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Health Care for the Poorest Through the ,,Health Equity Fund“ in Cambodia

This article deals with the Cambodian Health Equity Fund (HEF), which, in a modified form since 2000, has
enabled around three million people classified as extremely poor, i.e. around 20% of the country’s total popula-
tion, to receive free health care at various levels. The service financed by the HEF starts with the services of local
health centres and extends from district and provincial hospitals (Referral Hospitals) to special treatment in the
capital Phnom Penh.

The surveys carried out in 2017-2018 by the Institute for Development and Peace (INEF), University of Duis-
burg-Essen, within the framework of a study in a total of 28 health facilities and among numerous actors in
their environment confirm the positive effects of the HEF-supported care system on poor patients. On the one
hand, many people who could not afford any medical care before are now visiting the state institutions for
treatment purposes. On the other hand, the services offered there have improved significantly compared to
earlier years. This is also due to the fact that part of the payments from the HEF (60%) goes to the staff, whose
motivation is significantly increased in this way.

In particular, mothers-to-be (e.g. free births in qualified health facilities) and women with small children bene-
fit from comprehensive aftercare, which also includes nutrition counselling and thus addresses the problem of
widespread malnutrition in Cambodia, especially among children.

One challenge remains the fact that a large part of Cambodia’s population is vulnerable (including the extreme-
ly poor, this is around 55%), so that a solution must also be found for people living just above the poverty line
to enable them affordable access to health services.

Cambodia, health promotion, social security, poverty reduction, food security
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Goals and activities of the HEF system
at a glance

The HEF is a core component of a larger programme,

the Cambodia Health Equity and Quality Improvement
Project (H-EQIP), which will cost a total of USD 174.2
million over five years until 2021. The aim is to increase
the efficiency of the national health system in general,
with a view to providing care for poor population
groups in particular (cf. World Bank 2016). At USD 94.2
million, the Cambodian state is by far the largest contri-
butor to the programme, which also points to its strong
ownership. The World Bank contributes USD 30 mil-
lion and coordinates external support. German develop-
ment cooperation is contributing USD 15 million to a
donor package totalling USD 50 million, to which
South Korea and Australia are also contributing.
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This objective is to be achieved above all by increasing

the number of available health centres, which at the
same time are intended to improve the quality of their
services. In general, the use of the centres by people
with ID Poor status, i.e. people who can be supported
by HEEF, is to be significantly increased. This, in turn,

should ensure that significantly fewer households than
before are driven into poverty by health expenditure.

As a core element of the programme, the HEF is to
distribute USD 70 million over five years in reimburs-
ing expenses for poor patients in the health centres,
the state district and provincial hospitals and a special-
ist hospital in Phnom Penh, according to a fixed scale.
The beneficiaries must first have received a status
confirming their social situation and, associated with
this, an identity card as part of an identification pro-
cess for poor households, the ,,ID Poor Procedure”

(cf. Bliss / Hennecke 2018). In addition, persons in
need without this ID card can also receive free services
within the framework of a special admission proce-

dure in state hospitals.

The reimbursement amounts received by the health
care institutions for HEF-supported persons are low,
but always at the upper limit of the tariffs set by the
state institutions for self-paying patients. They are
billed individually, the invoices are submitted monthly
to an inspection agency in Phnom Penh, and then are
approved for payment by the latter. It is important for
the functioning of the system that 60% of the amounts
invoiced to the HEF, and also of the income from the
self-paying patients, goes to the staff of the health
facilities. The remainder is mainly used for the main-
tenance and operation of the health centres and hospi-
tals, thus supplementing the rather scarce basic funds
that the state allocates to the facilities each year.
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Country background and project integration

Today, due to considerable economic growth (above
all in the textile industry) in Cambodia, only 13.5% to
17% of people are extremely poor according to na-
tional criteria, depending on the source (cf. ADB 2017
for 2014, CIA 2018 for 2012, both estimates). When
multidimensional poverty criteria are used (in addition
to income, e.g. access to good nutrition, health care,
education), the proportion rises to more than one third.
In addition, an even larger proportion is vulnerable,
i.e. has less than twice what is considered the poverty
line. Accordingly, about 55% of the country’s popula-
tion must be regarded as poor and/or vulnerable (cf.
UNDP 2017).

As in the fight against poverty, Cambodia is also show-
ing success in the area of food security. Between 2000
and 2010, the percentage of children under five years
of age who were underweight fell from 38% to 28.3%,
while the proportion of emaciated children fell from
16.8% to 10.9% over the same period (see UNICEF
2017). However, in all areas these trends lag behind the
improvement of social indicators. According to the
statements of the numerous interviewees, socio-
cultural as well as historical reasons, such as the high
importance of rice during the genocide of the Khmer
Rouge (1975-1979), are the reasons for this gap between
income development and hardly increasing nutritional

quality.

The complete collapse of the health care system, which
was painstakingly rebuilt after 1979, can also be traced
back to the reign of terror of the Khmer Rouge. State
structures were developed only very hesitantly, so that
until about 2000 mainly private health services were
used. These were often of doubtful quality, but were
usually easier to reach than the few state offers, which

also had a bad reputation because the staff were
demotivated and often could not be reached even
during core working hours due to the necessary

secondary jobs.
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This is where the H-EQIP or its predecessor pro-
gramme with its HEF financing component came in.
On the one hand, it was necessary to significantly
improve the accessibility of state health facilities for all
sections of the population, which has been achieved
and will continue to be achieved above all by expan-
ding the network of health centres to cover the entire
population. On the other hand, the quality of the
health care system was to be significantly improved
and confidence in the institutions strengthened.

Project impacts achieved so far

ID Poor status actually entitles the families or indivi-
duals concerned to free health services throughout the
country. These include all local health centres and the
state district and provincial hospitals. In addition,
treatment in particularly severe cases is provided in
one of the country’s seven specialist hospitals in
Phnom Penh. A second study carried out by the Ins-
titute for Development and Peace as part of its own
research on the ID Poor identification system (Bliss/
Hennecke 2018) confirmed that the treatments were
indeed free of charge and that, with a few exceptions,
the bribes paid as a prerequisite for medical quality
and empathy towards the patients had completely
disappeared.

In addition to the direct costs for the treatment of the
sick or injured, the HEF also compensates for travel
costs to the health facilities and accompanying per-
sons who look after the sick can receive a daily
allowance. If someone dies during treatment in a



Good Practice Series 6B — Cambodia: Health Care for the Poorest Through the ,Health Equity Fund* 5

health centre or hospital, their relatives also receive a
funeral allowance. Against the background of the iso-
lation of many rural areas and the resulting high trans-
port costs, the HEF’s contribution to the travel costs to
the hospitals is particularly important. This makes it
easier for many seriously ill people to choose between
the tedious journey to the state health centre and
hospital or to a private clinic — possibly just a quack
business — which may be easier and cheaper to reach.
As a result, the number of HEF-sponsored patients in
district and provincial hospitals in particular has risen
sharply.

Women are much more strongly represented than men
in the use of services based on ID Poor status; they
particularly benefit from health services within the
framework of the HEF and here again from the rela-
tively comprehensive pre- and post-natal care as well
as obstetrics itself provided by the midwives of the
health centres and hospitals. In some institutions, the
number of births accounted for by the HEF considerab-
ly exceeds the number of self-payers.
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H-EQIP and above all the HEF have significantly
improved the equipment of the facilities and thus the

quality of the services offered as well as the motivation
of the health personnel, although there is still consider-
able scope for further improvements (cf. more detailed
report on this good practice: Bliss 2018). Perhaps even
more important, however, is the motivation of the staff,
which has naturally increased due to the formula of
60% bonus direct payments from the HEF reimburse-
ments. Even if the same applies to the bills of self-
payers, the HEF has increased the amount of paying
(or paid) patients to an extent that bonuses have be-
come a relevant part of income today. In some cent-
res they may only be symbolic amounts, with USD 5

additional income to the basic income of USD 150 per
month for nurses. In some hospitals, however, these
bonuses also amount to USD 50 to 100 per month,
often more than a third of the state salaries.

Conditions for success and challenges

The most important prerequisite for the significant
improvement of health services for extremely poor
population groups is the willingness of the Cambodian
government to commit itself to the nationwide imple-
mentation of the HEF and to bear most of the costs
from the national budget. In this way, a national
system could be created instead of the series of patch-
work-like and in some cases even overlapping special
programmes that were usually found elsewhere. The
available reports (ADRA 2016, World Bank 2016) and
the survey of key stakeholders in this study show that
the performance of HEF has become increasingly
effective, at least in recent years.

An important contribution to reducing poverty and
improving the living conditions of poor families is the
fact that people who do not have current ID Poor
status can also benefit from the HEF benefits through
subsequent identification in hospitals. This instrument
takes into account the fact that there are many house-
holds in Cambodia that live just above the poverty line.
For those affected, even relatively modest health
expenditure would lead to indebtedness and, as a rule,
to long-term impoverishment.

The sharp rise of poor people making use of health

services in recent years is not only due to the fact that
they receive free medical care, but also to the improved
quality of care and the significantly improved reputa-
tion of state personnel. In this respect, the formula of
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providing 60% of revenue to staff in the form of bonu-
ses has proven to be particularly effective. In addition,
these bonuses are distributed relatively equitably
within a minimum of 60 points (cleaning staff) and a
maximum of 100 points (director), thus substantially
improving the medium and lower-end incomes of
nursing staff.

A challenge to the social security system via the HEF
remains, however, in view of the question of how to
deal with the vulnerable households in Cambodia,
which exist alongside the approximately 20% people
with ID Poor status. These form a further 35% of all
households, many of which are ,near poor”, i.e. living
just above the poverty line — and currently have to pay
for medical services out of their own pockets. Should
the target groups of the HEF be expanded here or
would a general health insurance system, which is
based on income in the medium term, be the more

cost-effective solution for all in terms of contributions?

Conclusions for development cooperation
in general

P Even in a country located at the lowest limit of the
,middle income” status, a social security system, as
introduced nationwide by the HEF for all persons
classified as poor, can be established and financed. In
the special context of Cambodia with a total of up to
55% poor or vulnerable people, however, opportuni-
ties would have to be sought to expand the basis of the
persons supported at least into the group of vulnerable
population groups or the ,near poor”.

P The accessibility of medical services for the extreme-
ly poor also includes promoting physical access to
them, i.e. enabling those affected to be transported to

«

the nearest health facility that offers appropriate

care for the case and, if necessary, to pay for this trans-
portation. Where this is necessary, i.e. where the medi-
cal system does not provide care by way of first aid,
the support of an accompanying person by the health
system (in Cambodia in the form of daily or meal
allowances) represents a small but important contribu-
tion to ensuring that poor people have the opportunity
to benefit from health service.

» Bonus systems or money transfers to health care
facilities based on performance according to fixed qua-
lity criteria can be a very good way to increase not only
the technical and medical quality but also the motiva-
tion of health care personnel and thus make the sys-
tem significantly more attractive for potential patients.
What is important here is that the bonuses should be
allocated as fairly as possible to those involved who
bear the burden of the services, as is the case in Cam-
bodia, where this takes place in a way which is trans-
parent and overall apparently exemplary.

P A system of social security that offers pregnant
women and women with new-borns from poor house-
holds comprehensive and continuous access to pre-
and aftercare is a good way of positively influencing
the food security of the critical first thousand days of
life for children through counselling services. In any
case, this institutional anchoring is more suitable than
project-related nutrition counselling for mother and
child, i.e. often spatially selective and almost always
limited in time. It can also reduce maternal mortality

and combat malnutrition.
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1. Specialist doctors in a provincial hospital, 2. Map of
Cambodia (Source: based on project documents),

3. Well-visited patient admission in a rural health
centre, 4. Aftercare includes regular weight check-up
for the babies, 5. Vaccination of a new-born child in a
health centre, 6. Paediatric department in a Referral
Hospital, 7. One of the few specialist departments for
premature babies in Siem Reap, 8. Admission of HEF
patients to a Referral Hospital, 9. The Khmer-Soviet
Friendship Hospital in Phnom Penh also admits HEF
patients, 10. Nutritional counselling with UNICEF
teaching material in a health centre, 11. Discussion
with the team of a rural health centre.
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INEF - Research Project

The research project aims to develop recommenda-
tions for state development cooperation. The aim is to
identify measures that can better reach extremely poor,
food-insecure and vulnerable population groups.

We examine the interdependencies of extreme poverty,
vulnerability and food insecurity in order to identify
both blockages and success factors for development
cooperation.

Based on literature analyses and surveys of professi-
onal organisations at home and abroad, successfully
practised approaches (“good practices”) are to be
identified and intensively analysed within the frame-
work of field research. In addition to a socio-cultural
contextualisation, the gender dimension is consistently
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taken into account throughout. The local investigations
focus on the participation of the affected population in
order to capture their perception of the problems and
ideas for solutions..

We initially conduct our research in Ethiopia, Benin,
Kenya and Cambodia.

The project is funded by the German Federal Ministry
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