PEER EDUCATOR NETWORKS

FOR PEOPLE WITH

DIABETES MELLITUS OR

HIGH BLOOD PRESSURE

IN CAMBODIA

“HEALING A MARKET FOR HEALTH”

2005 - 2010



Table of Contents

ABBREVIATIONS ....oeeeeeeeiieiieietniiteenttennnnnunteneeaneaasesssaaasaasssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssnsnnns 8
SUIMIIVIARY ...cuuuiitinnnnnnnnnnnnnnennnesensussssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssnnnnns 9
INTRODUCGTION ..iiiiiiiiiiiiiisisisssssssssssssssssssssssssssssssississsssssissiissiiisssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssans 11
HOW IMPORTANT ARE DIABETES AND HIGH BLOOD PRESSURE IN CAMBODIA? .............. .12
PREVALENCE .....tttteeeteiitteteee e e e sttt e e e e e s e et e e e s e s s e et e e e e e s s s e et e e eeesannsn et et e e e saan s s e et e eeeesannnnraeeeeeesaannreneteeeeennnnnnneeeesennns 12
ADDITIONAL ARGUMENTS .. eeteteettuuuueeseeeseeuununeseeeeseemsusssseeesaasssssseeeeesnsmssssseeeeesssaseeeeetesmateeeesmmtereemmmerems 14

Secondary prevention of chronic NCD: to do or not to do

MAKING A START TO ADDRESS CHRONIC NCD

INTERNATIONAL LITERATURE REVIEW

METHODOLOGY OF THE REVIEW

RISING MAIN CHRONIC NCD INCLUDING DIABETES .....veesuteeeureesuteesreesseesseesseesuseesseesseesnseessseessseesnseesseesseesseesseessseessseess 18

RISING CHRONIC INCD COST . ettteuitittteeeeeeaauiieteeeeeeeaatee b eeeeeesaauaeateeeeesaauabbeeeeeesaannbeteeeeesaaanseeaeeeeseaannsbeaeaeeeasaunbaeaeaeesannnn 18

CHRONIC NCD IN DEVELOPING COUNTRIES: THE PARTICULAR CHALLENGES ... uvteeuveeeteesreesieesseesseeesseessseesssesssseessseesssessnseesnne 19
Commitment to effective Primary PrEVENTION ............cccccueeeeeeeeeeeeieeieeeeeeeestteeaeeeeessiataaaaeeeeesssseaaaeseesssssesaaaaeas 19
Relatively very [ow GWareNness Of QiQQNOSIS: .......cc..uueeeueeeeeciieeeeieeeeeeeeecee e ettt e e ettt a e s st aaessasasassseaeessssaessseeas 20
The poor have nNo or [ess ACCESS tO NEAITA SEIVICES :..........uueeeeeeeeieeeee et ee ettt te e e e e ettt e e e e e e s ssasaaaaaaeas 20
Screening for Diabetes and High BIOOA PreSSUIE.............oeeccuueeeeceeeeeeiieeeeceeeesteeeesttaeesttaaessaeaaassseaeessssaaessenas
1 alo [1g=To ooy e (g B oTo |4 =] O PSPPSRI
Lifestyle interventions and prevention...................

SELF IMANAGEMENT ...ttt ettt eeetttteee e e e s ettt eeeeeesaauabeteeeee s e uns et e eeeesasauns e e et eeeseaaansebaeeeeee s an bbb et eeeeesaansnneeeeeeesaassnaeaeeeesasannreee
HiGR INCOME@ COUNTIIES ...t e et e et e ettt a e ettt e et e e e st e e essesaeaasseaeaanssaaesasesasasseaeessnasnsnsenan
Low- and MiddIle INCOME COUNLIIES ........ceeeeeeiiiesiieeesiiee et etee e ettt e sttt e ettt e e sttt e e s satte e esastaaessteaessssnessanseesanns

Involving the community: a mixed picture
[0] oo TeTqTo] e )] oo Lol s RN USSR
ACCESS TO MEDICINES THROUGH RDF IN DC ....utiiiiiiiiieesiieesiieeste e sttt e siteesiteesiteesateesateesaeeesaeeesbeeesseesnsseenseesnssesnseesnseesnseesnns
AN RDF for chronic PAti@NtS ? WO KNOWS..............uuveeeieieeeieeeeee ettt e e ettt attaa e e e e sttt aaaaeeeasaasanaaaseeesasssnees
THE INTERNATIONAL EXPERIENCE [N SUMMARY .....etiuteesuteesuteenureessteessseessseessseessseessssesssesssssesssesssesesseesssseesseesssesssseesssessseesnns

INTRODUCING PEER EDUCATOR NETWORKS ..

INTERVENTION’S ROLE AND SCOPE..........uoiiiiiiiieiiiniiininssninisnesiseiississsnissssessssessssesssssessssesssnessssesssssssssssssssessanes

THE ORIGINAL MISSION 1. .uvteeuveesuseesuseesssessseesssessssessssessssessssessssessssesssssessssssssssssssessssssssssssssesssssssessssssessesessesansessssssesseesnes
ADAPTING TO THE NEEDS AND CIRCUMSTANCES WITH ADDITIONAL ROLES
Revolving Drug FUNA = MEAICING SUPPIY.......uueeeeeeeeeee ettt e e ettt a e e e ettt aaaeeesessasaaaaeesssssssnens
MEAICAI CONSUITATIONS ...ttt ettt ettt ettt et e et e et e e st e et e e bt e sabtesaseesbeasaseesbeasseanas
o] oo ok (o) VAN Y=] 4] Lol =< FO OSSPSR
=R ol [ =2l | ] oSS
TARGET GROUPS ..ttt eee e e e ettt et e e e e ettt e e e e e e uub e et e e e e e e anb e e et e e e e e s aabe e e e e eeeesaansaeaeeeeeesaannbeeeeeeesaannbeeeeeeeseaannsbeaeaeesanann




ool L0 o I o o | 38

Expanding from only the poor to middle class
Expanding to High Blood Pressure Patients without DM

e L TV (=3 TL=1 41 (o £ PPt
Equity fund and VOUCREIS fOr the POOIESt.........ccccuueeeeeeeieesciieeeeee e et e s cee e e stee e e ettt e e s esaaaesasasaesssseaeessssasssseeen
THE ROLE OF GOVERNMENT 1..utteuteesuteesuteesuseesssesssseesssessssessssessssssssssessssessssssssssssssssssssssssessssensssesssssssssessssensessnsessssesesessnns
Working with health authorities and government health StQff..........ccooeeceeieeiveeeeeiieeeee e 40
Y Yo [V o Tole Toy VAU 40
IMANAGEMENT ...coiiiiiiieetiiieiiinteetiisisssssssssesssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssnsssssssssssns 41
ORGANIZATIONAL CHART ..veeutteesuteesuteessteesssessseesssesssseesssessnseesnsesssesssessnsessnsessnssssnsessnsesssessnsessnsesssessssessnsesansessssessnsessnes 41
SETTING-UP A PEER EDUCATOR INETWORK ...veeiuveeeuteesttenieesteeeseesteesseesteessseesssaessessaseesssesssessnsesssessnsessnsessnsessssessnseesnne 43
RY=1[=Toid oY e) lole [ Lo [ 1o [0 1 =2 3P UUUURt 43
Training.........ccceceeuvnne.
Peer Educator Kit
ACEIVE SCTEEINING ..eeeeeeeeeeeeeeeeeseeeseeesesessss s e sesesese s s se s s s e s s s ssssessssssssssssssssssssssssssssssssssssnsssssnsnsnsnsnsnsssnssssssnssassssssnanans
Peer EQUCATOr NEEWOIK SEIUCLUIE ............eeeeiieeeeeiee ettt e et e e e st e e sttt e e sttt e s sasaaasssseaesssteassssaassasseneas 46
DESCRIPTION OF THE CONTINUUM OF CARE .....ettuvteeureessteesreesreesseesseessseesseesssesssseesssessseessseesseessessseessessnseesseessseesssees 47
PEER EDUCATOR ROLES AND TASKS .1vuuvteeuteesuseesseesssesssseessesssessssessnsessssessnsesssessnsesssessnsessnsessnsessssessnsesssessnsessssessssessssess 50
12 Peer Educator tasks are described in MOre detQil.............ooeeeiueeveiesieeiiesiieesit ettt 51
PrIMQIY PrOVENTION ...ccevveeeeeeeeeeieeeeeeeeeeeeteeeteaeae ettt ettt ettt sttt et sttt e et et e s et et et et s te s e sesetatetetetesntesnnnnnnnsnnnsnsnnnnnn 55
IMIONITORING .. uvtteutteestteesuteesseeesseeesseeesseeessseenseeessseesseeensteesseeesseesaseesseeesaseesaeensseensteessseensteesaseensbeensseensseesaseesseesneeensees
RESPONSIBILITY

DOCUMENTATION IMETHODS. ...eeeeteteeeeereeeeeeeeeeeeeeeseeeeeeeeeeeseeseeseseseesssssesseseeseeessseesssesessesssesesesersresesssesesssseeserersrersesssserseerens 64
CHALLENGES «.evvtttueeeeeeeertuuseeeeesesessssnnaeeessesssssnnsesssssssssansessssssssssnssesessssssnnnseessssssssnnseseesssssssnnneeessssssssnseesesssssssnnneessesenns 64
RESULTS . ceuiiitieneettenneetrenneerrenseessensesssessessssssssssanssssssnssssssnssssssnssssssnssssssnssssssnssssssnssssssnssssssnssssssnssssssnnsssssnssssssnnsseses 66
OUTPUTS «eeieetetttieeeeeeeetrtrt e eeeeesessstanaaeesseessstanseesesessssanssaessssssnsnnsseessssssannnssesssssssnnnnsseesssssssnnneeesssssssnneeeesssssssnnneeeeesenes 66
PATIENTS PROFILE AT TIME OF REGISTRATION evtvitieeeieeeeeereeeeereeeeeeeeeeseeeeeeeseeesesseesessessessssssssssssssesssssssessssessessssssssrssessssssreren 66

HEALTH SERVICE UTILIZATION
Medical Consultations

OUTCOMES INCLUDING EFFECTS ON PATIENTS ..uveeeuteeeuteeeuseesseesseessseesnsessssesssessssesssesssessssessnsessnsessssessssesssssssssessssessnseesn
Early Diagnosis, detection, community-based self screening & costs
L GaTo X L0 o =2 SR
Body Mass INAEX QNA WEIGRAT ..........oooeeeeeeeeee ettt ettt e e e e ettt e e e e e e ettt a e e e e e e s iasesaaaaeeassssessaaseeesssssnees
T T o X =Te B T =23 =2 SR
RY=1 ) 1Y Lo Tale T I= (£ =1 L U UU PP
L L=t 1L I T T o X =T T=d £ 1 XSS
LOWEY REAIEA @XPENGITUIE ...ttt e ettt e e e e e ettt e e e e e e e st b s e aaeeaasassesaaaaeeasasssaseaaseeaanses
REEENTION ...ttt e et ettt e e e e et e e e e e et e e e e e s e st et e e e e e nnnnneeeeeen e




FINANCING ...ooiiiiiiiiiiittitiininetteennssnanesesesssssssnntaeesessssssssnstessssssssssssseessssssssssssseessssssssssssseessssssssssnnseesssssssnn 117

GOVERNANCE ....cuuittteuirteenerteensereeesseseenssesessssesesssssssssssssesssssssssssssssssssssssssssssassssssanssssssnssssssnsssssanssssssnsssssansssssanne 120

DISCUSSION AND CONCLUSIONS ....ctttueirtenneeerenseerrenseessensessssnssssssnsssssssssssssnssssssnssssssnssssssassesssnssssssnssssssansssssnnsans 121
EVIDENCE AND ITS QUALITY 1 etuetttueettteeettteeeetueeesataeeestnaeesasnseesstnaessnnaesssnesssnnasssnnssssnnsssssnnsesssnneessnnsesssnnsesssneesssnneesennn 122
FUTURE CHALLENGES ...vvvvvverererereresesesesesesesesssessssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssessssssrssersrseseersrsrsrsreressreren 126
CONCLUSIONS ...ttttueeeeeeeersttnaeeeesssesssnneeessssssssnneeessssssssnneeesssssssnnsaesessssssssnnseessssssssnnnsessssssssnnnnsessessssnnnneeesssssssnnseeeesseses 127

Annexes

Bibliography



FIGURES

o TV I R\ 1=y -] o To] [ Toll d = YU 1 o - NS UUPPN 13
Figure 2 Levels of patient involvement in The PEN ........oo ettt e e st e e et e e e e sanae e e enreeeeanes 30
Figure 3 Organisational Chart Of MOPOTSYO .....ccuuiiiiiiiecciie ettt e e st e e e st e e e sanaeeestreeessstaeessnsaeessnsseeeannes 41
Figure 4 Urban Peer EAUCAtOr NETWOIK......c..viiiiiiecciieeecies ettt e ettt e st e e e sttt e e e sata e e ssataeeesnsseeesstaeessnsaeesssseenannes 46
Figure 5 Main elements of the CoNtiNUUM OF Care .......cooocuiiiiiii ettt e e e e e e e e e e e e e e saabrae e e e e eeenas 48
Figure 6 RUral DM WOMEN DY @8 SIOUP ..uuviiiiiiiiciiiiiiee e ettt e e e ettt e e e e e ettt e e e e e e e s baaaeeeaeeeeensstseaeaeeeeaaansbaseaaseennas 67
Figure 7 Percentage of rural Diabetic women in fertile age when they register as member in MoPoTsyo............... 68
Figure 8 Rural women with High Blood Pressure by @ge .........oeeiuiiiiieiii ettt et see e et e e 68
Figure 9 Percentage of rural women with HBP in fertile age when they register as member in MoPoTsyo ............. 68
Figure 10 Detecting the silent killer : Community based self-screening for DM in a rural district........cccccceeeviveeenns 69
Figure 11 DM Women & DM men as members of MoPoTsyo in first rural area.........cccceeeeceeeeeciieeecceee e 71
Figure 12 Year of diagnosis among female urban diabetic Members ... 71
Figure 13 Levels of FBG at time of registration among rural females With DM ............cccooiiiiiiiiiiiiiiie e, 72
Figure 14 Levels of FBG among rural males With DIM...........uuiiiiiiiiieee ettt e e e e e aarae e e e e e eeaa 73
Figure 15 Levels of PPBG at time of registration among rural females With DM ............ccccvieeiciiiiccciee e 73
Figure 16 Levels of PPBG among rural males With DM..........occuuiiiiiiiii ettt sreee et e et e e s eaae e s snae e e e 73
Figure 17 Blood Pressure in RUFal DIV DY SEX.....uuiiiiiieiiiiie ettt e sttt e e e stre e s eaae e e str e e e sntaeessnsaeesensaeeennnes 75
Figure 18 Waist circumference of rural women wWith DM oF HBP .........cooiiiiiiiiieee ettt e 76
Figure 19 Waist circumference of rural men With DM Or HBP ...........uuiiiiiiiiieeee ettt e e e 77
Figure 20 Comparing proportions waist circumference categories in rural females 370 DM & 400 HBP................... 78
Figure 21 Waist circumference categories in rural men With DM ...........c.ooiiiii i 78
Figure 22 Waist circumference categories in rural men With HBP ...........ooiiiiii e 79
Figure 23 BMI of female rural membership With DM OF HBP ...........uiiiiiiii et eeeee e stee et evee e e snae e e 79
Figure 24 BMI in 450 rural men With DIV OF HBP .....cooiiiiiieec ettt e ettt e e e e e e e aaaa e e e e e e e e anabaneeaeeeenns 80
Figure 25 BMI categories of rural male members of MoPoTsyo with DM & HBP ..........cccvveeiiiiiiiiiiieeeee e, 81
Figure 26 Comparing categories of BMI among rural females with DM & HBP .........ccccciiiiiiiiiiciieeeee e 81



Figure 27 Consultation DY SEX AN @88 .....uuuiiiiii ittt ettt e e e e e et e e e e e e e e e bba b e e e e e e eeeantaeeeeaeeeesansrareeaeeennns 83

Figure 28 Use of laboratory services in 2010 by DM who are slum inhabitants ...........ccccoceeiiiiiiiiei e, 84
Figure 29 Use of laboratory services in 2010 by rural DM MEMDEIS ........ccovciieeiiiieecerieecieeeettee e eeeee e seaee e sereeeeanes 85
Figure 30 Access t0 1aboratory SErVICES DY SEX......iiiiiii ittt e e st e e e erte e e s sase e e e snsaeeeeanes 85
Figure 31 Access to insulin by sex for 132 members With DM in 4 provinCes.........ceeceuvieircieeesiieeeeeieeeeseeeesevee e e 90
Figure 32 Members registered from 2005 to 2010 in urban and rural areas.......cccccceeeecuriieeeeeececiiieeee e e e 91
Figure 33 Knowledge about blood sugar levels urban NetWOrK ............cooviiiiiiiiiiiie e 96
Figure 34 Rural area knowledge of maximum Fasting Blood GlUCOSE target........ccccceevecuiiiierieeiceciiieeee e 97
Figure 35 Physical activity by rural DM after being member of PEN for more than 6 months .........ccccccecevveeenneen. 100
Figure 36 Costs per patient 2005 — 2010 all Peer Educator Networks together .........cccceecveeiivciieeecciee e, 112
Figure 37 Decreasing COST tO IMOPOTSYO...ccciiiiiiiiiiiiiiiiieieeeeeeeeeeeeeeeeeeeeeeee et e e e e e e e e e e e e e e e e eeeeeseseseeeeeeeseseseeesenenens 113
Figure 38 Costs Per Patient in each in each Peer Educator Network .........ccccvviiiiiie e e 113
Figure 39 Registration of Nnew members (PAti@NtS) .......coccuiii ittt et e et e e are e e e eareeeea 115
Figure 40 Percentage expenditure per cost category 2004 - 2010.......cciieeiiiiiiiieieeeeecciireee e e e eeerrre e e e e e e e e rraereeeeeeeaas 116
Figure 41 Revolving Drug FUN Break EVEN ..........uiiiiiiiiceeee ettt e e et te e e e e e e et ae e e e e e e e e snsaareeaaeeenan 119
TABLES

Table 1 Peer EAUCAtON taSKS.......covieriieiieiieeetes ettt ettt ettt et sne st sreesr e r e ean e et e eneesreenreenees 50
Table 2 Example of @ 6-monthly asSESSMENT SCOME ........uuiiiiiieiieciiiee et e et e e e e e e e ebare e e e e e e e aasaeseeeeseennsens 58
Table 3 Urban iNCeNTIVES OVEIVIEW ......ccoiiiiiieiiie ittt ettt ettt e st esb e e sab e e sbeesabeesabeesaree s 61
Table 4 Monthly Urban INCENTIVES ........uuviiiii e e e e et e e e e e e sttt e e e e e e e e ntaaaeeeeaeseesssaeseaeesennsnsens 62
Table 5 Monthly rural iNCENTIVES NEW @I ......uuiiieeiiieeciee e ecieee et e eee et e e e stte e e saaeeesssbeeeeansseeesssaeessnseeeeassesennns 63
Table 6 Rural BP profile at time of registration until end of 2010........cccueeiiiiiiiiicie e 74
Table 7 Blood Pressure profile among rural Diabetics at their time of registration until October 2010 .................... 74
Table 8 Rural diabetic and non diabetic adults by sex and blood Pressure.........cccoccciiieee e 75
Table 9 Waist Circumference categories in rural females With DM & HBP ..........coooiiiiiiiiiiii e 77
Table 10 BMI in rural Diabetic Males and Females members of MOPOTSYO .....ccccoeiiciiiiieieieicciiieeee e 80



Table 11 Medical ConsUation DY SEX, @B€........uuiiiiieiieciieeeee e e e et e e e e e e s ebaa e e e e e e e e s taaaeeeaesseessasaesaaaesennsnsens 83

Table 12 Access to Medical Consultation by old PAtieNts .......c.oceiiiiiiii et e e e 84
Table 13 Proportions and absolute numbers by sex and age of access to laboratory tests.......ccccceeeveeiviieeeccveeennns 86
Table 14 Average age of rural users of laboratory tests by age in 2010 .........coeeeciieieciiee e 86
Table 15 Age of Rural Female DM members using laboratory services between Oct 2010 and May 2011.............. 86
Table 16 Laboratory results by % and number by Sex in rural area (October 2010 to May 2011) .....ccccceevvveeevveennnnn. 87
Table 17 Effect of self-screening for DM organized by @ rural PEN.........oooiiiiiiei et e 92
Table 18 Re-assessment 0N "KNOWIEAZE" ...........oviiii e e e e et e e e e e e e tbar e e e e e e eeenasaeseeeeseennsens 95
Table 19 Knowledge about DM (members in Urban sIUMS) .......coociiiiiciiie e e e 98
Table 20 Knowledge about DIV FUFAl @r@a........c.uiiiicciiie e cciieeertes e tee ettt e e e s tae e e saae e e ssateeeesntaeeesnnsaeesnsaeeesnsseeennnns 99
Table 21 Rural BMI among diabetic MEMDEIS ......cccuiiiieiiee ettt e s e e e e rere e e s are e e esstaeeeeasaeeesnseeeans 100
Table 22 Health improvements in 5 Urban SIUMS ........coiiciiie et e e e e e eeee e e s stre e e esta e e s ensaeeesnaeeeens 104
Table 23 Health Improvement among 8 x 19 randomly selected DM patients in rural area .......cccccoeeevvveeeeeeeeecnnnnes 104
Table 24 Snapshot of a rural diabetic membership (JUlY 2010)........ooiiiiiiiiiiiie et 105
Table 25 Rural fasting DIOOd SIUCOSE ....uueeii it e et e e e e e e et e e e e e e s eesantbeeeeeseeennrees 105
Table 26 Blood pressure in rural area Ang Roka OD in Tak€o ProVinCe .......c.eeeeecieieecciiieecieee e 106
Table 27 Comparing Health Expenditure before and after joining the PEN ...........cooociiiieciee e 106
Table 28 Reported Health Expenditure in the month preceding the interview (rural area) ........ccceccvvvevcveeeecneennn. 107
Table 29 Urban retention of DM patients and reasons for drop OUt .......ccuuiiieiiie e 108
Table 30 Reasons for drop OUL iN 3 SIUM @rEAS .....eeiiiii ettt e e ettt e e e e e e e e rtr e e e e e e seesansbeeeaeeeeennneees 109
Table 31 Urban loss of DM patients 2006 t0 2011 ..........uuiiiiiiiiiiiiiiiieee et e e e e eeearre e e e e e seeatreeeeeeeeesansseseaeseeennnsnes 109
Table 32 Costs per Patient of Peer EdUCAtor NETWOIKS.......ccocuiiiiiciiie e cceee ettt e e e e e e ser e e e enae e e snaeeeens 114
Table 33 Expenditure per destination category 2004 until 2010 .......cccveeiviieeeeiiiee e e e e e e ereeeeas 115
Table 34 Revenue from health services provision t0 MEMDErS ........ccoecuiiiiiiie e e e e e e 118
Table 35 Urban slum DM USING 1aD0ratory .........uuiiiiii ettt e e ettt e e e e e e et b e e e e e e e e e anabeeeaeeseennnnes 134
Table 36 Rural area DM USING [@D0ratory ... .euiiiiiiic ettt e et e e e e e e et b e e e e e e e eeanabeeeaeeseennenes 134



ABBREVIATIONS

AOP = Annual Operational Plan

BG - Blood glucose

BMI - Body Mass Index (kg / height in m?)
BP - Blood Pressure

CMDG = Cambodian Millennium Development Goals
CoC - Continuum of Care

CvD - Cardiovascular Disease

DM - Diabetes Mellitus

DPA - Diabetes Program Assistant

DPM = Diabetes Program Manager

FBG = Fasting Blood Glucose

Gl = Glycemic Index

HC - Health Center

HSP2 = Health Sector Strategic Plan 2

ID - Identification number

MDG = Millennium Development Goals
MiCaDO - Mission Care Development (NGO)]
MoA = Memorandum of Agreement

MoH = Ministry of Health

MSFB - Médecins sans Frontieres Belgium
MSH - Management Sciences for Health (USA company)
NCD - Noncommunicable Diseases

NGO = Nongovernmental Organisation
oD - Operational District

OoDO = Operational District Office

PEN - Peer Educator Network

PPBG = Postprandial Blood Glucose

RDF - Revolving Drug Fund

RH - Referral Hospital

VHBPG = Village High Blood Pressure Group
WHO = World Health Organisation



SUMMARY

The purpose of this report is to document the rationale for Peer Educator Networks (PEN) as part of the country’s
response to Chronic Noncommunicable Diseases, in particular with regards to Diabetes Mellitus (DM) and its
associated disorders.

There are 8 PEN of which 2 are older (2005) and more mature than the other and more recent 6. Peer Educators
are themselves trained DM patients. PEN consist of patients with DM who have been trained by Peer Educators to
self-manage these diseases, and who are followed up by their Peer Educators. Peer Educators organise the
detection of these diseases among people in their own community and share the self-management knowledge and
skills that they have acquired with the other patients in their area.

This documentation is produced by the organiser of the PEN, a Cambodian NGO, using mostly internal data
produced by the PEN itself as part of its normal reporting procedures. Also findings are used that were produced
by independent studies and surveys and which help to create a population wide perspective for the results of this
innovative strategy.

First the report reviews the international experience with regards to implementing the different policy options
from which countries can choose as well as the standard health policy recommendations for low income countries.
The international literature has been selected so that it becomes possible to situate the PEN, its role, activities and
outcomes into a broad perspective of current and future challenges resulting from these chronic NCD.

Then, it describes the creation of Peer Educator Networks (PEN) in Cambodia and documents the functioning and
effects in urban and rural settings in Cambodia for people who have Diabetes Mellitus (DM) with or without High
Blood Pressure (HBP) and for those with HBP but without DM. The report documents how the PEN are set up and
how they function. This includes a detailed description of the tasks and responsibilities of Peer Educators and of
how they are being rewarded. The chapter on provider payment system should be read after the earlier paragraph
on monitoring because the payment mechanisms are linked to the monitoring results.

The report describes why and how the PEN gradually became more involved in the organisation of health service
delivery to its own members. In doing so, it has not just addressed a weak spot in the health system of this Low
Income Country but it has also identified a source of revenue that may provide it with financial sustainability. The
report then attempts to make an objective assessment of the care model that is driven by these PEN, providing it
with an evidence base aims to justify its existence and also its gradual expansion with a view on the future of the
country’s health system.

The results of PEN described in the report are its effects on the DM patients among the population in the first rural
district where the PEN was set up, starting in the middle of the year 2007. It assumes that the 6 other rural PEN
follow the same path in screening, awareness raising and self-management training of the patients who become
member of the NGO’s PEN.

The results show that the great majority of these DM patients had been unaware of their condition until the PEN
brought them diagnosis. The report then describes the biometric profile of this first rural membership to compare
it with the national STEP Survey of 2010, showing that its membership provides a representative snapshot without
signs of socio-economic bias, and that women with diabetes take up membership in larger numbers and
proportions than men with diabetes.

The membership data and service utilisation data show that women, elderly, and socio economic disadvantaged
do benefit significantly and proportionately from the PEN activities and health services.



The cost data show that with economies of scale and time the costs related to the functioning of PEN have gone
down. The last sharp reductions of costs per member in rural areas is due to a sudden recent influx of a large
number of HBP patients, but the effects on that category of patients have not yet been assessed. More time,
investments and local coordination are needed to be able to show similar results for registered members with HBP
as for DM.

Taken together the outputs and outcomes present a strong case for the possibility of cost effective long term
secondary prevention in the Cambodian primary care setting. There appears to be a good basis for sustainability of
the intervention mechanism itself, the PEN, in much of its current form but that would still leave many of the
poorer socio economic groups without sufficient access to the right routine medication prescribed to them. The
financing and other mechanisms of the PEN have been arranged in such a way, that subsidy or health equity fund
targeting the most vulnerable members of the PEN will not just provide these patients more equitable access to
this medication but also help sustain their effective Continuum of Care (CoC).

In spite of positive contributions the study highlights important caveats, describing risks and challenges which
require adequate governance, stewardship and health policy regulation to keep this innovative and cost effective
grass roots institution from unnecessarily running aground and from running off track. Instead the report
recommends that this free floating institution becomes carefully integrated into Cambodia’s primary care system
in a way that preserves its strengths and helps it to address its weaknesses.
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HOW IMPORTANT ARE DIABETES AND HIGH BLOOD PRESSURE IN CAMBODIA ?

PREVALENCE

The first published diabetes (DM) and high blood pressure (HBP) surveys ever carried out inside Cambodia,
The Lancet (H King et al., 2005) took place in 2004 with technical assistance from one of the most experienced
and renowned epidemiologists in this type of survey, Hilary King. He had been invited by WHO and the
Cambodian Diabetes Association to help design and advise on implementation. Unfortunately the survey was
carried out without strong involvement from the Ministry of Health’ Department of Preventive Medicine. The
epidemiological results give snap snots of glucose (in)tolerance among Cambodian adults of 25 years and older
in a selected rural and a semi-urban area. It provides prevalence figures not just of diabetes, but also of pre-
diabetes, high blood pressure, pre-hypertension, and results with regards to BMI, weight, height, waist,
smoking and physical activity by sex and age group. Five years onwards, again with support from WHO but this
time through the MoH Preventive Medicine Department, a new survey, so called STEP survey, was done not to
assess risk factors for chronic NCD, which includes elevated blood sugar. It did not measure glucose
(in)tolerance but Fasting Blood Glucose to determine diabetes prevalence. Also, people older than 65 have
been excluded. These differences must produce different results (UHS& MoH&WHO, 2010). The results of the
latest survey put DM prevalence at half of the first survey, and HBP at among 1 in 10 Cambodian adults.
Although each of the surveys has a slightly different focus, both study mostly the same issues using different
questionnaires to assess behavior and nutritional habits.

In neither of the 2 surveys dyslipidemia’s were studied although these are important risk factors contributing
to CVD and are frequently occurring disorders associated with DM.

The difference in diabetes prevalence that was found in the 2 surveys is puzzling and also relevant: If we
would extrapolate the published 2004 survey results and generalize them to the Cambodian population —
something which is not scientifically warranted — we would have in 2010 as many as one million Cambodians
with diabetes and or high blood pressure among the total Cambodian population of 13.5 million. However if
use the STEPS results, this figure amounts to 700.000 people with DM or HBP, still an enormous number. On
page 78 of the STEPS report there are several reasons given to help explain the differences in numbers.
Whatever the real number of DM and HBP, any figure between 700000 and 1000000 remains surprisingly high
given the “leanness” of the Cambodian people, and it does not augur well for the future when the population
will increase its body weight. What is worrying is the speed of the rates’ increase in Cambodia’s neighboring
countries (Le, Kusama, & Yamamoto, 2006) (Wichai, 2007) and in Asia in general (W. Yang & J. Lu, 2010) (A.
Ramachandran, 2008) making it a priority to try to slow down the rate of these increases through effective
primary prevention measures. With very good reason therefore the STEPS recommends to repeat this survey
every 3 to 5 years.
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The first surveys in rural areas in 2004 found among Cambodian adults of 25 years and older that 5% had Diabetes
Mellitus (DM) and 10% with High Blood Pressure (HBP). (H King et al., 2005). The second survey organized by the
Ministry of Health (MOH&WHO, 2010) is a so called STEP survey. It found similar results in rural areas for HBP (10%
of adults in the age group 25 to 65 years old) but only 2.3% DM, so just half of the DM prevalence. Several factors
can explain part of the difference: another type of BG test was used: Oral Glucose Tolerance Test (OGTT) in the
first survey (measuring venous plasma glucose at 2 hours after intake of 75 gram glucose) but Fasting Blood
Glucose (capillary blood) in the STEP survey. People older than 65 years were included in the first survey but
excluded in the STEP survey. Possibly also some bias had sneaked into the sampling of the first surveys resulting
from pressure from people who wanted to get tested and learn their diagnosis. Perhaps that explains the rest of
the difference. Even if the lower proportions of DM are closest to the true prevalence the numbers are still
worrying because they reflect a predisposition among Cambodians to develop metabolic complications at a
significantly lower Body Mass Index (BMI) than expected.

Figure1 Metabolic trauma
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Figure 2: Average life expectancy at birth in southeast Asia, 1950-2010
Data are for both sexes combined, from reference 16.

It is unknown to what extent the relatively long period of extreme starvation suffered by the Cambodian people
between 1975 and 1979 has affected pre-natal children born during 1975-1979. The surviving children are as
adults probably more likely to develop DM later in life. There is evidence that poor nutrition in utero may lead to
permanent changes in insulin glucose metabolism: The association between famine and impaired glucose
intolerance later in life was clearly demonstrated as part of the Dutch Famine Birth Cohort Study (Ravelli et al.,
1998) (S R de Rooij et al., 2006) in The Netherlands. That analysis could be made from records resulting from the 5
months famine that had occurred towards the end of the Second World War in the so called “Hunger Winter of
1944 and 1945”. Further scientific analysis showed that the impaired glucose intolerance is in those cases caused
by an insulin secretion defect (Susanne R de Rooij et al., 2006). Therefore it is very well possible that the effects of
the much longer “metabolic trauma” of 44 months and 20 days between 1975 and 1979 during the Khmer Rouge
years, indirectly illustrated by the dip in life expectancy in the figure above (Chongsuvivatwong et al., 2011) are
lying in wait to appear significantly in 10 to 15 years as part of the DM problem in Cambodia. This adds a special
reason to get Cambodia ready with a proper continuum of care.
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ADDITIONAL ARGUMENTS

Besides the large prevalence of DM or HBP there are 3 main arguments that add to the urgency of the needs
and the relevance of appropriate action:

The first is related to the ability of uncontrolled DM to compromise a person’s natural defense mechanism
against infectious disease. It lowers the immune system and make her or him more vulnerable to infection. In
India DM was found to be responsible for 1 in 5 cases of Pulmonary Tuberculosis (Jeon & M. Murray,
2008)(Stevenson et al., 2007). Perhaps the same mechanism is causing 1 in 5 Cambodians to become infected
with Tuberculosis in Cambodia.

The second is related to gestational diabetes. A substantial proportion of women is in the fertile age group:
40% and is more at risk of complications during pregnancy and around delivery. The yearly numbers of such
pregnancies in Cambodia are unknown, which is typical in itself as there is no organized response to these
special needs.

The third argument is related to the demonstrated ability of chronic NCD to impact negatively on a person, or
a household’s socio economic status, including on a country’s ability to attain the MDG (Stuckler, Basu, &
McKee, 2010) and equitable economic growth. In similar tone we find (Fuster & Vo(te, 2005). There is
qualitative and quantitative evidence of how DM and other chronic NCD can wreak havoc on Cambodian
households (Ir et al., 2010). This third argument is discussed in the paragraph below as it creates a dilemma.

SECONDARY PREVENTION OF CHRONIC NCD: TO DO OR NOT TO DO

A particularly nasty dilemma is created for low- and lower/middle income countries with regards to the
challenge posed by secondary prevention: Whereas in Cambodia the challenge is the complete absence of a
delivery system of basic chronic care for these patients, the main problem in most other Low Income
Countries (perhaps even in all) and in some LMIC in Asia where secondary prevention is indeed being offered,
lies in the negative effects through impoverishment of the households with an affected member (S. Ding, Y.

Chen, Feng, & Z. Li, 2008). In summary the dilemma that emerges is: Damned if you do and damned if you
don’t (provide care).

Cambodia has had recent history of decades of war and conflict, during which its social and human
capital was almost destroyed. In 1993, when the time for rehabilitation came, international assistance and
resources were allocated for an widely agreed health sector master plan. It was based on a common vision of a
public health system delivering what would now be called horizontal primary care. In 1996, the Council of
Ministers officially approved the Health Coverage Plan mapping the country into “Operational Districts”, with a
health center as first point of contact delivering a Minimum Package of Activities by trained health staff,
complemented by a Referral Hospital, meant to serve the health needs of 100.000 to 200.000 people. Because
of the need for quick results and the inability of the Ministry of Health during the early nineties to manage
successfully the enormous budgets that donors were ready to commit to make inroads into infectious diseases,
the same donors financed the creation of vertical programs for TB and for HIV/AIDS. These programs had their
own systems, independent from the rest of the Ministry of Health, for vertical supply, staffing, management

and accounting and leadership, and were receiving inputs from large numbers of foreign consultants.
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Explained by the country’s recent history, Cambodia’s public health services are only supposed to deliver
acute care, i.e. “cures” and “one-off” treatments. Health maintenance, the type of chronic care that is needed
for patients with chronic NCD was never included into the publicly provided primary care package, funded by
the international donor community.

The exclusion of these services from the publicly provided package legitimized for almost two decades donor
financing preferences that were strongly biased towards Communicable Diseases as exemplified by the pie in
the graph below showing donor contributions averaged over 3 years 2007, 2008 and 2009.

Annual Health Donor Millions USD

$0.8 $6.3

HAdmin
MCH
B Comm.Dis.

Non Comm Dis.

Donors have so far been shying away altogether from the challenge posed by NCD, so they have not dealt with
the question whether and how to invest in secondary prevention and how to balance donor preferences
between attention for primary prevention and secondary prevention.

MAKING A START TO ADDRESS CHRONIC NCD

At the end of 2007, Cambodia launched its first National Strategy for the Prevention and Control of
Noncommunicable Diseases 2007 - 2010, (Ministry of Health, 2009) developed with the technical assistance
from a - temporarily hired by WHO - qualified volunteering Australian Endocrinologist, Dr Sally Duke, someone
with extensive practical medical experience in urban and in rural settings in Cambodia. It is by every standard
a useful policy document providing a first broad framework that outlines priorities for action, mostly for
stewardship by the MoH to create institutional capacity for effective primary prevention by pursuing 3 main
goals and, lastly a 4" goal: to work out a health financing strategy for an appropriate care model for chronic
NCD. The 4™ goal is about meeting the challenge of working out an appropriate and affordable model for
secondary prevention, which does not have the disadvantages of causing health related poverty among
chronic patients seen in other Asian economies but which does provide access to appropriate care for people
diagnosed with chronic disease. The word “affordable” means here affordable for the government, as a co-
payer and affordable for the users, its patients.

In the strategy there is an important role reserved for people with chronic disease as self-managers and also
for peer education :
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On page 4:

Health services in Cambodia remain almost totally orientated towards treating acute illness and
disease, with very little provision for managing chronic diseases. This relates to areas such as human
resources, essential medicines and data management. In particular, there is currently no framework or
concept for outpatient care of NCDs at referral hospital level. People with diabetes, complicated
hypertension, chronic renal and liver disease, rheumatic diseases and hematological conditions have
extremely limited options for health care. If they can afford it, most will seek care from private
doctors where there is no standardization of care and costs can be high.

As in other low income countries®, Cambodia could explore the opportunities to reduce the costs
related to secondary prevention by promoting self-management and adapting continuum-of-care
models to the local context. In Cambodia, this could involve peer-educators, which in addition to
reducing service costs, also has the potential to lead to better health outcomes’.

The 2 quoted paragraphs above from of the National Strategy refer to evidence published in WHO Bulletin in
2003 (D. Fu et al., 2003) about the feasibility of self-management in a typical Asian urban setting. In fact, there
is much additional literature and evidence available about self-management, expert patients, task shifting and
peer education as will be described further down.

In 2009, after almost two decades, and encouraged by some of its donors and technical agencies, Cambodia’s
Ministry of Health relabeled the boxes of its health system. In an attempt to redress some of the huge
imbalances between needs and resources, a special programme for NCD was created, as one of 3 major
programs. the other 2 being continuations of what had been started earlier: a programme on infectious
diseases (Communicable Diseases), and a programme on Maternal- and Child health that includes a special
focus on neonatal care, framed within the wider issue of reproductive health. The new box implied that this
brand new NCD programme had to be conceptualized and developed so that donor investments can be
absorbed and handled as effectively as possible. Technical assistance commensurate with the new program’s
relevance & challenges has not been forthcoming though.

One problem that results from current labeling is that it is designed to accommodate for donor preferences
instead of helping to steer donor commitments towards structured responses to the country’s modern health
needs. If the boxes would have been labeled acute care and chronic care, then the funds could have been
used to create a more comprehensive approach to health care and better adapted to the current needs. But
then also the Ministry of Health would have required some restructuring.

As any other country Cambodia has to find a way to deal with the tremendous challenge from chronic NCD, in
particular Diabetes Mellitus (DM) and its associated disorders such as High Blood Pressure (HBP) and
dyslipidemias in order to prevent its citizens from becoming affected by — not just DM — but the 4 main
chronic NCD and to mitigate negative impact and slow down progress towards complications among those
who are already affected.

MoPoTsyo, member and vice chair of MEDICAM"s NCD Task Force, did a literature review to prepare a policy
brief for the Ministry of Health and its Development Partners on how to deal with the challenge in reaching
Goal number 4 of the National Strategy but with a focus on Diabetes and its associated disorders.

! Established in July 1989, MEDICAM is health sector’s coordination platform for NGO’s working in the health
sector in Cambodia.
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INTERNATIONAL LITERATURE REVIEW

This literature review aims to create a snapshot of what is already known about International experiences in
low income countries aiming at Improving Access of patients with Diabetes and High Blood Pressure to
chronic care including their essential routine medication. There are 2 main reasons why it would be wrong to
limit the scope of this review to international experiences related to patients with DM and HBP who have
already been diagnosed:

The first argument is that by doing so we would exclude more than 70% of people with DM and more than half
of those with (HBP). Both surveys (H King et al., 2005), (UHS& MoH&WHO, 2010) suggest high percentages of
undiagnosed patients compared to Asian countries with a well functioning health care system where the
percentage of undiagnosed diabetes can be as low as 30%.(Wareham, 2001). Therefore, we can argue that
perhaps as many as 40% of undiagnosed Cambodian diabetics are not only in need of access to routine
medication like the minority who has been officially declared “patients” but most of all is this group of
undiagnosed individuals in need of being informed of their chronic NCD and on what to do about it. A patient
is a person with the medical needs of a patient, independent of whether diagnosis by a doctor has occurred or
not. The issue of screening is discussed further below.

The second argument is based on the need to change our approach in dealing with chronic NCD altogether,
see The Lancet (Editorial, 2010). It says: “There is a glaring absence: no research on lifestyle interventions to
prevent or reverse DM. Medicine might be winning the battle of glucose control but losing the war against
DM”. If we want to deal with this epidemic, we have to open our eyes to the problem in all its aspects and not
just trying to supply medicines to those who turn to the system for care. The importance of lifestyle changes
as part of a continuum of care can hardly be overestimated (evidence listed further below).

For this review, we must therefore look not just at how other countries have so far been dealing with the
whole formidable challenge of prevention of chronic NCD through better risk factor control (primary
prevention), but also at ensuring that all their people with Diabetes and High Blood Pressure, whether they are
aware of their needs or not, have access to appropriate care (effective lifestyle advice, control and their
routine medication (secondary prevention). We will see that there are more failures than successes, in
particular where it comes to vulnerable groups, ethnic minorities or uninsured groups. We summarize main
lessons for the different options that exist for Cambodia itself to address the enormous and rapidly growing
challenges posed by chronic NCD to the health and development of the Cambodian people. It is not the right
moment to stick our heads into the sand.

METHODOLOGY OF THE REVIEW
The databases searched were: HINARI, Cochrane, Google Scholar, PubMed
The key words used (grouped by category):
e  Primary Prevention; Secondary Prevention, Chronic Care Model;

e Diabetes, Hypertension, High Blood Pressure, CVD, Chronic NCD; Major illness
e Health Related Poverty, latrogenic Poverty, Catastrophic Health Expenditure,
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e Low Income Countries, Low Resource Settings, Developing Countries,

e Access to Medicines, Essential Drugs, Revolving Drug Fund,

e Self Management, Expert Patient, Peer Education, Community Health Worker, Lay Health Worker,
Task Shifting, Patient Empowerment;

RISING MAIN CHRONIC NCD INCLUDING DIABETES

For a few decades already the main chronic NCD and the resulting mortality have been on the rise almost in
every country (Zimmet, 2000) (A. Lopez, 2006) (Farmer et al., 2010) affecting nearly all populations: in rich
countries as well as in developing countries including in Africa (Maher, Smeeth, & Sekajugo, 2010). The
notable exception is Finland which even reversed the chronic NCD trends. Countries that keep the NCD
monster manageable are typically countries where the government provided political support and fostered a
strong involvement of communities in public health goals, interventions involving all stake-holding sectors.
Most effective policies are supported with enforced legislation, based on community action and are well
adapted to the local context (Pekka, Pirjo, & Ulla, 2002). However, this kind of success has so far been
extremely rare.

As one of the main chronic NCD, Diabetes is striking some ethnical groups particularly hard and others much
less (Diamond, 2003). This generates scientific debates on which factors precisely cause this sudden rise and
how much they each contribute (Miranda, Kinra, Casas, Davey Smith, & S Ebrahim, 2008) and in particular in
Asia (Chan et al., 2009)(A. Ramachandran, Wan Ma, & Snehalatha, 2010). Is it nature or nurture, in other
words are specific genes the culprit or are environmental factors mostly responsible for the rapid but unequal
rises that we can observe everywhere. It is likely that both genetic and environmental factors play a role,
including factors “in utero” as babies with low birth weight are more likely to develop type 2 diabetes later in
life (Zimmet, 2000) referring to a study in the UK. The prospective evaluation based on a 10 year follow-up in
the USA among 75,521 women aged 38 to 63 years old shows convincing evidence that substituting whole for
refined grain products may reduce the risk of type 2 DM (S Liu et al., 2000). We can therefore speculate that in
Cambodia the recent but rapid nationwide switch from eating hand-husked rice to perfectly white machine-
polished rice, may be a significant factor increasing the risk of Type 2 DM as well. The resulting 3 times daily
sharp glucose peaks from highly glycemic Cambodian rice (Seng Serey et al, 2007) may be a factor that is
contributing significantly to the DM epidemic in this country. After some initial controversies, the therapeutic
relevance of lower Gl food has been clinically proven.(Wolever, D. J. Jenkins, a L. Jenkins, & Josse, 1991).
Another but related issue: A reduction of cardiovascular events may be the result if obese persons reduce the
percentage carbohydrates of total energy intake to sharply lower levels (20%) than commonly recommended
(55%) in the USA (Jorgen V Nielsen & Joensson, 2008). There is conflicting evidence on the benefits of lowering
carbohydrates for people with DM. (Accurso et al., 2008). For this aspect too more research is needed.

RISING CHRONIC NCD COST

In 2007 the WorldBank published a comprehensive report on the public policy challenge for governments
from “Middle Income Countries or “Low Income Countries” (Adeyi, 2007). The havoc that NCD is wreaking
almost everywhere is impressive: in many industrialized countries it is the chronic NCD that are responsible for
the spiraling out of control of health costs, (Yach, Stuckler, & Brownell, 2006) (WHO, 2008) (Suhrcke, 2006)
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(Clarke et al., 2010) notably in the USA where the political system has allowed short term commercial interests
prevail over larger and long term public interests of the American people as a whole but which it seems unable
to grasp and come to terms with. Only lowering the price of prescription drugs is not enough. (Choudhry &
Shrank, 2010). But with regards to chronic NCD, on the individual household level the same thing is happening
also in countries like China and India. Many if not all developing countries leave the population exposed to the
economic costs of disease and chronic disease in particular (Kruk, Goldmann, & Galea, 2009) (A Kapur, 2007)
(Kawabata, Xu, & Carrin, 2002) (A. Ramachandran et al., 2007) (S. Ding, Y. Chen, Feng, & Z. Li, 2008) (B
Meessen & Criel, 2008) (Falkingham, 2004). The fact that a health professional can abuse his position by
standing between the patient and his recovery in order to exploit the individual is rarely described (Dussault,
2008).

We can count on the fingers of one hand the number of nations which have invested in timely and effective
primary prevention measures (Pekka et al., 2002) combined with effective secondary prevention, (Uusitalo,
1996) See for an example on the latter reduction of complications due to diabetes in the UK (Currie et al.,
2005). The early example of Gambia where the DM patients are only 0.03% of the patients presenting
themselves but consume 3.6% of the government health budget and overload the health system is described
in (Rolfe, Tang, R. W. Walker, Bassey, & George, 1992); The danger of funding tertiary care at the expense of
proper investments in primary care is highlighted in (WHO, 2008) . Related is the call from many authors for a
revival of the principles of Alma Ata to help address the needs resulting from the rising epidemic from chronic
NCD (Miranda, Kinra, Casas, Davey Smith, & S Ebrahim, 2008) but these calls remain mostly theoretical (Lawn
et al., 2008) and lack proportionate material responses. This literature review was written at a time when
most countries experience an economic crisis.

CHRONIC NCD IN DEVELOPING COUNTRIES: THE PARTICULAR CHALLENGES

COMMITMENT TO EFFECTIVE PRIMARY PREVENTION

There are only very few examples where governments of low income countries were strong enough to push
through the required legal changes and create the inter sectoral alliances that are necessary to make primary
prevention of chronic diseases effective as it involves multiple sectors including enforcement of legislation and
regulation. In most Low Income Countries regulation of this kind is simply not effective. For a discussion about this
particular aspect, see the example of India in (Peters & Muraleedharan 2008) For a world map in 2007 of country
situations see (Koh, 2007) with Bhutan extraordinarily as developing country that booked success. It is also worth
mentioning the case of Mauritius as an example of successful lowering of blood serum cholesterol thanks to a
change from palm oil, which is high in saturated fat, to soya bean oil resulting in a better lipid profile among its
population see (Uusitalo, 1996). It raises the question to what extent low income countries are becoming a victim
of globalization that urges them to open up their markets for commodities from western industries that are rich in
transfats or with refined sugars and which are marketed aggressively targeting young people with smart campaigns
to make them change to “modern lifestyles” that are in fact unhealthy when they become the “default” of these
children’s behavior. It is difficult for low income countries’ governments who have to balance the short term
economic interests related to foreign investments with the long term interests related to the health of their
citizens. It is an opportunity for western food industries to shift attention away from strictly regulated western
markets where governments have begun to protect their people to the free-for-all environment of low income
countries where such protection measures do not exist. But there is no call for the kind of effective measures that
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are technically possible and which would be effective as primary prevention to protect the next generation in
developing countries mentioned in the WDR 2007 called Development & the Next Generation (World
Development Report (WDR), 2007).

RELATIVELY VERY LOW AWARENESS OF DIAGNOSIS:

Awareness of hypertension found in Ghana and Cameroon in Africa (Agyemang, Bruijnzeels, & Owusu-Dabo, 2006)
(Kamadjeu et al., 2006) were both lower (34% and 23%) than found by the survey in 2005 in Cambodia where
about half of those with hypertension were aware of their condition. That figure is much higher than found in the
STEP survey conducted in 2010(UHS&MoH&WHO, 2010), which found that only 23% of those with HBP aware of
their condition. It is not clear how it can be so different.

The first survey found that more than 70% of people with DM in the rural area in Cambodia where the first survey
took place were unaware of their condition (H King et al., 2005). The recently conducted STEPS survey does not
provide a figure for those diagnosed with DM by the survey but previously unaware that they have DM, so we
cannot compare it with the earlier survey (UHS& MoH&WHO, 2010) as far as that would have been possible
anyway given the different screening methodologies used by these 2 prevalence surveys. Similarly low awareness
despite an even higher prevalence (9%) was found for example in an ethnic minority community in North Eastern
India (R Debarma, 2005), more than 13% among a more representative rural Indian community (Andra Pradesh)
where about half of DM cases found was diagnosed and half undiagnosed. The most recent figures representative
for China show that among people with DM there, the rate of undiagnosed diabetes is 61% and that 10% of adults
have diabetes.(W. Yang & J. Lu, 2010) ; Earlier trends in prevalence figures in China were obtained regarding from
Qingdao province comparing 2006 with 2001 (W. G. Gao et al., 2009); Also in Thailand, where the government’s
scheme has substantially lowered the access to care for all patients, including chronic patients, the awareness of
diagnosis of DM and HBP remain very low: more than half of people with DM are unaware (Wichai, 2007).A seven
country comparison of 3 developed countries and 4 developing countries (but no Low Income Country) also
showed low awareness and a relationship between socio economic status and awareness of diagnosis in Thailand,
in particular amnong men (Gakidou et al., 2011).

THE POOR HAVE NO OR LESS ACCESS TO HEALTH SERVICES :

Low literacy is correlated with low knowledge of DM and HPB, even in industrialized countries (M. V. Williams,
Baker, Parker, & Nurss, 1998). There is evidence from many developing countries showing that in particular lower
income groups there do not use health services for what they perceive as minor illnesses. They have no trust in the
health service and worry about the high costs that using the professional services may bring. They hope that their
iliness will go away and only if it gets worse, they will go to see a doctor. (Chuma, Gilson, & Molyneux, 2007).
Poverty related barrier problems delay care seeking in a chronic disease such as cancer in most developing
countries with exceptions in Mexico and Colombia where specific health policies have included cancer treatments
for poor people into insurance programmes (Farmer et al., 2010). A universal scheme such as in Thailand above
lowers the threshold for poor people to have access to basic care and medication: 91% of those diagnosed has
access to anti-glycemic drug agents and more than 70% had received lifestyle advice (Wichai, 2007) but the socio
economic gradient nevertheless continues to hamper access to care (Gakidou et al., 2011). The Figure 2 of the
survey also gives insight into the effectiveness of the care. Blood Pressure control among those diagnosed with
diabetes always remains a big challenge everywhere, but the proportion of those effectively controlled is very low.
Also with regards to glucose control and cholesterol the proportion of those treated but not controlled is always
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larger than those under control. The picture that emerges is that the Thai care system for diabetics is accessible
but not pro-active.

The Andra Pradesh study from India, in a country where medicines are cheap, showed that 67% of rural diagnosed
diabetics (Chow, 2006) were taking glucose lowering oral medication, with only 3% on insulin. Cambodia’s DHS
consistently show that access problem affects the health seeking behavior of the poor. The 2010 Cambodian STEP
survey provides useful data into the low degree of schooling among those affected by DM and HBP, specified by
sex. (UHS&MoH&WHO, 2010);

There is literature from several countries indicating that the prices that Insulin Dependent Diabetes Mellitus
patients (IDDM = type 1 who need at least 50 units a day) or Insulin Requiring DM patients (IRDM = type 2 who
must use insulin daily too but less units as their pancreas still produces insulin but not enough or it reacts too late
to rapid raises in blood sugar levels) must pay high prices for their insulin and often face tremendous barriers to
obtain regular supply (J. Yudkin, 2000)(Beran, J. S. Yudkin, & de Courten, 2005) (Beran & J. Yudkin, 2006)(Beran,
McCabe, & J. Yudkin, 2008)(Balabanova, McKee, Koroleva, & Chikovani, 2009) (H King et al., 2005). In Cambodia
there are somewhere between 156,600 (UHS& MoH&WHO, 2010) and 250,000 patients with DM (H King et al.,
2005). Both Cambodian surveys how low access to diagnosis of DM and HBP is in Cambodia. When the Cambodian
surveys are interpreted, one has to take into account that the public service currently does not dispense routine
medication for more than 3 to 5 days for chronic NCD and that buying regular prescription medication is usually
not affordable. It is safe to assume that less than 20% of the chronic NCD patients receive care, an estimation
based on available human resources and facilities able to treat and provide this type of care within the country.

SCREENING FOR DIABETES AND HIGH BLOOD PRESSURE

No literature was found with regards to cost benefit or cost effectiveness of screening for Diabetes in Developing
Countries. Screening has been done in most countries to determine or monitor trends in prevalence in the form of
surveys but not to actively find cases and add these to the already overburdened workload of the public services.
In Developing countries public services struggle to provide care for the patients who present themselves, many of
whom cannot afford the cost. Based on experience with Tuberculosis, one group of authors declares that active
detection is not feasible and that any service should limit itself to patients who present themselves for treatment
(A. Harries, A Jahn, R Zachariah, & D. Enarson, 2008). This opinion is not based on a study into cost effectiveness in
low income contexts. And even if it were, findings from cost effectiveness studies cannot be simply applied from
one particular context into another. Besides the ability of the health system to cope with increased case load, it
matters if large proportions and large numbers of patients are undetected among the general population, or only a
small proportion and a small number. In industrialized countries, such as the UK, with high trust in the health
services and high rates of awareness there may be insufficient reason to screen for Diabetes (Wareham, 2001)
because the people will seek a professional service provider as soon as they perceive something is wrong with
their health as they have no reason to delay seeking health care. The health system can deal with the problems
presented by the patient as they are still minor. Also, it matters which screening method is used and the type of
human resources involved. Diabetes screening can be costly if it involves professional health staff in industrialized
countries and sophisticated methods and equipment following the agreed standards of WHO.

Only the “awareness of chronic disease” is by itself of course not enough, but there is literature suggesting that
awareness of their chronic disease, by itself does matter and may already have a positive effect on health
outcome, for example among diabetics in India (A Kapur, 2007). A better diagnosis is welfare improving, in
particular for the poor. Of particular importance in this respect is the India Study reported in annex 3 of the World
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Bank report, quoted earlier (Adeyi, 2007) which suggests that early diagnosis can help the poor adapt their
behavior so they can cope better with their disease. Relevant is here that drugs are in general cheap in India.

INDIRECT COSTS ARE A BARRIER

For an extensive overview of the types of barriers encountered by people with DM in a developing country
(Tunisia) see for example (Alberti, Boudriga, & Nabli, 2007). Even if health services and medicines are free, like in
Sri Lanka, coping with the indirect costs of chronic disease, such as diabetes, presents an enormous barrier for the
poor. (Russel & Gilson, 2006) and this causes them to forego the “free” medical care. Distance and transport costs
are also important barriers. In Sri Lanka, only one third of people with DM is undiagnosed (Katulanda et al., 2008)
compared to more than 70% in Cambodia. Similarly in Cambodia these indirect costs were found a problem for
poor people, in the form of food costs and transport costs (Hardeman et al., 2004) but this study did not look at
chronic patients. This is also likely to have played a role in the large drop out, after the first visit to the MSF
Belgium clinic in Takeo for DM and HBP patients, where the medicines were given out for free. The transport costs
can easily exceed the costs of the medicines. AIDS patients were received financial support to come to collect their
medicines, but the DM and HBP patients were not. (P Isaakidis et al., 2010)

LIFESTYLE INTERVENTIONS AND PREVENTION

As mentioned in the introduction, there is almost no evidence about the effect of life style interventions to prevent
chronic NCD in Developing Countries, although this is of enormous relevance in reducing the burden of disease,
the more so in low resource settings. An improvement in lifestyle, provides opportunities not just to improve
health, prevent or reverse diabetes and but also reduce dependence on medication (Ishine, 2008) as observed
among a vulnerable group in Laos. There is more evidence available about the effect of lifestyle interventions to
prevent diabetes in Middle Income Countries, and about the experience in China (Pan, 1997), and for example
among male factory workers in Korea (Kang et al., 2010). For industrialized countries a review of the evidence with
regards to smokers (weak but significant reduction) versus non-smokers (larger reduction), see (Narayan &
Williamson, 2010) and also see (Knowler et al., 2002); Inability of health facilities to promote effective lifestyle
changes due to work overload and health system stress are often mentioned. (Rolfe et al., 1992)(Neuhann,
Warter-Neuhann, Lyaruu, & Msuya, 2002)(P Isaakidis et al., 2010)
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SELF MANAGEMENT

There is different terminology that is being used once healing is no longer the exclusive realm of the physician. The
problem is that the different terminology has different meanings in different health system contexts and partly
overlaps. Terms such as expert patient, self-management, peer education, and task shifting are used in contexts of
developing countries too, but the role the not professional health workers or patients play may be very different in
the contexts of low income countries.

HIGH INCOME COUNTRIES

The standards for self-management in Diabetes are given for the US context, see (Funnell et al., 2010). The
experience with expert patients and self management is certainly not limited to Diabetes but extends to wide
range of noncommunicable conditions, see for example (Cleland & Ekman, 2010) on the role of expert patients in
“heart failure”, not just as self-managers but also in helping other patients to adapt their lifestyles successfully.

Diabetes is a self-managed illness in which the decisions most affecting the health and the well being of patients
are made by the patients themselves. Effective diabetes care requires patients and health care professionals to
collaborate in the development of self-management plans that integrate the clinical expertise of the health care
professionals with the concerns, priorities and resources of the patient. Collaborative diabetes requires a new
“empowerment paradigm” (Anderson & Funnell, 2005).

On the involvement of lay health workers in the delivery of health services in high income countries there is a
substantial amount of literature indicating it has modest positive effects and that they are at least as good as
professionals (Baksi et al., 2008) but also among American Indians with native peer facilitators (Struthers, Hodge,
De Cora, & Geishirt-Cantrell, 2003). Interventions in community settings with regards to Education on Self
Management for Type 2 DM were found to be efficient and effective based on data on improved glycemic control
gathered through a review of the available literature (Norris et al., 2002).

Two scientific reviews were found critical of the quality of evidence (Warsi, P. S. Wang, LaValley, Avorn, &
Solomon, 2004). It found improvements in HbAlc but not in Fasting Blood Glucose. It found improvements in
Systolic Blood Pressure but not in Diastolic Blood Pressure. So it is a mixed result.

LOW- AND MIDDLE INCOME COUNTRIES

There is a lack of good evidence on how trained lay health workers (Peer Education) can help in secondary
prevention of NCD (Beaglehole et al., 2008). He points to system wide problems: What is needed is not just self-
management support, but also “decision support” to back up lay health worker, and “delivery system design”
which can become very challenging when people suffer from multiple conditions.

Middle Income Countries in Asia must make a choice on which workforce to choose to address the rising problem.
This can mean an expanded role for nurses, see for example Taiwan (K.-Y. Lu, P.-L. Lin, Tzeng, Huang, & Chang,
2006), but also an expanded role for the patients themselves. (D. Fu et al., 2003). For developing countries, there is
literature on the opportunities of task shifting of professional tasks to lay health workers, very relevant also in
developing countries with shortages of qualified professionals (Abegunde, 2007) and (McPake & Mensah, 2008)
showing that, if properly trained, they are just as good in obtaining results as health professionals. It is unclear if
“task shifting” leads necessarily to a loss of quality or how far we can go with task shifting in order to meet
shortages in human resources. (Barnighausen, E. Bloom, & Humair, 2010)
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INVOLVING THE COMMUNITY: A MIXED PICTURE

Community health workers have been used in many different types of settings and in different levels of
involvement (Standing & Chowdhury, 2008). In LIC it can be helpful to get things done through comprehensive
action involving communities.

There is a lot of literature that already suggests that the involvement of communities in the care delivery can
improves the quality of the service and coverage in developing countries (Amazigo M. Noma B. A. Boatin D. E.,
1998). Specifically with regards to involving communities themselves in improving the performance of pharmacists,
as they have many conflicts of interests, there is the description of Ghana (Smith, 2004) where the failures of
proper incentives and their consequences are described with regards to community pharmacies.

The forceful argument” that there is no other option” has to be carefully explored. In Africa, with shortage of
trained medical staff the options for scale up in HIV AIDS care are analysed in different scenarios with their
consequences for the health system, see (Wim Van Damme, Kober, & Kegels, 2008); The writers argue that the
delivery system has to be adapted and can be adapted because of the disastrous shortages in highly trained
doctors and nurses as the only available human resources working in health care delivery. The experience of
involving expert patients in delivery of care so far is still promising. An important lesson which has so far been
learned is that community health workers have to be adequately remunerated. Just as importantly however, there
remains a serious risk of neglect of quality of care due to lack of proper supervision (Hermann et al., 2009) and
also (R Zachariah et al., 2009).

DIAGONAL APPROACH

An alternative direction is called the diagonal approach (Coovadia & Bland, 2008) and similarly (B. Janssens, W. V.
Damme, et al., 2007) where a vertical response to an acute problem, in this case infectious disease programs is
suggested as vehicle to be expanded to the new challenges and needs presented by the chronic NCD in a form of
decentralized primary care management that integrates both and moves away from acute care to chronic care.

The TB DOTS is also a candidate strategy that is being eyed by some experts (A. D. Harries, Rony Zachariah, Anil
Kapur, Andreas Jahn, & D. a Enarson, 2009) for expansion of scope to cover Diabetes.

ACCESS TO MEDICINES THROUGH RDF IN DC

The history of Revolving Drug Funds in DC goes back to the Bamako initiative of 1987 of UNICEF in Mali, as part of a
comprehensive strategy to decentralize primary health care ensuring an adequate supply of essential drugs, later
replicated to several other developing countries. Vietnam was an often quoted successful example. UNICEF has
been advocating for increasing government support in the form of financing and subsidies, and reduce government
dependency on NGO’s for continuous supplies. (Umenai, 1996)(Umenai, 1998)(Mohamed Ali, 2009). However,
these RDF’s were mainly designed to meet health needs resulting from acute disease episodes, not maintenance
treatments as required for chronic illnesses. With the rise of chronic NCD, the mismatch between what is offered
and what is needed, grows proportionately, forcing people to seek alternative sources of care, including for routine
medication.
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Access to medicines for chronic NCD patients is problematic in most developing countries for many reasons,
among which the high prices that patients must pay at the pharmacy outlet (van Mourik, Cameron, Ewen, & Laing,
2010).

There is a set of recommendations to improve access to medicines for patients in general (Laing, Hogerzeil, & Ross-
Degnan, 2001). It does not have a separate set of recommendations for chronic patients compared to acute
patients. All the recommendations, except the 8™ aim to improve the situation through the supply side itself, the
providers of health services. The 8" recommendation is to encourage active involvement by consumer
organizations in public education about drugs, and devote government resources to support these efforts.
Irrational use of medicines is often blamed on patients and consumer demand, in particular if the collection of data
is organized via the regular professional health staff, for example in Laos (H. Murakami, Phommasack, Oula, &
Sinxomphou, 2001), when the sale of the medicines benefits them as stakeholders.

Indeed, most RDF are owned by the health facilities. Many serve also to finance the facility running the health
services (Fang & G Bloom, 2008). This is simultaneously hailed as a characteristic of financial success of “the”
primary care facility in modern China while it is also seen to lie at the origin of catastrophic health expenditure
among households with a person with a chronic NCD as patient-users of the same health care model (S. Ding, Y.
Chen, Feng, & Z. Li, 2008). Particularly in Sudan and in China revenue from medicine sales in the public sector is
used to finance other parts of the health system. (van Mourik, Cameron, Ewen, & Laing, 2010), termed as
“excessive mark-up” there. One month of treatment of high blood pressure costs on average 1.8 day wage of the
lowest paid government staff, the outcome measure developed in order to compare affordability among different
countries. Prices that are loaded with other items than the cost of the medicines and their distribution can be
expected to lead to interruptions in adherence to treatment because they create financial barriers for struggling
chronic patients. Indeed there should be concern if vulnerable chronic patients are forced to pay a higher price for
the cost of their prescription drugs in order to finance costs of maintaining a health facility ready for other patients
with acute health care problems who are not insured and have not been pre-paying a contribution for that
purpose.

An article that analyses the balancing of prices of the drug prices and defends the necessity of these mark-ups in
order to maintain sustainability of these RDF, in absence of government funding or subsidies, takes Kygyzstan as
example studying several pharmacies there (Waning, Maddix, & Soucy, 2010), also (Waning et al., 2009) on how
competition can influence local markets.

A discouraging example of a facility owned RDF in a Developing Country (Gambia) for outpatients with DM is the
one funded by WorldBank in early 90ies (Rolfe et al., 1992).

AN RDF FOR CHRONIC PATIENTS ? WHO KNOWS

As seen in practice most RDF serve both categories of patients (acute plus chronic). The chronic patients form a
rather defenseless and vulnerable minority whose regular and predictable “contributions” can be tapped to
finance running costs of a general health facility. By cross subsidies their financing can enable the facility to provide
at more competitive prices a set of acute services to a large numbers of acute care patients who use the system
only once or rarely because they are not chronic. If this happens, and the evidence from China seems to suggest
that it does (S. Ding, Y. Chen, Feng, & Z. Li, 2008), this is not equitable although the facility may well appear to
thrive (Fang & G Bloom, 2008).

25



The idea to design a special RDF for the chronic patients is not new. Intuitively it makes sense to integrate it with

other chronic diseases. See for a theoretical example for Epilepsy (Coleman, Loppy, & G. Walraven, 2002) in

Gambia.

But no literature was found how best to ensure adequate affordable supply of medicines for for diabetes or high

blood pressure. There is a painful shortage of evidence on best practices on how essential drugs for chronic

patients can best be delivered. More attention should be given to the possible contribution of JPPI’s (Joint Public

Private Initiatives) in meeting the knowledge gap. It is a challenge to delimit the respective roles of government
and private sector in this regard. (Irwin & Ombaka, 2004)

THE INTERNATIONAL EXPERIENCE IN SUMMARY

WHAT WE KNOW FROM INTERNATIONAL EXPERIENCE:

Diabetes and high blood pressure and all main chronic NCD are rising due to a combination of genetic and
environmental factors.

By neglecting these diseases completely, development towards MDG is slower than necessary; chronic
disease can cause poverty and vice versa.

A substantial part of the burden of Communicable Disease (TB) would not exist if Noncommunicable
Disease (DM) would have been properly taken care of;

Part of Cambodian Maternal Mortality and Neonatal Mortality is due to uncontrolled DM & HBP;

If people start to eat healthier, become more physically active and stop smoking as much as 80% of main
chronic NCD is preventable. Primary prevention is not organized specifically for diabetes or high blood
pressure but for the main chronic diseases;

Effective primary prevention is possible, also in developing countries, provided there is strong
governmental commitment and support, backed up by legislation and comprehensive action involving
communities.

Task shifting from professional health workers to lay health workers has been successfully applied in a
wide variety of contexts and health programs, including in low- and middle income countries and in high
income countries, including in diabetes education; It can be successfully applied where is a shortage of
professional human resources. There is some criticism on the quality of the evidence in high income
countries where health professionals may have strong reasons to feel threatened by the implications of
task shifting for future allocations of resources; There are concerns about neglect of quality of care as a
result of task shifting without proper organization.

The health service delivery system must be adapted so that it can accommodate lay health workers who
take on more tasks;

Community involvement often works well to improve service delivery and increase coverage of services in
developing countries;

Peer Education is often more effective or just as effective in diabetes as education by health
professionals;

Lifestyle interventions are more effective than treatment only by medication;

An intensive lifestyle course has positive effects that last for many years after the course has ended;
Distance is a serious barrier for people with chronic disease in developing countries;
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WHAT WE DO NOT KNOW FROM INTERNATIONAL EXPERIENCE:

There are 3 domains of great unknowns:

e  Service delivery systems for chronic care in LIC: For effective secondary prevention there are currently no
replicable models from other Developing Countries for diabetes nor for high blood pressure, which appear
suitable to create sustainable models in the Cambodia, at least not in the short term. The problem is that
the existing models are either too expensive for the majority of the population including the average
Cambodian chronic patient, and they can cause impoverishment among many of those who do attend or
they not sustainable and replicable if they are clinic based. For patient-centered models another problem
rises: Obviously patients cannot do everything. So the question is: How to strike the right balance
between “TASK SHIFTING” and “PROFESSIONALISATION” of medical services and care in environment of
decentralized primary care for a developing country such as Cambodia?

e  Performance and sustainability of RDF for DM and HBP with an adequate degree of ownership by
(governing) communities of chronic patients in developing countries;

e  Cost effective strategies to increase earlier awareness of diagnosis in diabetes and high blood pressure in
developing countries, promoting earlier diagnosis linking with access to a continuum of care;

The field work of MoPoTsyo Patient Information Centre in Cambodia since 2005 is a useful beginning to generate
data that are needed to analyze in order to get answers to some of the questions above.

In the following chapters this experience will be described.
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Introducing Peer Educator Networks

The purpose of the following chapter is to document as objectively as possible the mechanism and effects of the
PEN for people with DM and people with High Blood Pressure (HBP), to discuss the evidence and to draw
conclusions from the 5-year old experiences originating from within the national context

It first describes briefly the background of the situation and then in detail how the intervention is organized and
what everyone involved in the intervention is supposed to do, describing also how the intervention has evolved
over time with implications for the role and scope of the PEN.

The public health services in Cambodia’s OD’s do not provide a continuum-of-care (CoC) for any of the so-called
chronic NCD although they represent an unmeasured but undoubtedly large, share of Cambodia’s Burden of
Disease. Also it is unknown if they are the greatest cause of mortality or not yet. Also the extent to which they
cause premature deaths is unknown because reliable data do not exist, but given the low quality of health services
it is possible to argue that the proportion of premature deaths is unnecessarily high. There are multiple reasons for
this: The health services and generic prescription medicines for chronic NCD care are yet not included in MPA and
CPA, Cambodia’s basic public service packages. There is not yet a comprehensive package to train medical staff in
delivering chronic care. The planning for the organization and delivery of chronic care has not received the
technical support that such a major topic requires. The Health Center (HC), which is the first point of contact, does
provide symptomatic treatment of HBP with 3 days oral medication. Also the Referral Hospital (RH) only treats
acute episodes experienced by these uncontrolled patients. Often treatment stops once they are discharged, often
without prescription or “patient education”. If there is prescription, the act is often influenced by economic
incentives to medical doctors provided by pharmaceutical companies. In turn this results in unnecessary high
monthly health expenditure for the patient. The human resources needed to deal with the chronic NCD cases are
not planned as part of the Cambodian Health Workforce in the future. Serious market failures dominate most
aspects of the provision of health care by many health service providers driving up high costs of chronic iliness for
people with DM and HBP. Economic incentives are typically related to provision of services and not designed to
keep good control. The STEP survey 2010 shows that the market is unable to satisfy the health needs of 8 out 10
people with HBP. With most of them and more than 70% of DM undiagnosed, their needs unmet, the Cambodian
market for health itself appears not healthy.

Market failure prevents poor patients to work their way out of poverty and on the other hand it is plunging the
non-poor patient and the household into poverty, overall slowing down Cambodia’s progress towards CMDG's. For
many understandable reasons health worker attitudes towards chronic patients remain top down. This keeps
these patients unnecessarily dependent. Privatization, decentralization and other health system reforms that are
making public health facilities more autonomous in their financing will make it even more difficult to provide
adequate social health protection to chronic patients. Chronic patients are on the line to become the latest source
of government health financing just waiting to be tapped into, often after having been exploited by private health
service providers. There is a need for an institution to defend the interests of these citizens in their emerging
conflict with the interests of public health service financing to help inform decision making.

Cambodia’s latest Health Strategic Plan 2008-2015 (HSP2) specifically includes NCD as its 3" priority. Its overall
goal is to prevent and control the rapidly growing burden of NCD and address the effects it has on individuals,
families and society through the implementation of the National Strategy for Prevention and Control of NCD. Goal
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4 of that National NCD Prevention Strategy is to strengthen and equip health delivery systems to provide
affordable, equitable and quality management of NCD. It has as stated Objective 4.4 : Provide a comprehensive
continuum of care for patients with NCD initially focusing on diabetes (DM) by improving the self-management
skills of those with DM through patient education and by developing peer education models and use this to provide
model for other chronic diseases (p.32 of National Strategy NCD 2007-2010).

Faced with these daunting challenges to their health and livelihood, but in line with Goal 4 and Objective 4.4 of the
National Strategy, these vulnerable chronic patients, including poor(est), with DM have begun to organize
themselves into a chronic patient membership-organisation in order to improve the prospects of their interests, in
other words “own survival”. They do this under the umbrella of a Cambodian NGO (MoPoTsyo). The NGO
(http://www.mopotsyo.org) trains DM Patients to become Peer Educator in their own community. Groups of

community-based Peer Educators form a structured network per OD, taking on a range of tasks as far they have
become able to. By training other patients they share their skills in protecting themselves against catastrophic
health expenditure, in regaining their health and productivity. They cooperate with health authorities, based on
Memorandum of Agreements (MoA) with the MoH and local sub-agreements. Task shifting to patients themselves
creates degrees of demand-side participation that vary per patient. The poor(est) are meant to be included and
some succeed in not just becoming self-managers but also in becoming peer educator.

In early 2011, the MoH revised the wordings of its Annual Operational Plan 2012 in such a way that health
authorities from provinces and districts may include the activities by partner-organizations with regards to risk
factor control. This includes the set-up and management of PENSs.

INTERVENTION’S ROLE AND SCOPE

The NGO, MoPoTsyo, provides the members the legal organization and functional structure for these activities to
be undertaken and organized. Originally the NGO had only intended to provide better opportunities to patients to
help them learn how to self-manage their chronic disease. Gradually responsibilities started to include some that
are traditionally located on the “supply side of the health system”. As a result the traditional division between
“demand side” and “supply side” that applies on most open health markets is no longer applicable or useful to
understand the different type of market for long term health. The innovation aims to capture a very large segment
of the traditional demand side with unmet health needs trying to supply it with long term health which is normally
in rather short supply. Below is explained how and why these changes in roles and mixing of supply and demand
came about.

Patients with DM can become involved at 4 different levels of responsibility of the PEN if they are member. These
levels are represented in the figure below:
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Figure 2 Levels of patient involvement in the PEN

Agency

Organisation &
MANAGEMENT
of care

“Core” Peer Education:
Helping other patients in
the same community

Chronic Patient Self Management

Chronic patients can become involved and assume responsibilities at higher levels

THE ORIGINAL MISSION

The Cambodian NGO MoPoTsyo was created with the mission to improve access to information for Cambodian
people with chronic disease, including poor people. Experts in health care, five Cambodians and one Dutch person
gathered on August 8" 2004 in Phnom Penh to form the NGO’s Board. They chose the name MoPoTsyo as the
Khmer pronunciation of its acronym. After they had decided on their respective board functions, as well as the
articles of association, the registration process was completed on July 25" 2005. During the registration process,
NGO staff members conducted a situation analysis. Actual project activity such as “providing information to
diabetes patients” was not started until July 2005. Nyemo Cambodia made office space available for free. The first
two years all work was done by unpaid volunteers.

DM was selected by MoPoTsyo’s board as the first chronic disease to focus on. A situation analysis was done to
find out if there was sufficient interest among DM patients in learning self-management and in getting more
information. The situation analysis was carried out by interviewing the staff working in the Chronic Disease Care
clinic of the Center of Hope and by interviewing DM patients after their medical consultation (exit interviews), and
by interviewing patients in Sras Chak, the slum area around the Boeungkak Lake in Phnom Penh, which lies
relatively close this Chronic Disease Care clinic. At that time this clinic provided free care and medication to a
rapidly growing number of chronic patients including people with DM. An early morning lottery system was used
to let fate decide which of the chronic patients would be accepted into the CoC managed by the NGO. As a result
of this system living close to the clinic could join into the lottery more often.
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The situation analysis showed a great ‘thirst’ for information among DM patients. There was a mismatch between
what patients wanted to know and what they were allowed to ask and to get in terms of information. The need
was greatest among clients of private service providers but also among patients of NGO clinics.

Together with patients, MoPoTsyo developed practical educational materials in Khmer language. The original idea
was that they should be used by paid diabetic health workers to conduct DM education sessions for groups of DM
patients in MoPoTsyo’s training centre located under its office space in Boeng Keng Kong area. This idea was
abandoned because:

1) the DM patients living in the slum area would not spend money for transportation to get DM education at
our office;

2) although patients were often in quite desperate need they had not yet sufficient confidence in what the
NGO was offering them in terms of “immaterial” advice;

To overcome this barrier 2 trained diabetics, one a health worker and one a trained DM patient, each were
assigned to one slum area in order to get to know the patients and give them information and share knowledge
about how to self-manage their disease.

Although many DM patients expressed that they wanted to be able to self-manage, many could not read and
write. This makes it more difficult for the DM patient and the peer educator to keep track. MoPoTsyo started to
supply every patient with the first version of its self-management book. This book contains information and is
suitable for self-recording of urine glucose (Ruhnau, Faber, Borch-johnsen, & Thorsteinsson, 1997), blood glucose
results, blood pressure results, weight and other relevant information. Patient who cannot read well are afraid to
use the wrong column or the wrong month to record their result, because that provokes a reaction from the Peer
Educator. So often the information is actually recorded by the Peer Educator and based on the oral information
provided by the patient to the peer educator. Complete self-management remains an ideal but it applies mostly to
“choosing the right food items”, doing enough exercise, taking the medicines every day, and doing the urine
glucose tests including the 24-hour urine test correctly. The details of this training are discussed in detail in the
chapter on the Peer Educator role below.

The first community-based project activities complemented a NGO project to set up DM Consultations including
biochemistry laboratory tests at Kossamak National Hospital, by the French NGO MiCaDO funded by World
Diabetes Foundation (WDF). MiCaDO trained Cambodian medical doctors in examination and treatment of DM
patients and helped organize a Diabetes clinic inside this National Hospital. Most Doctors and health workers
employed at the National Hospitals have a private practice in order to supplement their meager government
salaries and income. Among the health staff there is competition to recruit the wealthier patients for their private
practice. The French NGO’s presence at the National Hospital helped to improve capacity, create clear roles and
tasks, keep the prices transparent and reasonably low so they could be afforded by many of the regular DM
patients. The French NGO supplied the medicines during the period of the project, the sale of which was used to
provide incentives to the staff. It was not used to recover the cost of the medicines, as it was assumed that the
government could and would assume the supply once there was an established need. It was not to be,
unfortunately. Perhaps it could have worked over a much longer period than had been foreseen in the project.

The complementarity of the 2 interventions did not last very long. Towards the end of the WDF project at
Kossamak National Hospital, the prices became more “variable” and “individually negotiable” and started to rise.
As the government budget did not supply the medicines, nor finance the medical consultations and laboratory
activity, and external donor funding was going to dry up, price rises of services were introduced to keep the
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medical staff sufficiently motivated. However the price rises and their inconsistencies rapidly discouraged service
utilization by the persons who have to pay, namely the patients. The wealthier patients were recruited for private
practice and the poor who continued to attend were unpleasantly surprised with increasingly unaffordable medical
bills for control visits.

ADAPTING TO THE NEEDS AND CIRCUMSTANCES WITH ADDITIONAL ROLES

REVOLVING DRUG FUND - MEDICINE SUPPLY

When the existing medicine supply began to present new barriers and without a good solution on the horizon, the
point was reached where MoPoTsyo decided that it would attempt to meet a need where the free and
unregulated market failed: create a RDF for its members.

At first, MoPoTsyo agreed with two private pharmacies to sell to MoPoTsyo’s members certain generic
prescription medicines, at a fixed price per tablet. One pharmacy is located one downtown and one in a re-
settlement area. With the contracts signed, MoPoTsyo encouraged its members to buy at these pharmacies
instead of somewhere else. The medicines had been selected by MoPoTsyo as most cost-effective among a wide
range available on the local market sold by Cambodian wholesalers. In the downtown pharmacy MoPoTsyo was
not involved in the procurement, which was left to the pharmacy and the whole sale importer. That pharmacy was
able to set its own profit margin.

However, in the supply of the "pharmacy” in the resettlement area (slum) on the outskirts of Phnom Penh,
MoPoTsyo took an active role from the start, as that pharmacy had not been licensed, had little knowledge and no
money. MoPoTsyo staff bought the generics medicines from the whole sale company downtown, had them tested
at the Ministry of Health’ National Laboratory for Quality Control, and then transported them and sold them at the
purchase price to that unlicensed but conveniently located pharmacy. This system made it possible for the
pharmacy to sell them to MoPoTsyo’s members, most of them very poor DM patients, at the fixed and published
prices. These published prices included a margin of 15% for the private pharmacy.

Because MoPoTsyo charged the same price to the 2" pharmacy as what it had paid to purchase the medicines
from the wholesaler, MoPoTsyo incurred higher costs than it was able to recover through this activity. Pharmacies
only want to pay after they have sold the medicines to the members, not when they receive the medicines from
the wholesaler.

The same costly but vital supply system was also used at the start of the first rural project in Ang Roka OD in Takeo
in June 2007. There one pharmacy was chosen located opposite the Referral Hospital and contracted with
permission from the local Operational District Office (ODO). This was necessary because many patients, although
they could receive their medicines free from MSF Belgium in the provincial capital, they still preferred to pay by
purchasing the prescription medicines closer to home, as it saved them the costs of transportation and time. When
MSF Belgium ended its presence in Cambodia in July 2009, it gave a last six months supply to its patients, after
which the paid supply organized by MoPoTsyo became the cheapest available alternative that these people had.

After one year of losing money with this system, MoPoTsyo was able to analyze the consumption pattern of its
members and make a reliable estimation for the coming year. That was the right moment to switch to
international procurement. When MoPoTsyo switched to international procurement of its medicines the real costs
of its RDF intervention could start to be partially recovered. At the end of December 2010, MoPoTsyo supplies 17
contracted pharmacies, of which 8 are fully licensed. All 17 were selected jointly with the OD. In these decisions
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the geographical location is very important to reduce the cost of travel for the members. Another factor in the

selection is the trust and reputation of the person in charge. After the contract with a pharmacy is signed,

MoPoTsyo supplies them the 19 items prescribed to its members during the medical consultations.

1.

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

Glibenclamide 5mg
Metformin 500 mg
Hydrochlorothiazide 25 mg
Furosemide 40 mg

Atenolol 50 mg

Propranolol 40 mg

Aspirin 300 mg

Captopril 25 mg

Enalapril 10 mg
Amitriptyline 25 mg
Amlodipine 10 mg
Simvastatin 20 mg
Gemfibrozil 600mg
Thiamine 250 mg
Multivitamines

Insulin fast acting (rapid) 3ml
Insulin glargine (24 hour-long acting) 3 ml
Insulin mix 30/70 3ml

Insulin intermediate acting (protaphane) 3ml
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Insulin

Most of the 132 insulin requiring DM patients who are member of MoPoTsyo use 2 types of insulin.

USE OF INSULIN name of the province or municipality 1 month =30days, 1ML =100 Unit
per April 2011 daily units | daily units daily units daily units fotal daily units|units month| ml per month
Type of Insulin Phnom Penh| Takeo |Banteay meanchey|Kampong Speu
1 |Glargine 758 403 116 22 1,299 38,970 390
2 |30/70 premixed 672 263 90 65 1,090 32,700 327
3 |fastacting 215 106 10 74 405 12,150 122
4 |Intermediate acting 82 374 129 20 605 18,150 182
Total units 1,727 1,146 345 181 3,399 101,970 1,020
Municipality / Province Phnom Penh Takeo Banteay Meanchey| KampongSpeu
Total number of patients 74 41 14 3 132

Insulin has so far been obtained through Insulin for Life Australia® and partly through Insulin For Life The
Netherlands which was established in 2010. Both these organisations belong to a growing not-for-profit movement
whose founder and Director is a former Vice President of the International Diabetes Foundation. These
organisations help to secure a steady supply of insulin to developing countries including Cambodia. These supplies
are originating from overstocks in developed countries and include 3ml pens and user friendly high tech delivery
devices for 3ml vials which are very fancy and easy to use but will be too costly for the Cambodian health system
of the future. Insulin for Life will not be able to meet the whole Cambodian, currently hidden, demand in the
future. After a deal with the insulin industry can be reached that makes insulin and its delivery mechanism
affordable and accessible, MoPoTsyo’s membership will have to switch to 10 ml vials and simple 1ml = 100 Units of
Insulin syringes.

Since 2009 every member with DM who requires insulin can buy a package consisting of a 3 ml insulin pen with 5
pen-needles OR insulin vial with 5 syringes for 11,000 riels (1 USD = 4,000 riels) at the pharmacy in their district.
The numbers of insulin units prescribed by the Medical Doctor to the DM patients are registered in the central
database in Phnom Penh. The insulin use per patient per month is 7.7 ml which is about 26 units per day on
average. Only 4 patients among the 132 have been prescribed more than 50 units per day. The great majority of
the insulin using patients are DM type 2 patients. When possible insulin patients are also prescribed metformin
tablets.

The supply of syringes or pen needles packaged together with the insulin is important because certain types of
cheap syringes are for sale in Cambodia but those are based on 40 insulin units per ml instead of the standard 100
units per ml. So if a DM thinks he strikes a good bargain buying a stock of those cheap syringes, he injects 2.5 times
the required dose which results in medical emergencies.

Based on a second separate contract the contracted pharmacy can borrow a fridge from MoPoTsyo for the
duration of the contract. The cost of electricity is paid by the pharmacy. MoPoTsyo donates a special cupboard to
keep the RDF medicines separate from the other medicines. In 2011 every tablet container is stamped with the
logo of MoPoTsyo to avoid that the medicines can get mixed with non RDF medicines. Replenishment is normally
every month: MoPoTsyo supplies small quantities of RDF medicines to each contracted pharmacy in order to meet

2 http://www.insulinforlife.org/
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the demand of the patients to ensure that there is always enough to dispense to the members. In case of expiry or
a quality issue, MoPoTsyo will collect those medicines back.

Revenue collection:

So far revenue collection has been done two monthly but this is being re-organised so that it happens monthly :
MoPoTsyo’s Peer Educator, in charge of this responsibility, collects the money from contracted pharmacy once a
month according to the total amount mentioned in the medicines reception slip that the pharmacy received when
the medicines were delivered.

MoPoTsyo is not a bank:

Per 31 December 2010 the outstanding debt (94,151,800 riels) of 17 pharmacies divided by the revenue
(153,500,350) received from the 17 pharmacies was 61.4%. The debt ratio varies greatly per pharmacy. If a
pharmacy is not paying on time, MoPoTsyo cannot simply refuse to continue to supply, because then its own
members cannot get their routine medication. Clearly, some of the pharmacies were using MoPoTsyo as a cheap
source of credit. To reduce the problem of slow payments of the bad apples and of their rising outstanding debt,
the contracts had to be renegotiated so that interest can be charged at the market rate of 2.5% per month for
invoices that are outstanding for more than 100 days. This system is not to make money but to avoid that
pharmacies use MoPoTsyo as a bank. The new system kicks in for most pharmacies in May 2011. This new source
of revenue will be accounted for in the books and helps to recover the intervention’s cost. The renegotiation by
itself sent a useful signal. Per March 2011, the debt to revenue ratio had been reduced to 55%. It was a necessary
step.

Automation:

There are 2 software systems that MoPoTsyo uses to manage the RDF: Intuit QuickBooks Enterprise Solutions -
Accountant Edition 10.0 is used for the management of the stock of the unsold drugs and sold drugs. This is linked
to the Accounting & Financing of MoPoTsyo. When revenue is collected from the two RDF accounts, these
amounts are entered too. It is producing the automatic monthly report on sales, revenue and inventory record as
far as inside the stock of MoPoTsyo itself. The balance of this report must be compared with the balance from the
second software.

The second software is Ms EXCEL for keeping track of the small supplies of medicines which are in the 17
pharmacies and which are sold to members. The EXCEL software is based on “verbal” information from the
pharmacists reported to the peer educator who reports to MoPoTsyo. It is this rapidly daily changing system that
keeps the pharmacies continuously supplied with small but sufficient amounts.

Procurement:

The 19 items are imported from abroad, sold by a handful of competing well-established companies that are
implicitly recommended by Management Sciences for Health and WHO. Their regular clients are UN agencies and
large international NGO’s such as Médecins sans Frontieres, and many governments.

The prices are close to the international world market reference prices (MSH&WHO, 2009). The margin between
MoPoTsyo’s payments to these suppliers and the prices at which the NGO sells to the pharmacies it contracts in
the neighborhood of its patient communities, makes it possible to recover part of its expenses as importer and
distributor.

35



For chronic patients precisely because of their own strong interests in long term healthy outcomes, if they
associate themselves constructively, this may be an essential part of a natural solution to the range of problems
that are otherwise almost impossible to solve as documented and evidenced by the dire situation of chronic
patients in all developing countries. Development Organisations contemplating how they can support a response
to chronic NCD should consider supporting the patients in their efforts and play a role in helping to forge
responsible partnerships in those contexts. The justification to let the affected groups assume more agency is
perhaps strongest in low resource settings with excessive out of pocket expenses and market failure. In particular
there it is difficult to argue convincingly why the ultimate victims should not be given more opportunities to solve
their own problems.

The average difference between the world market reference price (MSH&WHO, 2009) and the price at which
MoPoTsyo’s members buy their prescription medication at the contracted pharmacy is +100%, the percentage
varying greatly among items. The more expensive items have a small margin, whereas the cheaper items have
larger margins. This was done to reduce the stimulation of the sale of more expensive items to the members of the
network as the NGO wants the pharmacist to feel financially neutral with regards to the choice of molecule.

MEDICAL CONSULTATIONS

The lack of availability of medical consultation services in Ang Roka OD and the increasing prices at Kossamak
(understandably), made it necessary for the NGO to take more action “on the supply side” of the health system.
The NGO arranged with the Referral Hospital of OD’s to organize medical consultations for its membership. There
exists since 2006 a limited number of 15 to 30 Cambodian Medical Doctors who have received a 2-year additional
training in Diabetology, an initiative of the French Governments development cooperation. In addition, specialised
medical international NGO’s such as Center of Hope, Médecins sans Frontiéres Belgium and MiCaDO, have trained
on-the-job several Cambodian Medical Doctors in basics of Diabetology, examination and treatment. Also the
World Diabetes Foundation has, besides supporting Peer Educator Networks, also supported initiatives to
strengthen the capacities of Cambodia’s medical doctors in Diabetology. Thanks to the capacity building in these
projects, most of which have ended, MoPoTsyo is and will be able to recruit from a pool of relatively experienced
Cambodian professionals to organise medical consultation for its membership. Some of them operate a private
clinic and continue to treat DM expanding their professional experience. MoPoTsyo hires 4 experienced Medical
Doctors as “consultant” to train the local hospital Doctor on-the-job in how to examine patients and provide
treatments including prescription of routine medication. On average there is twice per month, sometimes three
times per month a medical consultation session in an OD. These sessions are mostly in weekends, so the hospital is
quiet and the extra membership-activity does not interfere with the normal busy hospital in- and outpatient
activity. The doctor will see on normal days between 30 to 40 members during the session. There is no break. The
doctor spends about 8 to 10 minutes per patient until the last patient is gone. A session normally takes up one
whole morning from around 7.30 AM to about 12.30 PM. There is a hearing distance between the conversation of
the doctor and the patient and the peer educator who is calling in the next patient. There is more transparency
than privacy.

The trained Peer Educators play an active role in crowd control, registration, blood pressure taking, blood glucose
measurement, weighing and other functions that are normally done by nurses. The shifting of tasks from nurses to
Peer Educators helps not only to reduce the costs of this part of the continuum-of-care but also to build trust. The
patients see their own peer educator involved in hospital activity in a relaxed atmosphere and with normal friendly
and respectful conversation with the doctor. The same doctors are sent to the same areas so they can get to know
their patients. The same formula was used for Ang Roka Referral Hospital, where consultations were organized in
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the MMM building. MMM is short for the Cambodian abbreviation of the Center for Mutual Support Groups of the
National HIV/AIDS program. The building belongs to the NCHADS (National AIDS Program), a vertical mostly
external donor funded programme. There, registered AIDS patients receive specialized medical services and groups
of AIDS patients or HIV positive people come together to share experiences. The fact that these different types
patients have been using the same building together for 4 years for different services and activities appears not to
have posed any big problem but this has never been investigated. MSF Belgium also mixed the chronic patients in
its Chronic Disease Care clinics in Takeo and Siem Reap province.

The Hospital Director appoints the Doctor who is “willing” to learn from the visiting consultant to make sure that
the medical consultations can continue once the NGO stops to pay for the visiting hired consultant. At one such
occasion this was a doctor with uncontrolled DM himself. At the end of 2010, MoPoTsyo is organizing medical
consultations in 8 Referral Hospitals in 8 OD’s. In 7 out of 8 OD’s this is a new activity which did not exist before, so
training is essential. The experience shows that the “self-help group” is able to exert a constructive pressure on the
availability of public health services.

LABORATORY SERVICES

When the DM services were made available at Kossamak National Hospital with support from the French NGO
MiCaDO, they included the provision of biochemistry tests at fixed affordable prices. When MoPoTsyo
recommended its members to go for medical consultation at the Referral Hospitals where it was organizing the
training-visits from the paid medical consultant, there was no or only expensive biochemistry testing available. It is
much more difficult and impractical to do the medical consultations without the supporting information on levels
of creatinin, protein- and/or (micro-)albuminuria, cholesterol and other biochemistry data. Updated and reliable
results are tools that are appreciated by the treating physicians as they provide support for their clinical decision
making. In early 2010, MoPoTsyo developed its own capacity to carry out laboratory tests. The prices charged to
the membership lie at less than half of the average prices of public hospitals. Besides, the blood sample collection
is organized twice per year in the community, so the patients do not have to travel to a referral hospital, which
saves opportunity cost and travel expenses for them. Although the prices are low, the revenue from these
laboratory services also helps to recover some of the costs of the PEN. The Peer Educators play an active role in
delivering this health service to the membership and they use it themselves. Their involvement helps reduce the
overall costs.

EYE CARE CLINIC

After 3 years of “information” and recommending DM patients to get their eyes checked. It proved to be not
enough. At least once a year is indicated for those who have had DM for more than 5 years. The patients did not
follow the advice. To try something different, at the end of 2010, the Takeo Eye Clinic (CARITAS) and MoPoTsyo
decided to experiment with group transports per health center coverage area, once every two weeks. In addition,
CARITAS promised that those who needed treatment would get this free of charge.
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TARGET GROUPS

FOCUS ON POOR

When the intervention first started in the urban slums it was able to reach and help poor people thanks to the
systematic outreach and frequent home visits. The peer educators went from home to home in the slum offering
people information about DM, its symptoms and how to use a urine strip within two hours after the lunch and to
watch carefully if the color changed. Poor people appreciated the information that was made available for them by
the peer educators. Peer Educators would include any person with DM that was interested to receive information,
not just poor people. In practice most were poor or near poor. Middle class and certainly most rich people were in
general less interested than poor people because they can afford to pay for health services from a real doctor. A
real doctor’s advice is usually considered superior to peer educator advice.

There are many poor people living in the slum areas, with non-poor households living among them, some of them
relatively quite wealthy from flourishing local business including providing financial services to poor people in need
of cash. The slum areas are anything but homogenous. For this particular health program, it is convenient that
people live so close together. The poorest people can watch and hear a peer educator working shack by shack and
alley by alley and know more or less when it is their turn to be visited and what this diabetic peer educator wants
from them. This helped to shape the intervention and get it established in the slums. The intervention initially did
not provide financial assistance to the poor besides information about DM and how to control it, skills in self-
management and urine glucose strips. The visiting Peer Educator carried a handheld Blood Glucose meter and
Blood Pressure meter to facilitate the self-management. Working with the population in the slums led to the
development of effective DM education materials that the peer educators could use and self-management
materials that the patients could use to keep track of their own progress.

EXPANDING FROM ONLY THE POOR TO MIDDLE CLASS

When the intervention was first replicated to the rural area Ang Roka OD, it immediately caught on with a better
educated societal class, such as teachers, village chiefs etc. Also in the rural areas, poor people are included in the
screening, the training and group sessions but there is a difference with the class to which the majority of peer
educators themselves belong.

EXPANDING TO HIGH BLOOD PRESSURE PATIENTS WITHOUT DM

Only in 2009 were the first attempts made to include into the intervention people with HBP but without DM. This
is a big challenge because it is not common for health workers to advise patients to take their medication every
day. Most people only take it when they feel unwell. It is very difficult to improve adherence to daily prescription.
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PRIMARY PREVENTION

When screening in Ang Roka OD had been completed, some of the peer educators who are teachers proposed to
carry out risk factor awareness sessions among their colleagues in the schools as health promotion to prevent
onset of chronic NCD among healthy adults. This activity will be discussed in a separate paragraph below.

EQUITY FUND AND VOUCHERS FOR THE POOREST

As people have to pay for their routine medication according to their prescription, and because the price of the
medicines has been loaded with the cost of the PEN, many patients need financial support to help them pay their
routine medication. As long as the NGO itself is involved in the price-setting, the service delivery and organization
of the supply network, it may not be advisable, at least not in the long term, to give it in addition the role of
“medicine purchaser on behalf of the poor” because that combination of roles may hold a potential conflict of
interests. Possibly, risk can be sufficiently contained through independent monitoring by a 3™ party. The NGO has
always been rather reluctant to create dependencies from poor DM patients on middle class DM patients. It kept
the number of health equity fund beneficiaries to a minimum, using different percentages of support varying from
50% to 100% of prescription drug costs, most often for users of insulin as they often face the highest costs. As long
as there is no design of an adequate system, it is not the time to scale up but to experiment in order to get it right.

In order to get practical experience with the design of a mechanism for such support, MoPoTsyo has started to
provide health equity funding on a small scale in the urban slums and for selected patients in Takeo province. In
order to qualify for support, the patient has to meet 4 conditions:

1. beregistered member of MoPoTsyo:

2. betoo poor to be able to afford the cost related to illness
3. have a “costly prescription”

4. contribute a part of the cost

The 4" condition implies a barrier for the ones that are most needy. On the other hand, it reduces waste as it helps
to select only patients who want to take the medicines benefit from the assistance. Later the funding agency of the
assistance may have a say in the decision about which proportion of the pharmacy invoice of the poor will be
funded by a social health protection scheme. The disadvantages of the current system are that there is co-
payment, money for the poor travels via the service providing NGO staff and peer educators to the patient who is
in a dependent position. There could be some kind of conflict of interest as the NGO is organizing the sale of drugs
but also organizing the purchase of these drugs by helping patients to buy these drugs and driving up sales means
larger revenue for the NGO.

A voucher management system is being designed to reduce the problems of circulating cash but this is not ready
yet. Conflicts of interest between a service providing NGO and the decision making on the use of subsidies to
finance these services can exist in this model. It requires external monitoring and governance.
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THE ROLE OF GOVERNMENT

WORKING WITH HEALTH AUTHORITIES AND GOVERNMENT HEALTH STAFF

The intervention in the slum had not been designed to be carried out involving government health staff, not even
professional health staff, but only trained DM patients themselves. The slum projects were carried out with
permission from the Municipal Health Department, but not through their active involvement. The first rural project
was based on a convention with the local Operational District (OD) authority but they were also not involved in the
management of the intervention or of the PEN, nor in the 6-monthly assessments, nor in the primary prevention
activities. The PEN reports to the OD health authority during monthly meetings about progress and constraints.
The OD Director receives monthly information about the amounts of incentives received by every one of the Peer
Educators in the OD. The OD Director is involved in the selection of pharmacies. In 2011, the Ministry discussed
with MoPoTsyo about the possibility to organize the sale of its medicines through the public health centers instead
of through private pharmacies. Practical arrangements are currently under discussion and implementation. From
2011 onwards all activities of NGO’s planned in the OD’s must be described and included into the Annual
Operational Planning. In 2012 the wording of the AOP has been adapted so it will allow for MoPoTsyo’s activities to
be included.

ADVOCACY

The information needs among people with chronic disease such as DM remain tremendous. With its intervention,
MoPoTsyo is able to meet some of those needs in places where the community based networks are set up.
However, in reality the challenge is larger in scope. The service needs cannot be met by addressing the “need for
information” alone. It was never obvious how this enormous gap in services can and should be filled. After all,
there are few international resources available for this issue and more troubling: none of the DM care clinics that
were created in Cambodia have so far been able to, on one hand create for themselves a financially sustainable
basis while on the other hand offering an affordable package of services to the common Cambodian person with
DM or HBP. As long as there was no design or a care model that could meet the requirements of sustainability,
effectiveness and affordability, a large and nationwide disbursement of funding is not what is needed. The NGO
has deliberately not “advocated” for the establishment of more care clinics. The health system need - if we can
call it this way - was for expertise and adapted technology rather than for large amounts of funds or resources to
finance some type of foreign text book solution. As long as there was no proper solution, it also did not make
sense to denounce the lack of care and cry out loud for more resources to respond to the medical needs. Without
a suitable comprehensive model, the NGO had in fact no other choice than to allow itself to evolve from an
information and skill sharing NGO with its mandate exclusively on the demand side for health services, to an
organizer of a suitable and affordable CoC. The advocacy, as far as it was done, has been limited to efforts to
obtain adequate funding from a variety of sources in order to conduct innovative small scale pilots. The other
aspect of the advocacy has been directed towards the local health authorities: The NGO also had to advocate for
permissions in order to undertake activities which are normally not reserved for patients, such as population
screenings, care provision for other patients, laboratory services, a RDF and even the practical organization of

medical consultations.

The consequence of the changing role, certainly uneasy in the longer term, is that by doing this the NGO can be
seen as taking on full responsibility for the lack of the care for its members. While this was necessary In order to
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preserve sufficient flexibility during the innovative phase, over time when the activity takes a more definitive
shape, the advocacy can target a resumption of more natural roles by the different stakeholders.

With sustainable financing of a CoC for its members as one of its core challenges, the patients themselves will need
to have and keep a very strong and informed position in the decision making with regards to the care.

The core role of the NGO has therefore evolved from an information providing NGO for chronic patients, which has
been by itself innovative through its use of patients as peer educators to help other patients, into a cost-effective
vehicle for National NCD strategy development to respond to the challenges presented by the epidemic of chronic
Non Communicable Diseases.

MANAGEMENT

At the end of 2010, there are 8 PENs managed by the NGO MoPoTsyo with more than 5000 patients registered as
member. At the end of 2010, there are 23 salaried staff members and 56 Peer Educators who are not salaried but
paid small incentives according to performance. In February 2011, the NGO subjected itself (voluntarily) to a
management review during one week. It was carried out by a Hospital Manager experienced in the UK and
Cambodian context, financed by VSO UK’. It resulted in useful recommendations for the years to come.

ORGANIZATIONAL CHART

Figure 3 Organisational Chart of MoPoTsyo

3 see http://www.vso.org.uk/about/
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MoPoTsyo Organisational Structure
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There is a supervisory board, which is not included in this organizational structure. It convenes about once or twice
a year. It consists of the same 6 people who founded the NGO on August 8™ 2004 in Phnom Penh. They are not
involved in daily management but have played an important role in choosing major strategic directions. The board
members are not paid nor do they get their costs reimbursed.

In 2011, the General Peer Program Manager was seconded by an administrative assistant to help him prepare the
reporting by the PENs in order to receive its finances from the administration. This became necessary as a result of
lack of administrative skills in the PENs on one hand and on the other hand the administrative requirements.

The NGO consists of a CEO heading 3 departments:
e Finance & Admin
e  Peer Educator Network Programs
e Access to Medical Services

The department most on the right of the Organizational Chart, “Access to Medical Services”, is relatively new. It
was only created in 2009 to ensure coherence in management of activities which had become necessary over time:
the NGO had been adapting its role to the circumstances in order to make sure that its members continued to
have access to basic health services (see chapter above): RDF, Medical Consultations and Laboratory Services.
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The Departments have been set up in such a way that they have to work together in order to function. They do not
have their own budgets. For example, for every purchase the Peer Educator Network Program has to make a
request to the Finance & Administration. All revenue from the RDF, which is under Access to Medical Services,
goes directly into a special bank account which is controlled by the Finance & Admin, but the management of the
collection of the revenue is under Access to Medical Services, because the revenue is collected from the 14
contracted Pharmacies who sell the NGO’s medicines to the members.

Per April 2011 one third of the NGO’s 25 salaried staff members is chronic patient (9 out of 10 of these chronic
patients have DM with or without HBP). Peer Educators are not counted as salaried staff members but as
volunteers. Per April 2011 there were 63 peer educators. Their updated number and patients registered to be
followed up can be accessed at http://www.mopotsyo.org/diabeticsnetwork.html . All peer educators have DM.

SETTING-UP A PEER EDUCATOR NETWORK

0 selection of candidates
0 training & exam
0 equipment & kit
0 active screening

0 network structure

SELECTION OF CANDIDATES
This is normally done by peer educators. Over time lessons have been learned in selecting candidates:
e they must have DM
e they must be able to read and write
e they must be respected citizens
e they must not be alcoholic, or show they can stop;
e they must be non smokers, or show they can stop;
e they must not mix politics in their work
e they must not be “middle class”, not very poor and not rich;
e they must be good listeners and communicators

Candidates are presented to the General Peer Program Managers before they can be accepted. As DM and HBP are
more or less showing the same prevalence rates among men and women the NGO aims to balance the
representation of the sexes among the peer educators. However this was so far not successful. Only 30% of peer
educators are women and 70% are men. If this continues the interests of the female diabetics are therefore not
well represented by the PENs. The problem of gender representation in Cambodia is widespread and well known
and found on all levels including at political levels. It may be partly related to the fact that some husbands do not
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want their spouses to take on this type of work. There is no evidence however that women’s access to the services
is compromised because of their lack of representation.

TRAINING

This is done in Phnom Penh in MoPoTsyo’s training centre, located at the headquarters. There, groups of 2 to 4
candidates receive theoretical training during one week before they are being sent to practice with an accredited
peer educator in the field. There, the practical training takes about 2 — 3 weeks. During this period the candidates
also review the theory lessons. This period is followed by another period of theoretical training and skills training
at the training centre in order to prepare them for the exam.

The result of this exam determines if they are invited to continue training or go for the exam. Sometimes it
becomes clear during the training that a candidate is unsuitable because he cannot master all the theory. Then the
candidate enter do the exam too but it is usually not very long before it becomes clear that he/she cannot pass.
Some candidates are given the chance to try again in a couple of months when they have become more familiar
with the theory. Some candidates are allowed to start to practice, although they have not yet passed the exam.
This is allowed if the peer educator needs more time to practice and is expected to learn by doing After the peer
educator has passed the exam, he/she travels back to the village with a Peer Educator Kit.

Training Curriculum: The first version of the training curriculum had been written by one of the Medical Doctors
with extra training in Diabetology. Based on the first curriculum a revision was started using contributions from
many involved in the training: supervisors, peer educators, Medical Doctors, pharmacist and the Peer Educator
Trainer. It is entirely in Khmer language. The revision is already being used with candidate peer educators but still
requires more work. All existing peer educators will be re-trained based on the new curriculum starting in 2011.
The new curriculum is more practical than the first curriculum, but it still does not have specific counseling skills or
theory. It is focused on knowledge and understanding of DM and HBP and how to bring and keep it under control,
rather than on techniques and skills on how to engage effectively with people so they improve behavior. When the
candidates are ready for the exam, they are subjected to a trial exam by the trainers.

PEER EDUCATOR KIT

It contains all the equipment and materials for the peer educator to start to organize screenings for DM and HBP in
the health center coverage area and help the patients bring their disease under control. Peer Educators use
materials and report on activities. Based on these reports they can refill their stocks. Typical consumable materials
are non medical materials, such as the patient self-management book, the peer educator book, and administrative
forms for screening, contracts for Village High Blood Pressure groups etc. but also medical materials such as urine
glucose strips, blood glucose strips, BG meters and automatic Blood Pressure meters, posters, urine containers,
boric acid sachets to avoid that bacteria in urine eat the glucose during the 24 hour it is being collected etc.,
filaments to detect numbness on extremities, mainly the feet and lower legs of diabetic patients etc. Peer
Educators are not taught to prescribe medicines. In fact they are told NOT to prescribe medicines but to leave this
always to the trained physician.

44



ACTIVE SCREENING

Screening in a new area is meant to create a community of patients where there is none. This is because the great
majority of DM patients is unaware. Also most HBP patients are unaware of their condition. MoPoTsyo has not yet
“re-screened” an area as new patients come when they learn they have DM or HBP. This is normal practice. It is
not clear after how many years there is a new need for DM screening or HBP screening so this can be done again in
a cost effective way. Perhaps this moment happens earlier in urban slums where migration is rapid and frequent.

DM screening is done by distributing urine glucose strips for all adults and pregnant women of any age. The Peer
Educator explains the village chief, the group leader and the household representative how to use the urine
glucose strip: dip into the urine within 2 hours after meal. If it colors, it means that there is strong suspicion of DM
and it needs to be confirmed with a blood glucose test by the Peer Educator. Some cases with elevated renal
threshold are missed by this rather insensitive method. A few adults present with urine glucose but do not have
DM. Despite these disadvantages it is a very effective strategy to rapidly create a community of DM patients
among a population with low awareness. In Cambodia only 1 in 3 people with DM is aware. The PEN can increase
this proportion to 60% in a relatively short period using the urine glucose test self-screening, followed by blood
glucose confirmation. Among those detected with DM almost half has BMI lower than 23. In Cambodia DM is
prevalent among many people with low BMI compared to other countries, so focusing screening activity on people
with large waist circumference is not appropriate. To use a Blood Glucose test on the whole population may be too
costly. The combination of urine glucose as a first filter and combining it with Blood Glucose test if urine glucose is
positive appears to be the most cost effective approach. It has been done before in Taiwan among school
children(J.-N. Wei et al., 2003) and the idea has been advocated by others in particular for low resource settings
(van der Sande et al., 1999).

The HBP screening reaches less adults than the urine glucose because the urine glucose strip is handed to the head

of the household, one for every adult for when they return from work. But the Blood Pressure meter is not left
behind in the village at night by the Peer Educator. This was tried, but it did not translate into sufficient
recruitment of active membership to be able to declare the system effective. If the meter is left overnight in the
village, the result is a list with names of many people who have been found to have elevated or HBP but too many
of the people on the list cannot be met in the days after or are reluctant to meet the peer educator for proper
registration. For HBP detection the peer educator needs to be present when the measurement takes place in order
to counsel the patient on the spot. Once there is group of at least 3 people with HBP in a village a Village High
Blood Pressure Group can be set up that has its own meter. From that moment onwards any adult in the village
can in principle check blood pressure as long as the machine has not broken down and batteries are replaced by
the Group’s Leader. The purpose of starting the screening for urine glucose and for HBP is to create groups of
people who are aware of these risk factors and have the skills and tools to measure them. It is not to take over
each individual’s own responsibility to keep eye on their risk factors.
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PEER EDUCATOR NETWORK STRUCTURE

In Phnom Penh the first PENH was created with peer educators in 5 urban slums. One peer educator covers one
slum. The PEN is run by 6 diabetic patients, 2 men and 4 women. The PEN is managed by the Urban Program
Manager who has office in the NGO’s HQ. He is salaried. The Peer Educators are not salaried. They use their own
home for the once weekly gathering of patients. This happens always early morning on the same day of the week.

Figure 4 Urban Peer Educator Network
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The Urban Program Manager used to work as Peer Educator in Sras Chork. He handed over his role to a female
diabetic patient after he helped train her and after she had passed the peer educator exam. He is the manager of
the urban PEN and also counselor for “walk-in” diabetic patients who want to become member. He is also trainer
of candidate peer educators who come from the province to study in Phnom Penh. He teaches certain skills and
part of the theory and helps to organize the study program in the slum where these candidates accompany the
Peer Educator on her outreach visits to patients at home. Twice a year, the strongest peer educators travel as
“assessor” to rural areas to assess the performance of the rural PEN.

In rural provinces, every peer educator covers at least one health center coverage area. In one case, in Takeo
province, one Peer Educator covers 2 health center areas because the area used to be one coverage area but it
was split into two. He did not want to lose his patients so he continues as before. Cambodia is divided according to
the Health Coverage Plan into 77 ODs. Each OD is divided into HC coverage areas for about 10,000 to 15,000
inhabitants each. A PEN follows the Health Coverage Plan, with one peer educator for each HC coverage area. The
complete network of peer educators is represented by a Diabetes Program Manager (DPM), assisted by a Diabetes
Program Administrator (DPA). The DPM and DPA are salaried. The rural PEN is meant fit with the Operational
District. The idea is to report to the Operational District Director as part of the primary care system. The OD
Director should be involved in the monitoring of the PEN and incorporate the PEN activities into the planning and
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reviews. There should be appropriate indicators and targets. MoPoTsyo has developed a monthly report that is
submitted regularly to the OD director by the PEN leader.

The PEN submits the reports summarized as a group. Some individual Peer Educators continue to make mistakes in
the reports. When these mistakes are discovered this leads to delays in payments and the supplies of the materials
for the whole group that their PEN needs for their activities.

At the end of 2010, there are only 2 complete PENs. In one province there can be several OD’s. However, it may
not be necessary to have one DPM and DPA for every OD. The exact staffing of the provincial unit has not been
decided as there is no complete provincial unit so far. In every village, where HBP screening has been done, there
is a Village High Blood Pressure group leader. The Peer Educator visits this group monthly to collect data resulting
from self-measurements of blood pressure of the people with HBP in that village. Once every three months, the
Peer Educator conducts a self-management training for people with HBP in the village at the home of the VHBP
Group leader. The VHBP Group Leader provides a permanent presence of someone who belongs to the PEN, but
he has not been intensively trained like the Peer Educators have.

DESCRIPTION OF THE CONTINUUM OF CARE

A continuum of care (CoC) consists of different components of care for the patient to use at the right moment. The
Peer Educator can become a key person to make sure that the drifting individual knows where to go and makes
the right decisions. An important aspect of the Peer Educator’s role is to poke the non-successful self-managing
patient to take appropriate action.

If patients do no longer show up for follow-up by their Peer Educator, this Peer Educator will reach out and try to
meet the person, at home if necessary, and try to get the person back into the system by advising the most
relevant item for the individual. If patients indicate that they no longer want to be the object of the attention from
the Peer Educator, or no longer want to receive the “services” from the network they can drop out of the system.
Some drop out reluctantly because they have to travel for work or move out of the area to another area where the
network does not exist. People die also of course. Some patients have a child who is studying medicine or nursing
and “who wants to take care” of the parent instead of the Peer Educator.

Below is graphic representation of the CoC but without the tertiary care or other care provided during
hospitalization. The CoC involves more actors and institutions than contained in the figure, such as Social Health
Protection schemes and the Eye care provider.
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Figure 5 Main elements of the Continuum of Care
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Laboratory Services: The following range of biochemistry tests are made available to the members.
a. Blood sugar
b. Creatinin
c. Total cholesterol
d. HDL
e. Triglycerides
f.  Potassium

g. Transaminase (SGPT & SGOT)

Testing for albuminuria or proteinuria has not yet been introduced, let alone testing for micro-albumin levels.
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The prices that members have to pay for the tests mentioned above are on average at just 32% of what they have
to pay if would purchase these services at some of the better laboratories in the capital: Pasteur Institute, Center
of Hope and National Pediatric Hospital. The price levels for the same tests at other laboratories of the public
hospitals are usually not much different. If patients would travel to one of those laboratories in town, they would
spend a lot of time, pay more, and perhaps not get the full explanations of what the results mean. Also they would
miss the opportunity of interacting with other patients from their own area at this twice yearly community-based
event.

Among the tests offered to the members, there is not the HbAlc. This test was not yet available in Cambodia in
2004 and 2005 when implementation started. In those days at the Phnom Penh Pasteur Institute only the glycation
of overall hemoglobin could be measured not the Alc. The result of this test is an indicator of the average blood
glucose levels over the past 3 months, with the blood glucose levels in the recent weeks (just before the test)
weighing relatively much heavier in the test result than the first weeks of the 3 months period. It has a well
established international reputation as a tool - for those who can afford its cost - to measure quarterly the quality
of a DM patient’s blood glucose control. In 2011, it is available at several laboratories in Phnom Penh with prices
varying from USD 5 to USD 11 for patients. There are three drawbacks to consider before deciding to give it a
prominent role in Cambodia and encouraging patients to pay for it:

1. Itis more expensive compared with locally available alternatives (FBG plus PPBG/urine glucose strip). The
HbAlc often comes at no less USD 5,- roughly 20 times more expensive than a BG test and 150 more
expensive than the urine glucose strip.

2. An unknown proportion of the Cambodian people have a different composition of hemoglobin (A, E & F
hemoglobins) which in some of them raises the result of and in others lowers the result of their HbAlc
test significantly which can create confusion about their glucose control (Weatherall & Clegg, 2001).

HbA1lc does not always show the presence of daily but brief but damaging postprandial peaks, whereas these can
be shown by post prandial blood glucose measurements and perhaps also urine glucose strips. Cambodian insulin
resistant DM patients with an HbA1c of less than 7.0 but daily PPBG of 250-300 mg/dl have been encountered in
clinical practice.

There are in the Cambodian context good arguments in favor of promoting first of all the correct and regular use of
FBG & PPBG and urine glucose strip for frequent self-control at home (not at the hospital or an outpatient clinic)
(Ruhnau et al., 1997). Other evidence regarding the precise correlations between plasma and urine glucose in
diabetes assessed in the clinic for patients who visit as outpatients (so not for self-monitoring at home!) (Morris,
1981) may well have shown that the quantities of urine glucose detected by the urine strip underestimate the
plasma glucose levels but that is not what home monitoring is about! At home DM use the urine glucose strip as
an affordable and cost effective surveillance tool to alert them on presence of urine glucose and which helps them
quickly adapt in order to keep their urine free from glucose presence that they can observe themselves and reflect
on what may have caused it to appear and take action themselves to deal with it or contact their peer educator for
advice. For all insulin using patients the blood glucose monitoring is imperative to help them avoid hypoglycemia
but also for them the urine glucose strips are useful to monitor hyperglycemia after eating.

HbA1c results provide additional information which cannot replace the self-control tools. There remains always
the factor of uncertainty caused by a deviating hemoglobin profile. Of course that can be assessed too, including in
Cambodia, but that implies additional laboratory cost and the tests are not widely available in the provinces.
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Eye Clinics

MoPoTsyo recommends its peer educators to inform the patients who are member of MoPoTsyo and who have a
history of more than 5 years, to have their eyes checked. After an earlier entirely fruitless attempt to motivate DM
patients to use the excellent facilities at the Takeo Eye Care clinic, run by CARITAS as a long term project with
charity funds, CARITAS and MoPoTsyo decided to try and organize group trips per health center coverage area.
The initiative took off at the end of 2010. . The patients have to pay for registration but if they are found to have
diabetic retinopathy, the laser treatment at the clinic is free as part of this pilot. 4 out of the first 65 patients
required laser treatment. The pilot will be reviewed after some time to see how effective it is. Possibly the service
will be available for patients from Kampong Speu, where the AUSAID funded intervention is running.

PEER EDUCATOR ROLES AND TASKS

The Peer Educator functions as a member of a PEN that covers the whole OD. In that district, the network
organizes a CoC for detected patients. A PEN has a structure with a leader and representative and administrator.
The list of tasks below gives the main responsibilities (1 until 11) that occupy most peer educators. Not every peer
educator is active in task 12, the Primary Prevention which is reserved for the higher educated ones.

Table 1 Peer Educator tasks

Do counseling & registering of new patients

Do training in self-management of DM Patients

Do training of Village High Blood Pressure Group Leaders
Do follow-up and collect data of registered members
Help organize access to laboratory tests

Help organize access to medical consultation

Help organize and monitor the RDF

Help organize access to Eye Care clinic

Help organize the 6 monthly assessments

Help facilitate access for poor patients with equity fund
Organize screening & self-screening

Take part of Primary Prevention in schools and for target groups
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In addition, there are specific tasks which can be entrusted to individual peer educators on behalf of the whole
network, such as:

e collecting the revenue from the Pharmacy in order to transfer it by bank transfer to Phnom Penh;
e certain acts to prepare the blood sample for transportation to the laboratory;

e creative contributions for special events

e administrative responsibilities

e representation in large regular local meetings
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12 PEER EDUCATOR TASKS ARE DESCRIBED IN MORE DETAIL

1) The counseling of new patients and their registration:

In the rural areas, where most of the members live, more than half of patients are unaware of their
diagnosis until the Peer Educator informs them of it. If this happens as a result of screening, there is a
chance that the patient was not feeling particularly sick or unhealthy. In those situations the news of the
diagnosis can be rather unwelcome.