 4

Hospital stays: 
Fresh frozen 
plasma

1 test    

APPENDIX: CIRRHOSIS/ESLD  
COSTING QUESTIONNAIRE

Frequency: average  units per person per year
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Intervention Unit Cost/unit 
(USD)

Compensated 
cirrhosis

Decompensated 
cirrhosis

Hepatocellular 
carcinoma

Hospital stays: 
CT scanner

1 test  $150.00 1 2

Antibiotics 1 dose    

Diuretics: 
Spironolactone

1 dose    

Drugs: Fluid 1 dose    

Drugs: Aldac-
tone

1 dose    

Drugs: PPI 1 dose    

Drugs: Sorbitol 1 dose    

Drugs: Endo-
scopic Variceal 
Ligation

1 dose  $80.00 1 1

Drugs: Albumin 1 dose    

Drugs: Paracen-
tesis

1 dose    

Drugs: Vitamin 
K

1 dose    

Drugs: Antibiot-
ics (2)

1 dose    

Endoscopy 1 procedure  $120.00 1 1

Liver biopsy 1 test  $100.00   

Transcath-
eter arterial 
chemoemboli-
zation

1 procedure    

Operation 1 procedure    

Liver transplant 1 procedure    

Radiofrequency 
ablation

1 procedure     

Percutaneous 
ethanol injec-
tion

1 procedure    

Transcath-
eter arterial 
chemoemboli-
zation

1 procedure    

Sorafenib 1 dose    
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