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Content of Presentation on Vouchers & HEF

 Objectives

 Voucher process

 Result of vouchers distribution and use

 Issues for discussion
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Objective

Objective of HEF: 

Health Equity Fund is money to finance the special assistance for chronic poor patients who 

must overcome barriers to access their health services in order to improve their long term 

health outcomes and protect them from catastrophic health expenditure.

Objectives of using vouchers for HEF

1. To avoid circulating cash to assist patients

2. To reduce barriers for poorest patients in using the health services, in particular the 

long term prescription treatment

3. To promote regular meeting between poor patient and peer educator (at least 3 

monthly, monthly vouchers, limited validity of period) 

4. To promote transparency for the beneficiary (voucher has name and amount of value)
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Voucher Process
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OD level

• PE requests to ODPM and prepares for HQ with the supporting documents such as poor id or other (limit to 
one in ten patients who are in follow-up)

HQ level

• HQ Database and Program Dpts prepare list of proposed beneficiaries based on monthly prescription cost 
imported from database, checked by head of access to medical services and financial office and submit to 
director

HQ level

• Program Dpt starts distribution  of vouchers to members via P.E.N and DPM
OD level

• Members use the vouchers to buy medicines at ANY contracted pharmacy
Community 

level

• P.E.N collect used vouchers and send it to HQ for reconciliation
Community 

level

• HQ transfers amount on vouchers to contracted pharmacy (in the accounting system it is booked as revenue 
from pharmacies & as expense on Health Equity Fund)

HQ level

• Final Approved by Director and Issue by Head of Access Dpt, and hands over to Program Dpt



Distribution of Vouchers: 2 types of beneficiaries
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Discount voucher for Peer HEF voucher for Patient

Poor People: The number of voucher distributed to the poor increased from 135 in 

Q3, 2011 to 189 in Q4, 2011 and to 216 in Q1, 2012. The main limit is “funding”.

Peer Educators: from 201 in Q4, 2011 to 228 in Q1 2012.  This number grows 

according to the number of Peer Educators (not every PE takes medicine!!)



Result of voucher use
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Result of voucher use (p=0.02517) Fisher exact 1-tail
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Discount Voucher for Peer

Distribute Use % of Use

Banteay Mean Chey 48 45 94%

Kompong Speu 102 90 88%

Phnom Penh 39 31 79%

Takeo 240 188 78%

Total 429 354 83%

HEF voucher for Poor Patients

Distribute Use % of Use

Banteay Mean Chey 93 67 72%

Kompong Speu (not yet) 0 0 0%

Phnom Penh 429 336 78%

Takeo 18 14 78%

Total 540 417 77%



Average & range of monthly prescription cost
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Average & range of voucher amount
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 Analysis has begun

 Need qualitative and quantitative data

 Number of non users still so small

 Result later…
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Reasons for non use by poor patients and PE



11

Health Equity Fund voucher for poor patient
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Discount voucher for peers and staff
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Back side of the voucher

ពតម៌ានអពំបីណ័្ណ ៖

១.ប័ណ្ណ ននេះអង្គការ ម.ព.ជ. ផ្តល់ជូនដល់សមាជិកណាដដលងាយរង្ន្រេះនោយសារជំង្ឺរ ំររ៉ៃ  និង្ព ំមានលទ្ធភាព្រប់្រន់នដើមបី ទ្ិញថ្ន ំនោយខ្លួនឯង្ និង្មិតតអប់រំមិតត ម.ព.ជ. ដតប  នណាណ េះ ។

២.ប័ណ្ណ ននេះ រឺមានតំរលនសមើនឹង្ចំនួនទ្ឹក្ាក់ដដលានបញ្ជា ក់នៅដផ្នកខាង្ម ខ្រនសនលឹកប័ណ្ណ ដតប  នណាណ េះ ។ 

៣.បណ័្ណ ននេះអាចន្បើានសំរប់ដតសមាជិកដដលមាននលខ្កូដ និង្ន ម្ េះដដលានបញ្ជា ក់នៅដផ្នកខាង្ម ខ្រនសនលឹកដតប  នណាណ េះ ។

៤.ប័ណ្ណ ននេះអាចន្បើានសំរប់ទ្ិញថ្ន ំពីឱសថសាា នរដរូរទំង្១៧ មាន៖ 

ក. ភ្នំនពញ (ឱសថសាា ន និនរធន៏ - រស់ស ភាវតតី) 

ខ្. នខ្តតតាដកវ (ឱសថសាា ន អង្គរកា -  រ្ពរំដួល - នពទ្យនេម  - ឡាលីន - ឱសថទ្ិពវ - អង្សឹង្ហ - រ្ពកបាស - រនមញ - ស ខ្សានត) 

រ. នខ្តតបន្ទា យមានជ័យ (ឱសថសាា ន ថមពួក - សាវ យនចក - បឹង្្តកួន - បន្ទា យឆ្មម រ) 

ឃ. នខ្តតកំពង្់សពឺ (ឱសថសាា ន ្សង្់ - ្តំាខាន រ) 

៥.ប័ណ្ណ ននេះអាចន្បើានសំរប់មួយដខ្ ចាប់ពីរថៃទ្ី២៥ រនដខ្ និង្មានស ពលភាពដល់រថៃនៅដផ្នកខាង្ម ខ្រនសនលឹកដតប  នណាណ េះ ។

៦.បណ័្ណ ននេះន្បើានសំរប់ដតទ្ិញថ្ន ំតាមនវជាបញ្ជា ច ង្ន្កាយដដលមានកនុង្នសៀវនៅតាមោនស ខ្ភាពរបស់ ម.ព.ជ. ដតប  នណាណ េះ ។

៧.អនកទ្ទ្ួលផ្លពីប័ណ្ណ ននេះ្តូវនររពតាមនរលការណ្៏របស់ ម.ព.ជ. ។

៨. ពត៌មានបដនាម សូមទក់ទ្ង្មកនលខ្ 012 926 071 / 023 884 483 / 092 289 197 ។



Issues for discussion

Monthly prescription cost is useful information for targeting most vulnerable

Despite average co-payment level of 33% the level of use (91%) is very high 

among the poor chronic DM. No sign of barrier!

More HEF funding can increase the percentage of assistance for some very poor 

cases (100% - 91%= 9%??), but also increase the number of patients benefiting. 

The high uptake (91%) suggests that HEF should help many more patients with 

similar levels of co-payments. (Research)

Should delivery of other services be included (laboratory, medical consultation) 

and should transport costs be included ? (Research)

Who should / wants carry the financial burden of funding for the poorest chronic 

patients ? MoPoTsyo’s non poor members do not want to pay for the poorest 

members. 14


