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INTRODUCTION

This annual report of 2014 was written by the staff of the Cambodian NGO MoPoTsyo
Patient Information Centre. MoPoTsyo Patient Information Centre is a Cambodian not for
profit organization registered at the Ministry of Interior since 2005. The NGO tries to help
chronic patients with chronic Non Communicable Diseases to set-up and maintain an
effective and affordable public chronic care system to serve their long term health needs.
This is necessary because Cambodia’s public health care system in the operational districts
was only designed to provide care for acute health problems and not for the rising numbers
of people who have chronic disease. Chronic patients have “a history”, “a present” and “a
future” which must be accurately recorded and maintained in such a way that it remains
available in order for medical staff to be able to adapt their treatments throughout the rest of
the patient’s life.

Thanks to financial support from Cambodia’s main official development partners in the
health sector, MoPoTsyo has been developing this chronic care system by involving chronic
patients themselves, as peer educators in:

e Community-based screening and awareness raising

e Chronic disease self-management and helping each other self-manage

e Facilitating medical services,where possible in the public sector, and as close as
possible to where chronic patients live.

These activities take place according to the MoH Strategic Plan for the Prevention and
control of NCD 2013 — 2020. This plan says that existing peer educator networks must be
continued and that a network of community-based diabetic peer educators will be set up in
every OD. For this reason, during 2014, MoPoTsyo has been expanding peer educator
networks to more operational districts. The activities of existing Peer Educator Networks
are sustained thanks to growing support from the registered network members, but also
thanks to commitment from district health authorities and provincial health authorities. In the
coming years, Operational District authorities should be enabled to supervise and manage
these networks using adapted tools and modern technology. MoPoTsyo is helping to
develop these tools: the Supervision Guideline, Peer Educator Training Guideline and Peer
Educator Standard Report and the database.

The links of the Peer Educators with many of the components of public health care system
are not yet officialised and the future financing of their activities is still unclear. What has
become increasingly clear is that diabetes clinics alone do not provide cost effective care to
large numbers of patients and that peer educator networks are indispensable to get good
outcomes for many patients at low cost. Analysis shows that improved health outcomes for
people with diabetes are sustainedover 5 years at good levels of blood pressure and blood
sugar. This implies future savings from reducing costly disease complications and reducing
catastrophic health expenditure.

In order to reach with cost effective care the larger numbers of non-diabetic hypertension
patients, health centers must be given a role in basic care provision. During 2015, we plan

13



to use our position as consultant to Ministry of Health (HSSP2-PF-13-SSS-CS-01) to help
create the health policies needed for a successful take over from NGO responsibilities by

the OD health authorities with regards to the supervision and management of peer educator
networks.

Maurits van Pelt, MSc, LL.M.
Director of MoPoTsyo

mopotsyo@gmail.com
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SUMMARY OF THE REPORT

Increased coverage: The year 2014 saw
continued growth of MoPoTsyo's Peer
Educator Networks (PEN) and with that the
exponential growth in service outputs: An
additional 138,119 adults were screened for
Diabetes (DM) during the year 2014, bringing
to the total number of people who have
benefited directly from the PEN activities to

more than 700.000 adults.
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registered as member grew with 27% from
17,050 at the end of 2013 to 21,675 at the end
of 2014. Among diabetes there have been
increased from 9,504 at the end of 2013 to
12,604 at the end of 2014. Whereas people
with hypertension have been increased from
7,604 at the end of 2013 to 9,071 at the end of
2014.
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jumné 13 fins o dmivsuammSaRbiBginmGET 096 Membership growth at the end of 2014
14000
12000 Growing numbers of members by year py
3 /
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)
° 8000 =
§ S
£ 6000
2
S 4000
2 2000 /
0
2005 | 2006 | 2007 | 2008 | 2009 | 2010 | 2011 | 2012 | 2013 | 2014
——accumDM | 67 | 278 | 632 | 1160 | 1946 | 2988 | 4399 | 6808 | 9504 | 12604
=—accumHPB| 0 0 0 188 | 252 | 2515 | 4130 | 5960 | 7604 | 9071
A{EIMIIN m;gjg; ﬁtﬁ&nsmm{p HAGTh Enormous Needs: Despite special efforts to

raise awareness of High Blood Pressure
(HBP) and strokes, our Continuum of Care
(CoC) remains seriously underutilized by
patients with HBP who do not also have DM.
Analysis of the laboratory data suggests that
Chronic Kidney Disease (CKD) could be
present among over half of our members with
DM. A peer reviewed publication appeared in
2014 in PLOS ONE ( “An estimation of the
prevalence and Progression of Chronic
Kidney Disease in a rural Diabetic Cambodian
Population” by Bernadette Thomas,
Nephrologist,

http://www.ncbi.nlm.nih.gov/pubmed/24465909 .

The screening for Diabetic Retinopathy in
collaboration with CSC showed that 23% of
our members in urban area have Diabetic

Retinopathy.
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In 2013 we began to calculate the cost per
type of service unit using a method called
“step down accounting”, (see
10.1093/heapol/czh015). The results of
costing analysis over the audited financial
years 2011 and 2012 are (audited reports
http://www.mopotsyo.org/File_Download/Resu
[t/Audit2012-MoPoTsyo-final.pdf). A peer
reviewed publication of Prof Flessa appeared
in Health Economics Review in 2014 “Costing

of Diabetes Mellitus Type Il in Cambodia”

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC

4502066/

MoPoTsyo contributed to Cambodia’s
National Health Accounts, Unfortunately,
however the National Accounts 2014 gets it
wrong with health expenditure for NCD at only
6% of Total health expenditure. With morbidity
and mortality due to NCD at over 50% this is
of course completely unrealistic. The WHO
acknowledged there are measurement
problems which must be solved in order to

improve the credibility of the accounts.

Monitoring Adherence to prescribed
treatment for diabetes and hypertension:
Since 2011 we monitor the trends in
adherence to treatment prescribed by the
Medical Doctors consulted through the chronic
care system which records the prescriptions

and dispensing in the database.
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This makes it possible to measure adherence,
on average for groups of patients, or at
individual level of every patient. During the
year 2014, we continued the automation of the
Revolving Drug Fund system . For this annual
report the method of calculation of adherence
has been improved. The details of the
methodology are of calculation of adherence
are the annex to this report. By applying our
methodology over the whole year 2014 we
find that DM patients have taken on average
47% of the routine medication that has been
prescribed to them, whereas (non-diabetic)
HBP patients took 41% of what was

prescribed.
The loss of HBP patients stands at %,
whereas loss of DM patients has been % so

far.

National Strategy Development:.
year 2014 the Ministry of Health (MoH)

During the

officiallydisseminated Cambodia’s National
Strategic Plan for the Prevention and Control
of NCD 2013 — 2020.This strategy —
translated into Khmer - calls for continuation
and expansion of peer educator networks for
DM and HBP in OD’s. In 2010, the WHO
issued general guidance with a “Package of
Essential Noncommunicable disease
Interventions for primary health care” which
Cambodia aims to follow. This package
requires patient-centred care and involvement
of patient communities such as peer educator

networks.
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The MoH takes on responsibility for the
WHOQO'’s PEN but at the end of 2014 it has not
paid or subsidized peer educators for their
activities. At the end of 2014, it remains
unclear if the transfer of responsibilities to the
OD’s can be complete or not. We developed a
standard report for peer educators to report on
their activities and outcomes to the OD. The

indicators and definitions are in the annex.

Discount Vouchers: During 2014, we have
continued using a discount voucher system. It
entitles our Peer Educators and a handful of
Poor Patients to a price reduction at the
contracted pharmacies where they buy their
prescription drugs. The actual value of the
discount varies with the height (cost) of the
individual’s monthly prescription, recorded in
the database. At the end of 2014, the Health
Equity Fund Operators were not yet allowed to
assist poor patients by financing these
vouchers to pay for the routine medication

from the Revolving Drug Fund.

Partners: MoPoTsyo collaborates with CSC in
organizing screening for Diabetic Retinopathy.
A partnership exists also with Louvain
Coopération au Développement (LD), a
Belgian University NGO. MoPoTsyo and LD
began operations according to a new 3-year
agreement (2014-2015-2016) , to set up a new
peer educator network in Chamkarleu OD in
Kampong Cham province, and continue
support for the one in Baray Santuk OD, in

Kampong Thom province.
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Per 30 September 2014 at the end of the 2"
grant, GlZ, the German technical cooperation
agency, ended its financial support for
MoPoTsyo to set up sustainable peer
educator networks in the OD’s supported by
GIZ. The duration of project has been much
too short to set up sufficiently strong new
networks. For this reason, other donors have
to be found who can finance to full 2 to 3
years needed for each OD. Angkor Chey OD
in Kampot province was only started at the

end of 2013, when funding stopped.

Research: MoPoTsyo continued to implement
its 2 research projects: A multi-country
translational research, led by ITM in Antwerp,
measures the effect of SMS messages on
blood sugar control ( see

http://www.ncbi.nim.nih.gov/pubmed/2363533

1) . The baseline resulted in a peer reviewed
publication in Primary Care Diabetes, by Dr
Josefien van Olmen, "Content, participants
and outcomes of threediabetes care
programmes in three low and middleincome

countries." ( http://www.primary-care-

diabetes.com/article/S1751-

9918%2814%2900101-6/abstract )

The second research project, PATH (Seattle
USA) and MoPoTsyo began to screen an
urban population of Cambodian adults to
compare different DM screening
methodologies. At the time of this annual

report the analysis is ongoing.
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There are Peer Educator Networks in different
stages of development. Mature networks exist
in Phnom Penh, Takeo province, in Kong
Pisey OD (Kampong Speu province) and in
Thmar Pouk OD (Banteay Meanchey
province). In 2012 we began to set up new
networks in Baray Santuk OD and in Stoong
OD in Kampong Thom province as well as in
Kampong Speu OD in Kampong Speu
province and in 2013 Angkor Chey OD
Kompot province.In 2013, the Ministry of
Health invited MoPoTsyo to help set up PEN
in3 OD’s
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that are Special Operating Agency but the
financing did not yet become a reality in 2013

or 2014.

The Peer Educator Network in Phnom Penh is
counted for the moment as 1 OD but the
slums are located in 3 OD’s, whereas a new
administrative division into OD’s is
underway..During 2014 MoPoTsyo continued
its growth in terms of beneficiaries and also of
expenditures, gradually covering a larger adult
population with the services of the Peer
Educator Networks. By the end of 2014, we
have spent over a 2 million USD dollars since
we began operations in 2004. In April 2014,
the Ministry of Health disseminated the
National Strategic Plan for Prevention and
Control of NCD 2013-2020. This plan provides
the health policy framework for the
continuation and expansion of peer educator
networks for diabetes and hypertension to all
OD'’s in Cambodia with explicit targets and

budgets.
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EXPENSES & COSTS

Expensesper covered adult and
definition of coverage

This report presents calculations of both
expenses and of costs per service unit. The
expenses figures show that economies of
scale make the expenses per covered adult
go down. A covered adult is defined as a
person who is familiar with the network
through his/her participation in the diabetes
screening and who lives in an area covered by
a peer educator network. A covered adult is
someone for whom membership is open, so
not necessarily yet a member, because the
beneficiaries are everyone who has been
screened for diabetes. The reasoning for
using this definition is as follows:
Theoretically, every adult who has received
urine glucose strip for self-testing for diabetes,
is aware that the peer educator is living in
her/his area and available any time to do a
repeat test or provide information. In addition,
there must be a Village High Blood Pressure
Group in this person’s village, because —
ideally - the urine glucose screening in the
village is immediately followed by the
establishment of this High Blood Pressure

Group.

There are people with diabetes with high
blood pressure and people without diabetes
with high blood pressure who are member of
this group and who use the automated Blood
Pressure machine to check regularly on their

blood pressure to check if it is under control.



dautiamg)annianiacAfgjpvidn The Peer Educator regularly visits the High
u

NGNS mEASIS s N ua S S IS sy Blood Pressure group to register new high
ﬁjigmnimﬁﬁl o 15 Bt mmiMﬁgU[mﬁg blood pressure patients and facilitate an

) . o = appointment at the Referral Hospital for these
gy i

new patients to get a prescription for the
routine medication from the revolving drug
fund. So any adult in the village, whether

already a patient or not yet, the system is
HIBINMS A HIUHU M available for use.

mnn§ 2:MIGAMUWIINUHAS FUMSHUUIUNESFIL00n_b09d Expenses per Beneficiary 2007 — 2014

Beneficiaries/fexpenses trend from 2007 to 2014
[in adults covered through the Peer Educator Networks in USD]

Years 2007 2008 2009 2010 2011 2012 2013 2014
End of month December
Beneficiaries Annual growth % 143% 40% 57% 53% 46% 31% 30%
Beneficiaries
Number of total population in OD's with PEN 1,109,287 | 1,109,287 1,466,213 2,322,262 2,322,262 2806790 3,067,517 | 3,067,517
Number population at NCD risk (=adults) 632,294 632,294 835,741 1,323,689 1,323,689 1,599,870 1,748,485 1,748,485

Nr of covered&screened adults 29,335 | 71,329 | 99,839 |156,860| 240,550 | 351,071 |461,592|599,711

Coverage of Total Population 2.6% 6.4% 6.8% 6.8% 10.4% 12.5% 15.0% 19.6%
Coverage of target population at risk 4.6% 11.3% 11.9% 11.9% 18.2% 21.9% 26.4% 34.3%
Total Expenses Annual growth % 120% 44% 37% 63% 23% 25% -3%
Total Annual Expenses [in USD] $59,808 | $131,725 $189,773 $260,446 | $424,518 $521,013 | $653,552 | $635,385
Accumulated expenses of whole intervention $191,533 $381,307 $641,752 | $1,066,270 | $1,587,283 |$2,240,835|$2,876,220

Expenses per Unit per beneficiary [in USD]

per population $0.05 $0.12 $0.13 $0.11 $0.18 $0.19 $0.21 $0.21

per population atrisk (all adults ) of NCD $0.09 $0.21 $0.23 $0.20 $0.32 $0.33 $0.37 $0.36

per covered & screened adult $2.04 | $1.85 $1.90 $1.66 $1.76 $1.48 $1.42 | $1.06
mMuMisInnNsiemMiGivHenNauSamsinme With growth the intervention is becoming more
wgmatywissinBsisgnsgrums efficient, as larger numbers of beneficiaries
BUUIINESARINSEUGJRNIUIMAM Y are being served for less money. The
IUSBUSGIMIGAMWSTNUES a0 mity

neoy | ~ expenses per screened adult have been

WAL G m s Sluathag o _
N 7 v Lo broken down in different types of benefits that
[UINES IR IMIT B ] eJINMItT NNIS:

. - these adults can receive, depending on their
HIGG G SH Ut Iuan Smmﬂhgs

. - o individual situation, as can be seen in the
iU ARGumswMmisigimni it ami

gnﬁgmmﬁtmm & ﬁﬁm[)ﬁfitij[&?‘l m?‘ﬁtt”ii‘ﬁ“li table below. The provision of benefits
gy J9Ln mﬁngmggﬁa IS 58l G depends on the needs of the individual as
AU UN I T these needs are not the same for everyone.
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Once the peer educator network is established
and has screened a village and puts the Village
High Blood Pressure Group in place, in fact the
entire village population is covered, whether
they are a still a child, a healthy adult, a
diabetic, pre-diabetic or pre-hypertensive. The
system is ready to receive them when healthy
adults become diabetic or hypertensive, but
from 4™ quarter of 2014 we started to charge
new patients who want to register as member
of the network, 20,000 Riel for a diabetic and
15,000 Riel to patients with hypertension
without diabetes. Therefore, our expenses
forcovering one adult screened will be less in
the future. In our previous annual reports, we
always used figure of 50% adults among
general population instead of 57%. Therefore,
in this 2014 annual report, we have reduced the
expenses per adult covered over the previous
years by increasing the numbers of adults

covered over previous years.

Cost per service unit

In 2013, with technical assistance from GIlZ,
we were able to calculate the cost per service
unit. We opted to create 4 cost(service) units.
Screening is activity that may be only
necessary during the start up phase. The cost

of the community-based peer educator
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was calculated separately to be able to inform
health policy makers of what it costs to add
peer education into the care model. We
believe the annual treatment cost of a Diabetic
patient and a High Blood Pressure patient are
both low partly as a result of a community-
based peer educator being involved in the
care organization and service delivery.
Without the peer educator both the health
outcome would likely be much inferior to what
it is now and the cost of care would be much
higher as seen in other low-income countries

without PEN.

mnné ssmitamuuuEn by Am a0 99Cost per service unit in 2011

1adult screened for diabetes S 010
1 Community-based Peer Educator in 2011 $1,318.70
1 Diabetes Patient receiving care in 2011 S 4347
1 High Blood Pressure Patient receivingcarein2011 |$  16.81
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In order to isolate the cost of care per patient
per year, certain expenses were excluded,
such as primary prevention, advocacy and
health system development. The "cost of
dispensing" by the pharmacy to the patient
was included (this is normally a 15% profit
margin for the private pharmacies). It is useful
to note that some patients let their peer
educator act as their “shopper”: (s)he collects
their patient books, goes to the pharmacy,
gets all the medicine packed for every patient,
redistributes these with the patient book and
collects their money. When it happens, it
further decreases overall cost of care per
patient. Calculation of cost of care to the

patient
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is further complicated by the differences in
service use and in adherence levels, with
diabetes patients having much better
adherence to therapeutic treatment than high
blood pressure patients. The cost of care for
the high blood pressure patients should be
around USD 25 per year with better utilization

of service by this type of patient.

MEMBERSHIP GROWTH

The numbers of chronic patients who register
as member of MoPoTsyo have continued to
increase: from 17,049 members at the end of
2013 to 21,674 at the end of 2014. Only
patients with diabetes and or hypertension
(>140/90) can become member, however
during 2014 we made an exception for 5
patients with severe dyslipidemia, detected as
a result of a research project that we had
carried out for PATH (USA). The membership
figures do not represent the current
membership because we have not removed
from this figure the patients who have died
since 2005. A mortality rate of 2 to 3% yearly
is what we estimate it to be. Further down
below we discuss access to and utilization of
medical services by these patients and the
follow-up system of these patients. Some
registered patients make little use of the
system compared with others. The graph
below reflects the number of chronic patients
who over the years have been formally
assessed by the PE so we have their ID,

address and bio-data in our database.
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The lines represent the accumulation of
chronic patients who have benefited from the
Peer Educator Networks since 2005. If we
want to know how many individual patients
were actually benefiting during the year 2014,
we have to deduct everybody of whom we
know that they have died and who did not use
the peer educator networks during the year
2014. The result is that 13,416 registered
patients were actively using the services.
Among them there were 9,663 DM and 3,863
HBP.These figures are automatically
calculated by the database, which collects the
records of the individual patient service use,
but of course only if the data are entered into
the database. During 2014, we have begun to
train OD staff to enter the data related to
service use in the OD. The Peer Educators
record the data manually on forms. These
must be collected and handed over to the

person responsible for data entry.
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We know that this does not always happen so
the figures of active patients are an
underestimate of actual number of active
patients. In the future we plan to move data
collection from paper forms to electronic forms
on tablets which can be synchronised with the

database through the Internet.

. . . Death and loss since creation in
Beneficiaries During 2014 Since 2005
2005
Recorded Patients Lost
Active in Total deaths among among
2014 Died Lost registered registered registered
Diabetics 9,548 239 2,845 12,604 1.9% 23%
High BI
igh Blood 3,863 53 | 5170 9,071 0.6% 57%
Pressure
Total 13,411 292 8,015 21,675 1.3% 37%
nong gLﬁm ANH{ ﬁ&iljfj bostgimes alyw We estimate a mortality rate of 2 to 3% yearly,
fgﬁ U,fﬁmﬁ GRS iii AUS L msnwminn 1A but most cases remain unreported. In table
MNANDITGEAIUEATNSE ) MU above (part of database) shows that mortality
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rate among registered members is only 1.3%,
in there mostly is diabetes members(1.9%).
The higher percentage (80%) of “died” among
diabetics than among HBP (34%) means just
that we have slightly better information about

them, see table below.

Active in 2014 Died Lost
Diabetics 71% 82% 35%
High Blood Pressure 29% 18% 65%
Total 100% 100% 100%
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MoPoTsyo Peer Education began in urban
slums in mid 2005 with screening for patients
with diabetes (DM), including also care for
diabetes patients with High Blood Pressure. In
mid 2007 this intervention was piloted in a
rural area, when peer educators began to be
trained in Ang Roka OD in Takeo province
with small amounts of funding from the World
Diabetes Foundation, Swiss Red Cross, MSF
Belgium and others to cover one entire
operational district, with one peer educator per
health center coverage area. The design was
created to follow Cambodia’s National Health
Coverage plan which is population based and
which does not follow the country’s
administrative division into communes and
administrative districts. Since 2008, there is
no more active diabetes screening in urban
areas. There are only 5 urban peer educators
who are very busy following up large numbers
of diabetes patients, compared to more than
152active rural peer educators and (who
passed PE training are 188). There is no
active High Blood Pressure program in the

urban area, only in rural areas.

High Blood Pressure: An initial small group
of members with High Blood Pressure, without
diabetes, were recruited to the program in
2007 in urban slums. We created a Village
High Blood Pressure group in 4 villages. After
2 attempts it did not catch on with the
VHBGroup Leader nor the patients. Then it
was tried in rural area with 634 groups, which

initially also did not work well.
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There we added a primary prevention
campaign for community leaders and for
school teachers. This latter feature helped to
ensure wider support for the intervention, but
it cannot be implemented in the high-class
urban environment by low-educated slum-
resident-peer educators. In the rural areas a
provisional modus operandi was found which
shows better results. The High Blood
Pressure intervention design remains
unfinished without proper links with the health
centers. The challenge is not to detect and
register and counsel members on High Blood
Pressure but to make them get a prescription
and especially to make them adhere to

treatment once the symptoms are over.
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Yearly growth of people with DM is more
gradual than the yearly growth of the
members with High Blood Pressure. High
Blood Pressure intervention design still
requires more work and closer collaboration
with the public service to enhance its
effectiveness.
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Every year MoPoTsyo is training new Peer
Educators (PE) increasing Cambodia’s health
workforce with lay workers having a received
special training that makes them in practice.
This is a highly effective and low cost
resource for public health duties. In 2014, 27
new PE’s were added to MoPoTsyo’s
network, representing the largest yearly
increase in PE’s since operations began.
From 2005 to 2014 there were a total of 191
PE’s trained by MoPoTsyo. Among them 157

are still working as PE.

i Total numbers of PE trained + PE still working

2006

2007

2008

M ggatiggmaugniugmu PE Trained

[ ggatigganian PE Still Working
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MINMYWHIMIY.N.5ISTRZE0% (9EANA
1868898991f) N T8N AGHGIS
MIMAGIUATAL NSy wmiths
Igjhismuwivasmssmeigihamyw
SO TN PIH S1E R T

32

At the end of 2014, the percentage of PE’s still
working with MoPoTsyo remains very high:
82% (157out of 191). Although there is little
sign of attrition until now, with climbing of their

age, this must be factored in for the future.
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We also have never re-trained the peer
educators. In 2014 we did train the peer
educators in new issues, such as Diabetic
Retinopathy and in High Blood Pressure and
Stroke by special educational materials in the
form of an animated video. Also the peer
educators have received special training in
how to explain the biochemistry laboratory

results to the patients.
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If we look at the reasons why we lose a PE,
the following picture begins to emerge (figure

8).
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as PE over time and there are different
reasons for this. Some continue to work, but
change their function from being a volunteer
Peer Educator to a salaried staff member.
These are PE’s who are more involved in
organisation or training. When they become
salaried staff members, a new PE must be
identified and trained so he/she can replace
the “ex”-PE who continues to live inside the
community. This has happened several
times, in particular in the urban slums, where
several patients worked themselves into
MoPoTsyo’s salaried positions , being
replaced by their former patients. Until the end
of 2014 MoPoTsyo HQ has 5 former Peer

Educators working as salaried staff.
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They are involved in  management,
representation,  supervision and have
organisational tasks in the Capacity Building
Dpt of MoPoTsyo where the Peer Educator
Networks are being managed. They help
strengthen the capacity of the P.E.N. at the OD
level. HC in the table below stands for “Health
Center” as a health center normally covers
villages with numbers of residents between
8,000 to 15,000 people in total.

PEN field staff comprises the salaried Peer
Educators who have become MoPoTsyo staff
charged with management positions as
supervisors and the volunteering peer
educators who are not receiving salary but who
receive a reimbursement of their travel costs
related to their activities plus small incentives

based on performance and outputs.
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workers working for MoPoTsyo the workforce
has gradually risen to 186 persons in total

2014.The ratio of workforce to members
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has to be understood in proper perspective
because until 2007 there was no Revolving
Drug Fund, nor were we organizing medical
consultations. In 2009 we added non-diabetic
hypertensive patients. In 2010 began to

organize laboratory services.
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Also, Primary Prevention activities were added.
These were first organized for school teachers
in 2009 followed by similar sessions for
Community Leaders, so the range of services
that are being provided with the help of peer
educators, themselves patients, has greatly
increased. For the reasons mentioned above,
of the total 191 Peer Educators who have been
trained, there were a total of 157 community-
based peer educators at the end of 2014. In the
year 2014 the network itself grew from 164 to
191 peer educators, increase of 27
At the start we had 36

salaried staff members. This number fell to 26

an

functioning PE’s.

at the end of the year, so the total number of
salaried staff and volunteer staff had grown to
183 at the end of 2014.
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The figures above indicate health center
coverage areas with a trained PE. Each
health center area is covered by a single PE,
with the exception of two PE’s that each cover
two health center areas. The figure does not
include the salaried leader of each network
Therefore, the real number of peer educators
with the required skills is larger than indicated
in the table above. The leader of the Peer
Educator Network is chosen by MoPoTsyo in
consultation with the local health authorities.
Once the leader is appointed, usually a new
PE is trained to take over the daily peer
education tasks. The leader then receives a
salary as supervisor of the network, normally
USD 5 per Health Center with a Peer
Educator that he/she must supervise and

report about.
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It is difficult to reach an appropriate gender
balance in both PE’s and patients. Many
husbands do not want their wife to become a
PE. It is also difficult to find women with
sufficient capacity who are willing to work as
PE. The pay is minimal, making the job of PE
something that you do mostly for honor. The
immaterial rewards weigh probably more than
the material rewards. Members in the
household can be unhappy when the mother
is not paying as much attention to them, and
is busy going around the area in order to care
for other people. This type of pressure can
come from their children and from their
husband. They demand housewife to be free
100% for them. In 2013, 36% PE were female.
In 2014, balance fell down slightly to 32%.
There is also an imbalance in the gender of
patients...but this is the opposite! The
proportion of 1/3 male versus 2/3 female
patients has not changed since 2005. In
2014, we find the following mismatch: only
33% of the diabetics are male, while 68% of
PE’s are male compared to 2013, we

redressed the imbalance by 2%.
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Official public health care policy remains silent
about “chronic” needs and “chronic care”. The
health care system in operational districts
remains focused on acute care. Cambodia’s
health care system tries to meet the health
care challenges by dividing them into
Communicable and Noncommunicable, which
is more convenient for foreign donors, a.k.a.
development partners. With chronic diseases
in Cambodia being responsible for more than
half of mortality and morbidity, adaptations
must be made to meet needs of chronic
patients. Below is a figure that shows why
chronic care must be organized differently
from acute care. The most important feature is
that is based on cooperation towards common
objectives. This cooperation is between the
health care providers and the patient

community.

The idea of empowered patients who involve
in self-management and take responsibility for

their own health
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is very different from the top-down relationship
that normally characterises the Doctor-Patient
communication in acute care situations.
Health outcomes of empowered patients and
involved communities of patients have
demonstrated and proven that they are simply
better for Cambodia than the traditional
clinical models that subordinate patients into
remaining passive beneficiaries of health care,
patients must understand their disease and
know how to keep it under control.
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The information gap between health care
providers and patients is well documented in
international literature since many decades.
Every country must find its own solutions for
this the local

problem according to

circumstances. In the Cambodian context, so
called peer educator networks for diabetes and
hypertension are the innovation that helps to

create this reality and maintain it.
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Peer Educators stand as intermediaries
between the population and the health care
system. They understand both sides and help
bridge the poor communication between the
two sides.

For this reason, the Ministry of Health adopted
Peer Educator Networks as part of its National
Strategic Plan for Prevention and Control of
Noncommunicable Diseases 2013-2020. This
policy document was officially disseminated in
early April 2014. It provides the most important
framework for implementation of activities
related to  Chronic Noncommunicable
Diseases, although it did not cover Mental

Health which it should have included.

ti Roles and Responsibilities of Peer Educator Network
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At the end of 2014 there were 712,550 adults
in Cambodia having had a post-prandial
glucose screening(within 2-3 hours of a meal.
Compared with previous years, in 2014 the
screening activity did not increase (152,274)
because we had expected that Ministry of
fund Educator

Health would the Peer

Networks, but in fact, the administrative
process is too complicated and takes longer
than plannedto organize that causes lack of
fund for patients screening activities . The
funds have been committed through the
Annual Operational Plan 2014 but there is no
contract yet to spend the funds. Without being
paid, so without external funding, Peer
Educators cannot continue their activities.
They will continue to self-manage and help
other patients in their community, but the great
advantage of the “early diagnosis”, the pro-
active outreach element of the care evaporates
if the activity is left unsubsidized, somewhat
like a vaccination program. Justification for the
screening can be found if there is locally a great
discrepancy between registered members and
the prevalence numbers (STEP Survey 2010).
The next update of the prevalence numbers is

expected for 2015.
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At the end of 2012, the German development
cooperation GIZ began to fund Peer Educator
Network activities (plus MoPoTsyo) in the OD’s
where it supports the health system and social
health protection. The donors who financed
early diagnosis of people with Diabetes
through screening in 2014 were GIZ and the
NGO Louvain
Développement.

Belgian Coopération au

The community-based PE distributes urine
glucose strips to adults for self-testing. The
figures above and below relate to newly
screened adults who learn how to use the strip
to test themselves. Adults who buy a strip from
the Peer Educator (USD 0.03) to retest
themselves in later years are not included. The
Figure below indicates the accumulated
number of adults who have been made familiar
with the Peer Educator Network, through use

of urine glucose strips over the years.
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More than 700,000 Cambodian adults are now
living in an area with a peer educator whose

advice they can seek if they want to retest

waistbgamoitimagy msjmmwesnmﬁ themselves, including blood glucose (USD
U ARIR ATt & agiFR Ny ($0.mm) 0.33).
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To view self-screening activity from a
perspective of efficacy in relation to

membership: In 2014, the number of diabetics
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prevalence of diabetes in rural areas among
adults. MoPoTsyo organizes screening among
all adults, not just adults aged > 25 years and

< 65 years,
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a different population than the sample in the
STEP Survey. As the Cambodian population
is relatively young, a large group of adults

having access to MoPoTsyo’s urine glucose

test strips are between 20 and 25 years old.

It may be hypothesized that some resources
are being wasted by testing such a young
population. Among this younger group are
MODY’s (Maturity Onset Diabetes among the
Young). As the disease group’s name

suggests, MODY’s are younger people.
MODY’s are thought to be heterogeneous in
nature, meaning that a variety of environmental
or genetic factors may be able to account for
discrepancies in prevalence of MODY among
different populations. Among MoPoTsyo’s staff
several are probably MODY. Most MODY’s
registered with MoPoTsyo require insulin but
they are not type 1 DM. This subtle technical
difference indicates that without insulin they
would not die as fast as Type 1 DM, but would
still suffer severe diabetic complications within
a few years if they remain without insulin. Also,

Cambodia’s mass starvation that lasted from

1975 until 1979 began almost 40 years ago.

Children who were conceived and borne during
that period are more at risk of developing
diabetes and other diseases than others.In
summary, there are good reasons for
Cambodia to diagnose early by screening
including younger lives and ensure a healthy
workforce among young adults.
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Like elsewhere in Asia, Type 1 DM in
Cambodia is probably rare in Cambodia, but of
Type 2 MODY’s there are many. The issue
should get more attention from experts to find
out which kinds of MODY are prevalent in this

country.

MoPoTsyo keeps the name, age, sex and
address of every adult who has been screened
for diabetes. The first 40,000 people had been
asked additional questions about chronic
disease and related spending on chronic
disease, and on being indebted for health care
but since 2008 this is no longer asked. Since
2007, these data are no longer entered into

database. So far once a village has been

screened for diabetes, it is not screened again.

Screening for High Blood Pressure:

At the end of 2014, there were 9,071 patients
with High Blood Pressure (HBP)registered as
members with MoPoTsyo. There were 7,605
patients at the end of 2013, meaning 1,466 new

patients registered during 2013.

In the beginning of 2011, the screening

process for HBP was changed from a
screening process that depended on the PE’s
doing the screening to a system where there is
one automated blood pressure machine in
each village which can be used by people for

self-screening.
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The PE'’s can still actively screen using their
own BP machine to detect HBP patients, but if
the PE is not around, people can also self-
screen. If they are found to have HBP, the
Village High Blood Pressure Group (VHBPG)
leader reports it to the PE who comes once per
month to collect the results. Similar to the
previous model, a PE has to meet the person
to assess the BP and confirm the “hypertensive
status”. By making the machine available at
village level, people who live in a village with an
automated blood pressure machine can use
the machine once or twice a year to check their
blood pressure to find out if it is too high or not.
VHBPG are meant not just for the people with
HBP living in the village but for anyone who is
at risk. This means that the whole village has
to be aware of the possibility to test as well as
how, where, and when they can try it. It is the
job of the PE to set up VHBPG’s with the leader
and then make them work. People who are
found to have HBP can then be formally

assessed by the PE

So they get a patient book, access to laboratory
testing, consultation, and prescription services.
Before such a VHBPG can be set up, the PE
must do some screening in the village to find
people with HBP who can form the group and
are interested to sign up for this. Once they are
found, a formal contract is made up between
the VHBPG and MoPoTsyo before the
machine is being dispatched to the Leader of
the group. The machine reaches the group via
the PE.
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Screening for Dyslipidemia

All members of MoPoTsyo can access a lipid
panel blood laboratory test. The test includes
Total Cholesterol, HDL and Triglycerides. LDL
may be estimated using a formula unless
Triglycerides are high (>400mg/dl) and LDL is
not below 80. The members are encouraged
to do it but it is no obligation. The price of the
tests is on average at 30% of the level of well
known other laboratories and the blood
collection is in the community during early
morning to improve convenience for members
and facilitate the test being done under fasting

conditions.

Screening for Chronic Kidney Disease

Chronic Kidney Disease (CKD) can be
stopped or slowed down in many cases with
simple treatment. The therapeutic cost related
to slowing down this progression towards
CKD is almost negligible compared to the cost
of dialysis (in Cambodia) let alone
transplantation (abroad). However, we have
not investigated to what extent the physicians
are prescribing appropriate medication. All
members of MoPoTsyo who use the
laboratory service do the creatinine test and
the potassium test. These two tests are more
strongly recommended as the results are
essential for appropriate prescription of
routine medication: Metformin, a commonly
prescribed anti-diabetic agent, may carry a
risk of lactic acidosis if prescribed to a patient
with lowered kidney function. Another

common anti-diabetic agent, glibenclamide
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is a renally eliminated drug, meaning that in
patients with low kidney function, medication
effects may be prolonged and increase the risk
of hypoglycemia. Angiotensin Converting
Enzyme Inhibitors (ACE-I) such as enalapril or
captopril decrease glomerular filtration due to
efferent arteriole dilation causing transient
increases in SCr and potassium which may
also carry risks in a CKD patient. Also,
hydrochlorothiazide (HCTZ) tends to

efficacy as a hypertensive agent in the setting

lose

of low kidney function making it a somewhat
inappropriate choice for a hypertensive patient
with  CKD. Additionally,

encouraged to be tested for proteinuria. This

members are
was introduced in late 2011. In 2012 we have
began to collect data and engaged with a USA
The

preliminary analyses indicate that CKD is

based nephrologist for analysis.
present among almost half of our diabetic

members.
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We review first the laboratory services, their

utilization and cost, then the Medical
Consultations, their utilization (discussed as
access to prescription because every medical
consultation results in a prescription that can
be wused repeatedly to buy prescribed
medicines at the pharmacy), and then the cost
to the patient of adhering to the treatment and
adherence. This is followed by a review of the
Revolving Drug Fund that is managed through
contracted private and public pharmacies that
dispense the medicines using preprinted

invoices, paid for by our members.
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Laboratory Services

MoPoTsyo began to organise laboratory

services in 2009. In 2010, laboratory services

were used during the so called “re-

assessments”. These are assessments of
members of MoPoTsyo who have been
registered for more than 6 months. We took a
random sample of patients among those who
are followed by every one of our peer
educators and assess blood sugars, blood
pressures, knowledge and other health
outcomes. These randomized patients do not
have to pay for the laboratory tests,, explaining
the high utilization in that year. Although this
was too costly to continue it was useful to make
the patients familiar with the new service and
give them important information that they need
for self-management. We stopped paying for it
in 2011. After we had stopped to provide the
free lab service, utilization of the lab first fell
back. It fell back a bit from 2012 with 3400
users in 2013. With the prices that we charge,

it appears not sustainable.

Laboratory service is useful for 3 main reasons:

1)t helps to inform and motivate patients to
seek medical care and make use of the
medical consultation service and adhere to

their medication.
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Without a laboratory, people rely on their
feeling of well-being. This can be treacherous

as many conditions are “silent” and a-

symptomatic.

2) The Doctor needs the laboratory result for
prescription of appropriate medication for the
patient and for adaptation of the prescription

and referral.

3) Public Health authorities need access to
these results to be able to analyse whether

people’s therapeutic needs are being

adequately met by prescribing physicians and

monitor the effectiveness of prescription

therapy.

There were 4,232 patients who used the
laboratory at least once during 2014, compared
to 3,400 in 2013. We have had to increase the
number of laboratory technicians to 2 Full
Timers and 1 Part Timer. As can be seen in the
figure below, a substantial proportion of people
from the age groups in which the prevalence of
NCD was not measured during the 2010
national STEP survey make use of our
laboratory services as members with chronic
disease: these service were used by Elderly
people and younger persons who are member
of MoPoTsyo. The proportion of elderly people
(65 years or older) using the laboratory
services increased slightly from 23% among

3,400users in 2013 to 25% among 4,243 users

in 2014.
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26% of members used the lab twice. The figure
below is now more meaningful as we show
those who have access compared to how many
patients there are in their own age groups in the
assessment data.This way we can keep an eye
on which age group is crowding out another
one. We can see that access for the elderly is
those over

an issue among 65 years,

unsurprisingly
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Moreover, as proportionally more women use
the services of MoPoTsyo, they also make

more use of the lab.
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In that sense, the access for women and men
to the laboratory services was not equal. Data
system showed that members registered in
MoPoTsyo with women 2/3 and men 1/3 of the
in 2013. This still remains

total mostly

unchanged in 2014.
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While the laboratory uses and cost have
increased (26% in 2014) of members who use
the laboratory more than once during the year.
This trend suggests increasing efficiency of
the service. While we allow “elites” to use the
cost-effective service more than once per
year, we want every patient to use it at least
once per year. The problem is that many did
not use the service, as can be concluded from
the numbers of patients registered as member
in 2014. On the other hand, it is encouraging
to see how the number of patients who uses
the laboratory service increases yearly,
despite the fact that this service is provided
almost at the cost price.lt seems worthwhile to
subsidize the service for the poorest patients,

so they can access the service as well.



jumn ¢ 17smuimas rﬁjﬂHSi e hig Sty Laboratory services Use and Cost

Members M Revenue ® Users
$35,231
523,056
$17,622
$8,019
—an 54 874 338 340 974 424 362
43 $32071 e 083
I T
2009 2010 2011 2012 2013 2014
mnué s:igGtwu§iNinnGd Laboratory costs based on 5-year life of machines
Fixed Cost of Laboratory
Year
Program
Machines
HbA1C Purchase Price 2009 2010 2011 2012 2013 2014 2015
Siemens
Humalyzer |« Sgcq |'¢ 571 | ¢ 571 | ¢ 571 | 571 |6 571§ - |% -
Junior
Humalyzer
3000 (A) S 5,800 S 1,160 S 1,160 S 1,160 S 1,160 S 1,160 S -
Combilyzer S 1,500 S 300 S 300 | $ 300 | $ 300 | S 300
HumaScope S 950 S 190 S 190 | S 190 | S 190 | $ 190
Humalyzer
3000 (B) S 5,800 S 1,160 S 1,160 S 1,160 S 1,160
H L
umalyte $ 4,200 $ 840 | $ 840 | S 840 | ¢ 840
Plus3
Total | $ 571 $ 1,731 S 2,221 S 4,221 S 4,221 S 3,650 $ 2,490
Expenditure of Laboratory
Program
Expenditure on Fixed Cost | $ 571 | S 1,731 | S 2,221 | S 4,221 | S 4,221 | S 3,650
Expenditure on Variable Cost | $ 4,139 | $10,289 | § 3,671 | $18,100 | $18,051 | $ 34,055
Total | § 4,710 $12,020 | S 5,892 $22,321 | $22,272 | $37,705
Cost per Lab Result
Total Fixed Cost 2009-2014 | § 16,615
Total Variable Cost 2009-
2014 S 88,305
Total Fix and Variable Cost
09-14 S 104,920
Number of Lab Results 5362
Cost PerResult | § 19.57
Cost Per Member Uses I..ab $ 16.88
Service
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The name of test is written both in Khmer and
English, as well as the normal value and a
basic indication of what the test measures to
facilitate patient understanding of disease

severity.

The presentation of results is to help patients
understand and peer educators explain the
results to the patients. The database now
allows to print multiple results over time of the
same patient. This helps everyone to see in
one glance what is happening with the trend
of each indicator, see the example below. Last
but not least, it saves the Doctor time during

the medical consultation.



M v nawvs of Wb FHEome wing
,5\?& %ﬁ.m. . patient information centre SRR SANGATTMA AT
- MoPoTsyo giimwe o0&l bEe o&n

gairshiganrgBsinghinimAdinng igru§ifiannd (Not-For-Profit Medical Laboratory Unit)

wgrinay §ifiannd
{ Laboratory Test Result)

TUSIUGRIU (resultnr):

MIUUTige (date):

05/01/2016

WISHRMAA (member ID):

o o

sedaniedal (request nr):

s

N SEUMRA (member name ):

o o

IA¢ (sex): (&S WUy (age): 55 MUUTIGFIede] (date):
igns m&'qﬁiﬁjiﬁ (BIS): 05/01/2016
PR UGRINLY (last results)
0] ulunuin gy 07-10- | 18-05- | 05-01- | WAM nUEHRMNARYM
nr { test description ) 2014 | 2015 | 2016 | (unit) ( normal range )
1 o is & (Hbale) 7.7 72 %  |oigif 4.0191 5.0% (dntEnmetiimauigy)
wigi:fi 6.5191 7.0 % (wnogRnEndi S mseigy)
2 | iR NEYSY U 280 | 201 | 172 | modl [gsuumunnnwmfine
( Fasting Blood Sugar) sigi:f 60191 108 myd uinmYoERmstita
1uigy
mig:f 110191 125 mg/dl v MOEAAEDSEE
Mgy
1ifisthiafia) 126 mgrdl UinmhgAnstigmnuigy
3 |{gmagjs (Potassium) 45 | 47 41 | mmoln |Gig:fia.5191 5.0 Blynphgwdim
4 | egiy® (Sodium) 140 | 149 | 136 | mmoln | 135 191 145 By gy wdp
5 |fif (Chloride ) 108 107 101 | mmol |Gig:fi s81el 108 By gy w iR
6 | (Triglyceride) 220 | 114 141 | mgidl |Bothk 150 Bl gy Wi Ale
7 | §iuiegfUeoIu (Total Cholesterol ) 173 178 164 mordl | Hothi 200 Edmuphgwitddn
8 |G i &0 (HDL Cholesterol ) 38 60 49 mgidl [ oig:f 40191 70 BmB gy Wi AGE
9 | i fing (Estimated LDL Cholesterol ) o1 as 87 modl | migif 62191 98 moral HEmsUENZMSSY
wig:fl 100191 158 mosdl ifR|EBSUENH MBS A
1Bsthididd 160 mgrdl MsUEMZINES s
10 | PR8I (Transaminase SGPT) 39 47 48 uL  |oigifl 719 50 inmphgwdip
11 |phandse (Transaminase SGOT) 28 37 34 UL |oigifl 10191 40 DAmphgwdin
12 |{{pEE 88 (Creatinine) 1.2 10 1.0 mgidl  [Bothi L1 Blimeghg il afin Ainuiy
fiothk 1.2 Sdiymugagwm Al dntyies
13 | & tHU) #1 (eGFR) >80 | >80 | >80 | mumin |fhi so 8ddipghgwnd
Office: #262 Swreet 138, Sangkat Tock Laak2. Khan Toul Kork. Phnom Penh, Cambodia. H/P: 012 800 322 H/P: 012 272 879 Tel/Fax: (855) 23 884 483

Mail: P.O.Box 840 Phnom Penh, Cambodia, Email: mopotsyo@gmail.com
http://www.mopotsyo.org

56

Page 1o0f2




vy

nowvs

oa

patient information centre
MoPoTsyo

Beirebal §iteoma wing
Gnmib enggmima Fnm
giimwe 0l boe odn

grirhiganjyBsiaghimmndmng igrufiiianad (Not-For-Profit Medical Laboratory Unit)

werminay §ifitannd
{ Laboratory Test Result)

TUBLUGRIV (resultnr):

MUUTGS (date):

05/01/2016

IU2ARAMER (member ID):

INMBRA (member name):

o o

iretnniadad (request nr):

s

10¢ (sex): (i U (age): 55 mMUuTigsiada] (date):
faws nmeqﬁm'jﬁ (BIS): 05/01/2016
MR UGRILY (last results)

0] uitntwsmag 07-10- | 18-05- | 05-01- | WAM sEsEIRANGRYM

nr { test description } 2014 | 2015 | 2016 | (unit) ( normal range )

14 | grnfspuinien (Proteinuria) 2 2 . wgn |- DswEdsgaimey
-+ arfmsindsphininy
+ T4 Tt Torrr DS(Uuinfispdmoy (e
iimagenwms sihpusie MgugAtgan siga
fispuénisg)

15 | sy j‘sghﬁmmﬁ ( Abuminuria ) 30 | 30 10 mgl | Bothi 20 Bdmephygwdi

16 |1jpmFRsgidnimy (Urine Creatinine) 300 | 200 | 300 | modl |Gig:d10191 300 BbimeghywEaidn

17 |Agonmgdsighipm¥ss aym | aym | Bgm R UGHUHSMRGOME 30 mgrayBegh 1 gn

{ Albumin-to-Creatinine Ratio ) WSS

Bsnymio vig:h 30 1¢1 300 mgrnmySsah 1gn
un§8s
Bsugmifs tgmatithi 500 mgmayBsgl 198
un§8s

am: EwRugdunassRnhywninuiiugmAiin Safim:dihywmineanmuy

H#AUIEAIG B SIMIANGS (laboratory technician ) ERH
puiAnhe§ifiinnns
AR M 015 722 992 012 259 969
s 686 077672008
Office: #262 Street 138, Sangkat Tock Laak2, Khan Toul Kork, Phnom Penh, Cambodia. H/P: 012 800 322 H/P: 012 272 879 Tel/Fax: (855) 23 884 483
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http:/Awww.mopotsyo.org

57

Page 2 of 2




mdma§magintuniaidumsse s
MywuAMMEFHUIEHISighgIbo9
s§ifirnnSimsrfmayniiticdnbaylf
fUAPYWikuwmsIuN i mamein - (PATH
USA) sSnUHAGIEGSS9,MIGIABANAUS
i Igapn mutannismisspis: A
g mip|uiuithngme Munspg

magumitaghiagatafarnuigy

58

Beside, testing for registered member with
PEN in 2014, Part of laboratory also tested for
a study project, named PATH USA, of 1,314
participants came from different parts of the
city. Purpose of this study was to compare
different methods which is efficient in finding

diabetic patients
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Medical consultations are organised by

MoPoTsyo in 14 public facilites in 13
Operational Districts, mostly at rural referral
hospitals (CPAL1 or CPA2) in a room at the
hospital that is made available or kept available
for these weekly or 2-weekly sessions. A
session lasts half a day during which some 30
to 50 patients receive medical consultation.For
more than 15,950 medical consultations in
2014, MoPoTsyo hired experienced Medical

Doctors.

Every one of them (doctors) consults once or a
couple of times per week, for a morning.
MoPoTsyo’s capacity building department
plans these sessions, based on information it
receives through its PEN about the size of
need, in other words “the volume of the
demand”. The contracted doctors then travel to
the public facility to hold a consultation session
which is “run” and organised by a team of PE’s.
The PE’s perform tasks such as crowd control,
registration, preparing, administration etc.,
tasks that in other countries is done by nurses
and other professional hospital staff.
Sometimes the session is in the morning,
sometimes in the afternoon, but never the
whole day. Some of these doctors are
government staffs and others are not
government staff. Government staffs hold their

sessions on the weekends.

There are different advantages in letting the
PE’s join in the management of the service
delivery to the members including but not

limited to:
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e Lower overall cost because nurse
time is much more expensive than
PE time

o Patients trust the PE’s because they
know them personally

e PE'’s can hear the doctor’s treatment
or advice. Often it is helpful if PE’s
repeat and repeat again the advice of

back in the

the doctor, later

community,because  very  often
patients do not remember what the
doctor told them once they are
outside or back home again.

e Prestige, motivation, and ownership
of the service by the PE’s

e PE’s provide a safeguard against

between

loss of coherence

prescription by doctors and

dispensing of medication through the

RDF, by being Vvigilant and
monitoring services.

o PE’s offer convenient hours/time for
consultation (weekends) outside
working hours.

e Service provision is more casual and
more fun for everyone.

e Having a PE creates a more
satisfactory work environment for the

Doctor

In the local context it is difficult to list any
disadvantages that really make sense. It
remains utterly puzzling why it is not done
more often in other resource constrained

contexts comparable to the Cambodian one.
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During 2014, the number of consultations
increased from 11,737 consultations (2013) to
15,950 consultations in total (in 2014), an

increase by 36%.

The number of consultation sessions increased
by 17% from 305 to 387. The number of
patients per session increased from 38 in 2013
to 41 patients per session in 2014. This means
less time spent between the doctor and the
patient. We have to analyse every year if this
issue is causing problems or simply represents
a gain in efficiency - for example to better
availability of laboratory results - requiring less
time for the physician to come to a decision.
Ultimately it depends on “which doctor
achieves the best outcomes” if we can isolate
this from other confounding factors. We have
been working with five different physicians to
deliver more than 15,000 consultation services
to our members. Among them, three are private
doctors and two are government employees
(who perform consultation services during the
weekends when they are not on duty in national
hospitals.) MoPoTsyo hires them in their
private capacity and pays these civil servants

for their travel and for performing these

services for our NGO and its members.
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Dr 1

Dr 2

Dr3

Dr 4

Dr5

Total Consultation

1,360 8.5%
1,369 8.6%
4,140 26.0%
4,506 28.3%
4,575 28.7%
15,950 100%
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Only patients who are member of MoPoTsyo
can see the doctor. It is an appointment-based
system, facilitated through the Peer Educator
Network. So far the patients pay a user fee to
the hospital and to hire consulted doctor, not
to MoPoTsyo. The idea behind hiring a doctor,
is to train the residing doctor of the public
facility to do the medical consultation,

however their attendance is irregular.

Below is the cost calculation of 2014: the 387
half mornings does not include the “travel”
time that is needed for the doctor to travel to
and from the hospital. For estimating the Full
Time Equivalent (FTE) of Doctors needed to
do this activity, the traveling time should be
added. We have not calculated the FTE for
conducting all the consultations that include
travel time. It may be more than 1 FTE. The

session time is 0.5 FTE.

However, the cost of reimbursing the doctors
for traveling and spending time traveling is
included. It is of course more efficient to pay
the doctor for his travel than to reimburse 41

patients for their travel.
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If on average 41 patients would have to travel
to the provincial hospital, it would add at least
1,000,000 riels (USD 250) to their travel cost.
So this solution is more efficient and probably
helps reduce Out of Pocket Health Expenditure

for a large and vulnerable population.

If the doctors in the local hospitals become
comfortable examining and treating patients,
they can begin to take over the less
complicated cases. When that happens, the
specialised doctors will not have to travel so

frequently to the local hospital as used to do.

mnag 10:mifigm:iA7gI09¢E Medical Consultations in 2014

annual average average
Year 2014 Total rag monthly for 14
per location .
location
1- Nr of p_at|ents who received 15.950 1,139 94.9
consultation
2- cost {(nr3+Nr4)*nr5} $40,077.72 $2,862.69 $238.56
3- Transportation $53.56
4- Paid in doctor fees for 14 locations $50.00
5- Number of consultation session 387 28 2.3
6- Nr of patients per session 41
Cost per consultation $2.51
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During 2014, consultations were done in 14
referral hospitals in 13 ODs, compared to 2013,
when consultations were done in 11 ODs and
12 referral hospitals. Because of the varying
distances that must be covered by the Doctor
to travel to remote hospitals the cost per
consultation per

patient varies strongly,

depending on the location.
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Phnom Penh Takeo Province BMC Kg Speu Kg Thom Kampot Kg Cham
1 2 3 4 5 6 7 8 9 10 1 12 13
Year 2014 Pochentong | Ang Roka Don Keo Bati Prey Kabass |  Kirivong Thmar Pouk | Kong Pisey Kg. Speu | Baray-Santuk Stong Angkor Chey Chamkar Leu
1 Nr of patietns who consulted 3,179 341 480 279 293 1,139 792 1,596 2,261 2,288 2,113 935 254
2 Cost[(nr3+nr4 ) *nrs] $3,798.40 |$1,218.00 |$1,138.80 |$1,009.20 |$1,167.60 |$2,365.00 |$3,090.75 |$4,296.00 |$4,296.00 [$7,314.00 |$6,744.00 |$2,926.00 |$713.40
3 Transportation expenses and
$9.35 $51.50 $44.90 $34.10 $47.30 $57.50 $156.05 $39.50 $39.50 $71.90 $90.50 $54.50 | $68.90
other
4 Fee for Doctor per consultatioin
$50.00 $50.00 $50.00 $50.00 $50.00 $50.00 $50.00 $50.00 $50.00 $50.00 $50.00 $50.00 | $50.00
session
5 Nr of consultatioin sessions 64 12 12 12 12 22 15 48 48 60 48 28 6
Cost per consultation (nr2/nrl) $1.19 $3.57 $2.37 $3.62 $3.98 $2.08 $3.90 $2.69 $1.90 $3.20 $3.19 $3.13 $2.81
iGGom Wy G§[y ﬁijﬁﬁﬁﬁﬁmﬁﬁagﬁ The average cost in 2014 per patient is USD
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trained to examine and prescribe appropriate
treatment for the majority of patients with
Diabetes and High Blood Pressure,. The PEN
can remain “instrumental” in organizing such
complicated cases into groups, for which it is
worthwhile to make the specialist travel, rather
than making these vulnerable people travel to

a clinic.

jumn§ 18:issmwismifipn: A9 ¢, 8808 ghgIb09E By age group 15,950 Medical Consultations in 2014

4,769

Chronic Patients who consult the Doctor by age group

5,675

2,794
1,681
348 >90
48 45
T T - T T T T T - T
<25 2534 3544 4554 5564 6574 7585 >85
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B Members

10.8% 10.5%

% 2.2%
03%03% 22% ?

Use of Consultation by age group

B Consulting the Doctor

29.2% 29.9%

34.8% 35.6%

<25

42% 37%
=:= 0.4% 0.3%
65-74 75-85 >85
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The profile of the 15,950 patients who
consulted the medical doctor until end of 2014
is seen in the figure above. We can see a
barrier to access if we compare the actual use
by age group with their proportion among the
membership of MoPoTsyo as chronic patients.
For elderly people their access to medical
services appears compromised with climbing

of age.

Throughout the report the underutilization of
services by non-diabetic hypertension patients
is evident in almost all the areas. The table
below is meant to show that although there is
some progress over the years, it remains very

unsatisfactory.
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Medical consultations facilitated by the Peer educator networks in the public services

Diabetes, no Diabetes & Hypertension no
Year . : . Total
hypertension Hypertension Diabetes
2007 42 92 0 134
2008 180 511 8 699
2009 370 800 15 1,185
2010 664 1,093 295 2,052
2011 1,709 3,045 1,355 6,109
2012 3,030 5,080 2,330 10,440
2013 4,006 5,265 2,466 11,737
2014 5,955 6,834 3,161 15,950
Total 15,956 22,720 9,630 48,306

Medical consultations facilitated by the Peer educator networks in the public services

Diabetes, no Diabetes & Hypertension no
Year . ) - Total
hypertension Hypertension Diabetes
2007 31% 69% 0% 100%
2008 26% 73% 1% 100%
2009 31% 68% 1% 100%
2010 32% 53% 14% 100%
2011 28% 50% 22% 100%
2012 29% 49% 22% 100%
2013 34% 45% 21% 100%
2014 37% 43% 20% 100%
Total 33% 47% 20% 100%
ﬁ;ag‘ibggg ﬁij{jmmLﬁgig AnaénIey For most of the Diabetes patients in 2014 who
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went to see their Doctor it was not the first time.
MoPoTsyo database records go back to 2007.
The average of these individual DM patients
was 2.3 so while most have experience, 3.715
came for the first time and came only once in

2014.
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total number of medical consultations
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33
29
25
21
17
13
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Nr of times that Diabetes patients have received a prescription from the
Medical Doctor since they registered until end of 2014
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mniné 13samegtimadtshign:Sasgungugnihwyntifniuifugibooobo9E Access to Medical
Consultation & prescription by Diabetes patients 2010-2014

2014 showing a steady increase. The

Year DM Regist | Med Consult Indiv DM Pat I Has_no_
Contact Rate | prescription

2010 2,965 1,757 1,161 0.59 60.8%

2011 4,357 4,751 2,193 1.09 49.7%

2012 6,732 8,085 3,440 1.20 48.9%

2013 9,499 9,271 4,335 0.98 54.4%

2014 12,604 12,789 5,243 1.01 58.4%
ﬁgs’iggﬁﬁﬁémmgfﬁgf UGN B S The number of diabetes patients who register
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proportion of diabetes patients who are without
a prescription (due to not being examined by a
medical doctor) decreased from 60.8% to
58.4% during 2014.

The number of individual diabetes patients who
are using the medical consultation service
during the given year has multiplied from 1161
individuals in 2010 to 5,243 individuals in 2014.
The frequency with which these individuals are
using the medical services is also increasing
from (1757/1161 in 2010, to 4751/2193 in 2011
to 9,271/4,335 in 2013 to 12,789/5,243 in
2014)
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total medical consultations
Nr of DM patients registered
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matuhiduansogainamegegnidén The most relevant denominator would be the
[mﬁfﬁﬁfﬁmim[mﬁhﬁﬁg[mmmfjmﬁmg number of diabetes patients who live in the

GeInNe 1ABSMS T JEISithy s gati

(S

area, whether they have been registered or

tandmesuignsansynfarnuiysm not. So ultimately we should use the estimated
matun [UIsiMuIFjumhywmingdsign prevalence of diabetes as the denominator.
W ERIg) AUuNG) A Hummingiuh This becomes possible with regularly repeated
iU AISTEPSURVEY ] surveys such as the STEP Survey.
manvipmmip)uuisiidnisvigy 8 The tables below show the comparison of DM
ndiiamnamns s pmighjumaanngi and HBP. The trend in the figures is
fimenn:idrudgsjuisgntimes:nn: encouraging. While the totals of patients
ﬁ'gg]ﬁ'_ﬁﬁﬁ[‘[-ﬁg"]ﬁﬁéﬁ[g’]ﬁfgﬁ[gm“[ﬁLm 85 registered do not differ enormously, the
Imﬁmsang[pm?n@Sﬂ mmmLﬁiggﬁéﬁtmﬁ Diabetics make much better use of the
o 2 = services. The proportion of diabetics among

INuAnGIEEATE UM S IIM My AINGg]
hose who consult the Doctor is much larger
AHISGSSIBSMUMINI{MISHANAINU those who consult the Doctor Is much large
2 - a 2 . than the consultations of HBP patients without
ﬁjmmmmﬁmiﬁgmggmmmﬁﬁ(nsstm’

diabetes. (NB Prescription is a proxy for
Seu fU’LH‘IUMIi[Eiﬂ[L"W MY Ui
. “having consulted a Medical Doctor” so “has no
N

mits
UANAIg: EswmsHyuan s Swnygas o _
= e ° prescription” means that the patient has not yet

LS

SSASMSAI Aty U HUNE) .
ul U s HUAN®) consulted a Medical Doctor.
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mnag 14:8meuiii{meGIEUN Access to prescription

Year | DM Regist | Med Consult | IndivDM Pat | . Annual Sy

Contact Rate | prescription
2010 2,965 1,757 1,161 0.59 60.8%
2011 4,357 4,751 2,193 1.09 49.7%
2012 6,732 8,085 3,440 1.20 48.9%
2013 9,499 9,271 4,335 0.98 54.4%
2014 12,604 12,789 5,243 1.01 58.4%
. Indiv HBP Annual Has no

Year HBP Regist eel Cemelt Pat Contact Rate | prescription
2010 2,514 295 263 0.12 89.5%
2011 3,997 1,358 907 0.34 77.3%
2012 5,809 2,323 1,343 0.40 76.9%
2013 7,604 2,467 1,482 0.32 80.5%
2014 9,071 3,161 1,701 0.35 81.2%

;;Ujﬁﬁgmig HOEE mﬁij{jrj 8¢ mgfgg A similar line of reasoning as for DM above

o

NG SIF oI USRSy BNy

o

fsurssuinmn Ut AG wromngumng

[

@

usmafidnnuifu1sddusmnisiia

[l

2

hén

uguiathaugRgwImsgiamidusy
HuidnivatRfmnuijumsunusyem
gwisuMER IS N GIURIHYMIFNH
;mtﬁ%sgﬁmmsm"lmmﬁLsthﬁsﬁL@im:ﬁ
EUN AN MIAN: TN AT AN I EY 8 M A TIS S
Y QUM YU PRI IS I W i
AN IENWE AN AIEMA{RITS G UjEtng

o oY

AIRYANMIG A MIAT(E AU mIiE FnAE
O BU G RING 18 IMilSE
Aruigusmnigms

isltaminmEaiothn

69

and analysis is made for HBP. This shows
that for HBP the picture is worse than for DM.
HBP continues to pose an enormous
challenge. There is no way PE’s for diabetes
can deal with the organization caseload of
HBP all by themselves. More support is
needed from the public services, in particular
the health centers. This requires an adaption
of public policy with health centers being
actively involved in providing support for
chronic care for HBP patients. The trends in
the HBP figures are the same as in DM:
positive. But HBP remains less than

satisfactory overall.



mnné 1ssameunfimasmifigpnedadim gatdiilifusdnmas Access to medical consultation by elderly chronic

patients (DM+HBP)
2010 2011 2012 2013 2014
Consulting 2,000 5,918 10,303 11,738 15,950
patients
>60 years old 719 2,088 3,694 4,365 6,214
>65 years old 420 1,227 2,068 2,331 3,429
2010 2011 2012 2013 2014
Consulting 2,000 5,018 10,303 11,738 15,950
patients
>60 years old 36% 35% 36% 37% 39%
>65 years old 21% 21% 20% 20% 22%
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With the access to the laboratory services for
elderly being compromised, it is no surprise
that there is little or no improvement over the
years in access for the elderly. We are
increasing our numbers of patients in general,
but we are not improving access for the elderly
to medical consultation. Old people’s access to
the medicines is via medical consultation. This
requires state subsidy and the burden cannot
be put on the shoulders of diabetes patients
who are already vulnerable. With prescription
we mean that the Medical Doctor, consulted by
the patient, writes in the MoPoTsyo self-
management book of the patient, which
medicines must be taken every day and the
guantity, and signed by this Doctor and dated.
With this prescription, the patient can go to one
of the pharmacies contracted by MoPoTsyo
and buy for example 30 days of medication,
with a maximum of 3 months. When the
medication is finished, the patient can go back
the pharmacy with the same old prescription to
pay for a refill. PE’s are supposed to keep an
eye on the patient to see if the medication is
working adequately or not. If the PE see that it
is time for the patient to get a change in
medication, they urge the patient to go for
medical consultation. Then, the Doctor gives
the 2nd prescription.
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Through the peer educator’s experience new
patients will get a sense of how much it is going
to cost them every month to buy medication, if
they go to consult the Doctor at the Hospital, in
a session organized by MoPoTsyo’s Peer
Educator Network. For this reason we must
assume that only people who want to and are
able to pay for their medicines go to consult

and have a prescription.

The price of consultation is usually much lower
than the price of the medicines. The lowest is
1500 Riels (USD 0.38) and the highest is 3500
Riels (USD 0.88). The patients pay these
amounts at the Public Hospital according to the
user fee schedule of each hospital.
MoPoTsyo’s peer educator collects it and
hands it over to the Hospital as user fee
income. However, this income is not used by
the Hospital to pay the Medical Doctor, hired as
from outside

consultant and paid by

MoPoTsyo. In 2014, the cost of that Medical
Doctor is paid by our donors or out of the
revenue of the Revolving Drug Fund if there is
no donor to pay for the location where we are
organizing these consultations. For the real
cost to MoPoTsyo of these consultations see

the analysis further down below.

Through talking with their own PE, who can
usually give them a fair estimation of what their
disease is going to cost them. This knowledge
is probably discouraging for some and
encouraging others. Among those who do not
have a prescription, there are many who do not
because

need a prescription, they are

successfully applying lifestyle changes.
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There are also many who should have a
prescription but they do not want to or they are
unable to afford the medication or meet other
barriers. We do not know the barriers and
proportions exactly.

The average level of cost of the “first
prescription” given to a DM patient in a given
year is of course lower than the average cost-
level of all prescriptions given in that year,
because later prescriptions for the same
patients almost always add medication as can
be seen below. It is remarkable that the median
in 2013 is reduced compared with 2012, see

table below.

mnaé 1e:8gmimiGawEiymswn)isHyugnanoyati Fnrnuigy Cost trend (prices charged) prescriptions
for Diabetic patients

Total / Year 5-year trend in prescription cost
Nr of prescriptions monthly cost to be paid by DM patients
analyzed for their medication (LUSD =4000 riels)
52,962 5-years average median
1,757 2010 $ 447 | $ 3.75
4,751 2011 $ 6.09 | $ 4.88
7,818 2012 $ 6.29 | $ 4.50
9,271 2013 $ 566 | $ 4.69
12,789 2014 $ 575 | $ 4.50
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There were reasons for the increase in 2011 .
In 2011 we introduced a statin and a fibrate,
SIMVASTATIN 20mg and GEMFIBROZIL
respectively. Both are relatively expensive
compared to the other drugs but necessary to
treat types of dyslipidemia. Because these 2
molecules are already relatively expensive,
MoPoTsyo does not mark them up. This
means that they are dispensed at an actual

loss to MoPoTsyo.
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Gemfibrozil was selected as we have 15% of
diabetics presenting with normal glucose and
normal cholesterol values but Triglycerides
>400 mg/dl. This puts them at risk for
pancreatitis. Statins are part of WHO’s
recommended standard package for low
resource settings for most cases of
dyslipidemia. In 2014, 37% of DM patients pay
less than 500 Riels per day, so less than USD
3,75 per month. This left 63% of patients
among those who had prescription at risk due
to high cost of buying medicinesee the Table
below. There is also a much smaller group
that would need to pay >30,000R (7.5USD)
per month that may be highly vulnerable to
cost related barriers in obtaining medication.

The table below summarizes these findings.

mnaé 17zvnnpisgatd fmmuijumsmis awiGHGuangARRgI B0 9E Proportion of DM with high

n 3 a
1

prescription cost in 2014

Year 2014
per month $ Riel/day “

3.75- 5.63 500-750 25%

5.63- 7.50 750-1000 14%

7.50- 9.38 1000-1250 7%

9.38- 11.25 1250-1500 5%

>11.25 >1500 11%
in total 62%
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voucher) and with how much?

The table shows that it may be more efficient
to help the bottom 3 rows (10%+5%+7%)
=22% of patients with 70-90% of their cost

instead of helping “all diabetics”
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(so 100% patients with an “average” amount.
The average and median are not enough for
those who face the highest cost and the
majority of diabetic patients may not need

financial help with this.

It is an organizational challenge to target the
right patient with the right amount of financial
assistance. If you help only the bottom 23%,
there may be some people in the 14% group
and in even some in the 25% group that could
also benefit from assistance but they are not
the priority with the highest needs. After you
have dealt with the bottom 23%, you can add
that group as well, but then the total proportion
of assisted diabetics is still not more than 35%
of everyone with a prescription. When we
analyse the cost of prescribed medication for a
NEW diabetes patient, for one month, when
this patient consults the Doctor for the first time
within the year and we compare how that type
of cost evolves over the past 3 years then we

get the following table:

mnaé 18:ut gnm&t HEUINHH 912 Price of 1 month prescribed medication

Nr of 1st Prescription Year daily cost in Riel monthly cost
1161 2010 546 $ 4.09
1537 2011 565 $ 4.24
2069 2012 487 $ 3.65
4335 2013 640 $ 4.80
2645 2014 460 $ 3.45
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The numbers of new patients are rising year by
year, but the proportion of new patients
compared to the patients already in the cohort

becomes smaller. That is good sign.



mnaé 19sumniplsyatigSimuyadiuminusaigmifiigm: (ati § ars1uife) Proportion of new patients

among those coming for consultation (DM only)

v nr of 1st % of 1st total
ear T Y CO
prescription prescription prescriptions
2010 1161 57% 2052
2011 1537 25% 6109
2012 2069 20% 10408
2013 4335 47% 9271
2014 2645 21% 12789

ma|uiuygasdfmnuigy ShygndRbunmnnunsghgibosd
=3 a n C{ a

Comparing DM patients and HPB Patients in the year 2014

mnaé 203k glmmi

Hum ﬁh@j B0 9@ Price of prescribed medication in 2014

Cost of Prescribed Medication paid by Patients

DM patients per day Riels 766
DM patients per month Riels 22,980
DM patients per month USD $ 5.75
HBP patients per day Riels 386
HBP patients per month Riels 11,580
HBP patients per month USD 2.90
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Frequency of buying: In 2014, 14,439
patients bought 48,261 months worth of
medication. That is 3.34 times, so slightly less
often than usually. However just the existence
of the invoice itself does not give us the
information about the volume of medicines the
patient buys. Some patients buy for half a
month and others for 2 months or even 3
months. Patients can save transportation cost
and time if they buy less often. In principle,
there is financial conflict of interest between
the current Hospital “user fee system” and the
interest of the patient to economize the
frequency of travel. That is why the

“adherence” indicator is important.
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The cost of the routine medication on annual
basis depends on how often the patient goes
to buy his/her medicine. This has been
improving, as we can see in the table as in the
early years people did not buy sufficient
medication. Hypertension patients are still not
buying enough.

mnaé 2138 gmigamidnwsigiigipeiiyintwiaeyatdiiii Trends in annual expenditure on routine
medication by type of chronic patient

Amounts spent in riels by type of individually registered Patient for
their medication at the contracted pharmacies

Year D DH H Unknown Average
2008 21,451 21,171 6,500 - 16,374
2009 66,186 48,434 9,245 - 41,288
2010 77,128 65,215 17,313 19,175 59,610
2011 111,944 113,620 7,138 81,250 104,651
2012 101,299 124,248 22,659 56,333 101,513
2013 127,109 163,246 64,877 - 118,411
2014 | 248,760 299,520 138,960 395,280
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The column “average” shows that the average
registered chronic patient paid in total during
the whole year for all the medicines he/she
bought. Patients who are registered but did not
buy any medicine during the year are not taken
into account. The average is going up year by
year and that is not a sign of rising prices, but
it can be a sign of better adherence or that the
buyers are getting older and need more
medicine. That is why we must monitor the
degree of adherence to prescription, besides
monitoring this average expense. The prices
of MoPoTsyo’s Revolving Drug Fund have not

changed since the start!
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As will be explained below, increase in
expenditure reflects improvement in
adherence, not drug price changes. To
calculate adherence, we look at the date of
the medical consultation and then calculate
the number of days until 31 December 2014.
We do this for all patients with a prescription

and sum the total.

The table below shows adherence of diabetic
patients in 2014. We see that all patients
should buy $ 485,454 (1,941,816,027 Riel) of
medicine in 2014. But in reality patients only
bought $ 227,080 (908,319,625 Riel). If we
compare to data in 2013, we see that the
adherence rate of diabetes has fallen from
68% to 47% in 2014. We see that about 53%
of medicine was not bought. This could be
because they have died and also the loss of

membership or lack of data in the system.

mniaé 22%ﬁ1ﬁ-isliﬁmﬁlfgﬁq,m§rmﬁ§ﬁ§ﬁtmﬁf§8§h§ilﬂUSGAdherence in 2014 among Diabetics

DM should If 1 USD =
Year 2014 spend 1,941,816,027 4000 riel
$ 485 454
Year 2014 DM did spend 908,319,625 47%
$ 227.080
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The table below shows adherence of HBP
patients in 2014. Compared with data in 2013,
we see that the rate at which HBP patients
bought medicine remained still low. This may
be due tolack of understanding of the

importance of using daily medication.

mnaé 2ssmingigmungugniimugatinbaunnninsgito 9 dAdherence in 2014 among HBP patients

HBP should If 1 USD =
Year2014|_ . 293,686,557 |,
$ 73,422
Year 2014 |HBP did spend 119,754,440 41%
$ 29,939
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ssSIgRRBofngelnssie MmigsEmssgBanRemsBaass Revoling Drug
Fund and Adherence to Precription
MifsA SREAENEAE BBNGANS SALES & SUPPLIES TO PHARMACIES

Until 2014, MoPoTsyo has contracted 17
private pharmacies and 4 public pharmacies.

o e We supplied medicines(including insulin) to our
(FNWEUMUSIMNEGWNS) 191MSSun PP ( g )

ANSIEAANI T OGIS: ANIBHGASET contracted pharmacies. So they can sell it to

=
5
E

HAng fumhasniaAivs v.n.g ms patients who are MoPoTsyo’s members. Our

WIN{AG{M ST SINNADMITT UG SUATMIUAS : : Co
2770 =~ turn-over has been increasing steadily since
upmidh msisigjhuinglhnantig
we started in 2007.
boon B/ 1y

Mg 24:Minufisi ANSI8IFIGj2aBANS Sales and credit to pharmacies

RDF Volume Purchased by contracted pharmacies and Paid to MoPoTsyo and Outstanding Credit
Baseline 100 83% 276% 521% 753% 1269%
2007-2009 2010 2011 2012 2013 2014 Grand Total
Pharm Purchase | |
Riel 89,380,850.00 | 163,827,300.00 | 335,780,857.50 | 555,072,456.00 | 762,618,888.00 | 1,223,974,587.90
deliveries by
MoPoTsyo  |USS s 22,345 | § 40,957 | 83,945 | § 138,768 | 190,655 | $ 305,994 | § 782,664
Riel 54,730,350.00 | 101,846,500.00 | 241,333,110.00 | 398,501,322.00 | 694,841,831.00 | 1,049,990,133.60
Pharm Paid to
MoPoTsyo  |US$ s 13,683 | § 25,462 | $ 60,333 | $ 99,625 | § 173,710 | $ 262,498 | § 635,311
Riel 44,242,250.00 | 117,520,080.00 | 342,432,110.00 | 539,578,225.10 | 816,625,800.00 | 1,028,195,565.00
Patients Paid to
Pharmacies uss S 11,061 | § 29,380 | & 85,608 | 5 134,895 | S 204,156 | 5 257,049 | § 722,149
Out Standing Out Standing
Credit Credit $ 147,353

HANAMSm elat@mbo9d MmivdesnNsey However, in the year 2014, the turn over from

3

Bansliig SMIBWEIU§G(EH%)InTANN

4 1

contracted pharmacies has slightly dropped
3} ' N L 0 , , o
TSIRSHNI96% [U[Lﬁ]ﬁ[ﬁjﬁ[ﬂsﬁ@lﬂosm (86%) while debt increased 14%, if compared
2 . oo a to 2013 when turn-over was 91% and debt was
I SINAIFIHNE9I% SHUANNIRBIN 6%

. only 9%.

gram:
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Do pharmacies pay on time...|evel of outstanding credit
2007-2009 2010 2011 2012 2013 2014 Total
paid by pharmacie 61% 62% 72% 72% 91% 86%
credit to pharmaci 39% 38% 28% 28% 9% 14%
patients bought 49% 72% 102% 97% 107% 84%

jumng 21zmaAsigiamigsh

g6 2 eyt ans 8GN Increase in medicine supply to pharmacies & credit
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The graphs above show values in USD of
medicines which were supplied to contracted
pharmacies, total amount that was paid by
contracted pharmacies, and total amounts
which patients paid for medicines from
contracted pharmacies. We can see that the
supply to contracted pharmacies and the
buying by patients who are members of NGO,
have both increased from year to year.
However, the payments by contracted
pharmacies to MoPoTsyo still remained late.
That’s why MoPoTsyo still continues to put
pressure on contracted pharmacies by
charging interest on any bill that remains

unpaid after 100 days.



mnné 25salytiyrulfigsufe

NHAFIW09 & The cost of revolving drug fund medicines in 2014

COST OF MEDICI4NE IN 2014 (IN KHMER RIEL)
- FROM SUPPLIER TO PHARMACY TO PATIENT
Nr | lvems Description Dosage) (Flpg
UNIT COST TOTAL UNIT COST TOTAL UNIT COST TOTAL
1 |[GLIBENCLAMIDE | Smg | 2,955,001 16.64] 49,171,217 42.50 125,587,543 50.00 147,750,050
2 |METFORMINE 500mg| 3,931,250 43.69] 171,756,313 85.00 334,156,250 100.00 393,125,000
3 |HYDROCHLOROTH 25mg | 664,000 17.08] 11,341,120 42.50 28,220,000 50.00 33,200,000
4 |FURDSEMIDE 40mg | 171.000 21.92 3,748,320 42.50 7,267,500 50.00 8,550,000
s |aTENOLOL somg | 622,916 22.88] 14,252,318 85.00 52,947,860 100.00 62,291,600
6 |asPIRIN 300mg| 241,000 17.36 4,183,760 42.50 10,242,500 50.00 12,050,000
7 [ENALAPRIL 10mg | 758,000 35.08] 26,590,640 12750 96,645,000 150.00 113,700,000
8 [AMITRIPTYLINE | 25mg | 326,550 22 68 7,406,154 85.00 27,756,750 100.00 32,655,000
9 |AMLODIPINE 10mg | 647000 : 15,735,040 | 12750 i gl 82,492,500 150.00 97,050,000
10|smMwasTaTiNe | 2omg | zis510| [L_gz80 f}ﬂ 4 0000 | a7a123266 250.00 53,877,575
11|GEMFIBROZILE  |600mgz| 91427 | [ ?94.50{35{ " gsooo: | 86855648 1,000.00 91,426,998
12 | THIAMINE somg | 611,308 | © 27.02] 17,067, 4350 % 25880530 50.00 30,565,400
13 [MULTIVITAMINE N/A | 297852 13.28 3,055 %60 2550 7,595,216 30.00 8,935,548
14|LOSARTAN somg | 271,500 185.33] 50317089.44 315.00 85,522,491 350.00 95,024,990
15 [INSULIN ACTRAPID Smli 1 7,560 7,560 8,500 8,500 10,000 10,000
16 [INSULIN ACTRAPID 10ml| 335 22,704 7,605,840 21,300 7,135,500 25,500 8,542,500
17 [INSULIN MIX 30¢70| 10m| 3,763 22,704 | 85,435,152 21,300 80,151,900 25,500 95,956,500
18 [INSULIN NPH 10ml 2,608 22,704 | 59,212,032 21,300 55,550,400 25,500 66,504,000
19 [INSULIN SYRINGE | N/A 94,250 414 | 39,019,500 450 42,412,500 500 47,125,000
20 |INSULIN PEN NEED{ N/A 4,404 86.71 381,871 170 748,680 200 880,800
MoPoTsyo -
TOTAL 660,804,159 | soldto 1,204,689,503 | "L g 399,300,961
pharmacies FEEIEET
16% 194,531,368
al =Y o al ) o '
o
1
-
mnats: nfnmodndfvinon 81 alylan we can know quantity and cost MoPoTsyo
. R
0.0 mesvitFrnwyARaGH algtin v paid to suppliers , cost MoPoTsyo charged to
o v al -] o D 2 o~
T AR{MANS uBaNsIing SHAlgIiudnis contracted pharmacies, and cost contracted

2o R
PISINAARN
o Iz

AHANG

pharmacies charged to patients.

jumn§ 22:maiimessin w8 th& i rG{ - Insulin use in ml
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DM-patients injecting insulin
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The figures above show increases of supply
according to needs of Insulin every year. In
2014 needs of Insulin have increased to
around 45,000 ml for diabetic members of

PEN in the country.



t DISCOUNT VOUCHERS
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Discount vouchers were used to help some poor
patients with poverty card and PEs who used
medication to pay for medicines from RDF. This
voucher can discount the medicine cost according
to types of user: 50% for PE and 80% or 90%
depending on how poor the patient is. MoPoTsyo is

a payer for this discount voucher

mnié 26: GgsminnmupnaAsyAtdimuiuaigrmsimuvamM2usansiigeinsas Nr. of cases by type of
patients buying their medication at the contracted pharmacies

Nr of types of Individually registered Patients buying their medication (>0 times) at the contracted
pharmacies

year D DH H Unknown Total
2008 74 152 1 o] 227

2009 240 484 11 o] 735

2010 606 999 313 10 1928
2011 965 1752 941 4 3662
2012 1750 2638 1627 3 6018
2013 2542 3369 2055 o] 7966
2014 3422 4141 2544 o] 10107

pharmacies

Proportion of each type of Individually registered Patient buying their medication at the contracted

vear D DH H Unknown Total
2008 33% 67% 0.4% 0% 100%
2009 33% 66% 1.5% 0.0% 100%
2010 31% 52% 16% 0.52% 100%
2011 26% 48% 26% 0.11% 100%
2012 29% 44% 27% 0.05% 100%
2013 32% 42% 26% 0.00% 100%
2014 34% 41% 25% 0.00% 100%
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Letter D presents members with only
diabetes. Letter DH presents member with
diabetes and also hypertension, and lastly
letter H presents member with only

Hypertension

With that, below is table shows frequency of
medicines buy by member which was taken
regularly through prescription prescribed by
doctors. This frequency has been recorded
modernized by sale-management through
computer system.

mna§ 27: Ggsii IsmidmiivasmimsimuunmErssansiiig §1iHa0 Nr. of times by type of patients
buying their medication at the contracted pharmacies

Nr oftimes by type of Patient buying their medication at the contracted pharmacies

year D DH H Unknown Total
2008 131 235 1 o 367

2009 885 1507 11 o 2403
2010 2439 3730 573 11 6753
2011 5586 9982 2947 16 18531
2012 9456 16517 5825 9 31807
2013 13249 19594 7746 o] 40589
2014 16803 21908 9291 o 48002

148452
Type of Patients buying medication at the contracted pharmacies

year D DH H Unknown Total
2008 36% 64% 0% 0% 100%
2009 37% 63% 0% 0% 100%
2010 36% 55% 8% 0% 100%
2011 30% 54% 16% 0% 100%
2012 30% 52% 18% 0% 100%
2013 33% 48% 19% 0% 100%
2014 35% 46% 19% 0% 100%

83

Expenditure by numbers of members buying
medicines depends on disease type, who
bought at contracted pharmacies of PEN in

the country.



mnng 28: suiaimadEnthi) Samaiw ismif milivamtmsimsunmBusansing @nnea Amounts

spent in riels by type of patient for their medication at the contracted pharmacies

Amounts spentinriels by type of Patient for their medication at the contracted pharmacies

year D DH H Unknown Total

2008 1,587,400 3,218,050 6,500 - 4,811,950
2009 15,884,750 23,441,850 101,700 - 39,428,300
2010 46,739,630 65,149,500 5,418,950 191,750 117,499,830
2011 108,025,620 199,061,920 6,717,050 325,000 314,129,590
2012 177,273,730 327,767,280 36,865,950 169,000 542,075,960
2013 266,819,270 432,059,455 85,225,170 - 784,103,895
2014 361,848,645 546,470,980 119,754,440 1,028,074,065

pharmacies

Amounts in riels apportioned by type of Patient spent on their medication at the contracted

year D DH H Unknown Total

2008 33% 67% 0% 0% 100%

2009 40% 59% 0% 0% 100%

2010 40% 55% 5% 0% 100%

2011 34% 63% 2% 0% 100%

2012 33% 60% 7% 0% 100%

2013 34% 55% 11% 0% 100%

2014 35% 53% 12% 0.0% 100%
AN 09CE GeeunidUHANEER [mgfgg 8 In 2014 Diabetes and Hypertension patients
I NS MEMSstLSasuiSas were followed up by PE 43,789 times. The

o n n
Amiéng Seeynntnteninsins Sarmes total number of cases of diabetes and
o =1 J J H
NSl MU eMs LS autioas d0909 hypertension patients who followed up with

il

their PE was 9,010.
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follow up by type of patient during 2014

igiussunia Sumany muaetighgl BO9E Nr of times in

Year 2014
Nr of time DM Nr of time HBP % Nr of time DM % Nr of time HBP Total Nr of Time FU
follow up with Peer | follow up with Peer follow up with peer follow up with peer with peer
37,512 6,286 86% 14% 43,798
Year 2014
Nr of Ind DM Nr of Ind HBP follow | % Nr of Ind DM follow | % Nr of Ind HBP Total Nr of Ind
follow up with Peer up with Peer up with peer follow up with peer | patients FU with peer
6,980 2,030 77% 23% 9,010
Year 2014
Nr of DM Nr of Ind DM follow | % Nr of Ind DM follow
registered up with Peer up with peer
12,604 6,980 55%
Year 2014
Nr of HBP Nr of Ind HBP follow | % Nr of Ind HBPfollow
registered up with Peer up with peer
9,071 2,030 22%
HADS B M E s MGISMIMY St s Patients who are members can get follow up
Bauuidy 1slgavasBauuidgmumuima with PE at PE’s house through PE’s own
IUITAIBRRUIBRMURTSSYIIT SIS 1N timetable in each area. Sometimes, patients

can meet PE at Health center or PE visit

(£ %) n“nm]mmjuéamimﬁm SIURIHAYS
FUHE UGG 80 (9 G%) T 1T S eurelted
maiwismimuinsiguindgsumiing
fums g gng msuinm gatdén
INUIFEGIANANG] D0ICE 118 EE% Msif
MIMyMSWINAGITNthywEgHuIEH 1 618
Aan gAtAmENEI s Ns{fivin bb%
nmsuinmt gatdaumnuny i auisiia
MISMAIENUINMIMYNSAJZMATUAT)A

320
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Patients’ house to do folllow up. In 2014
generally more DM patients get follow up
(77%) if compared to proportion of HBP
patients who get follow-up (14%). If we look
on follow up percentage compared to
numbers of new patients who registered in the
year, it shows that of DM patients registered in
2014, 55% have done follow up at least 1
time with PE, while of new HBP patients it was
only 22%. It shows low percentages in HBP

follow up.



Egﬁeﬁgma INTERNAL ORGANIZATION

mniné 30sMNNIGRUE §HYMNIUAIHYMIY.N.1 Organizational chart MoPoTsyo

Director |

Qc,
M&E,Research
Dpt

Revolving Drug

Fin-Admin Dpt Fund Dpt

5 A 5 e 5 onitoring & re
accounting unit] training unit

assessments
management

| stock unit | lab unit |

analysis of peer
rocuremen s %
|| P oc:neit ent ‘I:rrescrlptlonan management Quality Control
‘ adherence unit

Database & IT
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SRR esssrs BRIy SHsiSERyes) DETAILS PER PEER EDUCATOR NETWORK

$59562155153683§66363) The Urban Poor Areas

uwam m’ti AHUIYH Peer Educator Networks

;mqagﬁlﬂogam SUS:ﬁiji§Slijﬁmﬁmg At the end of 2014, there areas 2,395 people
rauinuIAsIgimuguusiginm g with Diabetes in follow up. in Phnom Penh.
GISIHUMEENHIS NS H0DNAY Sﬁﬁ&iglﬁ Among these 2,395, there are 606 with code
PX i sSwngmiadsiysiumusiass PX, which means they are not resident of the
qﬁﬁﬁéLﬁLﬁﬂ slum areas.

jumn§ 24sf§synndisAvwmus G rnifsigjathugus1tGrowth of urban cohort of patients in follow-up

3,000 -
fininamndnmethe

2500 - 2,395

2,000 -

1,500 - 1,287

1,000 -

500 - I I

s m l l l
2006 2007 2000 2010 2011 2012 2013 2014

Sgsjuisyndarnuijurfsiginiuwani The total number of Diabetics increasing
Hﬁﬁﬁiﬁﬁmqhﬁﬁsmmmb HISGES because of PE in 6 slum area were 1,789.
9,008

jumné 2ssyndnimuifughdvsifigitsigfhthugusl Diabetics in slum areas in follow up

500 - wndrgnddfmeniisiosmuhemudng
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400 - 357 379
350 1 289
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N
0 T T T T T
Anlong Kgan Boeng Kak 2 Sras Chork Borey Keyla Boeng Salang Borey
Santepheap 2
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Peer Education for 606 PX coded members,
not residing in slum areas, happens at our
office, by 2 experienced diabetic salaried Peer
Educators.The PE in Borey Kelaa stopped in
2011 and no replacer was identified. The
patients were redistributed among PE in 2
other areas for follow up.One more PE was
trained to start to work in the slum area Borey
Santhepheap2, where many evicted people
from Sras Chork and Boeungkak have been

moved.

Despite 2 attempts we have not been able to
get an adequate popular hypertension service
going. The intervention is in the urban area
strongly focused on Diabetes. This is reflected
in the use of all the services. MoPoTsyo’s own
laboratory service started in 2010, as explained

above.



mnaé stsmadimesiuns§inaimhwuammané{an Use of lab services by urban network

Yearly Use of Lab Service
Urban Patients with Lab Diabetic Non Diabetic
Network Profiles HBP
2007 5 5 0
2008 7 7 0
2009 17 17 0
2010 457 444 13
2011 441 423 18
2012 1063 1005 58
2013 1377 1284 93
2014 1833 1722 111
Total 5200 4907 293
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A total of 1,833 lab profiles belonging to urban
members are in our database. They belong to
1,114 individuals: 1,035 Diabetics and 79 non-

diabetic Hypertensive members.

Another way of dividing this group of 1,114
individual members is: 857 inhabitants of the 5
slum areas and 257 members who are not
living in the slum areas, but who have been
admitted anyway. These members get as a

code PX.

In the urban area, the laboratory tests are done
at our office. There is no blood collection in the
community, as in the rural areas. The
advantage of doing the blood collection at the
office is that we can also do a more complete
urine-analysis, instead of the single proteinuria

test.



U AN s G8 Consultation Services

jumng 2esminymesgiesnignegenpisyntinimuiguisiav§ngjuignim&an Diabetes patients
using medical consultation at Pochentong RH

Medical Consultation facilitated in the public service
64
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The 2,827 consultations at the Pochentong
Referral Hospital in 2014 were provided by the
medical doctor to 1,138 individually registered
diabetics during 64 sessions, usually on a
Monday or a Tuesday. It is crowded: the doctor
sees on average 44 patients. The average
number of monthly “first prescriptions” in the
urban area is rising since we have allowed
some diabetics to become member although
they do not live inside the slum areas but who

want to use the services.
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MG pniphiss it maign Screening for Retinopathy
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Our collaboration with the NGO Children
Surgical Centre (CSC) in Phnom Penh
resulted in screening of 321 urban diabetic
patients during 2014. Among them 21.8%
were found to have Diabetic Retinopathy.
CSC provides free laser treatment to our
patients if that is necessary. Identification of
these patients in early stage can help to
prevent or delay progress to later stages
through information and counseling and

regular follow up.

mnié s2spfigiistAmaignisidus{Apm&{pinginm bo9¢ Diabetic Retinopathy prevalence in slum areas in
Phnom Penh in 2014

i sigRinugmaigh g bood
fius IS AIEM sm1saugN NO FUYU
Area DR SIGN OF DR Grand Total
HEAMS AK 5 40 45
Giand BB 23 59 82
{fUsGA BK 5 49 54
sirs§mnl BP 5 25 30
yTfi ¢ BR 3 2 5
tangni BS 18 44 62
IFIAUS PX 11 32 43
fUjU Grand Total 70 251 321
21.8%
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mnng s:Ggsyntdfmnuijuiiirmsgmmn:mufivsfigi §{5iiiNew Diabetes patients registered by poor

urban area
Total
o DM
r | locationofslum | .| 2014 | 2013 | 2012| 2011| 2010 | 2009| 2008 | 2007 | 2006| 2005
d
red
i Phnom sfart new new new new new new new new new new
Penh | date DM |DM |DM |DM |DM |[DM |DM |[DM | DM | DM
e N ] .
Kaneand | ;oo | 356 | 44 | 60 | 60 | 20| 1 | 20| 25 | 35| 6| 20
1 E Jul-
006 | on N - - n ) -
S|P (01 ar | e | s | 3| 25| o4 | 0| 2| 4| o8| -
|2l el aso | s | e | es | 33| 2 | 4| 47| 8| | 4
2007-
Borei A 17 7 3 17 0 1 4
Apr- 137 0 2| 12| 2| 1w | 2| s | 36| - -
;| KelaBR | ]
Bosupz | 2007-
SalanzB | Apr- | 280 | 82 | 57 | 53 | 17| 3 | w0 | 8 | 4@ | 1 -
sls 01
Barel 2013-
Samtephea | Now- 216 213 1 - - - - - - - -
6 | p2BP 01
PX soz| 5 | 148 | w10z e | 2| @ 0 | 15| 3
2,365 516 | 413| 374| 28| 116| 114| 135| 192 210| 67
2006 56
w 2007 123 176 47
B 2008 349 161 148| 40
E 2009 105 113 | 135 124| 33
£ 2010 438 96| 95| 114| 105 28
=
g 2011 693 08| 97| 80| 80| os| 88| 24
= 1012 1205 00| 210( 167 104 & 99| ©o21] 32
2013 1457 55| 350 185 13| 73| 6] 79| §4| 0
2014 1623 | 166 | 455| 350 185 134| 73| 68| 5] 84| 129
mu{uan §eSHIIUATUNMMSaHUISHMS According to the data of PEN there is drop out
a —~ N n
ugnmm BISMIMAG: SIHEAMYINS from the follow-up service with PE since 2005
mywsgrtidamnAnufuagifsig to 2011. The PX group is not included in the
ufefe)cy Lﬁ:ﬁPXHSLﬁ;imSEHU@m‘ﬁQt‘mj calculation of the drop-out rate. Drop out is
AANSIGIMIMAG: §IHMISTMIMAGAGGU influenced by the evictions in the slum areas
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Sras Chork (BK) and Boeungkak2 (BB)
because the patients had to move out to areas
far away where there is no PE follow up yet
such as Borey Santhepheap (7NG). However,
in 2013 and 2014 rate of follow-up increased a
bit because of better data management of NGO
and coming back of some patients who had

abandoned follow-up before.
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AN S futN R M0 Membership Growth

During 2014, no new PE went through the
training, so there are a total of 50 Peer

Educators working in Takeo during 2014

Screening

New patient screenings in the whole Takeo
province were completely finished before 2013.
Thus, there is no active screening anymore.
However there are still new DM and HBP

patients come to register with PEN.

JuMNE 282 Insert another firgure
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jumné 20sArins o fiamaoigighregmint 1isigfamtifiigitoon Members with Diabetes in Takeo province

(monthly growth)
New Diabetes Registered in Takeo Province: Total: 4,075
(2014)
161 390 627 481 544 914 585 373
2007 2008 2009 2010 2011 2012 2013 2014
mﬁLﬁLﬁmmgmgigﬁg St RnS eIy The variation in numbers of new DM year on
Iy WEIFyWwHAM NN UISuAgmA year is a result of screening activity, except in
IGpphiingacAgieatuaianngiboos . .
UV N R 2009 when we registered many patients after
il rutiugAdimSG N HAGAtIGS
o s ! R MSF Belgium closed the Chronic Disease

uuhHnmMipngjmsntasivasivuulja
MSFmsdisfdntsaitaniiisinndivisa s Care clinic in the provincial capital. Without
metswignuditidanuiguianinn the WDF grant (WDF09-463) we would have
(WDF09-463)  QANUDHIGHINHANDGA registered less people with DM into our
iIsmsantgsicgoiiygjugunymnis e _ _ _
_ i . . . o continuum of care in 2012. Until 2014,
SHNNM AU A YA ARNGEII0 9 1H I

. R ' . o numbers of registers decreased because we
BWOIGGSSHAG: NN BTN W anifto

msumumitgniAgataon s wmis:

N Guiarsitnygm

have finished patient screening already,

causing new registrations go normally.

mniaé sasgatdfnnufiiumsoiupimwpsapiviisighisgmini New diabetics registered by OD in

Takeo
By OD Diabetics Registered By Year
2007 | 2008 | 2009 | 2010 | 2011 | 2012 | 2013 | 2014 | Grand Total % By OD

OD Ang Roka 161 | 309 | 142 76 108 | 134 65 50 1,045 25.9%
OD Kirivong 52 124 119 165 217 207 114 998 24.8%
OD Don Keo 22 88 81 93 250 | 106 71 711 17.6%
OD Prey Kabass 7 127 75 83 116 66 44 518 12.9%
OD Bati 146 | 126 92 197 | 141 50 752 18.7%
Outside Takeo 4 3 7 0.2%
Total by OD 161 | 390 | 627 | 481 | 544 | 914 | 585 | 329 4,031
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AUEUERING RGN g ﬁﬂlfgﬁi;i{‘] 5 For High Blood Pressure, a first strategy was

msanAnasigigiboodanuAwAvg tried out in 2008 in Ang Roka, then adapted
HYIMUUEAM SAE USRI ANRERIE)H o

S g i and re-tried in 2010.
SakstaralufeRafoly

mna§ s:gatdtsmmnnuginumsanun:hwipuapiviisigaegmint New HBP registered by OD
in Takeo

By OD Hypertension Registered By Year
2007 | 2008 | 2009 | 2010 | 2011 | 2012 | 2013 | 2014 | Grand Total | % By OD

OD Ang Roka 104 827 | 269 | 115 34 27 1,376 34.1%
OD Kirivong 335 | 248 | 295 | 226 82 1,186 29.4%
OD Don Keo 122 94 391 | 111 17 735 18.2%
OD Prey Kabass 410 159 96 43 18 726 18.0%
OD Bati 1 290 | 184 | 115 48 15 653 16.2%
Outside Takeo 0 0.0%
Total by OD 0 104 1 1,984 | 954 | 1,012 | 462 | 159 4,676

The effort of the peer educators to register

an
'}
pT)

HISUA P AINYIHUIDLRIAT A ME AN people with diabetes and hypertension shows
UMMAMNGEMME IR yWwmiG: : . .
as v a ? ' the same respective proportions, with most
G sUna IS AR UAUAUAHDRIM o _
- ' G ' non registrations in Ang Roka OD, although it has
IR UMBISGSS{UMESAGHGATNWI0R _
. . . the smallest population.We have been able to
RN S AUERMANILYIAN AT BINI{FHISHA
o 3 . J keep the proportion of patients from other
naniefigidusnuianisighiegming
) o . provinces using the services in Takeo as low
GIISTAUMBIRUMGITNS  UARITNGAM

a o ' a o TR as possible, at least according to our data.
MBI G §SWITAIUN T I NS AN

fnjnﬁgtmﬁﬁgﬁnﬁaﬁsm S §UHE mﬁﬁ " Apart from a few exceptions we did not admit

Setysiaiiglnnieamini e Is 95 ™ mis oy people who are not resident of Takeo. Anyone
GAG: N ;Lf,jflfﬁﬁaq m mﬂ“m@ sttt s e who wants to register must present the family
arslinsugujganteamini e Sthuhirs: book that shows residence in Takeo.
frgiGnighmnorg)amardsthusegjyd However, as everywhere, mostly women are
anutagnethawing registering as member.
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jumné sosrutnfiatifmmuginegminimuia¢e DM members in Takeo by sex

Takeo New Members DM by
Sex

MEI{MeIeun Use of Services

FeUn G an{#y Laboratory Services

mnné se:miiimestunu§ifitannsanregmini Diabetic Members Getting Laboratory Profiles

DIABETIC Members Getting Laboratory Profiles

Prey Ang - .
Year Takeo Bati OD Docr)lgeo Kabass Roka Klrcl)\g)ng fron;a?(lét('j‘lde

oD oD
2008 12 0 1 0 10 1 0
2009 49 7 7 4 22 9 0
2010 932 157 59 137 421 158 0
2011 229 9 19 7 102 92 0
2012 1,096 191 172 131 276 321 5
2013 672 109 136 37 151 238 1
2014 938 78 181 54 293 332 0
Total 3928 551 575 370 1275 1151 6

Diabetic Members of MoPoTsyo in Each OD in Takeo of Whom We Have at Least 1
Lab Profile in Our Database

Prey Ang i .
Year 2014 Takeo Bati OD D7) &9 Kabass Roka Kirivong T
oD OD Takeo
oD oD
Has Lab Profile 674 60 133 37 195 249 0
Nr of DM Registered 4132 788 719 532 1076 1017
% With Lab Profile 16% 8% 18% 7% 18% 24%

(Non-diabetic) High Blood Pressure Members of MoPoTsyo in Each OD in Takeo of
Whom We Have at Least 1 Lab Profile in Our Database

Prey Ang - .
Year 2014 Takeo Bati OD LG Kabass Roka Kirivong LAl
oD oD Takeo
oD oD
Has Lab Profile 213 10 54 3 37 109 0
Nr of HBP 4,934 722 831 733 1442 1206
Registered
% With Lab Profile 4% 1% 6% 0% 3% 9%
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(Non-diabetic) High Blood Pressure Members Getting Laboratory Profiles

Prey Ang .. .

Year Takeo Bati OD chgeo Kabass Roka KlgvDong fro¢ acl)(tétj'de
oD oD

2008 0 0 0 0 0 0 0

2009 1 1 0 0 0 0 0

2010 125 39 2 57 2 25 0

2011 158 1 6 0 107 44 0

2012 449 34 68 57 57 233 0

2013 178 8 37 9 18 106 0

2014 228 10 58 3 37 120 0

Total 1139 93 171 126 221 528 0

BNy g ﬁlﬁﬂﬁéﬁmmiﬁi@ PO S EU{HIU The laboratory service is available for
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registered members with Diabetes or High
Blood Pressure. In the years 2008 and 2009
we facilitated HbAlc test for some members
but our own laboratory service that creates our
standard biochemistry profile for our members
with Diabetes and or High Blood Pressure did
not start until the end of 2009, as can be seen
in the table above. The use of the service by
patients with high blood pressure is much lower
than by diabetics. There was some
improvement in 2012 but most patients have

not yet been reached in Takeo.

We have been decreasing the number of
sessions with an experienced Medical Doctor
from Phnom Penh to travels to Takeo for the
appointment with 30 to 45 patients. The
session is facilitated by the Peer Educator
Network at the public hospital in their OD, so

the travel costs are relatively low.



jumné 313

o

tgsanlsmifign:ngwoigiislu§ungjigeinsasiuastegmini Annual number of consultation

sessions in all of Takeo’s public hospitals

Nr of Medical Consultation Sessioin in Takeo
140
110
77 70
45 45 Sl
21
2007 2008 2009 2010 2011 2012 2013 2014
Svantas sl it sacass [mﬁ°gﬁﬁmﬁ First we look at the Diabetics, and after that at
MG UNSIE UES the non-Diabetic High Blood Pressure patients.

yAg e ogatim
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mniaé s7zwmiatdénmuiy Mipn:dfhyuniguanaisiminimupoapfviigibooninigibosd
Diabetic members consult their Doctor in Takeo by OD 2007 until 2014

By OD Nr of times DM members of MoPoTsyo consulted with Medical Doctor
2007 | 2008 | 2009 | 2010 | 2011 | 2012 | 2013 | 2014 Grand Total % By OD

OD Ang Roka 131 | 680 | 511 | 237 394 559 329 256 3,097 23.9%
OD Kirivong 156 306 881 1277 | 1058 844 4522 34.9%
OD Don Keo 1 92 211 376 772 111 364 1,927 14.9%
OD Pre

Kabassy 72 136 333 461 345 236 1,583 12,20
OD Bati 138 122 257 548 475 248 1,788 13.8%
Outside Takeo 11 12 13 18 4 58 0.4%
Total by OD 131 | 681 | 969 | 1,023 | 2,253 | 3,630 | 2,336 | 1,952 12,975
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The proportion of diabetic patients arriving at
the medical consultation without a lab result
has sharply increased in 2014. Firgures are
different from one OD to another, and highest
in Daunkeo OD where half of the Diabetics
have not used the laboratory as shown in the

table below.
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mnaé sssrumtpplsyatd fnuijvuafipnengmsngtniu§itans$ Diabetic Member of MoPoTyso
Consulting with Medical Doctor WITHOUT a lab profile

% Diabetic Member of MoPoTsyo Consulting with Medical Doctor
but WITHOUT Having a Lab PROFILE

Pre An .. rom
Year Taaklfo Bati OD DoSII;eo Kaba‘gs Rolfa Klrgg ng oj;tside

oD oD Takeo
2009 24% 17% 36% 29% 29% 9% NA
2010 34% 22% 37% 28% 31% 20% 67%
2011 41% 33% 34% 35% 39% 20% 84%
2012 40% 42% 51% 41% 40% 27% 36%
2013 35% 31% 43% 32% 40% 36% 25%
2014 53% 66% 51% 77% 13% 58% 0%

It is the idea that the Medical Doctor already
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has the lab profile of the patient at his disposal
when he first examines the patient in order to
decide on the first therapy. Among those who
come for consultation, a larger proportion of
diabetics have the lab profile than the non-
diabetic High Blood Pressure patients. For
Hypertension, first strategy was tested in

2008 in Ang Roka OD. After it was facilitated
and re-tested in 2010.The details of this

Shummanmninmys

problem is shown in the table below.

mnné sezrumnindfidugpnunsms dammuijuigm:mywitguapaisiiegminmugunaphvig
OO0GEAT09E Non diabetic High blood pressure patients consulting their Doctor in Takeo by OD 2008-2014
By OD Nr of HBP members of MoPoTsyo consulted with Medical Doctor for first time
2007 | 2008 | 2009 | 2010 | 2011 | 2012 | 2013 | 2014 Grand Total % By OD
OD Ang Roka 6 2 61 90 82 33 26 300 17.9%
OD Kirivong 2 7 135 155 133 78 510 30.4%
OD Don Keo 38 46 211 73 20 388 23.1%
OD Prey Kabass 53 98 68 48 15 282 16.8%
OD Bati 2 9 95 44 35 12 197 11.7%
Outside Takeo 0 0.0%
Total by OD 0 6 6 168 464 560 322 151 1,677
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By OD Nr of times HBP members of MoPoTsyo consulted with Medical Doctor

2007 | 2008 | 2009 | 2010 | 2011 | 2012 | 2013 | 2014 Grand Total % By OD
OD Ang Roka 8 2 67 183 162 78 85 585 16.4%
OD Kirivong 2 8 217 453 406 | 295 1,381 38.6%
OD Don Keo 42 65 338 203 112 760 21.3%
OD Prey Kabass 55 136 150 124 57 522 14.6%
OD Bati 2 13 116 101 65 31 328 9.2%
Outside Takeo 0 0.0%
Total by OD 0 8 6 185 | 717 | 1,204 | 876 | 580 3,576

MIGAMWESeaS IS AU UAUAUR 1S

n
punipfivifigrdhmsusmiigmen

Sislvatghmjhmisihs§ungjuipn Shuds

gy munidiEiau§ngjprum I agmy

Ammnisamts s smitm e Sa e

N[

The costs vary between Operational Districts.

In Kirivong OD, we held consultation at 2

different locations: at the Referral Hospital but

also at Rominh Hospital, a former District

Hospital. Below is table of expediture for

consultant for member.

mnaé 4osmitfiimeasfn algdamuwismifmengnnu§mgjuiynbairegminigiboad Use & Cost of medical
consultations in 6 Referral Hospitals in Takeo in 2014

Takeo province in 2014

Total cost of consultations in Takeo $6,898.60
Number of consultations 6 Hospitals 2,532
Cost per consultation in Takeo $2.72
consultation sessions (mornings) 70

nr of patient per session 36
Our cost per session in Takeo $98.55

mnaé 4tzatgmifipetfnnwpurpivighiegmini Cost of medical consultation by OD in Takeo

. Prey .

year 2014 Ang Roka Don Keo Bati Kabass Kirivong Total
L. Nr of patients who 341 480 279 293 1139 2,532
consulted Doctor
2. Cost [(nr3+nr4)*nr5] $1,218.00 $1,138.80 $1,009.20 $1,167.60 $2,365.00 | $6,898.60
3. Transportation 51.5 44.9 34.1 47.3 57.5 $235.30
expenses
4. Fee for Doctor per
consult session $50.00 $50.00 $50.00 $50.00 $50.00 $180.00
5. Nr_ of consultation 12 12 12 12 22 70
sessions
6. Average Nr of patients 28 40 23 24 52 167
per session
cost per consulting
patient (nr2/nrl) $3.57 $2.37 $3.62 $3.98 $2.08 $2.72
Nr of consultlng patient o8 40 23 24 50 36
per session (nrl/nr5)
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By involving Peer Educator Networks in the

referral mechanism and in the planning and

organisation of the medical consultations, both

overcrowding and underutilization of the

specialised Physician who travels tothe

hospital to prescribe can be avoided.

yrudfivfrugsrit ShminsigmulifjugnRevolving Drug's Fund & Adherence to Prescription

mnag 42:misgigmungugnisondaimuijuiemimadmaonsisipunpiogdne simini
Adherence to routine medication by DM members in 5 OD’s in Takeo

Adherence to prescribed treatment by Diabetic Members of MoPoTsyo who come to buy their medicines prescribed by the
Doctor in their patient book in Takeo's 5 OD's
Among all the
diabetics who are
Diabetics and Diabetics who also OD Prey member of
have high blood pressure 0D Bati OD Daunkeo | Kabas 0D Ang Roka | OD Kirivong MoPoTsyo
Diabetics AB AD AP AR AV Total time per year|
2008 - - - 202 - 202
2009 241 140 47 511 356 1,295
2010 682 499 297 877 778 3,133
2011 1,281 1,016 844 1,951 1,852 6,944 | Times they bought
2012 2,288 2,239 1,424 2,283 2,814 11,048
2013 2,889 2,291 1,708 2,352 2,945 12,185
2014 3,042 1,532 1,702 2,155 3,076 11,507
Total per OD 10,423 7,717 6,022 10,331 11,821 46,314
Nr of Diabetics who bought during 7
7years|years 1058 939 682 1071 1294 5,044 |Diabetic people
Average per Diabetic in 6 years 9.9 8.2 8.8 9.6 9.1 9.1 |Times they bought
LR R IC UL 478 370 294 411 611 2,164 |Diabetic people
Average per diabetic in 2014 6.4 4.1 5.8 5.2 5.0 5.3 [Times they bought
The |D'abetics spentatpharmacyin2014| ) 081 100 | 34,763,450 | 42,377,850 | 45,482,050 | 77,542,530 262,246,980 | Cambodian Riels
year Average expenditure per diabetic
2014 person (2014) 129,877 93,955 144,142 110,662 126,911 121,186
If 100% adherent to 1st prescription | 112,622,510 | 112,333,409 | 81,946,423 | 116,251,215 | 190,356,354 613,509,911
Adherent % 2014 55% 31% 52% 39% 41% 43% |Average in Takeo
Nr of Diabetics with 1st prescription 480 443 313 537 704 2,477 |Diabetic people
If 100% adherent they should spend 234,630 253,574 261,810 216,483 270,393 247,683 [Cambodian Riels
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mnng 43:mingigmungugnisondagatiGonngid enomndimasdsisipunpivgnd igimin
{ Adherence to routine medication by HBP members in 5 OD’s in Takeo

the Doctor in their patient book in Takeo OD

Adherence to prescribed treatment by HBP Members of MoPoTsyo who come to buy their medicines prescribed by

Among all the

HBP who are
oD OD Prey OD Ang member of
HBP Patients OD Bati Daunkeo Kabas Roka OD Kirivong MoPoTsyo
Diabetics AB AD AP AR AV Total time per year|
2008 - - - 1 - 1
2009 3 - - 7 - 10
2010 43 70 59 96 69 337
2011 262 132 302 601 380 1,677 | Times they bought
2012 466 683 498 725 951 3,323
2013 480 808 621 784 1190 3,883
2014 510 461 537 684 1109 3,301
Total per OD 1,764 2,154 2,017 2,898 3,699 12,532
s IR s S 310 441 399 437 748 2,335 |HBP people
Average per HBP in 7 years 5.7 4.9 5.1 6.6 4.9 5.4 |Times they bought
Nr of HBP who boughtin 2014 107 170 121 132 307 837 [HBP people
Average per HBP in 2014 4.8 2.7 4.4 5.2 3.6 4.1 [Times they bought
o | LR PSR LENTIESY [ 2L 6,203,800 | 5,836,250 | 7,615,350 | 7,896,400 | 15,731,025 43,282,825 | Cambodian Riels
year Average expenditure per HBP person
2014 (2014) (only among buyers) 57,979.44 | 34,330.88 | 62,936.78 | 59,821.21 | 51,241.12 51,712
If 100% adherent to 1st prescription | 15,125,844 | 21,462,600 | 14,914,060 | 16,074,245 | 48,614,905 116,191,654
adherence % 2014 41% 27% 51% 49% 32% 37%|Average in Takeo
Nr of HBP with 1st prescription 101 188 108 374 131 902 [HBP people
If 100% adherent they should spend 149,761 114,163 138,093 42,979 371,106 128,816 |Cambodian Riels
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There were no more peer educators were
trained, so there are 10 peer educators active in
Thmar Pouk OD in 2014 and the network is

complete.
Screening

The number of villages where screening was
completed is 100, with a total of 52,100 adults
having benefited from diabetes screening.
There was no screening during 2014. The set
up of Village High Blood Pressure Groups was
not part of the project in this area. Yet 6 of such

groups have been set up.

Membership Growth

During the year 2014, the membership grew
from 1,064 chronic patients to 1,207 members

in total.
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#§ifitan 8 Laboratory Services

mnaé asmagimanns§ifiinamwynifsiguniphviy

Among all the members there are 327 patients
with High Blood Pressure (up from 309). There
are 880 Diabetics (up from 755) registered.
75% of members are women. That is of course
disproportionate. It indicates a problem with the
screening process in the sense that the men
may not have access to it. This in turn may be
the result of the fact that this is a district that is
bordering Thailand. There is a lot of migration.
More than 65% reports to be farmer when they

register.

)7 Use of the lab services by patients in Thmar

[

Pouk OD
Yearly Use of Lab Service
Thmar Pouk OD Patients ‘.Nith Lab Diabetic Non Diabetic HBP
Profiles
2009 4 4 0
2010 153 124 29
2011 7 7 0
2012 143 101 42
2013 72 52 20
2014 170 140 30
Total 549 428 121

maiwisgatafiidumsiimastuns§i
AANESMISGES 96%AnEIb09c InIsitathey
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The percentage of chronic patients who have
used the lab service remained 14% in 2014, ,
still a low proportion of the total: only 169 of the
1,207 registered patients have a lab profile in

our database.
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Consultation Services

In 2012 the number of consultation sessions were
not the same 2014, usually 1 time per month.

2010: 21 sessions
2011: 30 sessions
2012: 32 sessions
2013: 24 sessions
2014: 15 sessions

mnié assmiriymedteuh i tAnnpunipRufiggn Use of Medical Consultation service in Thmar Pouk OD

use of the medical consultation by type

Diabetics Non Diabetic HBP
2010 262 73
2011 452 142
2012 864 213
2013 655 159
2014 655 136

Contact rate per Registered Diabetic Member

Diabetics patients coming 1st Contact rate per
for consultations prescriptions diabetic per year
2010 262 163 1.6
2011 452 201 1.2
2012 864 200 15
2013 655 87 0.87
2014 655 109 0.74
Contact rate per Registered HBP Member
HBP patients coming for 1st Contact rate per
consultations prescriptions diabetic per year
2010 73 56 1.3
2011 46 102 0.3
2012 213 200 0.6
2013 159 32 0.51
2014 136 15 0.42
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When we compare our
pharmacies with the invoices that we receive
back from them, we can see that number 3 have
the negative result because they are busy with
their job and have no time to dispense medicine

for us, so we decide to finish contract with them

at the middle of the year.

mnné 468 ﬁﬁjﬁﬁﬂsmhﬁﬁhLﬁjﬁUj Ui Four pharmacies in Thmar Pouk OD

supply to the 4

Difference between our | Estimated % of clients
Average | invoices produced by number of |who did not get
Year | MoPoTsyo supplied to Value of Patient amount per| pharmacies (Negative missing invoice from
2014 |pharmacies in 2014+5%| Name of Pharmacy [ Invoices in 2013 | Nr Invoices | invoice means MISSING invoices pharmacy
1 34,413,711 |Thmor Pouk 28,947,190 1844 15,698 (5,466,521) -348 -18.9%
2 25,925,012 |Svay Chek 20,575,550 1336 15,401 (5,349,462) -347 -26.0%
Total 60,338,723 49,522,740 3,180 (696)
mnig 47¢ ﬁ‘liHSfﬁfﬂHIfﬁﬁﬂﬂ Shmigs Lﬁlmﬁ fuT ISHﬁ ¢n [SWHIEHﬁthUﬁLUﬁ ﬁ GoOmn Adherence and expenditure

on prescribed medication by Diabetics in Thmar Pouk OD

% adherence by hTthD;w patlent: if - R[l;.alsl.]sg:.ent by year.ly Riels av:.rafe Nr of Actual | Nr of times
Diabetics should have spent i ia n? |cs: on growing per.ac ua DM Buyers | they bought
100% adherent medication | cohort of DM | buying DM
48% 22,841,518 2010| 10,809,700 198 89,489 157 919
67% 52,432,615 2011| 35,111,950 366 105,126 334 2330
73% 69,471,910 2012| 50,561,720 520 103,398 489 3519
74% 71,398,015 2013| 53,158,440 549 106,744 498 3332
43% 109,118,424 2014| 47,380,850 549 85,991 551 2455

mnh§ 48: MIHGIAMYNGUN Shmil‘jmwrmﬁm’ﬁﬁﬁﬁﬁImwﬁjmﬁniﬂHLﬁjﬁLﬁ Ufh ™ Adherence and
expenditure on prescribed medication by HBP in Thmar Pouk OD

% adherence by Jhel::P pat|entts-f Year Rlet;:ent by year.ly S a\::rafe Nrof Actual | Nrof times
HBP should have spent i : OTI growing per'a ua DM Buyers | they bought
100% adherent medication | cohort of DM | buying DM
31% 4,061,538 2010 1,276,100 63 27,741 46 182
39% 13,344,583 2011 5,155,700 134 40,596 127 579
52% 13,465,945 2012 6,937,850 142 51,391 135 743
59% 11,781,835 2013 6,975,900 149 54,077 129 687
40% 13,705,000 2014 5,425,250 120 44,108 123 515
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These two tables show adherence and expenditure
on medicine of DM and HBP patients in Thmar Pouk
OD. We see that buying rate of diabetes patients has
dropped down from 74% to 43%. In contrast, buying
rate of hypertension patients has increased
significantly nearly 6 times of data in 2013.

According to data below it shows that there are only
24% male (164) of patients of all members in Thmar

Pouk OD who used this Revolving Drug Fund service.

mnaé agsmudimeasyruifuduesBauts mutaequAIRUSYE)A Use of RDF by SEX in Thmar Pouk OD

Female 76% 517
Male 24% 164
100% 681
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During 2012, in Bantey Meanchey province our
primary prevention group, that has 6 PE,
organized primary prevention throughout
communes in Thmar Pouk OD. 456 local
authorities received information about risk
management. But in 2014, we did not do

primary prevention in Thmar Pouk OD.
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By September 2012, we had spent all the funds
of the AusAID grant that we had received in 2010
to set up the first Peer Educator Network in that
province, namely in Kong Pisey OD. On October
1, 2012 the GIZ funding for this area began (as
Networks in 4

one of 4 Peer Educator

Operational Districts in Cambodia). This allowed
us to continue to fund the activity. This is
necessary because it was not yet completely

self-financing. Also, it allowed us to start a

second Peer Educator Network: in Kampong

Speu OD.

The existing Peer Educator Network of 19 PE’s
in Kong Pisey received support. We trained 1 PE
to maintain the network. In order to create a new
Peer Educator Network in Kampong Speu OD,
19 suitable candidates had to be found to be
trained as peer educators in Kampong Speu OD.
This was done: they have been trained and
equipped during 2013. One has become the
Manager of the Peer Educator Network in each
Operational District. Only 8 (20.5%) were
women, although we actively tried to find female

candidates for the positions.
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Screening

During the year 2014, 37,732 adults were
screened for Diabetes, so that at the end of
December 2014, a total of 189,792 adults have
been reached directly. Per 31-12-2014: 128,760
adults had been screened in Kong Pisey OD (up
from 122,538 at the start of the year 2014). Per
31-12-2014: 61,032 adults had been screened in
Kampong Speu OD OD (up from 29,522 at the

start of the year 2014).

Membership Growth

Per 31 December 2014, there are 2,467 DM- and
1,361 HBP-patients (who are not diabetic)
registered. These numbers were up from 1,437
and 999 respectively at the start of 2013. These
patients are divided over 2 Operational Districts.

Per 31-12-2014:

Kong Pisey OD: 1,142 Diabetics 874 and

Hypertensives (not diabetic)

Kampong Speu OD: 1,325 Diabetics and 487

Hypertensive
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= Gl B0 U A LM AT MI{E{m fﬁ;ﬁmggg Itis clear that use of Laboratory Services in
Aranms iijﬁ'ﬁ;ﬁﬁﬁﬁ§ﬁ£SﬁHfng‘lq1‘jLﬁjlﬁﬁjﬁﬁ Kong Pisey OD is proportionally and absolutely
fanfisd Snpunphvinndag Amsmany better by the diabetics than by the non-diabetic
wradiagatGosmnunsidumseti HBP patients.
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mnaé sosmanfimeastuhs§ifitnadmupuapiiviisigiegini sl Use of lab services in Kampong Speu province

by OD
Yearly Use of Lab ServiceKong Pisey OD use of Medical Consultations
Patients Non
Kong | with Lab Diabetic Eirst time
Pisey | ProfilesMed | DiabeticDM | HBPAverag - Consultation rate
ODye | ical patients e DM Prescription per DM patient
. . for DM patient
ar | consultation patients per
sessions session
2010 11310 6663 476.3 58 1.1
2011 24844 1501082 9824.6 322 2.8
2012 45459 3241648 13027.9 254 2.6
2013 32748 2761331 5127.7 200 14
2014 39748 3191327 7827.6 206 1.2
Yearly Use of Lab ServiceKampong Speu OD use of Medical Consultations
_ _ Non
E:Sents with Diabetic First time
, : HBPAver e .
Kagnpon ProfilesMedic | DiabeticD erag Prescription | Consultation rate
g Speu . e DM .
_ patients per .
sessions . patient
session
2013 20428 151816 5329.1 460 1.45
2014 42948 3531906 7639.7 607 1.44

110



inmegiboad isiphpunwAvfsiniisiey
find ﬁ‘jmsgﬁﬁﬁf}ﬁ}mﬁfgﬁﬁgsbaﬁmﬁ (25%)
Shyatdruumnnuny 9IGDRH(12%) 18
ugnus it nsansinmuuniaiums
GeInN Sl |

mifi{m: S8 Consultation Services

In both ODs of Kompong Speu province at the
end of 2014, 618 Diabetics (25%) and 146
Hypertension patients (12%) have a lab profile

among all registered members.

mnaé stsmadimestaonigm:sd ihwyatd FnnuljugiregininiUse of medical consultation by DM in
Kampong Speu province

Kong Pisey OD use of Medical Consultations
Medical Average DM First time :
. , . - Consultation rate
year | consultation | DM patients | patients per | Prescription :
. ) . per DM patient
sessions session for DM patient
2010 10 63 6.3 58 1.1
2011 44 1082 24.6 322 2.8
2012 59 1648 27.9 254 2.6
2013 48 1331 27.7 200 14
2014 48 1327 27.6 206 1.2
Kampong Speu OD use of Medical Consultations
Medical Average DM First time _
_ . _ o Consultation rate
year | consultation | DM patients | patients per Prescription _
_ . . per DM patient
sessions session for DM patient
2013 28 816 29 460 1.45
2014 48 1906 40 607 1.44
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As expected, the use of the consultation service
by Diabetics is better than by non-diabetic
hypertensives (HBP). What was regrettable is
that the use (consultation rate) would
deteriorate in 2014 compared with 2013 for
both DM and HPB due to lack of donor funding.



mnaé s2smafimeasuhfgmedinhwyadd vunsmepuairivigheganiag Use of Medical COnsultation
by HBP in kampong speu province

Kong Pisey OD use of Medical Consultations

Average HBP

First time

Consultation rate per HBP

year | Consult. sessions HBP patients patients per Prescription for tiont
atien
session HBP patient P
2010 10 28 9 28 1.0
2011 44 439 10 239 1.6
2012 59 515 9 177 1.2
2013 48 303 6 84 0.4
2014 48 269 6 79 0.3
Kampong Speu OD use of Medical Consultations
. Average First time
Medical
_ HBP HBP Prescription | Consultation rate
Year | consultation _ _ _
. patients patients per for HBP per HBP patient
sessions . .
session patient
2013 28 250 9 162 1.0
2014 48 355 7 166 0.7
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In 2014 in Kong Pisey OD it happened more
often that there were no High Blood Pressure
patients (non Diabetics) using the session,

despite the great medical needs in for better

hypertension control in the district.
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mnaé 53zeun el smendmeasinwyntAmianing Sessions not used by Hypertension patients in
Kampong speu province

Kong Pisey OD Medical Consultation Sessions

. DM HBP
year Nr sessions present present
2010 10 100% 20%
2011 44 100% 89%
2012 59 100% 81%
2013 48 100% 40%
2014 48 100% 30%
Kampong Speu OD Medical Consultation

Sessions
Nr DM HBP
year sessions present present
2013 28 100% 100%
2014 48 100% 70%

grudfivfrugsBrit SmiHgIGMu{uLMN Revolving Drug's Fund & Adherence to Prescription

2 J 1

mnag s4:misgigmunigupinssnimadimagrsisipunpiufiainfsisn AnidaT Adherence to routine
medication by OD, Kong Pisey and Kompong Speu OD

Adherence at Kong Pisey OD

Nr 50

% adherence e oI [preiEiis R|el_s spe_nt year_ly Ricls Nr of Actual | Nr of times
: . should have spent Year by Diabetics growing average per
by Diabetics ) DM Buyers |they bought
if 100% adherent on cohort of actual
16% 11,808,115 2010 1,903,530 62 36,606 52 103
54% 67,732,685 2011 36,502,950 352 107,047 341 1807
82% 81,768,760 2012 67,164,220 530 131,953 509 3420
80% 106,241,280 2013 85,172,385 647 140,317 607 3873
50% 229,404,245 2014| 113,954,110 858 152,959 745 4636
e anerence [ 11 HBE TS| vear | Syriobon | oroonmo |average per| o Actual[ nr of imes
by HBP DM Buyers |they bought
Y if 100% adherent medication cohort of actual ¥ Y e
9% 3,575,905 2010 321,050 25 13,959 23 26
25% 38,344,528 2011 9,612,800 227 43,894 219 576
51% 25,090,283 2012 12,694,250 261 52,026 244 961
59% 23,352,335 2013 13,818,780 247 62,528 221 1022
46% 36,819,491 2014 16,866,100 269 63,406 266 1209
Nr 45
Female 65% 655
Male 35% 359
100% 1014
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Adherence at Kg Speu OD

Nr 50
The DM patients Riels spent by Riels average |Nr of patient
% adherence by [should have spent if Diabetics on |Nr of patients |per actual with 1st Nr of times
Diabetics 100% adherent Year medication who bought [buying DM prescription [they bought
76% 328,500 2011 250,850 1 250,850 1 7
29% 2,116,635 2012 623,800 8 77,975 8 23
29% 79,323,260 2013 23,149,150 453 52,732 439 1352
45% 187,228,013 2014 83,982,630 1963 80,520 1043 4278
Nr 44
The HBP patients Riels spent by Riels average |Nr of patient
% adherence by [should have spentif Diabetics on |Nr of patients |per actual with 1st Nr of times
HBP 100% adherent Year medication who bought [buying DM prescription [they bought
21% 136,875 2012 29,350 1 29,350 1 2
22% 12,252,138 2013 2,645,550 158 17,179 154 397
43% 22,172,055 2014 9,521,325 506 36,341 262 908
Nr 45
Female 60% 744
Male 40% 490
100% 1234
L G H W09d sutnOAlaUumSHEUMOS During the year 2014 the registered members
=3 a w w
1 1
gasmmGes Hddcionisisysansioainmn with a prescription bought 5,845 times their
~ g o (3% 2
agaISiang ﬁﬁjﬁﬁﬁﬁaﬁﬁ“j Ieasnaa medication at contracted pharmacies in Kong
o Cf ) n n [
thywmis:idigAaEamsSnmW{maHeg Pisey OD, Kompong Speu. Together they spent
[WHAN9Mo,50,190 ;;j m;ﬁgﬁ MAAEEE 130,820,210 Riel to buy their medication from
~Sa 2
tAnesgaitg NAHISANIS RIS ﬁLﬁj;ﬁ, the Revolving Drug Fund. This information was
= 1 Y
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taken from our database which allows to know
about adherence, the cost of the prescription and

the sales of the medicines to each patient.

In Kompong Speu OD, patients members bought
5,186
93,503,955 Riel.

times their medication and spent
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€3 L&qesjgsésﬁ mnwaﬁ:&sgﬁ T 68RC Kampong Thom: Baray-Santuk & Stoong

During 2014, the number of PEs in Baray
Santuk OD was 18 and in Stoong OD there

were 9.

Screening

At the end of 2011 we had signed a partnership

agreement with Louvain et

Developpement(LD) to set up a Peer Educator
Network in Baray Santuk OD in Kampong
Thom. In total 19 health center areas to cover
in that OD. After completing their six week
training in Phnom Penh and Takeo, and after

the exam, 18 PE’s are already active.

The screening by peer educators distributing
urine glucose strips has started at the end of
June 2012: 86,619 adults were screened for
diabetes by the end of December 2014, so they
screen at around 2,500 per month on average.
The screening has been done in 283 villages
so far. We have begun to establish Village High
Blood Pressure Groups. There are now 93

villages with such a group.
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They have to facilitate self-screening for HBP
by people in the village so people will come
forward and register as HBP patient. This
requires concerted public health campaign

work.

Membership Growth

At the end of December 2014, there are in total
3,761 patients registered as member in 2 ODs
Baray Santouk and Stoong. Among them there
are 1,988 DM registered (there were 1,442 in
Baray SantoukOD- and 546 in Stoong) and in
total 1773 HBP patients registered (1,358 in

Baray Santouk and 415 in OD-Stoong).

jumn ¢ 32¢AISsispumdamn i‘jh 12 ﬁniﬁ ni fiMembership increase in Kampong Thom province

1,080

ivgnndaaunssipunpivinnwan-rugn
Accumulated Patients Registered inBaray-Santuk OD

2013

jugAnG RIS BiuG: I s Accumulated DM Patients Registered

JUHANGINT AU 83 M TN Y2 I ¢ Accumulated HBP Patients Registered

1,086

1,442 1,358

2014
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Stoong OD: The financial support from GIZ at
the end of 2012 allowed us to set up a Peer
Educator Network in Stoung OD. At the end of
2014, we had trained 9 Peer Educators, out of
10 Health Center areas that must be covered.
These 9 had screened 8,902 adults for
diabetes in 92 villages at the end of 2014. Also
12 Village High Blood Pressure Groups had

been set up.

At the end of 2014, there were 546 Diabetics
registered, and 415 Hypertensives (not diabetic).
During 2014 also the Revolving Drug Fund system
had been set up in Stoung at the Referral Hospital.
The Hospital does not have a pharmacist so the
treating Hospital Doctor is doing the dispensing on

1 day per week.
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mnié sssmidimestuhu§ifinnimupunipdviisighreganis Use of lab services in Kampong Thom

province by OD

Yearly Use of Lab Service

Baray-Santuk Patients with Diabetic Non Diabetic
oD Lab Profiles HBP
2012 705 390 315
2013 771 424 347
2014 713 458 255
Yearly Use of Lab Service
Patients with . . Non Diabetic
Stoong OD Lab Profiles Diabetic HBP
2013 157 92 65
2014 202 140 62
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The use of laboratory service has increased
among DM patients but there was a slight
drop for HBP patients in both OD's in

Kompong Thom province.

Consultation Services

Medical Consultations were first organized at
the end of July 2012. The OD Baray Santuk is
the first OD where the medicines are being
dispensed in the public sector: at the Referral
Hospital Pharmacy, after a contract was signed
between MoPoTsyo, the OD and the Hospital
Pharmacist.

MoPoTsyo has been working with 3 different
Doctors hired to train the local Doctor in Baray
Santuk OD. These external trainers are hired in
a private capacity to train the counterpart plus
perform the consultation. This occurs several

times per month, usually on a weekend.
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The hired consulting doctor travels to the
referral hospital in Baray Santuk OD from
Phnom Penh, in a journey that takes about 5
hours that creates an extra cost to the program
for which a solution must be found in the future.
The preferred solution is that 2 Hospital
Doctors at Baray Santuk will have received
sufficient training from the visiting consultant
that they can do the consultations themselves.
One Doctor now feels confident to do the

consultations by himself.

1,615 individually registered patients received
medical examination and a prescription for
routine medication from our Revolving Drug
Fund. Medical consultations were counted by
each OD according to type of disease. 1,053
members with diabetes have received 3,232
medical consultations. (1,654 consultations
were for 633 patients (DM cases) in Baray
Santouk OD.562 Hypertensive members
(without diabetes) have received medical
consultations in total 1,169 times(642 times
were for 331 patients in Baray Santouk OD,

527 times for 231 cases from Stoung OD).

mniné sesmifiimastuniign: i mhwynddénmuijemupunpivigeadniG Use of medical

consultation by DM in Kampong Thom province by oD

Year 2014 Nr of consultation for DM Nr of individual DM
Baray-Santuk 1646 633
Stong 1586 420

mnaé s7smuimasiuniipn:idmwyatfduunsmupunpivighieginids Use of Medical

consultation by HBP in Kampong Thom province by OD

Year 2014 Nr of consultation for HBP Nr of individual HBP
Baray-Santuk 642 331
Stong 527 231
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The use of medical services was low for
hypertension patients: clearly increasing to a
high percentage (76%) of them didn ‘t come

for medical consultation.

mnag ss:eun el smsndmeasinwyatimuunymuun{piiud Sessions not used by
Hypertension patients in Kampong Thom province by OD

Nr of individual HBP

% HBP not consult

Year 2014 consult the docotor the docotor
Baray-Santuk 331 76%
Stong 231 44%
bbb ki mnﬁjjﬁmjﬁﬁfg ssénimn The tables below are a comparison of what all
inugangénmuijugdamwanmind Diabetic members should have bought in 2014
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according to their first prescription since 2013
and what they actually bought in the year 2014.
Apparently, in Baray Santuk OD diabetes
patients spent only 62% of what patients
should spend according to prescription and in
Stoong OD spent only 43%. So this shows that
adherence has dropped compared to 2013
which was 72% in Baray Santuk OD.In Stoong
OD, among 469 DM patients who had a
prescription there only 439 cases bought
medicines in 2014.In Stoong OD these DM
patients bought 1,782 times their medication
and spent on average 78,548 Riel ($ 19.64) per
person during the year. 242 hypertension
patients bought only 576 times and spent on
averge only 24,361 riels ($6.09), which is not

sufficient.



mnaé sesmingigmungugnéim:fusiigghpunwivinnwnnasgn Adherence to routine medication in
Baray Santuk OD

Adherence at Baray-Santuk OD

Nr 50
The DM patients Riels spent by Riels average |Nr of patient
% adherence by |should have spent if Diabetics on [Nr of patients |per actual with 1st Nr of times
Diabetics 100% adherent Year medication |who bought [buying DM prescription [they bought
74% 77,162,825 2013 56,822,210 680 84,809 670 2801
62% 165,619,534 2014 102,046,330 881| 112,633.92 906 4217
Nr 44
The HBP patients Riels spent by Riels average |Nr of patient
% adherence by |should have spent if HBP on Nr of patients |per actual with 1st Nr of times
HBP 100% adherent Year medication |who bought [buying prescription [they bought
41% 26,474,363 2013 10,889,890 435 26,052 418 1130
52% 45,472,918 2014 23,773,300 487 41,130.28 578 1677
Nr 45
Female 73% 995
Male 27% 372
100% 1367

mnaé eosmingigmunguanGIm iy ghpunpiv

Adherence at Stoong OD

n a

#1511l Adherence to routine medication in Stoong OD

Nr 50
The DM patients Riels spent by Riels average |Nr of patient
% adherence by [should have spent if Diabetics on |Nr of patients |per actual with 1st Nr of times
Diabetics 100% adherent Year medication [who bought |buying DM prescription |they bought
43% 81,218,701 2014 34,839,280 439 74,284.18 469 1782
Nr 44
The HBP patients Riels spent by Riels average |Nr of patient
% adherence by [should have spent if HBP on Nr of patients |per actual with 1st Nr of times
HBP 100% adherent Year medication [who bought |buying HBP  [prescription |they bought
32% 18,936,190 2014 5,971,350 245 23,417.06 255 589
Nr 45
Female 78% 533
Male 22% 150
100% 683
anregAndspsviNIvUEIv RSt In Kompong Thom province, our primary
NSO RHUICAGSShIAMS [ﬂij]‘j“‘]ﬁjmﬁjﬁﬁ prevention team, that has 6 PE, organized
N (2] S
Ilmsware) 9adRAboam i BNHIG NS primary prevention in communes. In 2013,
1 =1 =3
1
Geshamsy A01S6 ¢ neindmesi m;LﬁULﬁh 613 local authorities received information
sinmunEAtwANpUAAUAMNWAN-AISA about risk management.in Baray Santuk OD
4 n =3 f n a
G ANREN096E MMmGismeseey 98 and in 2014, 619 local authorities in Stoong
(=3 a ~ 2 2]
IslanpuAp AU AN OD.
H a
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rruh§iiIANES Laboratory Services

Financial support from GIZ allowed us to set
up Peer Edcator Network in Angkor Chey OD.
At the end of 2014 we have trained 10 Peer
Educators in 10 health center areas that had

to be covered.

Screening & Membership Growth

At the end of 2014, there were 230 diabetes
patients registered and 119 Hypertension
(without diabetes). Also in 2014, RDF system
was set up in the referral hostal in Angkor
Chey OD. These 10 PEs have screened
30,714 adults in 63 villages at the end of
2014. 1 Village High Blood Pressure Group

had been set up.

mnaé etsmadimeasiune§ifinniisigaghpunpwivfisiitwUse of lab services in Angkor Chey OD

Yearly Use of Lab Service

Angkor Chey Patients with . . Non Diabetic
oD Lab Profiles Diabetic HBP
2014 254 172 82
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We started laboratory service in Angkor Chey
OD in April 2014. There were total 236
patients with a lab profile in our data system

up until the end of 2014
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If we compare members that used laboratory
services to members who registered, the

utilisation ratewas approximately 68%.

Consultation Services

In 2014, there were 28 medical consultations
sessions at referral hospitlal in Angkor Chey

OD.

mnné e2:maimesishiign et mhwyndd§nmuifughpunipfufHiidw Use of medical consultation by
DM in Angkor Chey OD

Angkor Chey OD

Nr of consultation for DM

Nr of individual DM

2014

706

202

mna§ eszmuiimedtranigm:SinnwyasdfmiuunygipunpiufHRitu Use of Medical COnsultation by
HBP in Angkor Chey OD

Angkor Chey OD

Nr of consultation for HBP

Nr of individual HBP

2014

229

95

mnaé edzpuh et smsiimmanhwyntdm ot unsgR R s ufHRitw Consultation not
used by Hypertension patients in Angkor Chey OD

Nr of individual HBP
consult the docotor

% HBP not consult
the docotor

2014

95

20%
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Revolving Drug’s Fund & Adherence to
Prescription

It is too early to measure Revolving Drug Fund
and adherence. The anaysis will be shown in

2015 report.
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U u§if N8 Laboratory Services

The financial support from LD allowed us to
set up Peer Educator Network in Chamkar
Leu OD. At the end 2014, we trained 11 peer
educators from 12 health center areas which

had to be covered.

Screening & Membership Growth

At the end of 2014, there were a total of 288
members: among them 185 diabetes patients
registered and 103 Hypertension (without
diabetes). Also in 2014, RDF system was set
up in referral hostal in Chamkar Leu OD.
These 11 PEs have screened 7,207 adults in
76 villages at the end of 2014. 1 Village High

Blood Pressure Group had been set up.

mniaé es:muiimesiashu§iiianasisighgaunpAv] Smind Use of lab services in Chamkar Leu OD

Yearly Use of Lab Service

Chamkar Leu Patients with Diabetic Non Diabetic
oD Lab Profiles HBP
2014 198 132 66
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In 4th quarter of 2014, laboratory service
started in Chamkar Leu OD. There were 198
members who received laboratory service. If
we compare these figures to 288 members who
registered with PEN, there were 69% members

with lab profile.
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Consultation Services

In 2014 there were 6 medical consultation
sessions at referral hospital in Chamkar Leu
OD. There were 92 diabetes member (cases)
who receved medical consultation services in
total 165 times. Also,48 hypertension patient
membersconsulted their doctor 89 times.
Table below shows that 14% of Hypertension
without DM patients didn’t come to receive

medical consultation during 2014.

whtkgh g SAghg bo9Ics g

mnng eszmafiimesirunigmetd mhwyndd§mnuijughpunipfufEmitnd Use of medical consultation by
DM in Chamkar Leu OD

Nr of consultation for Nr of individual
DM DM

165 92

2014

mnaé ezzmafiimesin i tihwegntAmianing Use of Medical COnsultation by HBP in Chamkar Leu OD

Nr of individual
HBP

48

Nr of consultation for
HBP

89

2014

mnié essreuniipn:iiinudsmsifiimarhwindAiasniny Consultation not used by Hypertension patients
IN Chamkar Leu OD

% HBP not consult
the docotor

14%

Nr of individual HBP
consult the docotor

48

2014
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The SMS by mobile phone support diabetes
management is a "translational research" of
an intervention with mobile phone SMS in
addition to a Diabetes Self-Management
Education program (DSME) in Congo,
Cambodia and the Philippines.

Introduction

DSME is “the ongoing process of facilitating
the knowledge, skills, and ability necessary for
diabetes self-care. The overall objectives are
to support informed decision making, self-care
behaviours, problem solving and active
collaboration within the health care team and
to improve clinical outcomes, health status
and quality of life”. Self- management of
diabetes involves behaviours such as healthy
eating, being active, monitoring, taking
medication, problem solving, reducing risk and

health coping.

Objectives

The aim of this research project is to evaluate
the effectiveness of a mobile phone Diabetes
Self-Management Support (DSMS)
intervention on top of an existing Diabetes

Self Management Education (DSME) strategy
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available in each of the 3 mentioned countries
to improve health outcomes, access to care
and enablement of people with diabetes. This
research selected 480 patients randomly in
each country to participate by dividing into 2

equal groups.
Research Method

240 cases among the sample are in the
intervention group and the other 240 cases of
the sample are in the control group. The
allocation by group and chance of
participation are randomly selected. All
sampled cases get measurement of blood
sugar, blood pressure, weight, height, waist
and hip size and will be interviewed in person
to determine primary information of every
patient like disease situation, receiving
treatment, self-management result level

in the middle of research

before intervention ,

period and at the end of research period.

Strategies and main intervention methods

The project introduced a DSMS intervention in
addition to an existing Diabetes Self-

Management Education strategy
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by providing mobile phones to randomly
chosen patients with diabetes to use this for
support when needed and to communicate
about behaviour change, results and
reminders. In Cambodia, the study context is
MoPoTsyo's community-based peer educator
programme, in which peer educators are
responsible for the DSME strategy, supported
by a NGO headquarter office in Phnom Penh.
The peer educator groups/participating
centres that take part in the study are situated
in at least 4 provinces/municipality (Phnom
Penh, Takeo, Banteay Meanchey, Kompong
Speu).SMS receiving group received written
sSms or voice message to patients in
intervention group at a rate of 6 messages per

week

Data analysis method

Differences in outcome measures will be
analysed per country using Stata 11
(quantitative data) and NVivo software
(qualitative data); and realistic evaluation to
assess processes and context factors that
influence implementation in order to
understand why it works, for whom, under
which circumstances. Beside,a costing study
will be performed. Multi-country analysis of

mentioned parameters will be done.
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Main outcomes/results to be expected

The project aims to reach a measurable
improvement in health outcomes (HbALC,
blood pressure, Body Mass Index (BMI), waist
circumference and diabetic foot lesions), but
also in the access to care and enablement of

patients.

Acitivities in 2014

1. Research program started in
2011 and messageing started in
October 2012 and will finish in
December 2014. Below are
some acitivies have been done
in 2014:

2. Implementing voice message is
done instead of SMS, start in
January onward

3. Application to continue research
for the 3th year to national
research ethics committee of
Cambodia Ministry of Health

4. Collection datastage 3 in May
and June for blood sample work
for reseach participants

5. Meeting mid research and show

data

baseline analysis at

Tropical Medical Institute,

Belguim in August.
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6. Data collection at finished state
in December.

Planned Activities in 2015

1. Preparation data collection and

entering into research data

system.

2. Preparing in-depth discussion
with participants for feedback
after finishing research

3. Preparing report to show

research result.

Research Funding

We received our funding from Institute of
Tropical Medicine in Antwerp (ITM), as part of
the BRIDGES fund (LT10-341) an
International Diabetes Federation programme,
supported by an educational grant from Lilly
Diabetes,
http://www.idf.org/bridges/supported-

projects/long-term/LT10-341
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This PATH USA continued during 2014.
MoPoTsyo finished research project for PATH
(USA) to compare methods to screen for
Diabetes Mellitus. This research project started
in November 2013. A year later the project had
studied 1,315 adults who came from a poor
area called Borey Sothepheap on the outskirts
of Phnom Penh.The research participants used
a urine glucose strip to test by themselves and
volunteered to get blood teststo screen for
diabetes. The tests included drinking sugar
water (OGTT) and HbAlc test. Blood sugar
level was measured by Glucometer on drop of
capillary blood from finger tip and venous
blood. The survey data are not suitable to
measure prevalence in the general population,
but the survey results can help inform policies
on screening for diabetes in the context of
Cambodia. At the end of 2014 discussions
were held in PATH in USA about continuing
research. This research study was completed
at end of November 2014. After analysis by

PATH USA publications will made.
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1. Sign a contract with MoH — HSSP2

project in order to help the MOH
prepare policies to allow it to take on
responsibilities for the peer educator
networks in all 5 OD’s in Takeo.
Discuss with WHO to include into its
PEN package (the Essential Package
for Non-Communicable Diseases) also
a role for communities of chronic
patients and peer educators.
Try to find financial resources in order
to strengthen the still immature peer
educator network in the GIZ supported
Operational District of Angkor Chey
OD. The Peer educator network there
was only created at the end of 2013 on
request of GIZ with GIZ funding to
MoPoTsyo.
Implement the 2" year of cooperation
with LD with regards to peer educator
networks in Baray Santuk OD
(Kampong Thom) and a new Peer
educator network in Chamkarleu OD
(Kampong Cham) and the action
research projects on 3 topics:
a. Improvement of the situation
regarding HBP through:
i. introduce chronic care
for hypertension

patients at Health

Center level
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ii. pilota salt substitute
(KCI) to replace sodium
(NaCl) and work with
WHO and Ministry of
Industry and Handicraft
on production of salt
substitute

b. Analyse the feasibility,
effectiveness and cost of
including Dyslipidemia as an
associated disorder in the
treatment of patients with
diabetes and or hypertension in
Cambodia;

c. Study if it is possible to add

screening for main mental
health problems as part of
routine disease detection
activities by peer educators for
diabetes and or hypertension

with referral;

5. Build capacity of the OD Director to be

involved in the management of Peer
Educator Networks to balance the
power of NCD clinics, so in the future
peer educators are not going to be
used only as a marketing strategy of
NCD clinics but instead work in
collaboration with clinics with common
goals as “protectors of long term
health”.

Ensure that the data linked to patient-
outcomes and their use of services
including the data needed to monitor

their adherence to
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10.

11.

therapeutic treatment, will still be
recorded, analysed and used after
hand- over of the peer educator
networks to OD Office.

Improve the database software and
hardware (procurement of a new
server is long overdue).

Cooperate with Center of Hope and
MoH to organize trainings of Doctors in
providing medical care for chronic
patients with diabetes and
hypertension within the Operational
District.

Discuss with MoH to extend treatment
of hypertension to certain Health
Centers.

Complete the two ongoing research
projects: the 3 country study on SMS-
messages for Diabetics (Bridges
funding from ITM Antwerp) and the
study to compare screening methods
for diabetes (funded by PATH, USA);
Let Price Waterhouse Cooper also do
the combined financial audit of our

financial years 2013 & 2014,
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Province |mimi
oD |wiimi
From  [01-01-2014
To 31-12-2014
Sum of N HC
D Indicators geu miAy wmagfia |paasmpn|  Ean RN g faana | #pamteny | #Rimi o [Grand Total
1|GgsSpubiSpinsgAgasn 1 2 1 2 2 1 1 1 1 12
nuhgihygnngénmuiguitumsms
2 83 188 155 231 188 93 142 182 206 181 1649
ans
gnngéniseigeiduannfmeasiun
. 39 75 39 48 % 73 37 80 9% 98 681
(AyBRIAIFID)
nufganndiduunsitumsns
4 436 985 813 1210 982 487 743 951 1076 947 8630
ans
gangid oy Anniim i (o
5 24 11 6 2 13 75 4 25 6 20 186
smiFan)
Ggsynnginmuiguimsnininian
6|, i’ 1 3 9 3 2 14 5 10 3 6 55
AgRImuImWminnis:
GgsynnGiiaunsimsg g
\ . 1 6 2 1 4 18 1 1 1 34
AGJINITMIANIS:
Ggsynngénmuiguinnigieun ns
8 - S 6 3 35 14 12 66 54 190
wgnuunu§ifitnné<obie
Ggsyangiruunuinniiun ms
9 2 P 8 1 2 22 4 37
ngntshu§iitanns<obis
Ggsynndfnimuijumsngugnms
1o 7 ! 18 5 4 8 54 30 5 6 43 9 182
Fpgighiwmumizgaims
GgsHANGINT AU SHFUNMS
"0 . 15 3 1 4 46 1 1 1 72
Gomigniwumizghigm
Ggsynnddnmuiguinmigieun ns
12 0%, 2 15 3 36 9 9 12 10 12 108
BJRIAUA 141 - 160 mm Hg
Ggsyntfifnimuiguinnideun ms
18 4 3 1 2 5 15
FBJRIRUA 161 - 180 mm Hg
Ggsynndfnmuiguinnieun ms
1 2 1 3
mlhgnjﬁ > 180mm Hg
Ggsynandmirsninuinafeun ns
15 0%, 1 4 2 2 7 1 1 18
a3agin 141-160 mm Hg
Ggsyandmiannuiniigeon ns
16 0 ", 1 3 1 1 6
BJRIAUA 161 - 180 mm Hg
GgsyatAGnnuanafeun ms
17 2 2
f3egrin > 180mm Hg
Ggsynndfnmuiguinnieun ns
18 7 1 1 4 1 18 25
MY UL 126 - 140 mg
Ggsynndfnmuiguinnigieun ns
19| % 2 1 1 23 3 1 21 3 55
m'ﬁhﬁﬁﬁSU‘ijmi >140mg
Ggsynnddnmuiguinnigieun ns
20 ° 13 48 10 41 17 19 3 @ 16 17 225
/I WU UHUNI > 180 mg
Grand Total 655 1354 1038 1546 1486 899 946 1337 1568 1356 12185
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-1|6gsbautitn 3 1 1 2 1 2 1 1 1 1 2 13
nphepyanfénmuigsinumsns
=2 289 243 204 218 210 246 182 197 166 150 238 165 784 3292
ans
nngenmuiguinuinadmasn
5 . 77 39 8 44 24 58 8 68 34 1 64 53 39 557
(ryomIAI§9b)
iphgphgan§idunnsitimsmns
=4 1510 1271 1069 1142 1100 1289 954 1032 868 783 1246 861 4100 17225
ans
AnGIn auung ARIFMATIUN (A6
E 2 20 6 42 10 5 18 3 2 6 10 9 15 146
A
Ggsynnfémmulguimsgimupign
=8|, " ey E( g e kil 13 1 2 4 6 7 8 8 5 2 56
figjaIn T WMINNIS:
Ggsynnfiimamnsimag:agn:ign
=7, _ 10 1 2 2 1 3 19
g ITm WmInnS:
Ggsynnginimuiguinaiinun ms
=8 L B 7 13 1 4 1 2 12 20 60
gnatns§iiranni<obia
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=9 L e 3 2 1 1 2 1 10
gntnudifitnns<obis
Ggsyangiamuljumnsijugms
=10 % N 35 7 14 21 9 40 3 10 21 43 10 18 231
Sompniwiumisgamuw
GgsyAngid s sHiuMMS
=nf Y ., 6 3 10 3 2 14 2 1 6 2 7 56
Smyinhiwnumizgamu
Ggsyntddnimulguinnigiiun ms
“12) 77 12 2 6 8 2 3 6 12 7 23 81
fjagain 141 - 160 mm Hg
Ggsyntddnimulguinnigiiun ms
SLE I 1 1 1 3 3 3 12
jagain 161 - 180 mm Hg
Ggsuntdgnmuiguinaiinun mns
“1af 77 1 14 1 16
ajagain > 180mm Hg
GgsiatdnGaunufnnieen ns
=15 7% 3 2 2 1 8
ajagaGa 141 - 160 mm Hg
GgsgatdmGaunuinnieen ns
=16 [ °, 2 2
#jagain 161 - 180 mm Hg
Ggsyatdndunsinniinun e1s
=17 070, 1 1 1 1 4
#jagain > 180mm Hg
Ggsyntddnimulguinnigiiun ss
=18 * 1 1 2 5 1 8 1 1" 30
NAAIYSUUHILNI 126 - 140 mg
sgsyntdénmuiguinniiiun s
=19 * ' 4 6 3 4 7 9 5 2 1 9 50
MNEIYSTUHLNT > 140 mg
Ggsintdgnmuiguinainun ns
=20 51 12 30 2 5 18 2 2 8 24 31 1 226
AW WL THINI > 180 mg
Grand Total 2042 1605 1429 1490 1374 1716 1157 1354 1140 934 1668 1174 5011 22094
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=1|GgsBRHUTERRIMSGIAGAIN 1 1 1 1 2 1 1 1 1 1 2 1 14
nuhgihynngfnmuiguidumsms
=2 166 [ 230 [ 164 | 163 247 | 899 | 150 | 255 [122| 217 | =206 | 128 | 114 [158| 225 3444
ans
gangénimuiguigufnndimasiesn
=3 . 10 |10 | 14| 41 47 66 | 99 | 98 |26 | 11 16 | 28 23 4 15 508
(AyTRIAIF D)
nuhgagnngiisunsidrumsos
=4 869 |[1203(859 | 852 1294 | 4702 | 786 | 1334 | 639 | 1134 |1076( 671 | 597 |825| 1177 18018
ans
gangId iy AndIT M AN (Yo
: 0 4 2 |13 8 9 2 73 | 59 | 7 2 | 14 4 21 2 220
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Ggsynngénmuigu§megn:gn
=8|, . i 5 8 7 7 16 | 14 | 3 3 1] 2 5 1 1 73
g I mMinnS:
GgsHANTIN ATUNEEMSGIUN:An
=7|, . 1 2 1 10 4 1 1 19
AT MIANTS:
Ggsynugénimuiguanaiun ms
=8 .. S 5 1 7 46 | 35 | 16 | 2 7 3| 5 3 2 3 135
wgntns§ifitnnd<olie
Ggsynndidruunsinhiieun ms
=9 A Lo 3 27 | M 1 2 10 54
wgnians§ifnnd<obie
Ggsynudfnimuigumsngugnms
=10|_° X 3 5|6 11 12 11 50 | 38 |12| 5 6 | 10 9 1 2 181
Fyigniwnumisgam
GSSHARTING A NINBESHYULN TS
|7 X 4 1 2 1 2 | 14 |3 1 7 55
Fomgniwnumisgamu
Ggsynndénimuigudnaniun ms
SIF 2 18 4 7 5 27 | 3 2| 3 3 5 79
EURIRUA 141 - 160 mm Hg
Ggsyntdfnimuiguanigiun ms
=13| 1 3 2 1 1 3 11
ﬁjlfbimﬁ161-180mmHg
g8yt wnnsinnidun ms
=45 0 4 2 5 24 1 1 37
FURIFURA 141 - 160 mm Hg
GgsyAtag unnsAnaiiun n8
=16 " 2 1 1 2 3 9
303 161 - 180 mm Hg
Ggsyntdmiruunuinhigieun ms
=17 1 1
fURINUT > 180mm Hg
Ggsyntdfnimuiguanigieun ms
18| ©. 1 1 7 11 1 2 | 1 4 3 31
MARJTYSUYUHIUNI 126 - 140 mg
Ggsynatdfnmuigudnndneun vs
=19 7 1 5 11 9 3 1 1] 2 3 1 1 38
MERFIHSUYUHIUNI > 140 mg
Ggsyatdénimuigudninineeh ns
=20| * 1 2| 2 20 18 20 | 26 | 59 [19| 5 5 | 13 4 2 9 205
AR WU UHUNE > 180 mg
Grand Total 1053 (1457|1080 1133 | 1659 | 5781 | 1330 | 1963 | 838 | 1385 [1321| 880 | 771 (1036 1445 23132
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=1|Bgspuvisgimegigasn 1 1 1 1 1 1 1 1 1 9
nuhgganiénnuijsidumsns
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Ggsyatddamuiguininieun ns
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=16| ﬁ‘.’gﬁ‘gn‘ﬁ fi 161 - 180 mm Hg 2 1 1 4
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=117| ﬁ'ingn‘sﬁﬂst)mm Hg 1 1
Ggsgatddmmuiguinnnieun ns
=18[tNf iy S UINUNI 126 - 140 mg 2 5 2 2 1 2 14
GgsyntAfamuiguannndiun ns
=19t finjigSUYUHIUNI > 140 mg 1 4 2 5 4 16
Ggsgatdfmmuiguinanieun ns
=20[ch g I{MW U BH NI > 180 mg 11 11 13 2 1 1 1 3 35 1 79
Grand Total 1335 557 1682 229 132 | 1087 | 1404 617 815 1598 | 1630 | 1045 | 4426 | 17557
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gnngénmuiguidruannimaiieen
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iphggangidunmsiiimnsms
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HANgG RNy ANRISIMATIUN (AYB
=5|s1ri§9) 23 27 37 3 7 13 2 18 9 139
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“elfginmmwminnis: 8 16 32 2 6 13 1 15 21 114
Ggsunniinnuimen:mip:an
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Ggsynnfinmuiguingirun ms
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GgsyAndIGaunsAnnieun B8
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Ggsynnginimuiumsigugnms
=10 migniwaumisgagmuw 11 24 61 8 14 17 13 30 21 2 201
ﬁgssj%ﬁﬁxnﬁ%mmﬂﬁmsﬁgﬁgﬁﬁﬂsém
11 tﬁ@‘mm:mmmizqmmm 8 3 12 1 6 1 11 2 44
Ggsyanifnmulguinnndun ms
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=13| g en 161 - 180 mm Hg 1 1 1 1 4
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=15|ergrlin 141- 160 mm Hg 4 2 1 7
Ggsyntddnmudniiieun g8
=16 ffgngn‘}mm - 180 mm Hg 1 4 2 7
Ggsyntdfnimuiyuananieun ms
=18 Argi g SU)UHIUNI 126 - 140 mg 1 3 6 8 1 2 1 3 25
Ggsynifdnmuiguingirun ms
=19| RIS U)UIMUNI > 140 mg 3 9 20 4 6 5 7 3 4 1 62
Ggsyntddnmuiyuinaieun ms
= 20|t figgi M W)U > 180 mg 16 13 48 15 9 33 15 25 13 6 193
(Grand Total 1273 1532 5393 820 801 1302 786 1314 1023 921 15165
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I " 17 6 | 19 1 4 7 9 15 2 8 1 8 8 2 3t 4 19 242
§ominniwmumizgarmus
Ggsunu§IinnBmSHEUMMSEn
; . 10 2 4 6 15 12 2 6 1 2 6 6 4 3 3 8
finninmizgm
GgsynnAdnimuiguanaiinun ms
L 1 1 8 13 4 4 16 1 3 2 8 1 5 15 7 7 127
ajagnin 141 - 160 mm Hg
GgsyatAdnimuiguanaiiiun ms
L 6 1 8 1 1 5 1 2
jagein 161 - 180 mm Hg
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s 2 1 1 2 8
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S 6 2 5 8 3 4 1 3 14 2 6 1 3 3 61
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GgsyanAdnimuiguanaiiiun s
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tal 10740 | 1330 |1328| 1098 177 1277 839 1052 872 988 | 910 | 1365 865 1428 1527|867 1148( 31755

140




Province| AMAR ;
oo [Ande .
From  [01-01-2014 5
To 31-12-2014 #
Sum of N HC (5
ID [ {indicators | mimamsi|pataea|Eaqu |moa: oo gpis|dpas|mena | panga gia | prna|ipa s [ip sgnsag| dgomann[sunaia [imam: [imasa]s Y i 5G| 800 |Grand Total
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“19| 7 20 15 8 1 16| 26 5 9 15 13 7 10 2 22 2 4 1 7 4 22 219
M ARIHSYUMNUNI > 140 mg
Ggsyntadamuigsanaiin ns
20| 7 9 15 47 17 4| a8 3 25 61 39 9 16 50 8 6 3 9% 27 25 52 599
AN UL > 180 mg
(Grand Total 1647 1630 1819 | 1454 | 1221 [1578 1500 | 1970 7719 1586 2500 1826 1563 1583 | 586 | 1521 | 1053 | 1741 | 1555 952 1369 | 2608| 40981
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Province|finiti =
oD |mnwanwga i
From  01-01-2014 =
To 31-12-2014 5
Sum of N HC
ID [ |Indicators o ft | Andg [iAns| gagn [Bada |agngpt|aininain | alama| ipadg| @m g vl mawen| G | wim | mang | ah |Guig| o ugi| Grand Total
“1|GgsdpubiSqipimsg:igusn 1 1 2 2 2 1 1 2 1 3 1 1 1 2 1 1 24
iphgpgnnginmuisisumsns
=2[ans 315 | 111 | 169 | 158 | 140 178 858 189 | 134 [117| 179 | 206 | 178 [121| 150 | 129 | 199 | 190 112 3833
gnngénimuigulinfnnidymeatun
=3|(yusIniFob) 83 48 | 53 | 42 62 29 50 128 17 | 3| 8 | % 93 |79 64 40 |40 | 79 6 1089
pfgphgangiiunnsiinmsns
=alans 1647 | 582 | 884 | 824 | 735 931 4490 991 | 703 |614| 934 |1078| 932 [633| 785 | 673 [1039| 994 587 20056
AN ANy Annimaiun (Yo
=s|snig o) 61 19 | 34 | 31 31 6 26 72 12 17 | 87 51 |27 29 71| 64 | 107 5 850
sgsynufénimsljuimsgg:gh
“elfignTmwMinnIg: 11 15 | 29 | 15 5 9 21 52 6 28 | 39 16 |27| 48 6 | 7| 12 4 360
ég:ssgﬁm;imfimmﬂﬁﬁmsq:rmgzgh
“7lagmuimwminnis: 11 7 | 29| 8 2 1 6 29 3 1| 43 11 6| 27 37 | 21| 18 1 27
Ggsyanginmuifsannnieun ms
“glrgnntnuifitanné<abis 14 18 | 42 | 27 10 18 32 48 5 | 2| 28 | 38 30 |20 35 16 | 15 | 31 4 433
GgsyAndilaunsAnniun M8
“olugnnurunufifitantf<abis 10 9 [ 12| 10 5 2 18 2 3 20 | 32 15 | 2| 12 31 | 18| 18 3 246
GgsyandFamuijsnsHyumms
-10§rﬂ§iqhsm:mmmfzthmm 23 16 | 17 | 25 16 12 12 58 7 39 | 45 21 29 | 30 19 12| 20 3 404
GgsHANTIG I ANENSHEUANME M
S1|gighiwinumisghigms 13 9 | 3| 10 5 2 4 30 1 21 | 32 9 7| 10 % | 7 6 3 197
ssuanddnmulguannninun ms
=12|rjagriin 141 - 160 mm Hg 5 5 | 15| 1 7 3 9 1 5 4 2| 3 2 71 10 3 82
GgsyntAFnImuifuiniun ms
=13|¢Jayriin 161 - 180 mm Hg 1 1 3 1 1 1 1 1 1 1 12
Ggsyatddamulysannninun ms
=14{ejagrin > 180mm Hg 1 1
GgsyAndiaunsannieun ns
=15|ejag0in 141160 mm Hg 20 4 | 8 5 1 4 3 2 72 | 27 2| 5 1 2 | 24 178
égégﬁﬁﬁmﬁmmﬂﬁﬁqhq)ﬁrmﬂms
=16|rjayriin 161 - 180 mm Hg 2 3 1 1 2 1 15 1] 4 1 3 1 1 36
GgsyAndiaunsdnnieun ns
=17edanin > 180mm Hg 1 6 1 1 9
évégﬁﬁﬁéﬁrmafgaﬁqhmﬁlmnms
=18t fin]iySU)UMUNI 126 - 140 mg 2 2 |2 5 2 2 2 31 1 17| s 10 |12 19 9 2 1 15
Ggsyanddanuifsannnieun ms
=19\t fagigSU)UIMUNI > 140 mg 8 10 | 4 5 5 5 14 28 3 17 | 8 5 |22| 12 9 6 9 4 174
Ggsgntddnimuifsannninun ms
=20t fiagi M WU)BHLNI > 180 mg 55 17 | 1 2 12 17 8 24 1 33 | 18 6 | 4| 17 1 11| 34 266
Grand Total 2281 | 874 (1307 | 1168 | 1045 | 1219 5548 1722 | 903 |738 | 1618 1750 | 1388 |995| 1252 | 1081 |1454| 1556 | 737 28636
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Province N1 o
oD a1 =+
From  [01-01-2014 T
To 31-12-2014 -
Sum of N HC
ID | |indicators S|Bamigme|Gamidd| i | (9 | UHsaNE | [IEN [ERiAn| IgGEFEUNAN{ME |tai | AT G |Grand Total
“1|GgsSautidnnimssAgrusy 2 1 1 1 1 1 1 8
phggangénmuigidumsms
= 154 168 | 209 (154 | 206 258 | 161 197 218 | 152 1877
GhH]
gangénmuiguidudnnndmesiesn
=3 . 46 71 | 37| 69 39 5 30 41 137 | 32 507
(ryGRIAI§9Y)
s ggangiduunsitimsmns
= 806 878 1094|806 | 1075 1350 | 845 1028 1143 | 797 9822
hH]
ganged iy Andmaiiun (yo
= 9 52 76 | 36|15 49 25 26 63 | 14 356
mni§an)
Sgsynngémmuiguimsnnngh
=6, i 33 50 | 21|39 39 5 18 20 110 | 32 367
figpunuimwminnig:
GgsgANGIGNEimSG I gh
=70, . ' 29 2 |28 09 49 14 19 61 14 265
AGINUINWMIANIS:
Ggsyandémsuiguinindnun ms
-8 .. S 22 10 6 | 24 13 3 7 48 5 138
gnuunu§ifitnni<obie
Sgsunndidnmudnfeon ms
=9 14 1|12 1 4 5 14 61
wgntruhu§iitanns<obie
GgsynngénimuigumsHyjumms
=107 8 28 [ 11|24 6 3 8 17 49 | 13 167
Fmipniwinumis It
GgsyandibauunsmsHjurmsém
1|, A 6 23 |93 2 4 7 2 56
waniwnmiggam
GgsgandFnmuigudnndneen ms
SIE N 5 14 |59 3 3 7 6 52
ey 037 141 - 160 mm Hg
6ﬂssg fémsuigudningieun ms
13| 1 113 1 1 1 3 8 2 21
fu:ﬁg 161 - 180 mm Hg
ﬁUSS;iﬁfiﬁGﬁrmH[QHﬁqufﬂmﬂ 18
14| 7F 1 1 2 1 5
RJRJFUTA > 180mm Hg
Ggsyntimdruninudnindneuh ms
s15) 0 °, 29 13 (115 24 15 16 13 2 128
PBJRIFUA 141 - 160 mm Hg
Ggsyatdnisnmnuinnidun s
=16 0 3 10 1 7 6 3 2 32
RJRJFUA 161 - 180 mm Hg
Ggsyntimdrnnudnidneuh ms
=17| 0 2 1 2| 2 4 1 1 1 14
BJRIFUA > 180mm Hg
Ggsynatifmsuiguinindneun ms
=8| ©. 8 5 7 |1 8 2 1 9 2 53
tAAJIESU)UHIUNI 126 - 140 mg
Ggsyntdmmuigudniun ns
=19 7 7 12 |17 | 15 8 1 7 4 15 5 o
MARIIYSU)UHIUNT > 140 mg
Ggsynatifmsuiguinidnun ms
=20 ° 19 18 | 35| 40 27 6 40 59 1 245
ARSI WU UHIUNI > 180 mg
Grand Total 1245 1432 (1541|1232 1565 1623 | 1146 1441 1966 | 1074 | 14265
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Province|fin i ¥
oD Hpi x
From  |01-01-2014 5
To 31-12-2014 5
Sum of N HC;
ID [ |indicators <| 68 |msimy|idvgn|dyagas| m8 [(aniaanan |(ud |[fEy | admnrd | #2385 6| Grand Total
“1|GgsBqutiSiRimsg:Agasn 1 1 1 1 1 2 1 1 9
nuhghyangénmuiguitumsms
= 227 | 136 | 103 | 151 |210 152 142| 160 | 155 129 1565
Ans
gang§nmmuiguidudnidmesesh
=3 . 65 5 10 12 | 39 20 6| 25 12 34 228
((yBsIni§ab)
nudgigangdasnnuidrmsms
=4 1186| 713 | 538 | 792 |1007| 795 744| 839 | 809 673 8186
ans
gangd anuny Annidmastan (
=5 7 39 6 6 |18 14 3| 8 13 12 119
HIGN)
Sgsynngfmsuigufmsennmn:an
=6|, . - 65 5 10 12| 39 20 6| 25 12 32 226
AN I MIANIS:
Sgsynandidsunsimsgeiun:gi
=7/, . - 39 6 6 |18 14 2| 8 13 12 118
AGRINUINWMINNIS:
sgsynngémmuigudnndeun ms
=8 44 4 4 7 |29 19 4| 22 5 18 156
gntunu§ifinenns<abis
Ggsgnandibaununsinndeeh ms
=9 27 1 3 1 10 2| 6 9 6 75
gkuunu§iienni<abis
Sgsynngfmsuijvmsgugnms
=10|_° X 47 4 5 8 |18 11 6| 18 3 22 142
Fmyigniwmumiggimw
GgsgandiunnsmsHiummsém
=11| i 17 2 1 2 7 2| 3 5 3 42
wianit:numig g
GgsgntdfmsuigsAndneun ns
s12| 7, 10 1 6 8 1 2 ] 2 5 37
FJEgrun 141 - 160 mm Hg
Sgsyntddmsuiyuinidieon ws
=13 %, 1 2 2 1 1 3 10
#eyrin 161 - 180 mm Hg
ﬁuS§ﬁﬁ5§ﬁlme§HﬁthLﬁlﬁjﬁ 18
=14 1 1
fujﬁ% fi > 180mm Hg
ﬁusgﬁﬁﬁ;mmmaﬁnhnﬁrmn 918
15| 22 4 2 4 6 1] 1 1 3 44
FUEgrun 141 - 160 mm Hg
égsgﬁﬁﬁtmmm&iﬁqmﬁnmn 18
=16 7 11 2 1 2 1 17
#agrin 161 - 180 mm Hg
Ggsgnatdnbrsunsinnndneun ms
=17| 0, 1 2 3 6
2h) 9E‘u’ﬁ>180mm Hg
Ggsgntdfmmuiysindneun vs
=18| °. 5 1 1 8 1 26
MARJIESUUHIUNI 126 - 140 mg
Sgsynatddmsuiyudnidieon ms
=19| °. 15 6 7 |13 2 2 5 50
MARJIYSUIUHIUNI > 140 mg
Ggsgntdémauiguinudneun ms
=20| °. 40 3 9 14 |19 9 3| 3 6 12 118
A AT U THUNI > 180 mg
Grand Total 1863 | 872 | 711 | 1037 [1533| 1084  |922| 1130 1049 | 974 | 11175
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Province|fniity 5
oD antihy ¥
From  [01-01-2014 =
To 31-12-2014 5
Sum of N HC
ID  |Indicators | Smisanh (niwn [ f | mua| mah | mingan | usogi[wesiin | anied | 87 |t $1U|Grand Total
“1|Ggsdgutidapimsg:Agausn 3 11 1 1 1 1 1 1 11
uhgyangénnsiguidumsms
= 226 191 | 17| 87 | 188 | 139 | 156 95 |176| 153 1528
Ans
gangémmuiguiaudnndmeaorn
2 . 12 51 | 4| 1 9 8 15 21 | 46 18 185
((yssini§an)
iuhgpyanfiduunsidumsgs
=4 1180 [1002 | 612| 454 | 986 | 725 | 818 498 | 921| 799 7995
ans
gangid iy Andimesiun (Yo
=5|% 5 27 8 13 | 33 1 7 |6 4 104
siAi§an)
Ggsgnngfmmuigudmsnnmann
=6/, ) ' 11 51 | 4| 1 9 8 15 21 | 46 18 184
fgInUIMWmInNIS:
Sgsynndiduninsfmsgarun:gi
=7|, . - 5 26 8 13 | 33 1 7 |6 4 103
figinuimwminniss
Ggsgnngémmuiguinnfun wis
-8 . S 9 34 | 2| 1 7 6 9 14 | 32 15 129
gnishu§ifinnd<obis
GgsygAngInd arunuAnigieun ms
=9 . L 4 15 4 8 25 3 | 4 3 66
wgnntshu§inianni<obie
Ggsgnngfmmuigumsngugnms
=10 " X 7 20 | 1 5 7 6 10 | 21 8 85
omyighiwnumisshgmw
GgsygAngd anumsHuNMS§m
11| ] i 2 8 4 8 17 2 | 4 2 47
Wahiwnumiggmw
Ggsgntdmmuiguinndun sis
“12| %, 2 2 2 1 2 4 13
#3agrGm 141 - 160 mm Hg
Ggsyntdfmmuiguinndun wmis
213 % 1 1 1 3 2 8
FJEYrUn 161 - 180 mm Hg
Ggsgntfdasunudniifun s
=15 0% 1 4 4 13 1] 24
#3agrGm 141 - 160 mm Hg
Ggsygnatm arunudnniiun ;s
16| 2 1 1 3 2 9
FJEYrUn 161 - 180 mm Hg
Ggsgnatddasrunudniiun ms
=17 1 1 2
FUEYrUn > 180mm Hg
Ggsyntdémmuiguinnidun s
=18 7 1 3 1 4 9
tAAJIESU)UHIUNI 126 - 140 mg
Ggsgntdémmuiguinnfun sis
=19 2 8 1 2 1 4 3 21
MARJIYSYUHIUNI > 140 mg
Ggsyntdfmmuiguinnidun mis
=20 7 14 3 3 2 15 12 56
T AJTI W U UHIUNE > 180 mg
Grand Total 1477 1461|741 | 545 |1237| 948 | 1149 | 2 680 [1290( 1049 10579
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FADNPBESBSBGRE RS ROINNIIVRBBRSSAI Revolving Drug Fund &

Rewards
- ‘L al -~ -] - a -~ L] J 9 ~ o - al .
annsimasadatgunomicnowgipghe§nnssuhaminn:
IRDHUG "
" on aa . .a eBid d td A RURIANY
onwswgn §if | rpiufonwanagn gid v wonwhvfinid §id o e
! ' ' #ido
9
frasansufi " , HANUAIE | BONMAS .
, viunguipgn | snauemn | BRNU NS . ) Brusnnsuf
mneguiyn B . sy . | MAaRE | @0 god , anm
P anwan -asgh it mndphd , mguiynany
nweh -wwgh 15 q
i fumImi o § e
igh oo dunwoow |, L i5% 09 fun woom
. ig6 09 djun Woom #w igE mo mnin | | . e
20 15§ m9 njm 105G i56 09 arum woom iy i§§ mo wan WO9G 800 15§ mo A
09
vwoom Bwo9a
1 |6gsEnimary innniadmeimuigum 56,200,075 135,348,002 70,700,198 32,730,451 | W
2 |Ggswmtn iBUm SHFuIAIY 1763 1,708 958 678 | i
3 [BgsEniminy iumninnsimy 45,347,350 101,667,180 1998100 | 48212730 | 1,194,550 35,550 31,416,780 | 10
4 |Ggsrmiin iumsigidmeiau 1,024 1,305 77 942 51 3 677|
5 |infiidinGndy sfiuin (15%) 6,802,103 15,549,792 7,416,425 4712517 W
6 [GgsmanwyRnSHGu MuneFne 81% 7% 70% 96%| MAILS
7 |wgsmnwiinisimusgnishnwg 78% 71% 73% 54%| MAI
mAdndndnauisupiivhisnnngo ]
& lsansina 5,397,099 11,498,423 5,300,262 | 3,543,492 | WU
imfnGnénsgiauiivhions g ws
9 o “ 5,397,099 | 11,145,766 353,772 | 5,113,163 | 178,619 8,480 3,543,492 | i
ansitglyw
10 [s§igimmies (1%) 53,971 114,984 53,003 35435 | W
11 [(puniuiug 4%) 161,913 459,937 212,010 141,740 | W
12 [ugurinafigm il (15%) 1,724,763 795,039 531,524 | U
13 [iwhtiinuinsontiuging] (20%) 1,942,955 2,299,685 1,060,052 708,698 | 1
14 [gionm Wyl ShynguBIRnWY (60%) 3,238,259 6,899,054 3,180,157 2,126,095 | v
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IWAMIRAULMMNBHHUISH

U= un, =17

1. BESHREHEE

FRIFRIAISY cigs
sHSmiuigy 3102 67.88%
L 1030 A 2072
STy 1468 32.12%
L. 472 A 996
RIS LR 4570
tr 1502 ar 3068
2.1 sgsmitifmRHilaRUYH
OIS Ggs
SHSRISUIgY 2655 70.88%
L. 857 A 1798
SHUG Y 1091 29.12%
L 351 ar 740
RITUSIHHN 3746
tr 1208 ar 2538
2.2 sgsminiFsEmyms
AIEIIS css
SHERISUIgY 10226 82.97%
Lr 2995 ar 7231
ST NY 2099 17.03%
Lr 690 ar 1409
AITUSIHHS 12325
L 3685 A 8640
3. ogsSyRRHSMEMuERULN
PSS Ggs
SHSHISyigy 7557 74.90%
LF 2424 ar 5133
SSiGanme 2533 25.10%
U 815 A 1718
AITUSIHHA 10090
L 3239 ar 6851
Friday, 22 April 2016 Chronic Diseases Statistics Page 2 of 6
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U= jun = 7

4, SEeyRtHmSMAR{RSMHIMmuUgU

Ienns cgs
sHSmisuigy 80 75.47%
L 14 A 66
SEiGaIANG 26 24.53%
L 3 ar 23
AU IHHE 106
17 a 89
5. MiUSSSRHISHANASIHHIOSSNY ((susSyumSisibiRwls)
AIEIenAsy css
SHEFISYIgY 64412 81.18%
Lr 20531 AL 43881
SNy 14937 18.82%
Lr 4925 A 10012
AU SIH 79349
L 25456 Al 53893
6. SgsSyAtHIRUMmSSERUSNIMESENAMWSIEN
PRIFIRAnSY Gss
sHSAsuigy 3322 78.39%
L 1078 A 2244
SHUG0UNY 916 21.61%
L 297 A 619
AIUSIHHA 4238
U 1375 Al 2863
7. BeSoEYUSINESSIMWSIgRoISIS
ANIEIRInASY css
SHSHSYigy 4369 81.56%
L 1469 ar 2900
S UNG 988 18.44%
Lr 328 a 660
AU SILHE 5357
U 1797 - 3560
8. G gSmMIMUMSOSISIMWEHHUIOE
AIETEIASy r}ﬁ:?.
SHEFIYIgY 37635 85.60%
Lr 13069 ar 24566
SHiGuNG 6329 14.40%
Lr 2114 ar 4215
AU SIHRS 43964
Lr 15183 al 28781
Friday, 22 April 2016 Chronic Diseases Statistics Page 3 of 6
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U= [un) wr= A7

9. BESRSHMSNA AR MEUHASHIGMMDIGLNG (S21US DM) iISIH8MNSES

ARG css
140 - 159 mmHg 1998 78.88%
. 701 s 1297
160 - 179 mmHg 402 15.87%
tr 140 262
>=180 mmHg 133 5.25%
L 38 95
AITUSIHHA 2533
L 879 ar 1654
10. S SSENMSHA AUn MEUHASESAISIEigY iISihunAES
artiala iy GSs
140 - 159 mmHg 4699 83.72%
Lr 1689 ar 3010
160 - 179 mmHg 709 12.63%
Lr 279 s 430
>=180 mmHg 205 3.65%
L 64 s 141
FITUISILIHES 5613
t: 2032 At 3581
11, S2SRUOSH& SunggGR MEUHASHIGMUDNMNG (SSiusS DM) iSinHun/RyS
AIEIRIGS Gss
90 - 99 mmHg 795 73.75%
L 259 ar 536
100 - 109 mmHg 221 20.50%
Lr 75 ar 146
>=110 mmHg 62 5.75%
Lr 18 g 44
fIILI SIS 1078
t: 352 s 726
12. ggSsuomsSna SR MEUHASHSRISUIGY ISIGHANRYS
ARSI ciss
90 - 99 mmHg 2293 79.90%
L 927 s 1366
100 - 109 mmHg 458 15.96%
o 177 281
>=110 mmHg 119 4.15%
Lr 49 ar 70
AITUSIHHA 2870
tr 1153 ar 1717
Friday, 22 April 2016 Chronic Diseases Statistics Page 4 of 6
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U= jun = 7

13. GESSHOMSNA USEURIHMSANMWYU aEUHASESRSIUIgY ISiIgHonsgS

AIERIaS css
<200 mg/dl 5096 41.70%
o 1797 i 3299
200 - 239 mg/di 2788 22.82%
L 835 A 1953
>=240 mg/dl 4336 35.48%
Lr 1345 ar 2991
AITUSIHHE 12220
U 3977 ar 8243
14. GSSENGISNA USEURTRMSUIHSYIU aiUHARESHRISuigy iSighunAesS
RIS GSS
<126 mg/dl 9117 32.05%
Lr 3597 ar 5520
126 - 140 mg/d| 4392 15.44%
t: 1547 Al 2845
>140 mg/d| 14937 52.51%
L 4969 Al 9968
RIS LIS 28446
10113 A 18333
15, 2 SHRRH SN HiFMIUIEH (SES / §)
PIIFIFIaAST oss
<100 7942 95.22%
Lr 2584 ar 5358
>=100 399 4.78%
Lr 123 ar 276
AIUSIHH 8341
U 2707 Al 5634
16. USENFREgASHSRISuigy
AIERIaS css
firY 9525 75.56%
tr 3070 6455
CRUN 2842 22.54%
Lr 994 A 1848
anLs 239 1.90%
102 ar 137
AITUSIHHE 12606
L 4166 ar 8440
Friday, 22 April 2016 Chronic Diseases Statistics Page 5 of 6
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U= [un) wr= A7

17. USH UREERSHIGuNG

FIEIAAS) oS
furiYy 3851 42.45%
L 1242 2609
oAU 5170 56.99%
U 1702 s 3468
sNl 51 0.56%
L 26 s 25
AITUSIHHA 9072
L 2970 ar 6102

* The selected period between 01/01/2014 and 31/12/2014
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From 2004 till 2011, our financial reports were
audited by local auditor. In 2013,our NGO
contracted Price Waterhouse Cooper to
conduct the audit of our financial year 2012.
As result, we had to implement many changes
to our financial administration. During 2014,
we also contracted PWC for the audit of our
financial years 2013 and 2014. This combined
audit was successfully completed at the end
of 2015. Please go to these Links to receive

reports about auditing of MoPoTsyo.

http://www.mopotsyo.org/File_ Download/Result/Audit2011-MoPoTsyo-final.pdf § i1

http://www.mopotsyo.org/File_Download/Result/Audit2012-MoPoTsyo-final.pdf ]

155


http://www.mopotsyo.org/File_Download/Result/Audit2011-MoPoTsyo-final.pdf
http://www.mopotsyo.org/File_Download/Result/Audit2012-MoPoTsyo-final.pdf

