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Three Year Program Achievements 2001-2004 (2544-2547BE)
Senior Research Scholar in Health Systems and Policy Research

Executive Summary

Senior Research Scholar Program (thereafter called, the Program) in Health Systems and
Policy Research (HSPR) was an institutional grant supported by Thailand Research Fund
(TRF). This is the second program grant headed by Viroj Tangcharoensathien for the period of
December 2001 to November 2004, while the first phase was for the period of 1998 to 2001.
It should be noted that the Program was integrated as part of the International Health Policy
Program (IHPP), originally set up through a Memorandum of Understanding (MOU) between
Health Systems Research Institute (HSRI) and the Ministry of Public Health (MOPH).

Objectives of the Program were:

1. Knowledge generation through conducting policy relevant research in HSPR

2. Strengthening research capacity in HSPR

3. Translating and interface research findings into policy and practices, as well as health
systems development at country and regional levels.

The performance of the Program was described below.
1. Knowledge generations

There were four research themes.

1. Universal Access to healthcare, there were 9 projects according to the contract with TRF.
2. Health systems, 8 projects committed with TRF.

3. Regulation in health sector, 4 projects committed with TRF.

4, HIV/AIDS, five projects committed

Of the total 26 contracted projects under these four themes, 16 were accomplished, four were
ongoing and six were re-programmed.

In addition to what SRS committed to TRF contract, in the three year period, the Program also
conducted 62 projects outside contract, of these 56 projects were accomplished, and 6 are
ongoing. The nature of the projects outside contract were requests by policy makers (such as
Ministry of Public Health, Social Security Office, National Health Security Office, etc.) as they
were policy relevant and answers should be provided immediately. International agencies
such as UNAIDS, WHO and the World Bank also requested the Program to provide knowledge
as they were international policy relevant. However, Projects outside contract were more or
less under the four themes in the contract with TRF.

During the period of 2001-2004, the Program published 22 papers in international peer review
journals, and 49 articles were published in Thai journals aiming at domestic audiences. There
were also 22 research reports, and chapter(s) in 22 textbooks, 3 articles in seminars and
conference paper. There were the total 29 presentations (oral and/or poster) given in
international conference. By February 2005, 64 articles of both domestic articles and
international publications were 163 times cited in international journal articles.

The Program also communicated through 13 sessions of research reports in newspapers or
through on-air radio broadcast. There was one piece of copyright (in Computer Program) on
a Compact Disc Rom for the teaching aids of costing healthcare methodologies. There were
also 9 training sessions for domestic and international public health workers. The Program
publicized its output through IHPP website at http://www.ihpp.thaigov.net. There were a
total 17,226 visits during the period of 3 August 2003 to 17 April 2005.
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2. Capacity strengthening in HSPR

The number of researcher in the program is rather small; currently there are 8 and 10 full-
time and part-time researchers, seven external researchers in other institutes. In 2004, there
were the total 13 researchers who were on study leaves abroad, of which 10 towards doctoral
degree, two towards Master / Doctoral, and one Master. All post-graduate studies were
related to health systems, health policy, health economics and financing. There were multiple
sources of long term fellowship, but WHO was the majority. Others included Joint Japan
World Bank, Dorothy Hodgkin Award, Welcome Trust Fund, Office of the Civil Service
Commission, and small grant from IHPP.

The Program also strengthened its researcher skills such as communication skill, presentation,
writing manuscript, statistics, English language, exchanges of experiences with international
scholars.

In addition, the Program maintained a strong link with international networks and partners.
For example, IHPP is the core partners (in addition to South Africa) with London School of
Hygiene and Tropical Medicine, Health Economic and Financing Program (HEFP) funded by
DFID. IHPP is the active member of the Asia Pacific National Health Account Network, in an
EU fund project on Equity in Health and Financing in Asia Pacific (EQUITAP). A MOU was
signed among four partners — namely Prince of Songkhla University, Naresuan University,
HEFP and IHPP on staff exchange, training of students and staffs, joint publication and fund
raising. IHPP is also an active partner in capacity building for the staff in the Social Security
Office of the Lao Ministry of Labour and Social Welfare.

3. Policy utility of research produced by the Program

The program also focused on the use of research findings for health systems development at
national and regional level.

One of the most tangible contributions of the Program research findings to policy
development was related to Universal Coverage (UC) since the inception of UC in 2001. The
Ministry of Public Health and the National Health Security Office adopted recommendations
provided by the Program on capitation rate for budget requests with the government in Fiscal
Year 2002 to 2005. In addition, contribution of the Program, through ILO project in Lao
Social Security Scheme and the reform of Government Employee Health Insurance Scheme
was significant, the Ministry of Labour and Social Welfare as well as the Ministry of Health
adopted capitation rate calculated by researchers in the Program.

Conclusion

During this second phase, the Program had achieved the objects as committed in the Contract
with TRF. In addition, based on the core institutional grant generously provided by TRF, the
Program managed to attract additional research funds from other sources for research in and
outside the contract with TRF. This indicated an additional effect of TRF core funding in
attracting other sources of funding which enhanced the Program performance.

The Program demonstrated high commitment by its researchers, by the end of 2008, it was
expected that the Program would jointly with other partners, produced 14 Doctoral (including
head of the Program) in several key areas such as, health systems and policy, health
economics and financing, hospital studies, cost effectiveness studies, etc.

These doctoral researchers were part of the contribution by Thailand Research Fund, by Health
Systems Research Institute, by WHO country Budget, by other sources of funding such as CSC
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Office, Dorothy Hodgkin Award, etc. They are the social assets of the country that would
contribute significant in the health systems development in the country and in the region.
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1.3 AU Regulation
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atiuaywWnWIdalng UK Department for International Development — DFID (A1$199 1)
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ye15ulA29n197 23 iludaunileraslansanis 26 da Policy on adoption of AIDS vaccine into the national
control strategies (lasan1shaguandmyon- m5199 2)
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{A79N15 Financial review and actuarial recommendation of the ILO Staff Health Insurance Fund,

Geneva, Switzerland Lag {A79N15 Health Insurance Expert for ILO Social Security, Lao PDR
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(§UNAN 2544 — WoAANEIUW 2547)

PROJECTS FUNDING Status as of
SOURCES December
2004
I.  Universal Coverage

1 Pre and post UC benefit incidence study TRF Ongoing
2 Pre and post UC household health expenditures TRF Finished
3 Public hospital performance pre-post UC HSRI Ongoing
4 Pre and post UC pharmaceutical industry (18&inian) HSRI Cancelled
5 Pre and post UC private hospital industry (ARLNLAN Lﬁ‘ﬂ\‘i‘ﬂ’m HSRI Cancelled

Wianugdauiiauees naglsznauisndalsy)

6 Political dimension and policy process of UC WHO Finished

7 Financially catastrophic illnesses e.g. cancer, End Stage HSRI Finished

Renal Diseases

8 Re-allocation of manpower, relative weights of workload by TRF Cancelled

specialist in provincial hospitals (1a8NLAN)

9 Health care utilization profiles under different payment model TRF Cancelled
in UC operation (comparing inclusive capitation versus

separation of ambulatory and inpatient payments) (UaginLan)

Il. Health systems

10 | Pre and post crisis household health expenditure pattern TRF Finished
11 Pre and post crisis private hospital industry HSRI Finished
12 | Health financing for the elderly WHO Finished

13 | Cancer care and management in Thailand

13.1 Breast cancer screening WHO Finished
13.2 Radiation therapy services in Thailand TRF Finished
14 | How to achieve optimal cesarean section rate, There are TRF

three major research components

14.1 Survey to update cesarean section rate Finished
14.2 Survey negative impact of private practices Finished
14.3 Four intervention modality pre-post intervention study Finished

in various hospital settings

15 | National Health Account — methodological advancement HSRI Finished

16 | Equity in health and health financing in Asia Pacific Region EU Ongoing
[EQUITAP Project-1ng4n13 3 T, nun1wus 2545-2548]

13
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PROJECTS FUNDING Status as of
SOURCES December
2004
17 | Health systems responsiveness (UaNLAN) WHO Cancelled
Ill. Regulation
18 | Consumer protection against medical malpractice HEFP' Finished
19 | Regulation of drug2 and health food products HEFP Finished
20 [ Regulation in health sectors — *Adverse Drug Events HEFP Finished
21 Regulation in health sectors — ! Organ transplantation HEFP Finished
IV. HIV/AIDS
22 | Willingness to pay for HIV/AIDS vaccine among risk groups EU /WB Finished
in Thailand
23 | Public and private preferences towards the provision of HSRI Finished

HIV/AIDS vaccine in Thailand

24 | Policy process on the adoption of HAART in Thailand WHO Ongoing

25 | Position paper on introducing HAART into core package in UNAIDS Finished
universal health care coverage. Concept paper for
presentation at UNAIDS Economic Reference Group 12-14

October meeting

26 | Family, health systems and social supports to the chronic TRF Cancelled
illness and AIDS in rural northern Thailand (pre-proposal
submitted to Wellcome Trust), if positive then a full proposal

required

! HEFP Health Economic and Financing Program — London School of Hygiene and Tropical Medicine,
funded by UK Department for International Development - DFID.

2 [ fiudnn1smInaNAs e ranen Wiiudie o
3 usitdiniilu Regulation in hospital waste management ‘L6 NUMNTSAUNTIUURD Wudiinsdnen TuBail
wnua? vd5utasenisilu Consumer protection in Adverse Drug Events uagtAnlasenis

* usivdglu the role of purchaser on providers, experiences from Social Insurance, Workmen
Compensation Scheme and Civil Servant Medical Benefit Scheme iia'léisiuilserudu 5 Useind (3u —
Shandong University, é3aun, duiiie — Chennai, aawan16 — University of Cape Town wuasdssinealne)
95U TAs9n s ilu AsduasasiusTanludrunisilgnaiaadeny organ transplantation
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Tasennshiegludtynyn visedaoudrAtyidaulaunaaisnsngs Wvsdu 62 Tasenns (uanan 2544 —
WEAANEU 2547)
ID PROJECTS FUNDING Status as of
SOURCES December 2004

I. UNIVERSAL COVERAGE

1| AdlpAnaRsUseiude n1sANUIERIMNNANa el sedng | National Health Finished
thutsznno 2546 naldlasanisaFrandnisziuganindon | Security Office
i lulszmealne (NHSO)

2 | madfudnamananasariadszains lulasanisuanasiu NHSO Finished
qunntdauntihtl 2546

3 | medpringudeyasiunuresantune L ludananazns TRF Finished
ans13ugaT 2545

4 | maRnwadannislulasenisdseiuganindauniiiiunig World Bank Finished
infaAuenaL

5 Impact of Universal Coverage on Reproductive Health - Finished

6 Universal coverage and medium term financing implications | - Finished

7 | meAuuensumnanadmiuTliulssan 2547 NHSO Finished

8 | nmeAuwandmsuunanaduiuthulszann 2548 NHSO Finished

9 Long Term Financing of Universal Coverage in Thailand NHSO Ongoing

10 | Financial feasibility for introducing contributions to UC- | - Finished
Thailand

11 Lessons from the introduction of universal access to - Finished
subsidized health care in Thailand

12 | mMadtedinnsfnemaunulaludsemalng NHSO Finished
Il. HEALTH SYSTEMS

13 | Priority Setting for Health Policy: Burden of Disease and - Finished
Injuries in Thailand

14 | szuvenludszindlng TRF Finished

15 mﬁmmu?m@mmwﬁmﬂmﬁmmmﬂuu‘lﬁﬂumﬂ@:ﬁu TRF Finished
AUNINHIUNTN

16 | meduanziunumuarinnaFe1eaL3nsgunInssaL - Finished
Ugunfl neclAnwn 2.39tiee agsen

17 | msdamnzviunuinuaziassadneesiinisguamdgugi e | - Finished
LBUNIBITNTNAUANTTN NTCHANSN 6 8LN8

18 | Induced abortion: current situation in Thailand, the 1999 - Finished

15
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ID PROJECTS FUNDING Status as of
SOURCES December 2004
hospital based survey
19 | The diffusion, utilization and access to selected high cost - Finished
medical devices in Thailand
20 | wansznuresnsdaldIn1sANLInNAen I RUIAaIAUEIL | WHO Finished
4UNN
21 | mandvarsnsnigadmiueugnaulungulssnalundtieds | World Bank Finished
Reduaan
22 | nadfudgauazimundeAanlunuudisaeundeuas - Finished
avannsaTEeull 2546 SauudinUAT AT AL
NIENINANFTUGT
23 mﬁ?ﬂ?‘uﬂi:muﬁmmﬁlﬂmiﬁﬂmuﬁluvjmmmmwmuﬁmi - Finished
asinail g3 (CBR)
24 | Cost-effectiveness analysis of Japanese Encephalitis International Finished
vaccine Vaccine
Institute (IN)
25 miﬁmmﬂwﬁmmma"ﬂwﬁmﬁmilﬁ@m%q@mm‘w%‘imuﬁmaﬁ - Finished
(Adiunsludnenizfdunssunisuazanieineu Al
fiuninteuinemnsq)
26 | The Role of Trust in People living with HIV/AIDS on others : A | TRF Finished
Thai case study
27 | nsdezanauartiiauanInIINIT UL ST ULATNAANS - Finished
neganwudsanalng
28 | madszunaumspansieanisindsaustuganinly 20 T Bureau of Finished
419miin Health Policy
and Strategy,
Ministry of
Public Health
29 | n1sdssiNURMALATNANTENLAINNITANBBNTBIULNNE 11 WHO Finished
NIENINANFITUGT
30 | M9UlsziiuuAzaN SRR AANANTZNLANNNSTENELENSEN | WHO Finished
Fulafaendsaypansdunisunne
31 | Annumnnzanlun19am sy Stereotactic Neuro-Radio- NHSO Finished
Surgery Tuanunenunaniaiy uazentululszmelne
32 | Cost-Benefit of Rabies Control Using the Intensified Dog TRF Finished

Control Program in Thailand
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ID PROJECTS FUNDING Status as of
SOURCES December 2004
33 | Health and welfare survey 2003 TRF Finished
34 | Post Enumeration Survey for Health and Welfare NHSO Finished
Survey 2003 (IAT9N194199°N8WAINTTHAILNNTE1999
AL UAZATARNNT W.F.2546)
35 | Health and welfare survey 2004: TRF Finished
36 | Economic measures and funding initiatives for tobacco WHO Finished
control
37 | nafemnuniatlazifiunng e ludydavanuieans - Finished
W.A.2542
38 | Economic impacts of SARS - Finished
39 ‘Em\imﬁﬂﬁvﬂLﬁ@wumuu@zﬁuLﬂﬁﬂuLLmuﬂ@QWﬁﬂﬁaaﬁﬂ - Finished
gunnlng ﬂ@jmﬁ' 3:mjm@1m%1ﬁm;|ﬁLﬁwwu@mmw N394
AULATHTANANTANENINGY
40 Im\‘m”]ﬁ’:fﬂLﬁﬂ%’l'].li’l']ulmzﬂ%‘/‘i_lLﬂ?ﬂlﬂuLLNuﬂ@ﬂWﬁﬂ’]ﬁ’ﬁ/ﬂ - Finished
ganlng ngud 3:ngunalnddoyfitenuarnin mside
ulguneganm
41 The Development of Pre-Payment Health Insurance in WHO Finished
Thailand
42 | TasansilszTaminaununstinisaaanyms d1rinenu Finished
teefiudinu
43 | Tasannsdnsusslaminsdiiumnsau A1vinenu Finished
teriudanu
44 | A Study on Thailand Experience in Expansion of Social Ford Finished
Health Insurance and Protection of the Poor Foundation
45 %Lau'aL%qu‘l:ﬂmﬂLﬁ'aﬁﬂﬂzjmimzmmwﬁmmmu HSRI Ongoing
nmelsszuunantlsziugunindauntia
46 | Development of a league table of the cost-effectiveness of WHO Ongoing
high cost medical interventions in Thailand
47 | Performance and development of performance indicators of | WHO Ongoing
Drug and Therapeutic Committee in Thailand
48 | HANTTNUAINNITULNEAMNANATIENT LunFndRuniailoyoyn | yalls Ongoing
e uaznsdinandainst annfuie
ulaung
\ATEgRANIg
ARY

17
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ID PROJECTS FUNDING Status as of
SOURCES December 2004
49 | alavAuazgnusenisliiTnimisnsunne duiugilae adis Ongoing
TIVFNTIR: m’;‘?ﬁﬂmﬁ@zﬁﬂm@m@mwuﬁﬁ[ﬁiaummﬂi anniudae
nasuanansnigaulssimalng ulene
\AiTEgRanIg
AN
I1l. Regulation
50 | The survey of attitude towards organ donation among HEFP Finished
general population and organ donors in Khon Kaen
51 Revision of abortion provisions under the Criminal Code HEFP Finished
IV. HIV/AIDS
52 | Economic evaluation of the program for prevent mother-to- UNICEF Finished
child HIV transmission in Thailand
53 | Economic evaluation alongside clinical trial of Siriraj Micro- TRF Finished
nutrient supplement
54 | Scale-up of HIV/AIDS treatment and care in South East Asia - Finished
55 | The framework for adoption of future HIV vaccine in Department of Finished
Thailand, cost and financing requirement Disease
Control, MOPH
56 | WHO-UNAIDS Cost-effectiveness and delivery study for HIV | WHO-UNAIDS Finished
vaccine Joint HIV/AIDS
Vaccine
Initiative
57 | Impact of AIDS on orphan in Nan province TRF Finished
58 | Cost and consequences of Anti-retroviral drugs World Bank Finished
59 | Development of a Generic Tool to Measure Additionality WHO Finished
Using Three country case studies
V. International collaboration
60 | Financial review and actuarial recommendation of the ILO ILO Geneva Finished
Staff Health Insurance Fund, Geneva, Switzerland.
61 Health Insurance Expert for ILO Social Security Project ILO Finished
62 | National AIDS account UNAIDS Ongoing
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v aw a

sendnstlszma Aiinddretlulasenisuuu full-ime 479w 8 AU N34 part-time A1491 10 AR 1NA4E7

i external researcher A uaU 7 AL (AN5197 4) wana Nl external collaborator  aluuas

ANNUTTNARIUI 8 AL

Tl 2547 Wn3delulasanisfegszudnanisAnwsielanuouiadn 13 Au Wunisdnesians

sepuRyonnuazlfoygyienluselszma fssaldil (a9 3)

o

o K

A19190 3 Un3[eniavAnEs

8 o wuanendeudsdszma luindeadneniinugsne

NWINLAE

WITRINETANUS

unAnwszauilsygnan

1

a I
ney.ansen Azinland

La Trobe University, Australia

Drug and Therapeutic Committees
(DTCs) in Thai hospitals: Lessons learnt

from a study of performance indicators

P

2 | noy.ATDY FuRnaa University of London, UK Policy process on adoption of ARV in
Thailand

3 uw.qﬁm UszAnsdns University of London, UK Equity in health care financing and health
service utilization under UC scheme)
(benefit incidence study)

4 | uw.eA Aredmunuus University of East Anglia, UK | Development of a league table of the
cost-effectiveness of high cost medical
interventions in Thailand

5 | uw.Aad inwuniwel University of Minnesota, USA | Relationship in resources constraint
settings

6 | unwdey mtqu\iﬁﬁﬁ Harvard University, USA Human resource for health

7 Wty.'ﬁ"’ﬁm %"Jvl.wy]@ﬂr Amsterdam University, Anthropological perspective of disable

Netherland persons
8 | um.sinmwa 537NTA Massey University, New Alcohol policy in Thailand

Zealand
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NAINENAY

WIUDINLITNUS

NOY.AAENT WITUONA

University of London, UK

Pro-poor financing mechanism in Lao

10

U TLAN Wil

Australian National University,

Australia

Health risk distribution among STOU

students cohorts

undAnwiszaulfygilnuazian

11

= o £ =
NN.ATEANA ‘V!‘V]ﬁ’]ﬂﬁ‘

Erasmus University,

Netherland

Health system performance assessment

12

UN.FTR FIATWRNI

Saint Louis University, USA

unAnwszaAULFygin

13

UA.ATYAU AreNTAN

University of Maastricht,

Netherlands

Benefit Incidence of social health

insurance

v a o

A19199 4 tindalasansRsusruLiazulanegunIn ATinauimuulsuieganinssudnelsving

AZEIAE AuUdann ANUNIN ANUNN
Tulasannstfaqiiu | nsAneilaqiiv
1| wwAlsadd ;T\m?a;lmﬁm drvinulevnsuazemarans | oglulasens -
MD, Ph.D. NITNINABTUGY Full-time
1l 2540-2541
2 | wry.aang BABEIANN Taanenunadaneadnassy at/lulnsans -
MD, Ph.D. A.89213 Full-time
3 | v.oy.ATassou Wmefsanuy | dndnauansnsnige aglulasans -
DDS, M.PH., Ph.D. AmdnTaULNIY Full-time
4 | wn ez migyasadde Anineuimunuleuegann | egszudeaidnensia | Second year PhD,
MD., M.Sc. sendnlszing Ph.D., Harvard funded by
University, USA Harvard
University
5 | wnATd ineunineg AU AUENITAN AR T agsznineanAnusie | PhD, Candidate
MD., M.Sc., ADEUNNEANEAT IINNBLA Ph.D., University of funded by Faculty
Minnesota, USA of Medicine,
Ramathibodi
Hospital
6 | uwduqus Aisssusadadan | drifnenulsziuganan ag/lulazanig -
MD., M.Sc., Ph.D. NITNINABITOUGY Part-time
7 | NA.AT.QAUEN PNAR AZANBTUGTANERAT External researcher | -
B.Sc, M.Sc., Ph.D., NN AENing

20
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ADUTHIAE AUASTIn ADUNIN ADNUNIN
Tulasensilaqiiu | nnsAnmnilaqiiu
8 | we.psyasnInl inmanysd | AndsindrAans External researcher | -
B.Sc. (Pharm), M.Sc., Ph.D. | Nuangnaeaeseuuiu
9 | WA.ATANA ANTENUIUUT AN ATANGNT External researcher | -
B.Sc. (Pharm), M.Sc., Ph.D. | N¥NaNgnaguaiuni
10 | WNaaLADU AUANTINUE NIRRT ET U ne agflulazanig -
B.Sc., M.Sc. WATUNNETN9LAEN Part-time
NILNIWANETURY
1l 2542-2543
11 | noy. ATy FuRingag ANINUANENITNNIIRNMNT | BglszuinanAnsnsia | Third year PhD,
B.Sc.(Pharm), AT Ph.D., University of | funded by WHO
BA(pol science), M.PH. London, UK
12 | ney.ensen Az inlsar] TssnenunaumIaT agsznineanAnEIsie | submitted thesis
B.Sc. in Pharm. (First Class UATATAIININE Ph.D., La Trobe on March 31,
Honors), M.Sc.(Pharmacy) A UATATEIININT University, Australia | 2005
13 | WW.oA AIzdmunuwi N TR REMERTHR agszndandnmsie | Second year PhD,
MD., MA Ph.D.,University of funded by WHO,
East Anglia, UK
14 | p3.95N1 495milinan IAVI New York, USA URTRU IAVI New | -
B.Sc., Ph.D. York, USA
15 | Wn.qin semAasdne Tsanenunawgin A.dunys | egsvudnean@neisie | Third year PhD,
MD. Ph.D., University of funded by WHO
London, UK
16 | Wn.g31a1 2@8NENA nesszarunisunne agflulnsanis -
MD. dnuinanuseiudens Part-time
17 | Wey.297000 MEYLtnana NBIITLNIAINEN A11IN9U agflulasans -
MD, M.Sc. UAANTINIWANB1TUGY Part-time
18 | Wey.2unU HAInA nINnTUNNE agflulasans -
MD., Dr.PH. NILNTNANFNTUGD Part-time
19 | ey ZANs Asnarfan NBIITUATINL AN aglulazanis -
MD., Ph.D. UAANIENINANB1TURY Part-time
20 iﬁ.ma%uqi&Jﬂﬁtg@uzam5W anniddetlsvaansuazdsan | External researcher | -
Ph.D. WINENALNTAA
21 | wwanaadyy waona A1IN9UAMENITNNNT agflulazanig -
BA., M.Sc. WawnnsiAsegnauazdsan | Part-time

LA
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ADUTERA Audarin ADTUNIN ADUNIN
Tulasensilaqiiu | nnsAnmnilaqiiv
22 | WNA194997040 LN grvinauimuulaunsganin | eglulasens -
B.Sc., M.Sc. A L BT Part-time
1l 2544-2545
23 | WNANIANUEIN ANBIFY dinewimuuleuaguan | UfiRauyails -
B.Sc., M.BA. seudLsvinA AENTUGUUNTR
24 | W Aptsned 9nAan grvinauimuulauneganan | eglulasenns -
B.Sc., M.Sc. seudnadszine Full-time
25 | WNANIAYAU) AdeNsAN Tsanenunanis agsznineanAnesie | 1 year M.Sc. in
B.Sc., M.Sc. M.Sc, University of Social protection
Maastricht, Financing, fully
Netherlands funded by IHPP
26 | NOY.IRENT WITUGNA Tsanenunaumsng gszudnaanAnuIsie | First year PhD,
B.Sc.(Pharm), M.Sc. A UATINTANN Ph.D., London funded by
University, UK Dorothy Hodgkin
from LSHTM
27 | enaseinaind gaiaiile ADUZLATHIANENT External researcher | -
NMINENRLNHAIANARNT
28 | uw 51z Fariml 199NN LNANWINT agsznineanAnusie | five year grant
MD. A.1AFIVTAN M.Sc., Ph.D. form CSC
scholarship
29 | yin AszAnd wnaned ADAETUAUNTEANERT agszndneanAnuIsie | Fist year M.Sc.,
DDS, M.Sc. NUNINLNRUUDULNU M.Sc., D.Sc., funded by WHO
Netherlands Institute
of Health Science,
Erasmus University,
Netherland
30 | way.991 %ai‘wg@ﬂr quﬂ“ﬁ?uﬁmﬁ@mﬁ\lmj agsendanAnesie | PhD, Candidate
MD. ANTIDNINNWNTUNNE Ph.D. at Amsterdam
LN University,
Netherland
31 | wwanTzien Wil Avinuleunsuazgnsenans | egszudnaanAnwnsie | First year PhD in
B.Sc., MIH NTENTNANEITIURY Ph.D., Australian Epidemiology and
National University, population health,
Australia funded by
Welcome trust

22
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ADUTHIAE AUASTIn ADUNIN ADNUNIN
Tulasensilaqiiu | nnsAnmnilaqiiu
1l 2546-2547
32 | uw.vinewa 5990598 Tsanenunawmdn a.uaswun | agseudeanAneisie | First year PhD in
MD. Ph.D., Massey Alcohol
University, Consumption
New Zealand control, funded by
Thai Health Fund
33 | ney.ghnn asInRRuE NINAULAUULEFNIGIN N agflulazanig Application for
B.S.(Pharm), M.S.(Clinical NITNTRNAIDTUEY Full-time PhD in Health
Pharmacy) Policy, University
of East Anglia,
UK
34 | wanadasTl fiuAns dnvinewimunuleuiegunn | eglulasanis -
BE, MA (Econ) sendnedszina Full-time
35 | e AszAnG wanang grvinauimuuleunsgann | eglulasenis -
BA (Econ)., ME. senddszing Full-time
36 | Wwe ueEns loademney gnvinewimuuleuiegann | eglulasanis -
B.Sc.(Econ), M.Sc.(Econ) FepINUsEInA Full-time
37 | ww.ginuns s Tsanenunadsznie ag/lulazanig -
MD. A, UATIVTAN Full-time (W.A.2548)
38 | w9aN9qanN gusuIne ANLNREUUNTA agflulnsans -
B.Sc., M.Sc. (Math) NMINENALNTAA Part-time

2.1 n19AMABNUNIAE
Arinauimuuleueg N Nz eLsving Fnsdmaantinads 2 scuu Aa (1) n1adlasy
adpsioll waz (2) MsuaeRANEAINANND TN 2 szuuaziiuniIiansandnaaniag

a

ARUENITNNTENIIA U

9

TneazdnnangniamuantRnsanufsesns HAumNzaNLdng
NITLAUNNIWINUIANINTAINAINNTD TIAIUITINTG FIUBNANIIENINNUIEmA  WATATBANANTUE
sendndszing eaianuduudeslszmalveluniiganinian
2.2 msviuIagssauulauglssina uazssAUNINITIA
d‘ Yo o A ¥ ! v Aa o Vo v o a o o a o o
WaldfuAniaandnglasens sinddaacldfunaumunslinnaniddusziuuloung wagidusziu
- Ao ae A o v e ae w o =
wiwad  Inedinddeiaeadunling  (Mentor)  tlaqiuusiazindduiuiageuniiuiasinisuans

Tasanng dedaulnnifdulasanisszazioan 1-2 1
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2.3 msAnwsaLaznIsAULAYUUNIEUAILTY e

wdsanntnddeladlszaunisnimeddussiuuloug deznnns 13 U avsieadng

nezuaunsAnsseluatMifesdes  Ae  uwlBnneguaan  sTLLGININ UATIATHFAIARTNIAAY

a18190ug1 Tnemusine nlinisatuayu lAud asfniseunsialan (WHO) nuanuisaeuiiiuweiedng

1 Joint Japan World Bank Dorothy Hodgkin Welcome Trust WAz nm’ma‘?ﬁﬁmmﬂ N

o

wasaninddadrfaloygyuenndusnude  dwinawe  TaRnsaduaywliinddadunumly

aa o

A7aiuNNReuTeUasEAUUITmA  arHUNUIN TN S LAUUNUNTNANINENTY  IPNARNAINY

a o a 1% ZJ/ a ' a % v A e [
ANNINATEALUWNTNE WianvieldausanTunsdiuaierinddaiulnisie

?

2.4 MAATNATNANINTNRTIZDIUNIAE
dinews  Apldnaimminezaesinddaniadiusine  Tdun  dinmenisdituniaiaue
pamLazianilaguaNinidsinig Inaneludninen 4aldl Journal Club ynduenfifueng

(M50 5)  wazatuayunsiaueraswanilasuiuuw A lwsglsving  niswmuinge

o

neiundanne Tnednausn English Proficiency Course Winmznsilleubinussuatud miuanum

a v aa

21981591113 Taenindag lulAgan1741N1 04 5 9HAIN UL ANNNAN I UNINIITZA LT ALAT T AU

WIWENR (590 6)  NIRmWTINEEANNIINAATINAs  InanisdainddedndanEeuden
Advance Medical Statistics Il TLMUARTZLNAINEN ALIZUNNEANART NUNINEIAAIUAIATUNT LA

A
LNB

o o o 0% 1 3 o v A o v ¥ = :// '
ANATY ANUNNIRY 3;1\‘1Luu@uu@ktuuﬂ%@ﬂiﬁwi‘ﬂﬂ’mL‘HWT'JN‘]J?&?;NLL@Zﬁlﬂ@U?NV]QTuLLZ\IZMW\?ﬂTZLV]ﬂ

LEINAT9ANNE uazLlsraun1sninfISEALWIUITIE (5199 7)

A15199 5 miLL@mLﬂaﬂumm;ﬁmﬁmmi (Journal Club) ANt U RLNUIELNEZ TN INTTNINL TN A

Date Presenter Topic

16/03/01 Dr. Jongkol Lertiendumrong DEA - Data Envelopment Analysis

16/03/01 Dr. Phusit Prakongsai Meta Analysis

30/03/01 Dr.Komatra Chuengsatiansup nasdFunsyuawimiinuganw

12/04/01 Ms. Araya Sripiroj Drug Cost-Sharing Policy

27/04/01 Ms.Sripen Tantivess Lifestyle Medicine

11/05/01 Dr.Yot Teerawattananon Cesarean Section Determinants in Thailand: A
Study from 29 Public Regional/General Hospital
1998

25/05/01 Mrs.Wonduern Jindawattana Health Economic Issue

15/06/01 Asst.Prof.Dr. Churnrurtai Kanchanachitra Presentation Technique

29/06/01 Assoc.Prof.Jongjit Angkatavanich Infant Nutrition Issues in the World Health
Assembly

13/07/01 Dr.Kanitta Bundhmcharoen Long Term Care in Elderly People
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Date Presenter Topic

27/07/01 Dr.Krit Pongpirul Improved Paper-based OPD Cards for
Community Hospital

10/08/01 Dr.Chantana Padungtot Employee Health Examination in Lampoon

24/08/01 Asst.Prof.Weerasak Putthasri Cost Effectiveness Analysis on Atraumatic
Restorative Treatment (ART) Techniques
Compare to Amalgam

07/09/01 Dr.Yot Teerawattananon Cost Effectiveness Analysis on Prevent-Mother-
to-Child Transmission Program (PMTCT); A Case
Study on Evidence Base Policy

21/09/01 Asst.Prof.Dr.Churnrurtai Kanchanachitra Violence Against Women

5/10/01 Mr.Decharat Sukkumnoed HIA Development in Thailand: Experiences and
Future Workplan

19/10/01 Mrs.Walaiporn Patcharanarumol CD Costing (IHPP) VS. Hospical (MJH)

Ms.Kanjana Tisayaticom

2/11/01 Dr.Yot Teerawattananon Ethical Issues in Priority Setting the Case of Cost
— Utility Analysis

16/11/01 Dr.Siriwan Pitayarangsarit Policy Analysis and the UC Policy (N13ATIER
wlauneiulasenis - 30 um Snwvnise)

30/11/01 Mr. Richard B. Kalina Proposal Preparation for WHO Support

14/12/01 Dr.Puree Anantachoti Health Food Epidemiology

28/12/01 Dr.Jeerasak Thipsoonthornchai Pit and Fissure Sealants: Glass lonomer and
Resin Comparison

11/01/02 Dr.Phusit Prakongsai Poverty and Public Policy in Thailand

25/01/02 Mrs.Suwaree Tiengpitak Balanced Scorecard and Key Performance
Indicator (KPI)

22/02/02 Amnuay Sangchaypeangpen Provincial Health Survey

8/03/02 Ms.Waranya Teokul Poverty in Thailand

22/03/02 Dr.Krit Pongpirul The Effects of “Report Cards” on Health Care
Providers

5/04/02 Dr.Yot Teerawattananon Cost Effectiveness Models for Prevention of
Mother-to-Child HIV Transmission — Voluntary
Counseling and Testing and Choices of Drug
Regimen

3/05/02 Asst.Prof.Dr.Weerasak Putthasri Core Package for Oral Health Care on Universal
Coverage Policy, Thailand

31/05/02 Dr.Yot Teerawattananon Priority Setting: Thailand Burden of Disease

25
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Date Presenter Topic

14/06/02 Dr.Phusit Prakongsai Macroeconomic and Health: Investing in Health
for Economic Development

12/07/02 Asst.Prof.Dr.Churnrurtai Kanchanachitra Global Fund to Fight AIDS, Tuberculosis and
Malaria

2/08/02 Dr.Krit Pongpirul Knowledge Management

16/08/02 Dr.Wachara Riewpaibul Person in the Impersonal World

30/08/02 Mrs.Wonduern Jindawatthana International Health Economics 2002:
Knowledge and Experience Gain

13/09/02 Mrs.Chitpranee Vasavid Summary of the Assessing the Health of the
Poor: towards a pro-poor measurement strategy

13/09/02 Dr.Pongsadhorn Pokpermdee Inclusive and Exclusive Capitation

20/09/02 Dr.Duangtip Hongsamoot Regulation Enforcement in Pharmacy

4/10/02 Dr.Krit Pongpirul KM Series: Managing Reference with Endnote
6.0

16/10/02 Araya Sripiroj Drug and Therapeutics Committee (DTC)
Performance Indicators in Thai Hospitals:
Developing, Evaluating and Sustaining

25/10/02 Chantanee Buranathai Situation Zoonotic Emerging Disease in Thailand

8/11/02 Dr.Santawat Asavaroenchai Patient Safety

22/11/02 Dr.Piya Hanvoravongchai World Health report 2002

13/12/02 Assoc.Prof.Jongjit Angkatavanich Food Safety Issues : Risk assessment, Economic
Assessment and Single Agency Issue of National
Food Safety System. An experience from
University of Massachusetts.

27/12/02 Dr.Komatra Chuengsatiansup Newtonian and Cartesian: Way of Thinking

10/01/03 Asst.Prof.Dr.Weerasak Putthasri Screening for Breast Cancer with
Mammography: Resources, Cost and Utilization

24/01/03 Asst.Prof.Dr.Churnrurtai Kanchanachitra World Report on Violence and Healt

14/01/03 Dr.Charung Muangchana Nilawan Haemophilus influenzae type b (Hib) disease

Upakdee Bupawan

Phuaphanprasert

burden by Rapid Assessment Tool (RAT)

Outpatient Charges in 3 Provinces -referred

cases

Casemix of Psychiatric patient of Suanprung

Hospital




lassmaTeuszuvuszuloungguniw 2544-2547

Date Presenter Topic

24/03/03 Dr.Rachata Tangsiripat Stakeholder Analysis

03/03/03 Stephen Jan Why does economic analysis in health care not
get implemented more?

14/03/03 Dr.Wachara Riewpaiboon Private Obstetric Practice in Public Hospital: The
Consequence on trust and Distrust in Obstetric
Care

11/04/03 Dr.Komatra Chuengsatiansup Qualitative Research

18/04/03 Dr.Jadej Thammatach-Aree HCUP (Health Care Cost and Utilization Project
Quality) Indicator

25/04/03 Assoc.Prof.Pranee Liamputtong Qualitative Research

16/05/03 Mrs.Chitpranee Vasavid Patterns of Global Health Expenditures: Results
for 191 Countries

30/05/03 Asst.Prof.Dr.Weerasak Putthasi Private Hospital Industry in Thailand after the
Economic Crisis(1996-2001)

27/06/03 Asst.Prof.Petcharat Pongcharoensuk Drug Database for Policy Maker

4/07/03 Dr.Chawatesun Namwat Attributable fraction of Thai Burden of Disease

11/07/03 Dr.Rachata Tungsiripat Prevention and Control of Thalassemia in
Thailand: Policy analysis

15/08/03 Dr.Jongkol Lertiendumrong The Productivity of Public Hospitals pre and
post-economics crisis

29/08/03 Suthida Supanthamart Sampling method in Stochastic optimization and
Asian Epidemic Model

12/09/03 Asst.Prof.Dr.Weerasak Putthasri Future Study of Thai Medical Biotechnology:
Status and Roadmap

7/11/03 Dr.Apichart Rodsom Economic cost Evaluatin of Pediatric AIDS in
Nan Province

14/11/03 Dr.Sumet Ongwandee Cost Benefit of Rabies Control Using the
Intensified Dog Control Program in thailand

21/11/03 Walaiporn Pacharanarumol LAO Experience

12/12/03 Waranya Teokul Thailand's Poverty Reduction Strategies

19/12/03 Chawewan Yenjitr Vision and Quality of Life for Patients having
Intraocular Lens (With different brands) for
Cataract Surgery

12/12/03 Dr.Thaksaphon Thamarangsi Human Resources for Health: what can we learn
form national census?.

16/01/04 Dr.Krit Pongpirul Survey Technique: Application of Ms.word form

27
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Date Presenter Topic

on Questionaire

12/02/04 Asst.Prof.Dr.Churnrurtai Kanchanachitra Research Methodology on Sensitive Issue

26/03/04 Dr. Duangtip Hongsamut A Study of Pharmacy Model in Thai Health
Insurance System

23/04/04 Dr.Krit Pongpirul Changes in the Quality of Care Delivered to
Medicare Beneficiaries

30/04/04 Dr.Petchsri Sirinirund Provincial and District HIV/AIDS database for
Planning and Implementation: Lesson form
Phayao

28/05/04 Saranya Benjakul Equity

11/06/04 Kanokwan Tharawan Contested Sexuality and Reproduction: Being
Young and Unmarried Women in Thailand

11/06/04 Chommanard Nonkukhetkhong An Application of A Computerized Simulation
Model to Reduce Waiting time for Outpatient
Service in Non Sa-At Hospital, Udorntani

09/07/04 Dr. Chanpen Choprapawan Experiences on Thai Children Studies

13/08/04 Dr.Chureeratana Bawonwatannuwong Contested Sexuality and Reproduction: Being

and Dr. Philippe Seur Young and Unmarried Women in Thailand

20/08/04 Dr.Vijj Kasemsup Health Care Decisions under Budget Constraint
in Thailand

03/09/04 Dr.Jutamas Arunanondchai Health service sector liberalisation: Exploring
cooperations between Thailand and other
ASEAN economies

17/09/04 Dr. Yot Teerawattananon Health Economic Evaluation: The past, present,
and future; and where we (Thailand) are ?

05/11/04 Kanyakorn Pavananunt Hospital Efficiency: A Study of Public
Community Hospital in Thailand

19/11/04 Stephen Sze-Ping LIM Cost-effectiveness analysis for priority setting:
WHO-CHOICE and SPICE

26/11/04 Sripen Tantivess Why (not) ART?: the politics of rationalising
antiretroviral therapy in developing countries

03/12/04 Tananan Ratanachodpanich Efficiency of pharmacy department using DEA
approach

07/01/05 Veerasak Mongkolporn Demand for and Supply of medical services for

foreign patients: an exploratory study on the

impact of human resource in public health sector
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Date Presenter Topic

in Thailand

17/02/05 Chutima Akaleephan State of the Art: A brief literature review on End
of life studies

18/03/05 Dr.Thaksaphon Thamarangsi HRH: Situation Analysis Future Challenge

25/03/05 Dr.Yot Teerawattananon How to make a start of formal technology
assessment in health care in Thailand? And what
can we learn from NICE of the UK?

ANSIN 6 HAMUWIABARNWINIENT  war  N1INENBINAIILIUNIANITALUIMITNR  9eetinddn Ty

Tasemisidesrunuarulaunaganin dinanuirinulaunaganinszudnedsena (daya ni nuniug 2548)

DIDLT HANUARNN | WANURARNW | Swaumanu | 41uiuase
JUnWus (Authors) 915819550 L 915815 fgnensds fgnensds
RLVRE AT SLAUTA (Cited Work) | (Time Cited)
1 Viroj Tangcharoensathien 20 55 36 78
2 Chitpranee Vasavid 1 3 1 3
3 Jongkol Lertiendumrong 4 2 3 13
4 Siriwan Pitayarangsarit 3 5 3 11
5 Phusit Prakongsai 1 17 3 4
6 Yot Teerawattananon 4 14 3 3
7 Chutima Akleephan - 2 - -
8 Thaksaphon Thamarangsi - 1 - -
10 | Chawewan Yenijitr 1 2 - -
11 Piya Hanvoravongchai 7 2 2 11
12 | Vijj Kasemsup 3 5 1 9
13 | Sripen Tantivess 4 6 2 4
14 | Araya Sripairoj 1 2 - -
15 | Walaiporn Patcharanarumol - 8 3 5
16 | Kanjana Tisayatikom - 7 2 4
17 | Weerasak Putthasri 1 4 1 1
18 | Rachata Tungsiripat 1 3 - -
19 | Chutima Suraratdecha 3 - 4 17
20 | Watchara Riewpaiboon 1 1 - -

WA © http://isid.isiknowledge.com/portal.cgi/wos waz §audeyaduAulagqiiasnsniuminandt
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A519N 7 Training exposures to short courses and workshops
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surveys in low and middle

income countries

Participant’'s name Training Course/ Place (Country) Date Funding
Workshop agencies
1. Yot Advance Medical Prince of December IHPP
Teerawattananon | Statistics Il Songkhla 2001
University,
Thailand
2. Phusit Advance Medical Prince of December IHPP
Prakongsai Statistics Il Songkhla 2001
University,
Thailand
WHO Workshop on Sub Oxaca, Mexico | April 24-26, | WHO
national health system 2002
performance assessment.
Poverty measurement & The National June 10 — NSO, IHPP
analysis : Training for Statistical 21,2002
trainers Office,
Bangkok,
Thailand
EQUITAP & NHA Bangkok, June 24 — IHPP,
technical meeting Thailand 28, 2002 EQUITAP
project
EQUITAP Workshop Hong Kong December EQUITAP
14-16, 2003 | project
Regional Seminar for Jakarta, June 14-16, | World Bank
Poverty Analysis and Data | Indonesia 2004 Institute
Initiative (PADI)
A technical workshop on Ahmedabad, September HEFP,
undertaking household India 21-24,2004 | LSHTM




Participant’s name Training Course/ Place (Country) Date Funding
Workshop agencies
International Conference Chiang Mai, February National
on Cost Containment in Thailand 24-25, 2005 | Health
National Health Insurance Security
System Office
(NHSO),
Thailand
3. Piya WHO/Harvard Training Hersonnisos, October 20- | WHO-Geneva
Hanvoravongchai | Workshop on Health and Greece 26, 2002
Poverty
Training Course on UN ESCAP, November WHO/IHPP
Improving Thailand 19-22, 2002
Communication Skills
4. Rachata The 9" WHO/HARVARD Crete, Greece October 14- | WHO
Tungsiripat Workshop on evidence for 26, 2002
Health Policy,
- Burden of Disease
- Cost Effectiveness
Research Capacity LSHTM, U. of December LSHTM, IHPP
Development Workshop London, UK 2-6, 2003
5. Chutima European commission Brussels, June 6, World Bank
Suraratdecha meeting on health and Belgium 2002
AIDS vaccine
International AIDS Barcelona, July 6-7, UNAIDS
Economics Network Spain 2002
Symposium
XIV International AIDS Barcelona, July 7-12, UNAIDS
Conference Spain 2002
6. Wachara The role of trust in health Johannesburg, | September SRS-TRF
Riewpaiboon systems South Africa 30- October
4, 2002

lassmaTeuszuvuszuloungguniw 2544-2547
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Participant’s name Training Course/ Place (Country) Date Funding
Workshop agencies
The 9" annual workshop Crete, Greece October 14- | WHO
on evidence for health 26, 2002
policy
- Health System
Performance Assessment
- Health and Poverty
7. Weerasak The 9" annual workshop Crete, Greece October 14- | WHO
Putthasri on evidence for health 26, 2002
policy
- Burden of Disease
- Cost-effectiveness
Advance Medical Prince of December IHPP
Statistics Il Songkhla 2002
University,
Thailand
8. Walaiporn EQUITAP & NHA Bangkok, June 24 — IHPP,
Patcharanarumol | technical meeting Thailand 28, 2002 EQUITAP
project
Advance Medical Prince of December IHPP
Statistics Il Songkhla 2002
University,
Thailand
EQUITAP Workshop Hong Kong December IHPP/
14-16, 2003 | EQUITAP
project
9. Somying Advance Medical Prince of December IHPP
Saithanu Statistics Il Songkhla 2002
University,
Thailand
Research Capacity LSHTM, U. of December LSHTM, IHPP
Development Workshop London, UK 2-6, 2003

32
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Participant’s name Training Course/ Place (Country) Date Funding
Workshop agencies
10. Kanjana Evidence for Health Policy | Crete, Greece October 14- | WHO
Tisayaticom Workshop 26, 2002
- Health Systems
Performance Assessment
- Health and Poverty: data
analysis and use for
policy
Advance Medical Prince of December IHPP
Statistics Il Songkhla 2002
University,
Thailand
EQUITAP & NHA Bangkok, June 24 - IHPP,
technical meeting Thailand 28, 2002 EQUITAP
Third Forum of Asia Manila, February EU and
Pacific Health Economics | Philippines 20-22, 2003 | WPRO
Network and NHA
Meeting
Research Capacity LSHTM, U. of December LSHTM, IHPP
Development Workshop London, UK 2-6, 2003
EQUITAP Workshop Hong Kong December EQUITAP
14-16, 2003 | project
11. Jongkol 4" iHEA — World San Francisco, | June 13-20, | TRF
Lertiendumrong Congress USA 2003
Summer school on Wageningen September, | IHPP
Efficiency and Universiteit, 2003
Productivity Analysis Netherlands
System wide effect Oxford, UK September, PHR plus
2003
12. Thaksaphon Health communication PRB and Hanoi | December, PRB
Thammarangsri school of 2003
public health,

Hanoi, Vietnam
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Participant’s name Training Course/ Place (Country) Date Funding
Workshop agencies
13. Chawewan Yenijitr | Policy Analysis using the Faculty of July 26-30, Department
Asian Epidemic Model Pharmacy, 2004 of Disease
Mahidol Control,
University MOPH
A technical workshop on Ahmedabad, September, | HEFP,
undertaking household India 21-24,2004 | LSHTM
surveys in low and middle
income countries
14. Chutima Policy Analysis using the Faculty of July 26-30, Department
Akaleephan Asian Epidemic Model Pharmacy, 2004 of Disease
Mahidol Control,
University MOPH
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Participant’'s name Training Course/ Place (Country) Date Funding
Workshop agencies
15. Chitpranee WHO Workshop on Sub Oxaca, Mexico | April 24-26, | WHO
Vasavid national health system 2002
performance assessment.
EQUITAP & NHA Bangkok, June 24 — IHPP,
technical meeting Thailand 28, 2002 EQUITAP
project
Third Forum of Asia Manila, February EU and
Pacific Health Economics | Philippines 20-22, 2003 | WPRO
Network and NHA
Meeting
EQUITAP Workshop Hong Kong December IHPP/EQUITA
14-16, 2003 | P project
Resource Tracking and Geneva, March 22- WHO
Additionality: Links to Switzerland 23, 2004
National Health Accounts
Framework using
HIV/AIDS as an example
16. Araya Sripairoj Evidence-based practice | Melbourne, September Dr.Ken
in public health and Australia 27-29, 2004 | Harvey's
health promotion: A two- research
day professional fund
development course for
managers and policy
makers
Medication Management Melbourne, February 6- | Dr.Ken
Review Course, 10th Australia 11, 2005 Harvey's
Annual Australasian research
Clinical Pharmacy fund

Education Seminar
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a oo
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naanuddentin g s lemiidaulaune

3.1 HAIUANNWIUITAI199T1NT
3.1.1 WAMUANNNIUNTRITITINTIZAUUIUNENR 1 2544-2547

1. Wibulpolprasert S., Tangcharoensathien V. Health systems performance --- what's next?.
Bulletin of the World Health Organization 2001; 79(6): 489.

2. Tangcharoensathien V., Tantivess S., Teerawattananon Y., Auamkul N., and
Jongudoumsuk P. Universal Coverage and Its Impact on Reproductive Health Services in Thailand.
Reproductive Health Matters, 2002; 10(20): 59-69.

3. Tangcharoensathien V. ICPD Goals and Targets Worth Revisiting in the Context of Health
Sector Reforms. Reproductive Health Matters, 2002; 10(20): 138-140.

4. Tangcharoensathien V.Lertiendumrong J.Harnvoravongchai P.Mills A.,Bennett S.
Caesarean Deliveries in Thailand: Cause for Concern. Regional Health Forum,2002; 6(2):30-42.

5. Hutubessy RC, Hanvoravongchai P, Edejer TT; Asian MRI Study Group. Diffusion and
utilization of magnetic resonance imaging in Asia. Int J Technol Assess Health Care. 2002
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Presentation title

Conference name

Place (Country)

Date
(Oral/Poster)

1. Jongkol

Lertiendumrong

Productivity of

public hospital in

3rd International

Health Economics

York, UK

July 23-25,

2001 (Poster

Thailand pre and Association presentation)
post crisis
Assessing Plant 4th International San Francisco, June 15-18,
Capacity in Thai Health Economics | USA 2003 (Oral
hospitals and the Association Presentation)
production of care
for Poor and non-
poor patients
Financing national | 8th Bangkok Bangkok, January 19 -
antiretrovial Symposium on Thailand 21, 2005
program HIV medicine (International (Orall
conference) presentation)
2. Piya Medical Savings Third Forum of Manila, The February 2003
Hanvoravongchai | Accounts Asia Pacific Philippines (Oral
Health Economics presentation)
Network
Program costing the XV Bangkok, July 11-16,
of Anti-Retroviral International AIDS | Thailand 2004
Therapy Program | Conference (International (Poster

for its integration
into the benefit
package of the
National Health
Security (30 Baht)
Scheme in

Thailand

conference)

presentation)
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Presenter's name Presentation tittle | Conference name | Place (Country) Date
(Oral/Poster)
3. Araya Sripairoj Pharmacy and Second Chiang Mai, March 30 —
Therapeutics International Thailand April 2, 2004
Committees in Conference on (International (Oral and
Thai Hospitals Improving Use of | conference) Poster
under Health Medicines presentation)
Reform
Is there room for National Brisbane, July 28 -30,
improving the Medicines Australia 2004 (Poster
performance of Symposium 2004 presentation)
Drug and (Quality Use of
Therapeutics Medicines: Time
Committees for total
(DTCs) in Thai integration)
hospitals?
4. Chutima Does Drug Use Second Chiang Mai, March 30 —
Akaleephan Evaluation (DUE) International Thailand April 2, 2004
Required National | Conference on (International (Oral and
Policy Improve Improving Use of | conference) Poster
Use of Medicines? | Medicines presentation)
5. Vijj Kasemsup Public hospital’s The American Salt Lake City, October 26-
drug expenditure Association of Utah, USA 30, 2003
during economic Pharmaceutical (Poster
crisis in Thailand Scientists (AAPS) presentation)
meeting October
26-30, 2003
Care Decisions The American Seattle, March 26-30,
Under Budget Pharmacists Washington, 2004
Constraint in Association USA (Poster
Thailand (APhA) meeting presentation)
6. Siriwan Policy framework | Workshop London, United May 11-12,
Pitayarangsarit towards private organized on Kingdom 2000

health sector in

behalf of the
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Presenter’'s name Presentation titte | Conference name | Place (Country) Date
(Oral/Poster)
Thailand. Paper Department for
presented at: International
Making the most Development,
of the private Health Systems
sector. Resources Centre
7. Chawewan Yenjitr | Vision and Quality 19" Congress of Bangkok, November 9,
of Life in Patients Asia-Pacific Thailand 2003 (Oral
having Intraocular | Academy of (International Presentation)
Lens for Cataract | Opthalmology Conference)
Surgery
8. Phusit Prakongsai | Private practice International Phuket, Thailand | February 26-

among public Conference on 28, 2003
medical doctors: “Health Care
Thai experience Reform: the

missing jigsaws?”
Dual Practice The workshop on London School May 19-20,
among Public dual practice of Hygiene and 2003
Medical Doctors among medical Tropical
in Thailand doctors in four Medicine,

countries: China, London

Zimbabwe, Peru,

and Thailand
Application of a technical Ahmedabad, September 21-
asset index for workshop on India 24,2004

household
surveys in

Thailand

undertaking
household
surveys in low and
middle income

countries
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substitute feeding
interventions to
prevent mother-to-
child HIV
transmission in
health regions 7
and 10 Thailand:
a result from six

hospitals.

Thailand

conference)

Presenter's name Presentation title | Conference name | Place (Country) Date
(Oral/Poster)
Post Enumeration a technical Ahmedabad, September 21-
Survey (PES) of workshop on India 24, 52004
the 2002 Socio- undertaking
Economic Survey | household
(SES): an surveys in low and
adjustment of middle income
household out-of- | countries
pocket payment
9. Yot Cost-effectiveness | Third International | Chiang Mai, April 2001
Teerawattananon | of antiretroviral Symposium on Thailand (Oral
drug and Pediatric AIDS in (International presentation)
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Presenter’'s name

Presentation title

Conference name

Place (Country)
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(Oral/Poster)

Field testing the
Manual for Use of
a Cost-
Effectiveness Tool
for Evaluating
Anti-retroviral
Drug and
Substitute
Feeding
Interventions to
Prevent Mother to
Child
Transmission of
HIV in Thailand.
[Abstract 1384]

VI International
Congress on AIDS

of Asia Pacific

Melbourne,

Australia

October 2001
(Poster

presentation)

Burden of
HIV/AIDS in

Thailand

XIV International

AIDS Conference

Barcelona,

Spain

July 2002
(Poster

presentation)

The program for
prevention of
mother-to-child
HIV transmission:
analysis of options

in Thailand

XIV International

AIDS Conference

Barcelona,

Spain

July 2002
(Oral

presentation)
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Presenter's name Presentation title | Conference name | Place (Country) Date
(Oral/Poster)
Determination of Conference of Leeds, UK September
reproductive Sexual- 2003
health services Reproductive (Oral
package in the Health and Health presentation)
universal health System
insurance scheme
in Thailand: match
and mismatch of
need, demand
and supply.
10. Chutima The potential AIDS and Durban, South July 7-8, 2000
Suraratdecha demand for an Economic Africa (Orall
AIDS vaccine in Symposium, presentation)
Thailand International AIDS
Economics
Network
A contingent The Third University of July 22-25,
valuation study to | International York, York, 2001
elicit willingness Conference in the | United Kingdom | (Poster
to pay for an AIDS | Economics of presentation)
vaccine in Health, Within and
Thailand Beyond Health
Care, International
Health Economics
Association
Who doesn't want | The Sixth Melbourne, October 6,
an AIDS vaccine International Australia 2001
and why? Results | Congress on AIDS (Oral
from a household in Asia and the Presentation)

survey in Thailand

Pacific
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Presenter’'s name Presentation titte | Conference name | Place (Country) Date
(Oral/Poster)

The demand for The XIV Barcelona, July 7 -12,
an HIV/AIDS International AIDS | Spain 2002
vaccine among Conference (Oral
high-risk groups: Presentation)
Does risk matter?
The demand for The International Barcelona, July 6 -7,
an HIV/AIDS AIDS Economics Spain 2002
vaccine: Does the | Network (Oral
risk matter? Symposium Presentation)

Consumer
Protection in
Health Care

Sector in Thailand

The 4th World
Congress of the
International

Health Economics

San Francisco,

CA

June 15-18,
2003
(Orall

Presentation)

Association
The Private The 4th World San Francisco, June 15-18,
Demand for an Congress of the CA 2003
AIDS Vaccine in International (Orall
Thailand Health Economics Presentation)
Association
Healthcare 10th International | Washington, October 13-
system and Conference on D.C., USA 15, 2003
response to Healthcare (Oral
HIV/AIDS Resource Presentation)
epidemic in Allocation for
Thailand HIV/AIDS
Reaching the Reaching the Poor | Washington, February 18-
Poor: The case of | Conference D.C., USA 20, 2004
Universal (Orall
Coverage in Presentation)
Thailand
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1. HEFP, London School of Hygiene and Tropical Medicine (University of London)
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collaborations 3e¥dN4rTU AR joint research, joint publications, staff exchanges Lag
partner staff trained and mentored

2. European Union (EQUITAB project, Equity in health and health financing in Asia Pacific
Region)
UNAIDS
World Bank (Reaching the poor project)
Asian Development Bank (ADB)
World Health Organization (WHO)
International Labour Organization (ILO)

LAO PDR (Social Security collaboration project)

© ® N o o ~ ©

Iran (Ministry of Health of Iran)
10. International Vaccine Institute (IN)

11. UNICEF

Tuwlszine

N

AN TTU LA SN0 Y

o

AN UNANL ILAUL VN INNTR

o

Avinautlseiudeau

ANINUAT AU R
ANINAUANILNITNNIWINUNNNTLAT TN AUATAIAN LN TR
ANUINUATUZNITUNNTIRIMNTIAZEN

naslsalend nsuAsuANlsA NITNIWANEITUGD

NE9TTLNATINEN A1TNIULAANIENINANEITUGT

© © N o o A~ 0w D

N7AUNKE NTEN FWNATITEY

57



a"":ﬁ'nﬂuﬁmmufymyqﬂmwszwh\nlszmﬂ

58

10.
11.
12,
13.
14,
15.

NINATUANE NITNTWANETEURT

P1IINLAR 1T NTINNAEGR-LUTUNNE TINeNFeRunnel
asnax 1w annanlsalawinlssmalng aunantlgnansadany unnaauiau
yas 1 yatitlsnln

Taanenuna ludeingne) Nseneanssugy naumnwamIuAs nanluu
ADNLUNNSANEFN

- MYNRENNIANT1IUGY ATAINTUNUNINENAE

- AZIATHTANART AINATANART AaenInlNININEN G

- ANMTANENIUGTANART NMINLNAENTIAA

- ANUTANENTUAUANARNT NUNANENREVRULTY

- ADTUNNEANERT NuNInen At Tl

- ANMTUNMEIAARAT NUINENALIULTAIT

- WUIRITZUNAINEN ATUZUANEAIRARST NARNENREASIANUATUNS



lassmaTeuszuvuszuloungguniw 2544-2547

5. wHuNUluauIAR

hunnaresdtinauimuwnuleuaguninssndedssma A nisanlinauaniusialald

'
a a o

v o . o A ¥ A o a o
HAANS (Deliverable) AuTisfands Aa n1safuaiuddeninnininuazarnnsatinanisiaellldlunng
AuasazAauultLngganIw - szuuganinuazsruuilsziugunmasslssme  anvisa¥iaasetig
ANINIINHBNNTIABTINTEUINLSTINATBUILAZ TN AW a5 AN INHafugInInsenIslszme
TuszAunynAuaznaniA lugiuduiunistineusuiunisideulunauarssuugan i waz ianu
doamaesuRTINIsuNlssmanasimudluuazwanginiA wananid d1uinau §einisialunng
aFanNdnudreinddesuuluneuarsruugann - atuayuninEeNaiainadegulud - A
Tasannside Tuszuusziuganandoundn Aduszuuansnanuge dengszdevderisdulunisliiuinig
¥ 4o X O - -
pougann wazilynansisniganiiaruludaqiiv ivesiuuuimniiEhaaasuaslsviiunanisgua
fneleafiutlymansrsgaidutlogmimigludaqiu wy Tsefsdewetledend lsafindenis
wweAduus lspRndalada Human Papiloma uazlanldudnlugy Tsalimnsie wu laonaFefszucgaiing

gURAwin TeAnzidelinunagn

wawmfilenl  fusiyatos o Aninauimunuleunaganinszudnadsana 165y
NugANYUAINAINUNauATUARLNIIAAE (an9.) TAseNIaNEIduengla Aol 1 dous WOHNAN
2541 T8 ey 2544 a2 LAsEgANERSNITARISUANETTNGY LAz ASal 2 Raust SunnA 2544 B
30 wAANTEU 2547 lugnanddessuuiarulaunagunn awlniidlunan 6 T naeanatlddnimunau
uazasuudnpasazineglasiell Tasldtindwiteluiilsrguiniss uazaniznssunietiung iuszesy

WemAnaulunsWmuInIRae s RmuultLIsuazsziugannaeslszmalne

fati A11inenu AsiluunAnuazunwiuluan 3 Tdrandd (2548-2550) Tneisjaiiuniesinug
- 19988 N1FAFNNAINUBAZNIAIAUAUIRE (Research)
- N385 19ANGINHe (Coordination)

- N3UNeUTN (Training)

o
a o A

eavids AN ulne daiy 1}’?\1 3 Anu Aeeilpe
1. UsmimmiAdeluduinuazeanuunlnsenise (Downstream research)
1.1 HIV/AIDS
1.2 Trade and Health
1.3 Human resources
1.4 Financing

1.5 Developing key information

59



a"":ﬁ'nﬂuﬁmmufymyqﬂmwszwh\nlszmﬂ

2. UrzifunAde ludusudusiulanni (Upstream research)
2.1 HIV/AIDS
2.2 Trade and Health
2.3 Human resources
2.4 Financing
2.5 Economic evaluation
2.6 Policy process
2.7 Efficiency
2.8 Resource allocation
2.9 Issues relating to Social Security Scheme
3. n9tlsranuanuiLe
3.1 Tm39n13 Human Resource
3.2 Tasann3 SPICE
3.3 TA3ann9 ASEM
4. nsElnaus
4.1 M9UsUEUANNANAMIUATHTANERT
4.2 NMIAAFUYNUIATINEILNR

4.3 NNINARIINTNLININTOLET 10T/ 1aAd

60



lassmaTeuszuvuszulougguniw 2544-2547

NAIIHIVLIANNN 136715715 52A UBIUIZIA
1] 2544-2548 (2001-2005)

HaI1W

I-1

Wibulpolprasert S., Tangcharoensathien V. Health systems performance --- what’s next?.
Bulletin of the World Health Organization 2001; 79(6): 489.

I-2

Tangcharoensathien V., Tantivess S., Teerawattananon Y., Auamkul N., and
Jongudoumsuk P. Universal Coverage and Its Impact on Reproductive Health Services in
Thailand. Reproductive Health Matters, 2002; 10(20): 59-69.

I-3

Tangcharoensathien V. ICPD Goals and Targets Worth Revisiting in the Context of
Health Sector Reforms. Reproductive Health Matters, 2002; 10(20): 138-140.

-4

Tangcharoensathien V.,Lertiendumrong J.Harnvoravongchai P.,Mills A.,Bennett S.
Caesarean Deliveries in Thailand: Cause for Concern. Regional Health Forum,2002;
6(2):30-42.

I-5

Carrin G., Harnvoravongchai P. Provider payments and patient charges as policy tools for
cost-containment: How successful are they in high-income countries?. Human Resources
for Health, 2003, 1.

I-6

Teerawattananon Y., Tangcharoensathien V., Tantivess S., and Mills A. Health sector
regulation in Thailand: recent progress and the future agenda. Health Policy 2003; 63:
323-338.

I-7

Tungsiripat R., Tantivess S., Suraratdecha C. Consumer Protection in the health sector in
Thailand. Health Economics & Financing exchange, 2003 No.27, 4.

Prakongsai P. Dual Practice among Public Medical Doctors in Thailand. Health
Economics & Financing exchange, 2003 No.26, 2.

Towse A., Mills A.,Tangcharoensathien V. Learning From Thailand's Health Reforms.
BMJ, 2004, 328; 103-105.

Tangcharoensathien V., Wibulpolprasert S., Nitayarampong S. Knowledge-based
changes to health systems: the Thai experience in policy development. Bulletin of the
World Health Organization, 2004; 82(10): 750-756.

Putthasri W., Tangcharoensathien V., Mugem S.,Jindawatana W. Geographical
Distribution and Utilization of Mammography in Thailand. Regional Health Forum,2004;
8(1):84-91.

Teerawattananon Y., Tangcharoensathien V. Designing a reproductive health services
package in the universal health insurance scheme in Thailand: match and mismatch of
need, demand and supply. Health Policy and Planing.2004; 19(Suppl.1): i31-i39.

Valdmanis V., Kumanarayake L., Lertiendumrong J. Capacity in Thai Public Hospitals
and the Product of Care for Poor and Nonpoor Patients. Health Services Research, 2004
Vol 39 No.6 Part II.

I-14

Wibulpolprasert S., Pachanee C., Pitayarangsarit S., and Hempisut P. International
service trade and its implications for human resources for health: a case study of
Thailand. Human Resources for Health 2004, 2:10 (29 June 2004)

I-15

Suraratdecha C., Ainsworth M. Tangcharoensathien V., Whittington D. The private
demand for an AIDS vaccine in Thailand. Health Policy 2005;71:271-287.




a"":ﬁ'nﬂuﬁmmufymyqﬂmwszm'wilszmﬂ

Journal 'lif paper
5. Hutubessy RC, Hanvoravongchai P, Edejer TT; Asian MRI Study Group. Diffusion and
utilization of magnetic resonance imaging in Asia. Int J Technol Assess Health Care. 2002

Summer;18(3):690-704.

Chapter/ Symposium/ Proceeding

10. Tangcharoensathien V., Supornsilpchai C., Sritara P. Control and Prevention of CVD in
Thailand: Current responses and future challenges. Journal of the European Atherosclerosis Society,
supplements 2003: p 189 (Abstract XllIl International Symposium on Atherosclerosis, September 28-
October 2, 2003, Kyoto, Japan)

11. Yenijitr C., Tangcharoensathien V., Sornpaisarn C., Jenchitr W. Vision and Quality of life in

Patients having Intraocular Lens for Cataract Surgery. Proceedings APAO 2003; 247-256.

Journal IN Press-Forthcoming

19. Sripairoj A., Harvey K. Ways to strengthen Drug and Therapeutics Committees (DTCs) in
Thai hospitals. Essential Drug Monitor (EDM) No. 34 (2005), World Health Organization. (in press)

20. Suraratdecha C., Saithanu S., Tangcharoensathien V. Is Universal Coverage a Solution
for Disparities in Health Care? Findings from Three Low-Income Provinces of Thailand. (in press)

21. Warakamin S., Boonthai B., Tangcharoensathien V. Induced abortion in Thailand :
Current situation in public hospitals and legal perspectives. (in press)

22. Riewpaiboon W., Chuengsatiansup K., Gilson L., Tangcharoensathien V. Private Obstetric

Practice in a Public Hospital: Mythical Trust in Obstetric Care. (in press)



Health systems performance — what's next?

Suwit Wibulpolprasert' & Viroj Tangcharoensathien’

The World Health Report 2000 — bealth sysiems:
improving performanss, published a yeat ago
this June, received mixed reactions from
policy-makers and academics around the
word. One of the most controversial points
s its attempt to rank the health systems

of 191 countries by relating goals attained
to resources spent. Not sutptisingly, there
were strong criticisms about the way
petformance was evaluated, Widespread
discussion ensued, on matters not only

of intemationat public health but of local
politics. Whatever the tights and wrongs
involved, the report has drawn a great

deal of attention to the importance of
health systems.

The repott draws the operational
boundary of the health system to include
the resources, actors, and institutions relzted
to the financing, regulation, and provision
of actions whose primary purpose is to
improve or maintain health. Within this
boundary, three sets of intrinsic goals are
formulated as the main basis for health
system assessment, They are health ieself,
responsiveness to demand for health
services, and faimess in health financing,
Accordingly, the main indicators for WHO
in assessing health system performance are
the level and distribution of health, the level
and distrbution of responsiveness, and
the distribution of cost. For the purposes
of global compadson of performance, the
composite measure of health system goal
attainment is calculated from these five
indicatoss, The perfortiance index for each
goal as well 45 the composite measure is
then evaluated by compating them with
the level of resources invested.

The point of health system performance
assessment is definitely not just to compare
countries by looking at their position on
the table at the end of the report. Tt is to
monitor the status of health goals in
countties in relation to resources spent, ln
this way the assessment can be a diagnostic
tool to evaluate policy reform and faclitate
evidence-based decision-making,

However, it is not an easy task,
especially in the case of a global evaluation.
The measurement has to be valid, reliable,

! Ministry of Public Health, 5th fioor, 15t building,
Tiwanond Road, Nonthaburi 11000, Thailand
{email: suwit@health.moph.go.th).

Ref. No, 01-1328

sensitive and specific. Furthermore, it would
be preferable if it could be made without
substantizl needs for additional resources

or data sets.

In translating 4 conceptual framework
into operational measurement, several
constraints are encountered, both concep-
tually and operationally. For example, there
is no agreement about the best method
for measuring health attainment ot level of
responsiveness. Methods for measuting goal
attainment are still very limited. Respon-
stveness measurement requires significant
methodological improvements, In fact
each method has limitations in terms of
its validity or celiability. v

The problem is not only with measure-
ment, The methodelogy used for health
goal evaluation contains normative value
judgements, especially in the case of weight-
ing domains or goals and the preferred
distriburion pawtern for health, responsive-
ness, and financing, This is 2 matter of
serious debate, espedcially about what is
“dghe” or “fair”, Also, there may be great
differences berween the preferences or
noms of developed and developing coun-
tries, for instance in the weighting assigned
to health, responsiveness, and fairness
in financing, Within the same country,
rernarkable differences in perception were
observed between those with higher and
lower levels of education.

Many secondaty data sets are unavailable
or unreliable. Primary data collection for
evaluation purposes is expensive and time-
consuming, Owing to these limitations, sev-
eral estimation techniques wete used, which
in their tum make the resuit less convincing,

Given the multifactoral nature of health
determinants and the existing inequitable
infrastructure within any given country,
we believe that in the short run there can
be no rapid improvement of health system
performance, especially in the level and
distribution of health and in the fairness of
financing. Hence, there is no need to make
performance assessments frequently. Im-
provement in the level and distibution of
responsiveness could, however, be 4 promis-
ing entry point for actions, as it is within the
control of the health system and can benefit
from a strong civil society movement.

As noted, thete is room for improve-
ment in performance assessment. Open
discussions, constructive criticism and pac-
ticipation by member states would ensure

Bulletin of the World Health Organization, 2001, 79 {6}

the process of improvement. This would
not only give the analysts in WHO access
to recent datz from reliable sources, but
strengthen local capacity for health system
evaluation and knowledge-based health
system development.

WHO should encourage all its member
states to monitor their own health system
performance regulatly. This would help to
ensure their ownership and use of the
evaluation, the inclusion of national trend
assessment and subnational vardations, and
the formmulation of policy which fits the local
context. Furthermore, the health system is
an agpregate of several subsystem compo-
nents such as human resources, hospitals
and public health programmes. An under-
standing of the performance of varous key
components will make policy recommenda-
tions more specific. For example, the perfor-
mance of the hospital sector, which takes
up more'than half of national health resources,
should be tigorously assessed. Several key
public health programmes such as HIV/
AIDS prevention could be assessed for theic
level of financing on prevention and care,
and for equity of access to preventive services.
WHO technical cooperation and capacity-
strengthening within countres, to devise
tools for subsystem performance assessment,
are highly recommended,

The World Heaith Repers 2000 has
significantly increased awareness of health
systems. It also exhibits an innovative way
to evaluate their goals and performance,
Thete is still roorn for plenty of methodolo-
gical improvement at both the conceptual
and the operational level, and the involve-
ment of all those concerned in the use
of information for health systems improve-
ment. There is no doubt that strong palicy
support should be given to this effort.
Current weaknesses should not impede
this very important initiadve, W

§ World Health Organization 2001 489
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Abstract  Thailand has recently introduced universal health care coverage for 45 million of its people, financed by
general tax revenue. A capitation contract model was adopted to purchase ambulatory and hospital care, and pre-
ventive care and promotion, including reproductive health services, from public and private service providers. This
paper describes the health financing system prior to universal coverage, and the extent to which Thailand has
achieved reproductive health objectives prior to this reform. |t then analyses the potential impact of universal cov-
erage on reproductive health services. Whether there are positive or negative effects on reproductive health services
will depend on the interaction between three key aspects: awareness of entitlement on the part of intended bene-
ficiaries of services, the response of health care providers to capitation, and the capacity of purchasers to monitor
and enforce contracts. In rural areas, the district public health system is the sole service provider and the contractual
relationship requires trust and positive engagement with purchasers. We recommend an evidence-based approach to
fine-tune the reproductive health services benefits package under universal coverage, as well as improved institu-
tional capacity for purchasers and the active participation of civil society and other partners to empower beneficia-

ries. © 2002 Reproductive Health Matters. Published by Elsevier Science Ltd. All rights reserved.
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ITH the backing of strong political support,

Thailand adopted universal health care

coverage (UC) for the entire population in
October 2001. Prior to universal coverage, a range
of insurance schemes, which at least partially cov-
ered some 70% of the population, were fragmented,
inefficient and inequitable, and left 30% of the pop-
ulation without any coverage at all [1].

For more than 15 years, reproductive health ser-
vices have been fully integrated into the national
health system, with the Department of Health
(DOH) of the Ministry of Public Health (**° ') as
_the programme coordinator. Sub-district health
centres, district and provincial nospitals and non-
MOPH and private hospi.als are the major providers
of a range of reproductive health services.

The negative impact of health sector reforms, es-
pecially devolution, on disease control (e.g. for tu-
berculosis) is well documented in several countries
[2,3] and occurs when Jocal government officials
have little capacity or interest in handling public
health programmes. In decentralised health sys-
tems, where local government is responsible for
local health care provision, if poorer areas receive
too little financial support from central govem-
ment, public health programmes will deteriorate.
Furthermore, local governments tend to give higher
priority to curative hospital services than to preven-
tive public health programmes [4]. Thus, in rural
China, basic reproductive health services were ad-
versely affected, especially for the poor, when local
government did not adequately finance them [5].
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Reforms are affecting the way health services are
provided and financed, and this has major effects
on access and utilization, and patient and health
care provider behaviour. It is therefore crucial for
health policymakers in Thailand to understand the
potential impact of universal coverage on repro-
ductive health services, so as to mitigate any nega-
tive consequences and maintain the current level of
service. Such an understanding is also of value for
international audiences, as this subject is currently
one of the key policy discussions internationally.

This paper analyses how the universal health
care coverage system is likely to affect reproductive
health services in Thailand. We reviewed docu-
ments on the provision of reproductive health ser-
vices in Thailand prior to reform, and analysed
the new Thai policy and plans for its implementa-
tion. This is a transitional period, and there is as
yet no data on the effects of universal coverage
on reproductive health services. We therefore based
our analysis on empirical data from the Social
Security Scheme (SSS), a health care financing
scheme in which capitation was also the mode of
paying providers.

First, we describe the health financing system
prior to universal coverage and then the main char-
acteristics of the universal coverage system. Next,
we discuss to what extent Thailand has achieved re-
productive health objectives prior to reform and
analyse in detail the universal coverage services
package in relation to reproductive health. Lastly,
we analyse the potential impact of universal cover-
age on reproductive health services, and make a
number of policy recommendations on how Thai-
land can safeguard and build upon past achieve-
ments.

Health financing systems prior to UC

There were four main public health insurance
schemes that paid for health care services in Thai-
land prior to universal coverage.

The poor, the elderly and children under 12 were
covered by the Public Welfare Scheme (PWS),
which was financed by general tax revenue and
suffered from under-funding and low satisfaction
on the part of users/patients.

Government employees and their dependents
were covered by the Civil Servant Medical Benefit
Scheme (CSMBS), which was one of the most gen-
erous schemes but very expensive and suffered
from rapid cost escalation. This scheme was ineffi-

cient as it employed a "fee-for-service” reimburse-
ment model, in which individual medical services
were reimbursed by the insurance agency. Providers
had the perverse incentive to provide more and
sometime unnecessary services in order to generate
more revenue.

Employees in the private sector were covered by
the SSS through a ‘‘capitation contract” medel, in
which the social security office purchased care from
competing public and private providers for a flat
fee per capita registered worker. This scheme was
more efficient and well able to contain costs. Unlike
the fee-for-service model, provider revenue de-
pended on the number of workers enrolled at an in-
dividual contracted hospital rather than on the
volume of sérvices given. This is a more efficient
use of resources and cost containment. Providers
have the incentive to maximise the number of reg-
istered members on their list, but they also have the
incentive to select healthier members of the popula-
tion in order to minimise the risk of expenditure.
Furthermore, they have the incentive to minimise
services provided in order to save costs.

The Voluntary Health Card Scheme {(VHC) cov-
ered the borderline poor who were not eligible for
PWS and was seen as a temporary measure in the
period before UC. Due to the voluntary nature of
this scheme, it suffered from “risk selection”, i.e.
those who were sick tended to join and those who
were healthy tended to leave the scheme. Risk se-
lection resulted in the scheme becoming financially
non-viable, despite the fact that the government
subsidised more than 50% of the costs [6)].

Both the CSMBS and SSS remain in place along-
side UC. Private voluntary schemes covering the bet-
ter off also exist but are not discussed in this paper.

Main features of universal health care
coverage

Population coverage

UC is replacing the existing PWS and VHC
scheme and will also incorporate the 30% unin-
sured population all into one scheme, It is impor-
tant to understand the socio-economic profile of
the uninsured, as they are the ones who have a
lot of gain under universal coverage. A study in
1996 showed that the uninsured in Thailand were
poorer and less educated than the rest of the popu-
lation. Most (86%) Were concentrated in the poorest
income bracket; 27% had a monthly income of less
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than 2000 Baht (US$ 80) and 59% of 2001-8000
Baht (US$80-320). Heads of these households were
mostly primary school educated {1].

Financing

UC is financed by general tax revenue with a
fixed co-payment of 30 Baht (US$ 0.70) per visit
or per hospitalisation at point of service, through
a contract model [7,8]. A flat rate capitation is used.
There has been no risk adjustment for the initial
year, but the policy is to aim for risk-adjusted cap-
itation in subsequent years. Capitation will cover a
wide-ranging benefits package, including ambula-
tory care, in-patient care, preventive and promotion
services, high-cost care, and accident and emer-
gency (A&E) services. High-cost care and A&E will
be paid on a fee.schedule. Reproductive health ser-
vices fall under all the categories in this package.

Model

Registration of beneficiary is a pre-condition un-
der the capitation payment method. The policy goal
is to permit beneficiaries to attend their preferred
provider. This is only feasible in urban areas where
there is an ample choice of public and private (for-
profit and not-for-profit) providers. In the rural
areas, where more than 70% of the total population
live, the district health system (district hospital and
affiliated health centres), under the jurisdiction of
the MOPH, is the sole provider. The private sector
is not well developed - only a few individual pri-
vate practitioners are available, and they are not
able to provide a comprehensive range of services.
Thus, geographical monopoly inhibits selective con-
tracting, especially in rural settings.

Under UG, an annual contract will be granted to
the provider network. However, due to the haste
with which UC was implemented, there remains a
lack of detail in the contract, e.g. a lack of indica-
tors for monitoring performance, a lack of require-
ments regarding information systems, a lack of
capacity and mechanisms for the purchaser to mon-
itor and enforce the contract or handle user/patient
complaints.

Benefits package

One of the objectives of this reform was to stan-
dardise the core benefits package across the three
former public health insurance schemes by gradu-

ally closing the gaps between the three schemes,
thereby reducing the inequities fostered. The bene-
fits package of UC is based on the SSS package,
with slight modifications.

Table 1 shows the entitlement of beneficiaries of
the various schemes to reproductive health services
before and after the reform. The benefits package
favours CSMBS members both before and after re-
form compared to the other two schemes, especially
in terms of access to menopausal and infertility ser-
vices. Those who gain most, however, are the previ-
ously uninsured group, as they are covered for the
full cost of services. There is a minor favourable
change in the benefits package for previous VHC
holders and PWS beneficiaries.

Health financing systems after UC

Since the reform in October 2001, there are now
three public health insurance schemes. The CSMBS
covers 7 million people, the SSS 10 million and the
UC scheme for the rest of the population of 45 mil-
lion. Figure 1 depicts the relationship between these
three major players - population and patients,
health care purchasers and health care providers -
and the flow of funds and services through the dif-
ferent health care provider payment mechanisms.
As UC and SSS both have a capitation contract

. model, we believe the overall efficiency of the Thai

health system will increase significantly.

Reproductive health services before reform

Thailand has had a population policy since 1970.
As a result of a successful strategy over more than
two decades to reduce the population growth rate,
the country has reached a below-replacement fertil-
ity level. :

The current population policy prioritises the
qualitative dimension of population development,
shifting the focus away from reduction of popula-
tion growth to meeting the basic reproductive
health needs and weil-being of individuals. The first
Thai reproductive health policy, in 1997, stated that
all Thai citizens, of all ages, must have good repro-
ductive health throughout their lives; it aimed to
ensure this through improving accessibility, equity,
rights and choices in reproductive health services.

The main components of sexual and reprodu-
ctive health services in Thailand include sex edu-
cation, adolescent reproductive health services
(condoms, contraception, sex education and safer
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Table 1. Summary of reproductive health services packages before and after introduction ot universal cov-

erage

Components of reproductive

Before reform

After reform

health service

CSMBS 5SS PWS VHC  CSMBS  SSS uc
Sex education and adolescent Poorly ~ Poorly  Poorly  Poorly  Poorly  Poorly &~
reproductive health defined defined defined defined defined defined
Family planning v X »” - » X 4
Essential obstetric care - » P v L I -
Abortion and abortion complications % - %4 = - I %
Menopause services ' I X X X I X X
Reproductive tract infections including I X Partial  Partial » X 124
HIV/AIDS -
Reproductive tract cancers P Partial  Partial  Partial e Partial
Infertility Partial X Partia| b X

x X

sex promotion), family planning, essential obstetric
care, a limited number of abortions permitted under
the law, and treatment for complications of unsafe
abortion, infertility, menopause services, reproduc-
tive tract infections (including syndromic manage-
ment of sexually transmitted infections), HIV/AIDS
and reproductive tract cancers.

Sex education and reproductive health promo-
tion for adolescents were integrated into general
health education in health facilities, schools, facto-
ries and other institutions through the public media
and NGO projects. A remarkable record on HIV/
AIDS education and safer sex campaigns, as well
as condom promotion, has been achieved [8]. The
condom use rate has been sustained at a very high
level, even after the economic crisis of mid-1997.
The condom use rate among brothel-based sex
workers has continued to increase and is now
97.5%, despite a 72% budget cut in free condom
distribution [9].

Family planning is also very successful in Thai-
land. In 2000, the total fertility rate was 1.9;
the contraceptive prevalence rate among married
women of reproductive age increased from 53.4%
in 1978 to 79.2% in 2000 [10]. The Pil], injectables
and female sterilisation have made the most signi-
ficant contribution to the success of family plan-
ning in Thailand.

Essential obstetric care is fully integrated into
the health care delivery system. Nurses and mid-
wives at sub-district health centres and district hos-
pitals are the major providers of antenatal services,

64% of total services in 2000. They are the back-
bone of maternal health services, as of all other
public health services, including curative services.
In 2001, Thailand achieved these key health indica-
tors: infant mortality of 21.5 per 1000 live births,
maternal mortality of 28 per 100000 live births,
low birth weight 8.1%, the standard of four ante-
natal visits for 92.2% of all pregnant women and
97.9% of total deliveries by trained health person-
nel [11].

Abortion services are provided in public hospi-
tals only as indicated by law - in cases of rape
and where there is a risk to the woman’s health.
The majority of abortions for unwanted pregnan-
cies in Thailand are unsafe, however, and carried
out by non-health personne] [12].

Infertility services from public providers have
not been adequate or adequately funded. There
has been a perception among policymakers, espe-
cially during past family planning campaigns, that
infertility is a reproductive health problem of the
better-off and should be left to the private market
and self-financed. As a result, poorer couples,.
who could not afford high-cost private infertility
services, have experienced long waiting times for
public services.

Publicly funded menopause services have an in-
creasing role and are becoming more adequately
funded. However, coverage is limited to urban med-
ical centres where specialist care is available, for
example, for hormone replacement therapy. Coun-
selling services are available at all levels.
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The Communicable Disease Control Department
is the national programme manager for sexually
transmitted infections (STI), including HIV/AIDS.
Services for counselling, prevention and treatment
were already well integrated at district and provin-
cial levels across the country before UC. The STI in-
cidence per 1000 population continued the
downward trend from before the 1897 economic
crisis, from 0.494 in 1996 t¢ 0.379 in 1997 and
0.305 in 1998. This is a sustained result of the
pre-crisis campaign for 100% condom coverage in
brothels to prevent HIVfAIDS among sex workers
[13].

Thailand adopted a nationwide programme of
prevention of mother-to-child transmission of HIV
(PMTCT) since 2000. The programme provides free
voluntary counselling and testing for HIV for all
pregnant women. Program enrollment is voluntary;

free services are provided, including antiretroviral
drugs for mothers and newborns as well as breast-
feeding substitutes. Programme evaluation revealed
that cost per paediatric HIV infection averted was
US$4,483 and US$144 per disability-adjusted life
years {DALYs) gained [14].

The two leading reproductive organ cancers
among Thai-women are cervical and breast cancer.
Thailand has not achieved a high level of coverage
of cervical cancer screening or breast screening
through self-examination, clinical examination or
mammography. Coverage of breast screening is
only 20%. According to Thai national guidelines,
Pap smear screening should be carried out annually
for all women over age 35 years for three consecu-
tive years, and if the finding is normal, then every
three years. However, cervical screening (Pap
smear) coverage is less than 40%. '

Figure 1. Model of Health Insurance System in Thailand, 2002 [25]

Ve

Civil Servant Medical Benefit 7
General tax > Scheme (Min of Finance}
L {7 million benefictaries) J
Standard
. Benefit
General tax National Health Insurance Office, ) Package
P (45 millien general poputation) I across
\ scheme
{not yet
achieved)

Tripartite
I Pay roll tax "

Social Security Office,
(10 million format private employees) J

—

contribution '

Private voluntary ]
insurances

[

|

ﬁgpilatic h

{

Public & private
Co-payment contractor network < Capitation
Popu!a- /
tion Primary care
- || “Globaipudget for inpatien
] Hospital care care ugng Diagnestic
Patients \ r Relateqd Group {DRG)
users
Services \_/

Fees-for-service

Feas-for-service for outpatient care




V Tangcharoensathien et al / Reproductive Health Matters 2002;10(20):53-69

Potential impact of UC on reproductive health

services

After UC implementation, there was a small as-
sessment of the effects of UC on reproductive health
services [15), indicating that approximately 30%
of UC beneficiaries had to pay for family plan-
ning services, mainly because they were unable to
identify themselves as UC beneficiaries to the pri-
mary care contractor with whom they were regis-

tered.

Different provider payment mechanisms send a
strong message to providers' and have a major in-
fluence on providers’ behaviour in relation to com-
manding resources. Table 2 [16] highlights the
strengths and weaknesses of different provider pay-
ment mechanisms to achieve the following four ob-
jectives: preventing health problems, delivering
adequate services, responding to legitimate expec-
tations and containing costs. While fee-for-service
schemes create an incentive to deliver services
and be more responsive to patient demand, they
do not adequately contain cost or emphasise pre-
vention of health problems. Unnecessary prescrip-
tions and investigations, and cost escalation, are
confirmed by the CSMBS fee-for-service reimburse-

ment mode] [17].

There is no perfect single payment method that
will achieve all four objectives; each has advanta-
ges and disadvantages. Capitation with competition
not only contains costs, it also provides an incen-
tive to prevent health problems. Providers become
responsive to consumer demand, as money follows
patients. However, it may also create a perverse
incentive to limit necessary services, resulting in
low patient satisfaction and poor quality care, as

Table 2. Provider payment mechanisms: effect on provider behaviour

{re]

Prevent
E health
problems
Line item budget +/-
Global budget - ++
: Capitation with 4
. competition
. Diagnosis- +/—-
3 related payment
Fee for service +f-

+ + + = very positive effect,
++ = same positive effect.
E. +/—  =little or no effect.
Lo = some negative effect
= — — = very negative effect.

evidenced by some contractors under the Social
Security Scheme [18]. Line item budgets and global
budgets have strengths and weaknesses similar to
those of capitation, but are less responsive to pa-
tient expectations and do not send a signal to
prevent health problems. The application of fee-
for-service mechanisms to preventive care and
health promotion services would generate more ser-
vices, increase utilisation and achieve reproductive
health goals.

Conceptual framework

We developed a conceptual framework for anal-
ysing the potential impact of UC on reproductive
health service utilisation and provision (Table 3).
Reproductive health services are divided into pre-
ventive care and health promotion, which includes
family planning, sex education and adolescent re-
productive health care, and curative services, in-
cluding emergency obstetric services, treatment of
reproductive tract infections and cancer. The effects
of universal coverage are shown as interactions be-
tween the three parties involved: users/patients on
the demand side, heaith care providers on the sup-
ply side and the mediator. The National Health In-
surance Office is the mediator with UC, and acts
as the health care purchaser and regulator of the
system.

Consumer awareness of entitlements under the
benefits package plays a key role in utilisation of
services, especially those of a prevention and health
promotion nature. Preventative needs, such as for
cervical cancer screening, breast examination and
screening and family planning services, tend to be
neglected by beneficiaries compared with those of
a curative nature, such as treatment of reproductive
tract infections or emergency obstetric care.

Health care providers under capitation with a
long-term contract have incentives to invest in pre-
ventative services in order to keep their patients
healthy and save costs in the long run. Attractive
as it is, however, capitation alone does not guar-
antee proper service provision; it needs strong
monitoring and enforcement by purchasers. Re-
sponsiveness among providers is realistic under
capitation where there is competition. A geographic
monopoly does not allow competition or result in
responsiveness.

‘The National Health Insurance Office, the sole
purchaser of care under UC, will play a new regula-
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Table 3. Conceptual framework for analysis of impact of UC on utilisation and delivery of reproductive

health services

Preventive services and health promotion

Demand e No effect on utilisation among unaware
side consumers.
o Positive effect on utilisation among highiy
aware consumers.
Supply e Positive effect on prevention of health
side problems if providers have long-term
contract to minimise curative expenditure.
e No effect on prevention of health probiems
without long-term contract.
Purchaser e Positive effect on utilisation, responsiveness

and prevention of health problems if purchaser
has good capacity to monitor contract and vice

VEersa.

Curative services

e Positive effect on utilisation of services with
high consumer awareness and felt need.

e Positive effect on utilisation when financial
barriers are abolished, especially among
previously the uninsured.

e Positive effect on service delivery and response
to legitimate expectations if capitation is
adequate and fee schedule for high-cost care
is attractive.

¢ Negative effect on provision of adequate
services, and poor response to legitimate
expectations, especially by errant providers.

= Positive effect on utilisation and responsiveness
if purchaser has good capacity to handle
complaints and grievances and vice versa.

tory role and requires the technical capacity to de-
sign contracts, define service packages, and monitor
and enforce contracts. Guidance on immediate cor-
rective actions in cases of misconduct by contrac-
tors 'should be firmly in place to cope with poor
quality care to reduce costs, inadequate service pro-
vision and non-responsiveness to user/patient ex-
pectations. Mechanisms to handle complaints and
listen to patient voices and feedback are also key
components of social control and sanctions.

As there is as yet no concrete evidence of the im-
pact of UC on reproductive health services, we re-
ferred to experiences from the capitation model of
the SSS. This showed that workers in the scheme
were poorly informed about it; 11% could not name
their contractor hospital, and most reported that
their employers chose a contractor hospital for
them. There was lower compliance to use the con-
tractor hospital when they got ill, reflecting unmet
need; 32% of hospitalisations were in non-contrac-
tor hospitals, for which they had to pay out-of-
pocket [19]. A preliminary UC assessment showed
similar low compliance in using ambulatory care
(59%]) and hospitalisation (69%) by UC beneficiaries
[20]. The previously uninsured population and ben-
eficiaries of the PWS and VHC scheme had a simi-
lar socic-economic profile to SSS beneficiaries;
they were poorer and had less education. We are
concerned that these problems might also affect

utilisation of services under UC, including repro-
ductive health services, as the following examples
illustrate.

Prior to UC, all family planning methods were
purchased centrally in bulk by the DOH. Health fa-
cilities were given incentives to increase the uptake
of permanent methods (vasectomy and tubal liga-
tion) and longer-term reversible methods (e.g. im-
plants). However, the DOH could not maintain
bulk purchasing.

Under the PWS and VHC scheme, there were
no limitations on the number of deliveries women
were entitled to have covered. Under UC, entitle-
ment is restricted to two deliveries. Although the
total fertility rate was 1.9 in 2000, women hav-
ing more than two children may be adversely af-
fected in terms of access to essential obstetric
services. This may push the fertility rate lower over
time, but meanwhile poor women may end up pay-
ing out-of-pocket for a third or higher order deliv-
ery.

Mammography was not included in the previous
PWS and VHC benefits packages. A recent pre-UC
study showed that less than 1% of users of public
mammography centres were poor women; most
were CSMBS beneficiaries who paid out-of-pocket
{21]. Because UC covers mammography, greater
use of breast screening may be expected, provided
women are made aware of this entitlement.
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For curative reproductive health services, we
foresee long waiting lists for non-emergency sur-
gery, e.g. for benign breast and uterine tumours, es-
pecially when monitoring and enforcement are
poor. Rate and profile of referrals from lower to
higher-level facilities are some of the key monitor-
ing parameters. There is likely to be no impact on
menopause and infertility services as neither has
been well covered by the benefits package, before
or after UC. ‘

On a more positive note, access to treatment for
reproductive tract cancers will be significantly im-
proved under UC compared to the previous PWS

and VHC scheme, as these were only partially reim--

bursed and out-of-pocket payments were prohibi-
tive. Under UC, use of only certain kinds of
chemotherapy will be problematic, as only a flat
rate of 30,000 Baht {US$715 in 2002 terms) per case
per annum can be reimbursed for high-cost care for
any disease condition [22]. Health care providers
have complained about this unrealistic rate and
called for urgent revision. In fact, there is great
variation in chemotherapy regimens and costs,
which will help to reduce this problem.

Discussion

Given Thai achievements in providing reproduc-
tive health services in the last two decades, we
asked whether the current UC reform would sustain
and improve existing provision. From our analysis,
we believe there are both drawbacks and opportuni-

eet |ife, Thailand

ties for reproductive health services. One of the
main elements of the reform has been the introduc-
tion of a capitation contract model. In theory, and
based on experiencer with the Social Security
Scheme, the merits of capitation are cost contain-
ment and prevention of health problems, once
long-term contracts are granted. Providers are
likely to be responsive to the legitimate expecta-
tions of service users/patients, as they can choose
annually to enrol with a preferred provider in a
competitive market, at least in urban areas. Where
capitation sends a signal not to provide adequate
services in order to reduce costs, a strong regulatory
capacity by the purchaser is warranted. The conse-
quences for reproductive health services depend on
how well the programme can manage to minimise
the drawbacks and maximise the strengths of UC.

At the same time, the role of the State is chan-
ging. In the past, the MOPH played a combination
of two roles, health care provider (where major
public health facilities were under its jurisdiction)
and purchaser {through budget allocation to its pro-
vider networks). Reform commands new roles. The
MOPH will maintain only the service provision role,
while a new entity - the National Health Insurance
Office - will be separate from the MOPH and play a
financing and purchasing role. These new roles
require a significant growth in institutional capac-
ity to design and enforce contracts.

However, institutional capacity is not yet ade-
quate. Moreover, the stewardship and regulatory
functions are among the weakest functions of the
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State. The MOPH, and consequently the National
Health Insurance Office, are inexperienced in con-
tract design and management [23]. There is a need
for clear definition in the scope of the benefits
package, its goals and operational targets, how to
mounitor the indicators, and what rewards and pun-
ishments there will be. Planned activities include
accreditation of medical institutions to ensure gual-
ity of care, and the development of clinical practice
guidelines, an auditing system and complaints and
grievances procedures. :

Is there a competitive market? There are ample
public and private providers competing in urban
settings, providing choices to UC beneficiaries.
Where district health systems (DHSs} prevail as
the sole provider in rural areas, neither beneficiaries

nor the purchaser have a choice. The contractual re--

lationship between the National Health Insurance
Office and DHSs should be built on trust and posi-
tive engagement, as there is no way to quit this re-
lationship. Fortunately, the nature of DHSs as non-
profit entities with a public health background,
philanthropic philosophy and no perverse incentive
to provide inadequate services furnishes grounds to
achieve public health and reproductive health
goals.

As long as this geographic monopoly continues
in rural areas, a “lifetime” contract must exist be-
tween purchaser and DHS, and the DHS has incen-
tives to invest more in preventing health problems,
thus minimising expenditures on future curative
care. As 75% of people live in rural areas, we expect
the DHSs to invest more in primary prevention of
illnesses, active health promotion, development of
community-based primary care providers and,
eventually, boost national health system perfor-
mance.

The new budgeting system, where “the money
follows the patients”, has replaced the old mecha-
nism of historical, incremental financing of supply
side costs. This new mechanism empowers service
users/patients to make choices and enables provid-
ers to be responsive to their legitimate expectations.

Changes in the power relations between users and
providers of services are an opportunity {o develop
sustainable, participatory and responsive health
systems. Civil society, consumer groups, NGOs
and public media can play a significant catalytic
and empowerment role.

A national study of the burden of disease in
Thailand [24] demonstrated a high burden from
HIVfAIDS, 18% and 11% of the total DALYs lost
in 1999 among Thai men and women respectively.
This prompts us to put more effort into sex edu-
cation and adolescent reproductive health, and
management of STIs, including HIV/AIDS. We need
more evidence on how to design an effective in-
tervention programme, especially for printary pre-
vention of HIV/AIDS. We need evidence of which
cost-effective interventions should be included in
the package to cover menopause and infertility
services, which are currently not covered under
UC. Two leading reproductive tract cancers, breast
and cervical, need a higher rate of early detec-
tion, through adequate access to screening services,
especially for the high-risk population.

Overall, research is required to generate evidence
on cost-effective interventions for each reproduc-
tive health service to be included in the benefits
package. The programme should put more emphasis
on sex education, adolescent reproductive health
and reproductive tract infections, including HIV/
AIDS. Operations research to investigate the impact
of fee-for-service and bonus payments for repro-
ductive health services would give further insights
into the form future payment mechanisms should
take in order to attain the goal of reproductive
health for all in Thailand.
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Résumé

Resumen

La Thailande a introduit une couverture médi-
cale universelle pour 45 millions de ses habitants,
financée par la fiscalité générale. Un modele de
contrat de capitation a été adopté pour acquérir
des soins ambulatoires et hospitaliers, des soins
préventifs et des activités de promotion, notamment
en santé génésique, aupres de prestataires privés et
publics. L’article décrit le systeme de financement
de Ia santé avant la couverture universelle, et dans
quelle mesure la Thallande avait atteint ses objectifs

Tailandia introdujo recientemente una cobertura
universal en salud para 45 millones de personas,
financiado con impuestos generales Adopté un
modelo de contrato de capitacién para comprar ser-
vicios ambulatorios y hospitalarios, de atencién
preventiva y promocion - incluyendo los servicios
de salud reproductiva - de proveedores publicos y
privados. Este articulo describe el sistema anterior
de salud publica y los objetivos logrados con res-
pecto a la salud reproductiva en Tailandia antes
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and ‘Development (ICPD) in 1994, countries

endorsed a Programme of Action containing a
broad range of goals and targets in the broad area of
sexual and reproductive health [1}. In 1996, the
World Health Organization (WHO) organised an in-
teragency technical process that led to the selection
of 15 global indicators for monitoring reproductive
health targets [2], to- which two additional ones were
later added in order to include HIV/AIDS [3].

A five-year review and appraisal of progress in
the implementation of the ICPD Programme of Ac-
tion took place in 1999 (ICPD + 5) and culminated
in a Special Session of the United Nations General
Assembly in July 1999, which identifted key actions
needed for further implementation of the Pro-
gramme of Action and specific targets for measur-
ing progress towards [CPD goals [4].

The 17 WHO indicators shown in the left-hand
column of Box 1 are worth revisiting regularly to
check whether countries are meeting the targets
set, and also for assessing the potential and actual im-
pact of health sector reforms on sexual and reproduc-
tive services in their countries. The goals and targets
related to those indicators, listed in the right-hand col-
umn, can be found in the ICPD Programme of Action
and the Key Actions for their further implementation.

[n some countries, technical support will be needed
to strengthen national capacity to collect and analyze
data relating to the goals and targets and to use the re-
sults to amend and expand policy and programmes,
and develop national guidelines and protocols. Na-
tional capacity is also required to analyse the content
and impact of health sector reforms, in particular:

Q T the International Conference on Population

e how sexual and reproductive health services are
financed, e.g. through taxation, social and other
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forms of insurance, donor resources user fees
and other out-of-pocket expenses;

e how sexual and reproductive health services are
provided, broken down by the range of public
and private for-profit and not-for-profit health
care providers;

o how providers are paid, e.g. through salaries, fees
for service, diagnostic-related groups or capita-
tion, which shapes access to and quality of care
received by beneficiaries [5-7]; and

» which regulatory mechanisms are in place and
how they are enforced. This is one of the key
leadership functions of government, and plays
a pivotal role in ensuring access to essential ser-
vices, especially for the poor [6].

Two major challenges can be posed. First, the de-
velopment of national capacity to understand the
complexity of relationships among the different ac-
tors and stakeholders in the reform process [8] and
capacity to gather evidence on the impact of health
sector reforms on sexual and reproductive health.
Second, the urgent need to understand the influ-
ence of context, actors and the processes of imple-
mentation of reforms {9], as well as strengthen the
linkages between evidence and policy formulation
[10]. This is to ensure a continuous feedback loop
of evidence to policy [11], which will serve to re-
verse the negative impacts and sustain and support
the positive impacts of health sector reform on sex-
ual and reproductive health.
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) Box 1 WHO mducators and related ICPD goals and targets [1-4]

¥ Global indicators

ICPD goals and targets

I
1. Total fertility rate

2. Contraceptive prevalence

3. Maternal martality ratio

4. Antenatal care coverage

. Births attended by skilled health
personnel

6. Availability of basic essential
obstetric care

7. AVallabI“t‘y of comprehenswe

essential obstetric care

. Perinatal mortality rate

- While the programme of Action does not quantify goals for population growth, structure and
distribution, it reflects the view that an early stabilisation of world population would make a
crucial contribution to realising the overarching objective of sustainable development.

- Assist couples and individuals to achieve their reproductive goals and give them the full
opportunity to exercise the right to have children by choice.

— Provide universal access to a full range of safe and effective family planning methods, as part
of comprehensive sexual and reproductive health care,

- By 2005, 60% of primary health care and family planning facilities should offer the widest
achievable range of safe and effective famlly p!annmg methods.

- Countries should strive to effect sugnn" cant reductions in matemnal morb|d|ty and mortality by
the year 2015: a reduction in maternal mortality by one half of the 1990 levels by the year
2000 and a further one half by 2015, Disparities in maternal mortality within and between
countries, socio-economic and ethnic groups should be narrowed.

- Expand the provision of maternal health services in the context of primary health care. These
services should offer prenatal care and counseling, with speciaf emphasis on detecting and
managing high-risk pregnancies.

- Al births should be attended by trained persons.
— Al countries should continue their efforts so that globally, by 2005 at least 80% of all births
should be assisted by skilled attendants, by 2010, 85%, and by 2015, 90%.

- Expand the provision of maternal health services in the context of primary health care. These
services should offer adequate dellvcry assistance and provision for obstetric emergencxes

- By 2005, 60% of primary health care and family pianmng famhhcs should offer, directly or
through referral, essential obstetric care.

- Within the framework of primary health care, extend integrated reproductive health care and
child health services, including safe motherhood, child survival programmes and famity
planning services, particularly to the most vulnerable and under-served groups.

9. Low birthweight prevalence

|

- To improve the health and nutritional status of women, especially of pregnant women, and of
infants and children.

- Interventions to reduce low birthweight should include the promotion of maternal nutrition
and the promotion of ionger intervals between births.

i 10. Positive syphilis serology
prevalence in pregnant women

11. Prevalence of anaemia in women

~ Prevent and reduce the incidence of, and pravide treatment for, sexually transmitted diseases,
including HIV/AIDS.

- By 2005, 60% of primary health care and family ptanning facilities should offer prevention and
management of reproductive tract infections, including STDs and barrier methods to prevent
infection.

- Countries should implement special programmes on the nutritional needs of women of
childbearing age, and give particular attention to the prevention and management of
nutritional anaemia.

12. Percentage of obstetric and
gynaecoiogical admissions
owmg to abortion

13. Reportcd prevalence of women

with female genital mutilation

- Women should have acgess to quality services for the ménagcmcnt of complications arising
from abortions.

- Countnes should take steps to eliminate violence agamst women.

- Governments should prohibit female genital mutilation wherever it exists and give vigorous
support to efforts among non-governmental organisations and religious institutions to
eliminate such practices.
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4.

Prevalence of infertility in women - Prevent and reduce the incidence of, and provide treatment for, sexually transmitted diseases,
including HIVfAIDS, and the complications of sexually transmitted diseases such as infertility,
with special attention to girls and women.

- By 2005, 60% of primary health care and family planning facilities should offer prevention and
management of reproductive tract infections, including STDs and barrier methods to prevent

infection.

15.

Reported incidence of urethritis
in men

- Prevent and reduce the incidence of, and provide treatment for, sexually transmitted diseases,
including HIV/AIDS.

- By 2005, 60% of primary health care and family planning facilities should offer prevention and
management of reproductive tract infections, including STDs and barrier methods to prevent

. United Nations. Key Actions for the
Further {mplementation of the Pro-
gramme of Action of the International
Conference on Population and Devel-
opment, adopted by the 21st special
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capitation payment: a case study from
Thailand. Health Policy
2000;51(3):163-80.

infection.
16. HIV prevalence in pregnant women - HIV infection rates in persons 1 5-24 years of age should be reduced by 25% in the most
affected countries by 2005 and by 25% globally by 2010,
17, Knowledge of HIV-related - By 2005 at least 90% of young men and women, aged 1 5-24, should have actess to the
prevention practices information, education and services necessary to develop the life skills required to reduce
their vulnerability to HIV infection.
References
‘1. United Nations. Programme of Action session of the General Assembly, New 8. Frenk J. Dimensions of health system
adopted at International Conference York, 30 June-2 July 1999, reform. Health Policy 1994;27(1):
on Population and Development, . Langer A, Nigenda G, Catina J. Health . 19-34.
Cairo, 5-13 September 1994, sector reform and reproductive health 9. Gilson L, Mills A. Health sector re-

. World Health Organization. Monitor- in Latin America and the Caribbean: forms in sub-Saharan Africa: lessons
ing Reproductive Health: Selecting a strengthening the links. Bulletin of of the last ten years. Health Policy
Shortlist of National and Global Indi- World Health Organization 1995:32{1-3):215-43.
cators. WHO/RHT/HRP/97.26. Geneva: 2000;78(5):667-76. 10. Sauerborn R, Nittayarumphong S,
WHO, 1997. . World Health Organization. World Gerhardus A. Strategies to enhance the

. World Health Organization. Repro- Health Report 2000. Health Systems: use of health systems research for
ductive Health Indicators for Global Improving Performance. Geneva: health sector reform. Tropical Medi-
Monitoring Report of the Second In- WHO, 2000. cine & International Health
teragency Meeting 2001. WHO/RHR/ . Miils A, Bennett S, Siriwanarangsun P 1999;4(12):827-35.

01.19. Geneva: WHO, 2001. ¢t al. The response of providers to t1. Niessen L, Grijseels E, Rutten F. The

evidence-based approach in health
policy and health care delivery. So-
cial Science and Medicine 2000;51(6):
859-69.°



Caesarean Deliveries in Thailand: Cause for Concern

Viroj Tangcharoensathien®, Jongkol Lerfiendumrong®, Piya Hanvoravongchai**
Anne Mills, Sara Bennet**

:‘ff'Muf -facfonaf ‘couses defermmed fhe mcreasmg frend o Caescrecn Secﬂon (CS) rate
:giobserved in o‘evefoped and deveiopmg countries. ‘This paper:aims o shed: I;ght on the .
(jjrend of CS. rate in Thc:!and dunng the period of 1990-96, share of- hosp:ral de!rvery by '
‘fﬁ'?-fype of- hosplmfs cnd defermznanfs of CS. Mefhodoiogy mcfudes somp!e suwey"’ f different -
. fypes of. pubhc and private hosprfc]s and in-depth :nferwews cf key mformonfs in samp!e_,
-:‘jpubi':c and nof—for proﬁt pnvote hosp:tcls in Bcngkok b ; -

f_sf"'The survey response rc:fe was 62%. The resu!f d knsfrcrfes a senes of hospital ‘bfdh:"':
”gsproﬁfes in Thor!cmd showmg an- mcreused fofol S rate- frorn ]’5 2% in 1990 10, 22.4%.in-
1996, In 3996 pnvafe hosprfais hawng fhe hrghesf rafer of 51.5% cmcf ‘nof. ms:gmﬁcant

if?B% share of hosp:fcl bm‘hs piuyed a s:gnn‘:mnf confnbufmg ro!e 6 fhe tofai rivmber of -
;4_,Ccesorecn cases in the counfry Private practice:in public hospffcﬂ where. paﬂem‘ vofunton[y

,_"'cmd unofﬁmoﬂy pays for personal ottendarice of prenofal Iabour dehvery and posf—notaf

- cdre. to_obstetricians  also contribufesfo ‘higher CS: rate “than non~pnvczfe pahem‘s This .
-\‘;,prompts us to investigate more info pnvafe pradrce m pubhc hospafal ‘We propose furfher
"-7:resec:rch queshons to generafe more evidence and: m}‘erven?:on rese W nng down”*
:;i%unnecessary CS. Efforfs should be- made fo: work. close!y w:fh fﬁe Royol Cﬂﬂege in order fo_.}
trcmsa’afe ewdence mro po!fcy cmd c!anrco practice

Key words Ccesorean, pnva#e pracfrces m pubhc hospr?cls, Tbadcmd

Senior Research Scholar Programme in Health Policy and Systerns Research — Thailand
Health Economics and Financing Programme, London School of Hygiene and Tropical Medicine

Address for correspondence Dr Viroj Tangcharoensathien, IHPP-Thoiland, Thanon Sataranasuk 6, Ministry of Public
Health, Tivanond Road, Nonthabur 11000, Thailand. Email address: Viroj@hsrint.hsri.or.th

30

Regional Health Forum — Volume 6, Number 2, 2002



Caesarean Deliveries in Thaifand: Cause for Concern

Introduction

International experiences

There have been a number of reports of
international and national differences in
Coesarean Section (CS) rates from both
developed ™ and developing countries 7).
These reports have highlighted trends over
time and CS rate differentials by region,
hospital ownership, physician characteristics,
patient characteristics and source of payment
including insurance coverage. Caesarean
section has provided one of the classical
illustrations  of clinical practice variations,
with particular emphasis placed in  the
research findings on the role played by the
financial and fime management incentives of
the physician.

Many countries have experienced an
increase in CS rates over the last few
decades. Placek et al ¥ demonstrated an
increase over time in the CS rate in the US,
from 4.5% in 1965 to 17.9% in 1981. They
noted the highest rate in the north-east
region (20%), in larger hospitals of more
than 500 beds (19%), in private hospitals
(22%), among patients covered by private
insurance plans such as Blue Cross {20%),
and among mothers over 35 years old
(24.4%). A report by MMWR @ in 1993
showed that the primary CS rate among
American women in recent years had been
rather stable, with a slight increase from
16.3% in 1985 t0 17.1% in 1991, a 0.8%
increase in six years. Total Caesarean rate
also increased slightly from 22.7% to 23.5%.
This study also reported that proprietary
hospitals had the highest rate in 1991
(28.8%) and state-owned hospitals the lowest
rate (20.7%).

Most affention has been focused on
payment mechanisms related to insurance
coverage as a key influence on delivery
practices. In the MMWR study @, patients
covered by third party payers such as Blue
Cross and Blue Shield had the highest rate
{(27.6%) compared to the lowest rate among
women who could not afford to pay (17.8%).
Patient payment status showed much more
difference than type of hospital. This
confirmed the earlier report by Placek et al ¥,
In Brazil, Barros et al ¥ showed that higher
income women had a higher CS rate {47%)
than lower income women (18.5%). The rate
was also higher among the insured (54%)
than the poor (13%). Obstetric risk did not
explain these differences.

Other influences have also been
identified. For example, in the Brazilian
context, Caesarean Section provided the
opportunity for tubal ligation which was not
covered by social insurance and was against
the law in some provinces. Tubal ligation was
said to make up 10% of all indications for
Caesarean Section . In a study in Chile,
having a private obstetrician was associated
with much higher CS rates: the obstetrician
was committed to attending births in person
and scheduling births was a common fime
management strategy . '

Patients may not be well aware of
clinical implications, as systematic assess-
ment of short and long-term maternal and
foetal complications resulting from CS is still
lacking. Anecdotal evidence shows that
anaesthetic complications are not
common. There are risks to mothers:
maternal mortality after CS is estimated at 2
to 11 times higher than that after vagina!
birth, with infection, pulmonary embolism,
anaesthesia accidents, and haemorrhage as

un-
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the principal causes ¥, Furthermore,

financial implications and longer lengths of
stay are further considerations, and
Caesareans could impede early breast-
feeding and immediate mother and baby
bonding.

Thailond experiences

The CS rate in Thailand hos been of
increasing concern. Rapid economic growth
in the last half of the 1980s and the first half
of the 1990s encouraged a considerable
expansion of the private health sector ®,
Regulatory mechanisms in Thailand are
rather weak®. Apart from the life-time
licensing of professionals through the Thai
Medical Council, there is little control or
monitoring of clinical practice whether by
professional organizations such as the Royal
Colleges, the Ministry of Public Health
{MOPH) or by health care purchaser organi-
zations. There has been considerable
concern about excessive service provision in
private hospitals and private wards in public
hospitals face many of the same incentives to
excess provision of services as the pure
private sector.

The purpose of this paper is to explore
the CS rate by type of hospital in Thailand
and to seek to shed some light on reasons
for variation, paying paricular attention to
the policy levers that might help to alter
behaviour. The paper, after presenting the
methods used, summarizes the results of a
national survey of CS rates. It then uses the
results of case study and qualitative research
to shed light on these variations. In the
discussion, similarities and  differences
between Thailand and other countries are
highlighted, and the paper concludes with

suggestions on how 1o change current
practices and of further research needs.

Methodology

Routine information was not available on
mode of delivery, when a national survey of
hospital delivery during the period 1990-96
was undertaken "% [nformation was
obtained from the obstetric records of public
{(MOPH and other ministries) and private
hospitals on the number of live births and
mode of delivery (vaginal, forceps, vacuum,
Caesarean broken down by primary and
secondary} for the period 1990-94. Our
assessment  demonstrates  that  clinical
indication for CS is not always valid,
especially among private cases, when CS
was done without adequate
indications.

clinical

The 647 MOPH district hospitals were
sampled using a sampling approach with
non-proportional probability to size. This
means fewer numbers of larger district
hospitals (90 and 120 beds) were taken
rather than larger numbers of smaller district
hospitals {10 and 30 beds). A sampling
fraction of 1.0 for 90 ond 120 bed district
hospitals, and 1/3, 1/7 and 1/3 for 60, 30
and 10 bed hospitals. A census was done for
all other public hospitals and private
hospitals of more than 50 beds. Smaller
private hospitals do not keep reliable records
and were not included not in our survey.

To estimate share of delivery by different
hospital types, we blow up the total number
of deliveries in each hospital type by the
proportion of sample to the total number of
hospitals in the country.

32

Regional Health Forum — Vaolume 6, Number 2, 2002



Caesarean Deliveries in Thailand: Cause for Concern

Further quantitative and qualitative data
were drawn from our study funded by the
European Union on payment mechanisms,
hospital efficiency and quality of care ).
Under this project, Caesarean rates in public
and private wards in three hospitals in each
of three hospital groups in Bangkok {public,
for profit private and non-profit private
hospitals) were thoroughly investigated.
Qualitative  information was  obtained
through various sessions of in-depth inter-
views with key informants (including nurses,
pharmacists, surgeons, obstetricians, and
medical directors) to explore the reasons for
high Caesarean Section rates and their
praciice variations. Since obstetricians are
generally unwilling to discuss their delivery
practices and finoncial incentives, nurses
working in labour and delivery suites and
operating rooms were used as key
informants. This information waos cross-
checked by in-depth interviews with several -
surgeons and the hospital medical director.

Results

A total of 344 out of the 554 hospitals
approached for the survey returned valid
questionnaires, giving an overall response
rate of 62% (Table 1). Public and private
hospitals had a similar response rate, 63%
and 60% respectively.

Total number of deliveries in each type
of hospital were blown up into a national
figure by using the proportion of sample
hospital to total hospital in each category
When compared to the numbers of registered
births "2, the blew-up sample covered 77%
of total national births in 1990, and 94% in
1996. However, the 1995 blew up figure
was higher than registered births. {Table 2).
District and provincial hospitals had equally
30% share of fotal national births over the
period of 1990 to 1996. Private hospitals
had a slight increase from 14% in 1990 to
18% in 1996 at the expense of other public
hospitals.

Table T Number of hospitals and response rate by hospital fype

AR "'isurﬁ@;ng‘;;f " Nomber of,
fﬁdh’}é rééponse‘“f&; .
MOPH district\ 647 195 134 69%
MOPH provincial 93 23 70 75%
Other MOPH 4 14 11 79%
Non-MOPH public 72 72 21 29%
All public B26 374 236 63%
Private {>>50bed) 180 180 108 60%
Grand Total 1006 554 344 62%
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Table 2. Percent distribufion of deliveries, blown up to natfional figure, 1990-96

MOPH District 30% 31% 36% 34% 33% 30% 30%
MOPH 31% 32% 29% 31% 30% 33% 31%
Provincial

Cther public 26% 24% 23% 24% 24% 23% 20%
hospitals

All public 86% 87% 89% 89% 86% 86% 82%
Private 14% 13% 11% 11% 14% 14% 18%
{>50 beds) )

"| Total deliveries 100% 100% 100% 100% 100% ~100% 100%
Blown-up to 716249 | 779189 | 894 438 | 872140 | 883056 1'001 249 | 924 895
national figure T
Registered 934 000 | 957223 |1 007,127 | 983964 | 970760 | 928 956 | 983 395
births . B
% blow up to 77% 81% 89% 89% 1% 108% 4%
total registered
births = -

(aesarean rates 1990-96

"Table 3 provides information on the CS
rate. In the sample hospitals, Caesarean
cases had increased from o total of 58
183 in 1990 to 109 867 in 1996, o 1.9
fold increase in six years. The national
average Caesarean rate had rapidly in-
creased from 15.19% in 1990 to 22.44%
in 1996, a 7.25% gain in six years. The
rate  amongst private  hospitals  was
extremely high, at slightly more than half of
deliveries in 1996, and had shown the
fastest growth: 12.9% in six years. District
hospitals had the lowest rate of 7.19% in
1996, a 2% gain over the six year period.
MOPH provincial hospitals had a slightly
higher rate in 1996 (22.9%} than other

public hospitals (21.2%), and also higher -
growth (8.7%) than other public hospitals
{5.3%). The table also shows that the
increased Caesarean rate was at the
expense of o decreased vaginal delivery
rate, from 73.8% in 1990 to 66.8% in
1996. Other types of delivery such as
vacuum extraction, forceps and breech
extraction had stayed ot a more or less
constant level over the six year period.

Trends in the primary and secondary
CS rates differed amongst the four groups
of hospitals . during 1990-96. Amongst
provincial hospitals, the increase in the
secondary rate, 5.2%, was slightly higher
than the increase in the primary rate, 3.4%.
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Table 3. Primary, secondary and fotal CS, as percent of sampled hospital deliveries and

by type of hospital, Thailand 1990-96

* HOSP'*“”YPE ]990 199] 09" 1 993 i oost
MOPH District 5.19 5.42 5.63 6.15- 6.47 7.19
Primary rate 4.30 4.44 4.57 4.93 5.00 5.47
Secondary rate 0.89 0.98 1.05 1.06 1.22 1.47 1.72
MOPH provincial 14.22 15.26 16.45 18.33 2017 21.44 22.90
Primary rate 10.98 11.72 12.53 13.94 15.00 13.25 14.42
Secondary rate 324 | 354 | 392 | 439 | 517 | 819 8.48
Other public 15.94 16.7 17.6 19.1 201 20.2 21.2
Primary rate 11.36 1.7 12.2 12.8 13.1 13.6 14.1
Secondary rate 4.58 5.0 5.4 6.2 7.0 6.6 7.1
Private 38.55 420 44.5 46.5 49.2 49.9 515
Primary rate 22.95 25.1 27.1 29.0 310 30.9 32.0
Secondary rate 15.60 16.9 17.3 17.4 18.1 19.0 19.4
All types of hospitals 15.19 16.0 17.0 18.4 20.0 211 22.4
Primary rate 11.00 11.5 12.2 13.2 14.1 13.4 14.4
Secondary rate 4.19 4.5 4.8 5.3 5.9 7.7 8.1
No. of CS cases in 58 183 | 67 347 | 76809 | 85274 | 93534 | 105 357 | 109 867
sample hospitals
Rate of vaginal delivery 73.8 73.6 73.0 71.7 70.6 68.3 66.8
Other {vacuum, forceps, 11.0 10.4 10.0 9.9 9.5 10.6 10.7
breech)
In conirast, the privaie hospital births due to the recent expansion in

increase in the primary rate, 9.1%, was
significantly higher than the secondary rate
increase of 3.8%, suggesting that private
hospitals were more aggressive in provi-
ding primary Caoesareans. t may be that
private hospitals had a higher share of first

private hospital capacity and a relatively
new clientele, and the preference of
multiple parity women to return to the
same provider. The primary rate contri-
buted 14.4% and the secondary 8.1% to
the national average of 22.4% in 1996.
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Table 4 confirms this picture, showing
secondary Caesareans as a percent of total
Caesarean cases. All public hospitals
demonstrated an increase in the share of
secondary Caesarean Sections, especially
provincial hospitals whose share went from
22.8% in 1990 to 37.0% in 1996, a
14.2% gain in six years. In contrast, private
hospitals showed a slight downward trend,
from 40.5% in 1990 to 37.7% in 1996, a
2.8% reduction in six years. The higher
proportion of primary CS in private
hospitals is o determinant of subsequent
secondary CS, as “once Caesarean,
always Caesarean” is still the norm of
obstetric practices.

In order to assess the extent to which
the four groups of hospital contributed to
the total Caesarean rate, the share of total

deliveries in each type of hospital (Table 2)
was multiplied by the Caesarean Section
rate in that type of hospital (Table 3). The
results are shown in Table5. The
Caesarean rate in private hospitals was the

" highest in 1996 (51.5%), their share in

total deliveries was 18%, their contribution
to the total Caesarean rate was the highest
(9.2%) with an increasing trend, from 5.3%
in 1990 to 9.2% in 1996 (Table 6}. MOPH
provincial hospitals contributed 7.2% of
total CS rate, as a result of its high share of
hospital deliveries (31%) and relative high
Caesarean rate (22.9%). District hospitals,
where obstetricians are not posted,
contributed the least to the national rate,
2.2% in 1996, despite having a higher
share of hospital deliveries (30%) but the
CS rate was the lowest (7.2%).

b
;.-_

chle 4 Secondary CS as percenf of fofa! CS cases, by fype of hospn‘@l Thmland 1990-96

Note: share of CS = delivery share * CS rate by type of hospital.

ik o el ge0 111991 | 199201 1993 1| 1994|1995 1| 1996 |
MOPH.di;'rrid. hospital 1716 | 1814 | 18.43 | 18.81 | 19.83 | 22.74 | 23.89
MOPH provincial hospitals 22.78 | 23.19 | 23.83 | 23.94 | 25.64 | 38.21 | 37.03
-|Other public hospitals 28.75 | 30.19 | 30.77 | 32.77 | 34.62 | 32.81 | 33.62
Private hospitals 40.47 | 4020 38.99 3750 3673 | 38.13 | 37.72
All hospitals 27.59 | 28.05  28.33 | 28.63 | 29.43 | 36.39 | 35.90
: TobieSDrsfrrbuhon of CS rcfe by type of hosp:fcl Thailand ?990—96
o Leen | aeon | 1992 | as9a | 1994 | 1995 | 1996
MOPH district hospital 1.6 1.7 2.1 1.9 2.0 20 | 22
MOPH provincial hospitals | 4.4 | 49 | 48 |. 57 | 60 | 71 72
Other public hospitals 41 | 40 | 41 46 | 47 | 45 | 43
Private hospitals 53 | 55 | 49 | 52 | 67 | 70 | 92
Overoll CS rote - 153 | 161 | 159 | 17.4 | 195 | 20.6 | 22.9
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Table 6. CS rates in nine public and private hospitals in Bangkok (1994}

. Hospitaltyps = | Prvafeword | Publicward: | Overallrate | Privake to pubic, folds |

Public 52.6 12.7 28.3 4
Hospital 1 48.9 17.1 27.4 3
Hospital 2 56.5 8.6 25.0 7
Hospital 3 Not available Not available 28.9 Not available

Private for profit 51.1 Not applicable 51.1 Not applicable
Hospital 1 57.3 Not applicable 57.3 Not applicable
Hospital 2 41.5 Not applicable 41.5 Not applicable
Hospital 3 41.3 Not applicable 41.3 Not applicable-

Private not for profit 49.7 18.8 453 3
Hospital 1 46.6 7.5 20.9 6
Hospital 2 42.7 23.2 39.3 2
Hospital 3 59.5 Not applicable 59.5 Not applicable

This analysis suggested that efforts
should be made to bring down
“unnecessary CS both in private and MOPH
provincial hospitals. Greater understanding
was required of what lies behind the
relatively high CS rate in MOPH provincial
hospitals.

Delivery practice variations in public hospitals

Public hospitals maintain 'private’ wards.
Private wards provide better privacy and
services than “public’ ward, while clinical
quality is assumed to be similar. Table 6
draws on the study of nine hospitals in
Bangkok (three public, three private for
profit and three private for profit hospitals)
and shows how CS rates differed between
public and private wards within public
hospitals. CS rate was four fimes higher
among private wards than public wards in
public hospitals and private not for profit
hospitals. Similar large gap was observed
in private not for profit hospitals. The CS
rate in the private wards of the public
hospitals was comparable fo that in private
hospitals.

In-depth interviews with staff of public
hospitals were vused to obtain some insight
into delivery practices, and found that the
situation was quite complex. It was found
that doctors within public hospitals receive
'private’ poyments - payments made
voluntarily by patients, irrespective of
insurance coverage, fo obtain  extra
attention during prenatal, delivery and
post-natal care. The level of private
payment is usually established through
consultation with other pregnant women or
generally known custom, and is not
reimbursable from any of the insurance or
medical benefit schemes. Historically, this
cultural practice derives from older times
when institutional care and user charges
were not well developed, and healers were
compensated in kind e.g. rice, chicken,
eggs or clothes. Over time, this practice
has become more institutionalized. One
public hospital closely investigated had
informally established a standard rate of
4000 Baht' for both Caesarean Sections
and normal delivery, applied for all

' Approximately 160 US dollars in 1997
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obstetricians to prevent potential conflicts
between senior and junior obstetricians.

The main purpose of this voluntary
payment is to obtain personal attendance
at delivery by an obstetrician. While it was
more likely that these patients would
occupy a private room ond thus be
classified by the hospital os o private
patient, this was not always the case and
some of these patients would occupy
public wards. After being accepted as an
obstetrician's  'private'  patient,  there
appeared to be three crucial influences
encouraging o Caesarean delivery. Firstly,
during prenatal visits, a certain proportion
of women is identified where there is a
clinical indication favouring @ Caesarean
Section. This is almost always the case for
women who have had  previous
Caesareans. In some cases, astrological
beliets may lead to a preference for an
exact date and time of birth.

Secondly, labour was usually initiated
by oxytocin drip early in the morning and
labour progress observed either by a nurse
or the obsfetrician. Women are not well
prepared to tolerate labour pain, and
receive too litle education or advice during
prenatal care, so some request a caesa-
rean as a painless choice. In-depth
interviews revealed that most obstetricians
do not want to attend vaginal deliveries
during the night, so for those where labour
does not progress well, the obstetrician
may decide on a Caesarean before leaving
the hospital at the end of the day. Given
the private payment, obstetricians feel
obliged to aitend or provide services
themselves, rather than relying on nursing
colleagues.

Thirdly,  obstetricians  increasingly
believe in the effectiveness of surgical and
medical technologies, and argue that the
stake is too high to allow vaginal deliveries
if there is slow progress in labour or foetal
distress, especially for better-off women
who wsually have lower fedility. Key
informants who are clinicians, suggested
that to some extent, obstetricians are
becoming less confident of normal
deliveries.

We also observed a variation in
practice among not-for-profit  private
hospitals. The policy of Hospital 1 was to
waive surgical fees for CS services in public

~ wards. CS rate was six times higher in

private wards that paid a full surgical fee.
Public wards in Hospital 2 were on fee for
service but the surgical fee is slightly lower
than in the private ward, CS rate was half.

The proportion of Caesarean sections
amongst obstetricians 'private’ patients was
estimated based on information from key
informants in one public hospital. (Table 7).
In one month, these were 250 deliveries
(22%) privately attended out of the total
1 150 deliveries. Among the 250 private
patients, 70% received a Caesarean and
30% a vaginal delivery. In contrast, only
8% of non-private patients received «
Caesarean, and all of these were justified
by clinical conditions. The relative risk of
being a private patient and having a
Caesarean childbirth  was  (175/250)/
(75/900)=8.4. In-depth interviews showed
that almost all private -patients occupied
private wards. They tended to be higher
income government employees including
the hospital staff themselves, whereas non-
private patients were of lower income or
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ignorant of the system that provided
greater obstetric aftention. Private status
assured less waiting ot prenatal clinics,
delivery by an obstetrician rather than
nurses or student nurses, and the majority
of CS cases had chosen an elective
Caesarean during the prenatal period.

Discussion

This paper has identified a high CS rate,
22 .4% in 1996 as a cause of considerable
concern, The study also documented
primary and secondary Coesarean rates
omong the four types of hospital. The
secondary rate was of greater importance
among provincial hospitals, whereas the
primary rate dominated in private hospi-
tals. Primary section is of the greatest
concern, as it strongly influences
subsequent CS. In 1990, only 7 out of 20
countries among OECD members had
caesarean rates higher than the Thai rate,
15.1% in 1990 " They were Australiq,
Canada, Germany, ltaly, Portugal, USA
and the Netherlands. The rate in 1990
among private hospitals in Thailand was

far higher ot 38.6%.

Because of the private sectors
substantial share {18%) of total deliveries
and the highest CS rate {51.5%), it
contributes significantly to the total CS rate,
9.2% in 1996. This is an alarming sign.
Contribution by MOPH provincial hospitals
plays a second role, 7.2% of total CS in
1996. This study identifies two foci of
intervention, first in private hospitals and
second on private practices in public
provincial hospitals, as there is no
obstetrician posted in district hospitals.

A small scale in-depth investigation of
private proctices in several public hospitals
suggested that being in a private ward or
private aftendance by an obstetrician was
an important influence on CS rates. In the
hospital demonstrated in Table 7, although
a standard fee for private practice was
charged at four thousand Baht? irrespective
of type of delivery, the caesareon rate
(70%) was significantly higher than the
vaginal rate (30%). This may in part be
explained by the higher fime cost of a
vaginal delivery, which can take 3-4 hours
between active labour stage and delivery
whereas a non-complicated elective
caesarean takes less than an  hour.
Moreover, when there is more than one
privately attended patient in active labour
phase at a time- that may encourage a
Coesarean decision since obstetricians feel
bound to provide service him/herself.

This finding of the significance of
attendance by an obstetrician who receives
a private voluntary payment is similar fo
that found in the study in Chile, © though
in the case of Thailand, the payment is an
informal one. Voluntary private payment is
culturally accepted, however it would not
be acceptable if it leads to clinically non-
indicated cesarean. Our study could only
reflect practice variations between private
and non-private pregnant women. The
current study does not intend to assess if
there is unnecessary caesarean and its
magnitude.

2 This standard rate wos set by head of obstetric
department instead of individual obstetrician, this
is to prevent conflict between the junior and senior
obstetricians.
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Table 7. CS rote amongst privately and non-privately attended patients,

one public hospital, 1996

| Cesarean |- % | Voginal il %L Toal BT

Private patient 175 70 75 30 250 100

Non-private patient 75 8 825 92 ?00 100

Total 250 22 900 78 1,150 100
Conclusion consider intervention sfudies to close the

This study prompts us fo further explore in
greater depth the impadt of and policy
towards private praclices in  public
hospitals. Several major research questions
emerge from this national survey of delivery
proctices and exploratory study of private
practices in public hospitals. To what extent
are occupying a private ward and making
o private payment to an obstetrician
overlapping influences on CS rates? Is the
rate primarily influenced by whether or not
the obstetrician is paid privately, or are
there other influences related to occupying
a private ward (such as being covered by
‘insurance of various types)¢ What is the
level of confidence among non-private
patients on the quality of delivery services
mainly staffed by nurses and midwives with
obstetric backup in public hospitals? What
ore the decision processes between
patients and doctors which result in
Coesarean? What is the magnitude of
unnecessary Caesarean and what waste of
resources is associated with these rates?
What approaches might best be employed
to address high Caesarean rates in
different types of hospitals and for different
types of patients? In addition to more
understanding  on  determinants  of
Caesarean, future research should also

gap of practice variations between the two
groups of patients.

Several policy options appear desir-
able given current knowledge.

(1) There is a need fo increase
awareness aomong Thai women
on the risk and choice between
normal delivery and Caesarean.
Effective classes should be set up
in prenatal clinics for pain
management through varicus
methods.

(2) W private practice arrangements
in public hospitals have to be
accepted, then group proctices
of nurses and obstetricians
should be encouraged, so
consumers are well informed
about choices between normal
delivery and CS and its financial
and medical implications. f the
attending obstetrician is  not
available, an experienced nurse
in the team could assist the
normal delivery.

(3} Introduction of peer review
process and second opinion
based on a well accepted clini-
cal guideline including labour
progress record, especially for
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primary Caesarean, is sugges-
ted, but its effectiveness should
be monitored. Trials of Vaginal
Birth after Caesarean Section
(VBAC} should be initiated,
especially in all hospitals with
affiliated obstetric resident train-
ing programmes. These trials
and use of second opinion have
had some success in the US & 1%
139 A small experiment with
VBAC at a teaching hospital (16)
showed a 76% success rate, but
encountered  resistance  from
professionals ~ and patient
anxiety.

(4) In private hospitals  where
patients tend to be better
educated, full information on
choices and their implications
should be provided. Similardy,
‘group practice - could be
encouraged.

(5) Research should occompany
changes in clinical practices, we
plan to work closely with the
Royal College of Obstetrics and
Gynaecology to generate more
evidence and bring down
unnecessary CS. A national
consensus conference is being
planned for when more
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Abstract

In this paper, we focus on those policy instruments with monetary incentives that are used to
contain public heaith expenditure in high-income countries. First, a schematic view of the main
cost-containmeént methods and the variables in the health system they intend to influence is
presented. Two types of instruments to control the level and growth of public health expenditure
are considered: (i} provider payment methods that inflvence the price and quantity of health care,
and (i) cost-containment measures that influence the behaviour of patients. Belonging to the first
type of instruments, we have: fee-for-service, per diem payment, case payment, capittion, salaries
and budgets. The second type of instruments consists of patient charges and reference price
systems for pharmaceuticals. Secondly, we provide an overview of experience in high-income
countries that use or have used these particular instruments. Finally, the paper assesses the overall
potential of these instruments in cost-conrinment policies.

Introduction

While many low-income developing countries still need
to muster an appropriate and sometimes even a mini-
mum amount of resources, many high-income countries
are addressing the question of how to contain their health
care costs. This question is not brand new, however,
QECD countries already became confronted with this
question some 30 to 40 years ago, when health expendi-
ture grew almost twice as fast as Gross Domestic Product
{GDP). A downward economic cycle in the 1970s as well
as increased ageing of the population enhanced the con-
cern to control health care costs[1].

Cost-containment as a policy issue is related to the ques-
tion what the right amount is that countries should spend
on health care. Sodiety's preferences, and not just econom-

-

ics, have an immportant impact on choosing the appropri-
ate amount of care, For example, an increase in the share
of health expenditure in GDP is not just to be undemstood
as a cost explosion, but could simply be a response to pop-
ulation's preferences for more and better care. This illus-

. trates that it will be tedious to establish when cost-

containment is exactly needed.

An additional question is whether cost-containment
should be directed at total expenditure or public expendi-
ture on health, We chose to focus on public expenditure
on health, in view of an overriding and steady concern
about cost-containment by governmental and quasi-gov-
ernmental institutions. As to the need for cost-contain-
ment, few countries use precise criteria that would trigger
cost-containment measures. It seems to be accepted
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though that the aim of cost-containment is 10 either stabi-
lize public health expenditure per capita or to moderate
the growth rate of public expenditure for health per capita.
It is often taken as evidence of noderation when the latter
growth rate is less than the growth rate of GDP per capita.

Policy makers have resorted to a varety of cost-contain-
ment instruments. First, there are measures impacing
directly upon the supply of health services or the inputs
necessary to ensure this supply. Examples are measures to
control new infrastructure, medical technology and quan-
tiles of medical personnel, and to influence the quantity
and structure of health services through treatrnent proto-
cols and prescribing guidelines and subsequent monitor-
ing of dlinical behaviour. Another example is influencding
the supply of ambulatory vs. inpatient care as a result of a
gatekeeper's role for GPs. There are also monetary incen-
tives operating via provider payment mechanisms and
that influence the supply of health services. Examples are
budgets for hospitals and GPs, and other negotiated ways
10 pay providers, such as fee-for-services. Secondly, there
are measures on the demand side of the health sector,
atternpting to influence patients' behaviour via non-mon-
etary (e.g. drug information, information on prevention
etc,) and monetary incentives such as patient charges or
user fees.

We recognize that the above-mentioned instruments da
not have cost-containment as a unique objective. The sup-
ply-side measures may also have an impact on health serv-
ices productivity, quality of care, the distribution of
resources, and on shortages and surpluses of human
resources for health. And some of the demand-side meas-
ures rnay impact upon individuals' access to health care.
However, in this paper, we focus on the cost-containment
potential of these policy tools. In addition, only those pol-
icy toals will be analyzed that incorporate monetary incen-
tives. Policy tools without monetary incentives and that
belong to the areas of information, education and regula-
tion will therefore not be dealt with in this particular
paper. We also summarize the experience in high-income
countries; all of the countries referred to belong to the
OECD or the European Union. In the next section, a sche-
matic view is presented of the cost-containment methods
that will be discussed. In section 2, we analyze the experi-
ence with these policy tools and their effects on cost-con-
tainment. The levels and trends in administrative costs
will be addressed in section 3. Finally in section 4, we pro-
vide a summaty table that compares the expected effec-

tiveness of the various tools in terms of cost-containment

Cost-containment methads: g schematic view

In Figure 1, we present a schematic view of the main cost-
containment methods and the variables in the health sys-
tem they intend to-influence. For expository's sake, we

-~

http:/Avww.hurnan-resources-health.com/content/1/1/6

assume that health care is provided in two sectors of the
health system, viz. the ambulatory and inpatient sectors.
Health care refers here to publicly provided care or private
care provided and regulated within the context of a tax- -
funded or social health insurance system. Administrative
expenditure is incurred by government and/or social secu-
rity-affiliated instirutions while running the health sys-
tem. The grey-filled areas refer to the cost-containment
methods that use monetary incentives, The arrows indi-
cate which variables are influenced by the cost-contain-
ment method. The straight and donted arrows refer 10 a
direct and indirect impact on the variables, respectively.

A first way to control the level and growth of health
expenditure is via provider payment methods. Providers can
be general practitioners, specialists, hospital managers etc.
These methods influence the price of health care in a
direct way, and may impact upon the quantity of care sup-
plied by providers in an indirect way. Indeed, providers
may react to the incentives imbedded in the provider pay-
ment method selected, and change the pattern and vol-
ume of care. In the first circle at the top of the figure, we
mention fee-for-services (FFS), case payment, salaries for
providers and per diem payment (although the latter is
almost used exclusively for inpatient care). In the second
circle at the top of the figure, the capitation payment
method is mentioned. It fixes the amount that providers
can spend per person entitled to the ambulatory and inpa-
tient services. The third drcle at the top of the figure refers
to the sectoral budget, whereby health spending by sector
is capped. In the second drcle at the bottom of the figure,
we refer to budget caps on administrative costs. The circle
to the right at the bottom of the figure refers to the global
budget that caps overall health spending.

Secondly, there are cost-containment instruments that
intend to influence the behaviour of patients via patient or
user charges, including co-insurance and co-payments.
These instruments are intended to impact upon the quan-
tity and type of initial contacts with the health system that
patients make in case of need. To 2 certain extent, they
may also influence the volume of referral health care. Ref-
erence pridng systems for drugs are also used to encour-
age patients to substitute to lower priced drugs. Bath
reference pricing and patient charges are referred to in the
circle at the left towards the middle of the figure.

For completeness' sake, other demand and supply-side
cost-containment measures are referred to in the white ar-
cle towards the middle of the page. These may influence
the quantities of care. They may also affect the relative size
of patient numbers in the different health sectors, For
instance, gatekeeping regulation may impact upon the
number of inpatients. As announced earlier, these other
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cost-containment measures will not be dealt with in this
technical paper.

- The overview of cost-containment methods and their
impacts does not tell us, however, how successful these
are. In addition, cost-containment objectives may not be
totally realized, as a result of behaviour of providers or
patients that counteract the intended effects. The purpose
of the next section is predsely to provide a greater insight
into the potential of cost-containment methods intended
to influence both provider and patient behaviour. In par-
ticular, we review of the empirical literature concerning
the use of such methods in high-income countries.
Administrative costs will be addressed later,

Policy tools with monetary incentives for cost-
containment: o brief overview of experience in high-
income countries

Provider payment mechanisms: monetary incentives directed at
providers

Fee-for-service (FFS) schedules for both ambulatory care
services and inpatient care are used in many systems, espe-
cally the social health insurance-based schemes that
reimburse patients for costs incurred. Also in mixed sys-
terns like the U.S., the government regulated Medicare sys-
tern for the elderly and disabled uses a resource based
relative value scale | 2] {RBRVS) for the payment of physi-
cian services. It has in common with other fee schedules
that it takes account of criteria like time input and skill
needed for producing the various health services.

One can expect that application of fee schedules entails
important administrative costs, in view of the resources
needed for billing, retmbursement of fees, monitoting
and possible adjustment of the schedule. There is also the
fear thar fees reate incentives to systematically produce
more health services than necessary. One example is from
Copenhagen (Denmark} where, in 1987, payment of
General practitioners (GPs) changed from a fully capi-
tated payment to a payment that was partly based on fees;
the provision of those services that generated extra fees
increased significantly {3]. An earlier review on physi-
clans' finandal incentives in the U.S. also confirms that
production of health services is systematically higher
when fees are used to pay providers, as compared to pro-
viders that face incentives aiming at controlling treatment
and resource use [2].

Another study on differences in health services among
342 physicians found that, after adjusting for patient mix,
practices with FES as the provider payment method had
41% more hospitalisations than health maintenance
organisations using prepayment [4|. We also refer to a
study on the determinants of health expenditure in OECD
countries. It was found that in countries with FFS payment

=
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for physicians, the ratio of physicians per population was
positively related to health expenditure [5]. One interpre-
tation is that the possible reduction in average physidan
income resulting from a greater availability of physicians,
seetns 1o be offset via increased health services, at least in
a fee-for-service environment.

In a number of drcumstances, however, the initial effect
of fees on resource use and expenditure can be counter-
acted. The Japanese social health insurance scheme uses a
national fee schedule as one of its key costcontainment
instruments. Nearly all procedures and services are subject
to this schedule which is applied on a natdon-wide basis.
Since 1981, the regular revision of the fee scheduie has led
to relatively low fee levels. In 1995, fees were about one
quarter of the Medicare RBRVS fee schedule |6]. It has also
led 1o a relatively modest ratio of health care costs to gross
domestic product, namely 7.4% in 1997 {7]. It is impoz-
iant to note that the overall level of fees in the japanese
system is in fact linked to a kind of overall global budget
which is negotiated between the Ministry of Finance and
the Ministry of Health and Welfare. With the global
budget being capped, selective fee reductions have
become logical [B]. The system has also allowed for 'bun-
dling’ of fees, with fees becoming flat when a predeter-
mined quantty of services is exceeded. The latter is
applied in the case of laboratory tests, for example.

In other sodial health insurance schemes, explicit budget
caps for providers have also been established, Some sodal
health insurance schemes have used this cost-contain-
ment method. When Germany used the budget ceiling
approach, for example, excessive inceases in physidans'
services did lead to a proportionate reduction in the level
of fees [9]. In Belgium, targets are also set for health insur-
ance expenditure; in 1996 the health insurance budget
was overrun and Government reduced the fees by 3 per
cent [10]. In the Canadian universal Medicare system, fee
schedules are also combined with provindal expenditure
caps. In the past agoss-the-board percentage reduction of
fees were observed when these caps were exceeded [11]. In
such an environment, doctors are tempted to engage in
extra-billing. This has prompted the Canada Health Act of
1984 to stipulate that federal government transfers for
health to provinces would be reduced, in the event a prov-
ince would allow doctors to bill extra charges [12].

Daily payment or per diem payment of hospital services
has been used frequently in the past, when funding was
still largely open-ended and retrospective. It has been tra-
ditionally assodiated with weak capadty for cost-contain-
ment, as it creates incentives 1o expand length of stay and/
or incease the number of admissions. In order to avoid
the effects of such incentives, new ways of prospective
payment were designed, among which the case payment.
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Still, a number of countries including Belgium [13] con-
tinue to use per diem payments but subject to budget [im-
its. Also in Japan, the biennial fee schedule revisions allow
for strict contro] of hospitalization fees, For instance, in
order to stimulate hospitals to shorten average length-of-
stay, basic hospitalization fees have been progressively
reduced, the per diem rate afier ninety days being less than
half that of the first fourteen days [37].

Case payment can be used both in ambulatory and inpa-
tient care sector. An example in the former sector is a flat
payment per consultation, whatever its nature. Admir-
tedly, there is a similarity with the FFS system. However,
in the larter system, the fee schedule is usually more com-
plex and fees vary substantially according to criteria such
as length of the consuitation, purpose etc. In inpatient
care, the best example is the Diagnosis Related Group
{DRG) payment method, with hospitals being paid an
inclusive flat sum for a patient's treatment according to
her diagnostic group, DRGs are used in the USA's Medi-
care prograrnine for the old aged. DRGs are also used in
setring part or the whole of the hospital budget in Austria,
Ireland, Finland, Portugal, Spain and Sweden [9].

Case payments such as DRGs are expected to be a good
cost-containment device, as hospitals need to provide
services within the overall constraint of the flat payment
schedule, Evidence on the potential for cost-containment
of DRGs is mixed, however. DRGs seem to have resulted
in an important decrease in the growth rate of the cost of
the U.§. Medicare programme [14]. In Germany, adoption
of DRGs in 1993 as an alternative to per diem payment
led 1o both a decrease in the length of stay and a rise in the
hospital admissions, resulting in a rise in the number of
hospital days per 1000 population. As a result, the rate of
increase of hospital costs hardly changed [15].

DRGs may also impact in an indirect way upon the non-
hospital sectors. In fact, the net effect of DRGs on towal
health care costs may well be small, as cost-shifting may
take place between the different sectors. In the US, the
DRG payment system appeared to have stimulated hospi-
ta]s to shift patients and costs to outpatient care and long-
term care faclities [16,17]. Finally, it should be stated
that, espedally for European countries and Australia,
DRGs have been used less as a cost-containment device
than as a method to establish case-mix adjusted global
hospital budgets.

Capitation payment is a mechanism whereby providers,
whether they are GPs or hospitals, receive a flat payment
per individual that is covered by a National Health Service
system, a social health insurance scheme, or by private
health insurance. In return for this flat payment, patients
are entitled to services of a pre-defined benefit package.

-~
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Capitation payments in ocutpatient care are used in quite
a number of European countries (including Austria, Den-
mark, Finland, Hungary, Ireland, Italy, the Netherlands
and the UK). Capitation payments afe not necessarily uni-
form and can be adjusted for health risks, including old
age. In addition, they may be combined with FES for spe-

. cial services such as in Denmark, Italy and the UIC In the

US, capitation payments are pervasive in both outpatient
and inpatient care, espedally within the framework of
Health Maintenance Organizations {HMOs) or managed
care plans.

The major characteristic of this payment method is that
there is no direct link between the capitation payment and
the cost of the health services consumed by an individual
patient; in other words, providers are not paid according
to the quantity and mix of health services given to that
individual. Hence, the incentive to provide excessive
health services that other payment methods {such as the
FFS and the case payment method) might have, disap-
pears, Instead, there is clearly the incentive to provide less
costly treatment. In Finland, where capitation is used in
about half of the primary health care centres, outpatient
contacts per person are among the lowest in the European
Union. The latter phenomenon may be due in part to the
capitation system [18]. In the U.5. one study {19] found
that capitation for comprehensive health services had led
to 40% fewer inpatient admissions in comparison with
FFS systems. In addition, length of stay fell from 5.9 days
in 1985 to 3.75 days in 1993. And in the study on health
expenditure in OECD countries, referred to earlier, coun-
tries that use capitation to reimburse their physicans have
lower health spending [5]. )

When capitation is linked to one category of care only,
such as outpatient care, there may be an incentive, how-
ever, to underprovide or to refer unnecessarily to higher
echelons in the health system. In Hungary, for example, it
was found that the referral rate of family physicians that
received capitated payments was much higher than in the
case of salaried physicians. It is then uncertain what the
net impact of capitation on total health care costs will be.
In the US, there is debate on whether managed care plans
with capitation have been more efficient in controlling
costs than other payment methods. Some studies found
that HMOs reduced hospital expenditures [20]. Critcs
[21] have retorted that one should look beyond hospital
expenditure though. Their argument is that managed care
plans have been known to engage in cost-shifting and in
raising administrative costs, so that HMOs do not neces-
sarily reduce or contain total health care spending.

Salaries for doctors are used as a payment method in sev-
eral OECD countries, incuding Greece (National Health
Service doctors), Spain (60% of doctors have an income
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that is based on a salary plus a capitation amount), Portu-
gal, Finland and Sweden [9]. Several advantages are
advanced: (i) there is no longer an economic incentive to
over-provide services, certainly compared to FFS payment;
(ii) salaried doctors have an incentive to engage in group
consultation, especially in the event of complex cases; {iii)
finandial planning of health care services becomes easier
and administrative costs become lower, as compared to
other payment methods, espedally FFS.

Disadvantages of a salary system in the public sector are
also noted: (i) a salary systern reduces incentives for doc-
tors to work productively; (ii) it may lead to low morale
for those who work hard but feel they are not rewarded for
the extra effons; (iii) it may then indte the latter to take
up work in the private sector, or leave the public sector
altogether. Related to the salary payment system as a cost-
containment tool, it was found that salary payments are
generally associated with lower levels of care [22]. The lat
ter is not unexpected, when comparing the salary method
to capitation. Indeed, in arder for doctors paid under cap-
jtation to increase income, they need to attract more
patients. They could do so by offering more services (such
as tests or drug prescriptions) speculating thereby that
patients would perceive this as high quality care. It is also
expected for salaried doctors to offer fewer services than
when they would be paid via FFS. In fact, they may even
want to minimize their efforts by minimizing the number
of patients they see.

Budgets for public health expendinire have been used
since a Jong time in countries with national health sys-
temns, such as the UK, Ireland and Denmark. Most levels of
the health system in these countries are subject to such
budgets. In Denmark, an overall global health budget is
negotiated annually and fixed by central and local govemn-
ments. These budgets are also fixed or *hard' so that over-
runs are as good as impossible. Systems that use such
budgets are often referred to as closed-end systems as
opposed to open-ended finandng systems [23].

In other European countries, budgets became increasingly
popular since the mid-1980s, as a response to large cost
increases in the health secior. Two forms of budget setting
are seen: global budgets that, in princdiple, cover the totality
of health care costs and sectoral budgets that are set for spe-
cific sectors of the health system. Three further remarks are
in order. First, many budgets are rather established as 'tar-
gets’ and can be exceeded if needed. That is why they are
often referred to as ‘soft'. In fact, global budgets proved be
mostly soft rather than hard. For instance, in 1994 the
Government of Belgium established a limit on the real
growth of public health expenditure of 1.5 per cent; the
limit was respected in 1994 and 1995, but in the two fol-
lowing years, the real growth of the public health expend-

~
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iture budget exceeded the limit that was set earlier.
Secondly, one has seen a mix of hard and soft sectoral
budgets at country level, For example, in France, there are
fixed hospital budgets for hospitals whereas there are tar-
get budgerts for pharmaceuticals, clinical biology, nursing
services and office-based doctors. Thirdly, it needs to be
verified which costs would not be included in the global
budget. In Belgium, for example, administrative costs are
excluded from the annual global budgets for health care.

One understands that when budgets are soft, there is
hardly a guarantee for success in cost-containment. But
even when budgets happen to be hard, they do not auto-
matically lead to cost reductions or lower health expendi-
ture growth rates. They may also be based on historical
costs and therefore incorporate important inefficiencies.
In the above mentioned OECD inter-country study, for
instance, no evidence was found that budget caps for
ambulatory and inpatient care lowered total health
expenditure [5]. Apart from cost-ineffidencies, other
problems have been noted. In France, for example, hard
hospital budgets were thought 1o discourage the adoption
of new technologies and to encourage cream skimming.
Also in Germany, ceam skimming and waiting lists
appeared, which has stimulated the abolition of the secto-
ral hospital budgets [9].

5till when budgets are hard and therefore enforceable, it is
possible to contain the expansion of health care costs.
When researchers [24] examined inpatient expenditure
trends in France between 1960 and 1990, it was con-
cluded that sectoral budgets had been successful in reduc-
ing the volume of hospital care. As a result, overall
expenditure growth was slowed down. In Ireland, tighter
budgetary allocations for the hospital sector were thought
to have contributed to the imponant reduction (28%) in
the length of stay in hospitals between 1980 and 1993. In
Germany budgetary restrictions in January 1993 included
a cap on costs of drugs prescribed by office-based physi-
cians; excessive presaibing would result automatically in
clawing back the excess from physicians. The number of
prescriptions decreased from 795 million in 1992 to 712
million in 1993, with drug expenditure being 25% lower
than in 1992 [25]. Presaiptions seem 1o have increased
again after 1993, but there is still the claim that this policy
measure led to savings of about 10% of the total budget
for pharmaceuticals. It is important 1o bear in mind, how-
ever, that a sectoral budget policy may impact on other
sub-sectors of the health system. For instance, there was
evidence that office-based physidans increased referrals to
spedalists and hospitals, subsequent to the drug budget
policy. This ‘substitution' cost has reduced the amount of
'net' global savings in the health sector that was finally
realized [26].
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Policy tooks with monetary incentives directed at patients .
Patient charpes or user fees are widely used in health sys-
tems with the intention to moderate demand of health
care. In social health insurance systems, they usually take
the form of co-insurance {2 fraction of the cost of a health
service that is paid by the insured). For example, co-insur-
ance for GP and spedialist care can be as high as 30%, such
as in France and Luxembourg. And in the case of prescrip-
tion drugs, co-insurance schedules exist, with co-insur-
ance rates that are lower, the greater the therapeutic and
social value of the prescription drug. These systems also
use co-payments {a spedfied charge for a spedfied health
service}, such as for pharmaceuticals and inpatient care in
Austria. In tax-funded health systems, cost-sharing
through co-payments is also practised. In Sweden, co-pay-
ments exist for outpatient care, including dental care,
inpatient care and pharmaceuticals. And in the UK, user
fees have been introduced for pharmaceutical, dental and
ophthalmic health services, as well as for amenity beds
[27} in the hospital sector.

From an equity point of view, the use of patient charges
ought to be minimal. Access to care may be hampered,
certainly among the low-income househoids, Patient
charges on such households may also impact on health.
For instance, it was found in the Rand Health Insurance
Experiment in the U.S. that low-income patients that were
exempted from charges had notable improvements in vis-
ual acuity and critical reductions in blood pressure, when
compared with non-exempt patients [28]. Recognizing
the threats of a negative impact of patient charges on
access and health status, exemptions or reduced patient
charges were introduced in most systems. More recently,
ceilings for patient charges have been introduced in sev-
eral countries, including Sweden [29], Germany, Belgium,
Finland, Ireland and the Netherlands, in order 1o protect
low-income households.

From a cost-containment point of view, patient charges
hardly constitute a panacea. For a broad range of health
services, patient charges on health services surely tend to
decrease their utilisation, but do so rather modestly. To
give a quantitative idea about this relatively low impact, it
is not uncommon to find [30] that a one percentage
increase in patient charges tends 10 lead to a reduction in
utilisation of merely 0.2%.

This downward pressure on utilisation does not imply,
however, that overall expenditure would simply drop. In
fact, the oppasite may occur. It can be shown that, in the
context of rising unit costs of heaith services, increased
patient charges and a weak impact of patient charges on
health care consumption, total health spending can rise.
Cost-reduction is certainly not automatically achieved via
patient charges, Admittedly, some degree of cost-contain-

-
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ment is achieved, as final health spending is likely to be
less compared to health spending in a situation where
patient charges are absent,

One also needs to look beyond the impact on health serv-
ices that are specifically targeted by a cost-containment
policy. Indeed, an additional effect of patient charges will -
be the tendency of patients to substitute the services that
are subject to patient charges for other types of care. For
instance, additional patient charges on spedalist care may
incite patients to demand more GP care than before. In
that case, the overall net cost-containment effect may be
lower than anticipated. In New Hampshire (US), 2 policy
was introduced to limit reimbursernent 1o three drug pre-
scriptions & month for patients with a major psychiatric
illness. The use of psychotropic drugs surely dropped, but
at the same time demand for the services of mental health
centres and hospitals increased. It was estimated that this
policy finally resulted in a cost that was 17 times more
than it saved [31,38].

Whatever the degree of cost-containment, it is sure that an
increase inpatient charges results in a shifting of health
care costs to individual patients, which is a move away
from risk-sharing across all population groups.

Reference price systems for pharmaceuticals are a rela-
tively new cost-containment method and has been intro-
duced since the late eighties, Basically, a cluster of similar
drugs is associated with one specific price accepted by gov-

- emmment for reimbursement purposes. Should a physican

prescribe a drug priced above this ‘reference’ price, itis the
patient who will pay the difference. This policy is meant
to increase the cost-consdousness of patients and to incite
them to demand reference priced drugs. New Zealand was
the first to introduce reference pricing to be followed in
Europe by Germany (1989), and then the*Netherlands
{1991), Denmark and Sweden (1993), and Italy (1996)
f9]. Little information is available on patients' behaviour
with regard to these systems.

At a maaoeconomic level, however, reference price sys-
tems do not appear to have been successful. This is
because reference price systems apply to interchangeable
drugs only. New and innovative drugs are therefore not
likely to be covered by these systerns, and escape price
control. In the Netherlands, Germany and Sweden,
growth of the sales of products that were not covered by
the reference price system, easily outweighed the cost-sav-
ings generated by prescibing reference-priced drugs [9).

Levels and trends in administrative costs

Administrative costs are defined here as the public part of
the costs of health administration and social insurance at
all levels of government. Included in these costs are costs
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as a result of planning, management, regulation, and col-
lection of funds and handling of claims of the delivery sys-
tem [32]. Obviously, these costs can in prindple also be
targeted for cost-containment. It is-important to consider
these as well, since excessive administrative costs entail
considerable opportunity costs: funds that are spent
. unwisely can not be spent on health care itself, an exten-
sion of the benefit package, an expansion of population
coverage etc.

An earlier comparative analysis of administrative costs in
a sample of OECD countries showed that in 1990 public
administrative expenditures as a percentage of total public
expenditure on health varied from 0.2% to 7.1% [33]. It
was noted in this analysis that insurance-based systems
tend to be relatively more expensive than general revenue
based systems. More recent data (from 1990 1o 1999) for
a sample of OECD countries have confirmed this finding,
the mean share of administrative costs in health spending
being 2.2% and 4.2% for general revenue-based an insur-
ance-based systerns, respectively. We thus find that ‘on
average' the insurance-based systems spend proportion-
ally more administrative resources than in the tax-based
systems. This divergence is not absolute, however. Note
for example that in 1998, Japan devoted a modest 2% of
its health spending to administration of its sodal health
insurance system. The latter resuit can be explained to a
large extent by the presence of one 'Sodal Insurance Med-
ical Care Fee Payment Fund' [34] where the totality of
claims and reimbursements is processed, as opposed 1o
systems whereby different pools or funds are involved in
such payments and therefore are each confronted with
additional administrative costs.

It has been mentioned that a lack of harmonized data may
make comparisons difficult. For example, the data for
France appear to be incomplete, as they cover the costs of
the government health administadon only, and not
those of the social security institutions. But even after
improving on the data comparability, an important
degree of dispersion berween the two types of health
financing systemns is likely to remain. Still, 2 comparison
of the levels of shares administrative costin 1otal spending
is not straightforward because, in principle, one ought 1o
take account of the differences in the 'products' supplied
by the administration. Differences in administrative costs
are not only due to the amount of transactions such as
claims processing in insurance schemes, They may also be
due to differences in the variety of information services to
patients (e.g. about benefit entitiements, health informa-
tion), and in the degree to which the administration is
involved in monitoring the quality of health services, in
efforts to contain spending and in data-processing of clin-
ical and financial information. We recognize that the
explanation of differences in administrative costs would
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merit further attention. This is beyond the scope of the
present technical paper, however.

We propose now to look into the trends of administrative
expenditure as a share of 101a] public health expenditure.
It is interesting to observe that these shares, whether from
insurance based or tax based health systems, were subject
10 2 negative yearly trend of -0.1% over the last decade. A
reduction over time of the shares of administrative costs is
not unexpected. In tax-based systems where national and/
ot district administrative bodies have the responsibility to
finance health care for target population groups, economies
of scale in administration are likely to arise, Likewise, in
the case of insurance-based schemes, average costs of
administration tend to drop with an increasing number of
patient claims; in other words, there are usually econe-
mies of scale in processing of dfaims. In the U.S. for exam-
ple, evidence was reported on the existence of economies
of scale in the non-profit Blue Shield health insurance
plans. It was also estimated, for the year 1976, that these
plans couid minimize average administrative cost when
processing 17.7 million claims per year [35]. Another rea-
son for a downward trend is the increasingly effident way
of handling administrative tasks as a result of technologi-
cal advances such as computerization of billing, settling
claims and records [33]. In France for example, a smart
card or 'carte vitale' was introduced in 1999 [36], which
significantly facilitates access to care and reimbursement
operations. Improvements in technology and subsequent
productivity have also permitted a reduction in adminis-
trative labour costs: sickness funds reduced their number
of employees by 5 percent between 1980 and 1990. In
other countries with an insurance-based system, measures
were introduced to limit administrative spending of
health insurance funds.

Policy tools with monetary incentives also exist, however.
We refer espedally to budget caps on administrative
resources managed by various administrative units in the
health system. In Belgium, for example, capped budgets
for administration are established for its seven health
insurance funds; a typical budget consists of a fixed part,
which is granted unconditionally, and a variable part
which depends on performance of the fund. Note that for
the year 2002, the estimated share of these funds' admin-
istrative costs in total reimbursements is estimated to be
4.63%. Empirical evidence in the other OECD countries
about the effects of specific measures introduced to con-
tain administrative costs is not readily available, however.

The potential role of the policy instruments In cost-
containment: a summary

In Table 1, we summarize the potential role of the various
instruments intended to contain health care costs, based
on the review of the international literature. Additional
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Table |: The potential of monetary incentives in cost-containment policies

Cost-conminment
instrument

Incentive directed at  Relevant category of care

Potential for cost-
containment

Additional commeants

Fev-for-service Providers Qurpatient and Inpatient care

Inpatient care

Far diem paymant Providers

Caze paymemt Providers lnpatient and outpatent care
Caphation

Salarter

Providers Inpatdent and outpatient care

Providers Inpatient and sutpadent care

{workdme of providers only)

Budpets Providers Inpatient and cutpatent care

Puatiertt chorges Fadeno Inpatient and outpatent care

Referance price syrtem  Patienu Prarmaceuticals

= The upward effect of fees on coms @n be neutralbzed,
when hard budgets are Introduced » The srucoore and
tevel of faees in the FFS schedule an be changed for catt-
containment purpases.

The upward effect of per diem paymenc: on horpinl *
c2f1L €an be nevtralized, when hard hosphal budgets are
Inroduced

Thue net effect on cost-conminment may be reduced by
cest-shifting to other health secoor

The nec effaect on cost-containment may be reduced by
cost-shifdng to othar health sa¢tors

The overall on cost f ¢ of muonal heatth
expenditure depends on provider myment mechanisms
Imroduced for other types of care

* The cost-conainment efficiency of budges & low, when
budgens are ‘1oft’ + Cost-shifiing between secvors may
reducs the averal cost-conmalinment X
Cott-reductions may be sean with imporant increases in
patient charpes, combined with the existence of medium
10 high price stensitivity

Cott-containman potamdal will be low, whan prescribing
of drugs cutside the refarence-price system rematns
Important,

Low

HMedium
Medivm

High

Medium

comments are provided in the Table as well, referring to
possible pitfalls or circumstances where the expected
impact on cost-containment can be reduced or
neutralized. Methods to contain administrative costs are
not summarized in Table 1, because of weak empirical evi-
dence on the effects of spedfic cost-containment meth-
ods. Budget caps on administrative costs along with the
application of technological advances are likely to be
good instruments for cost-containment. However, more
international evidence needs to be generated before arriv-
ing at generally applicable lessons,

Related to measures that impact upon the supply of health
services, we offer the following conclusions, One first
message from Table 1 is that salaries and budgets do in
prindple have a high cost-containment potential. There
are two caveats, however. One is that while salaries may
affect an important fraction of health care costs, there is
no certainty that costs of other inputs are contained. Sec-
ondly, budgets may be of the soft kind. Or, budgeis are
being used but permit sizeable growth of health care costs.
A second message is that case payment and capitation do
have some cost-containment potential. There is an impor-
tant risk of shifting of costs to other sub-sectors, however.
Thirdly, fee-for-services and per diem payments usually
do not have a cost-containment potential. They can even
stimulate costs. An important caveat, however, is that a
potentially negative effect on cost-containment can be
counteracted if hard budgets are put in place.

Concerning measures directed at the demand of health
services, we submit, first, that patient charges do not

-

appear to be a successful cost-containment tool, as
patients' sensitivity to such charges is usually quite mod-
est. Apart from the expected modest impact on cost-con-
tainment, there is also the adverse impact of patient
charges on equity in access, which is of spedial concern to
low-income households. Secondly, a reference price system
may also contribute 1o cost-containment, but the degree
of success depends on whether presaibing of drugs out-
side the reference price system remains important.
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Abstract

This paper reviews the current system of regulation and assesses its effectiveness in the health-care system of
Thailand. In order to achieve this, extensive documentary reviews were performed and supplemented by in-depth
interviews. We found the existing regulatory framework to be fairly comprehensive with rules and roles firmly
established. Regulations cover almost all relevant private and public organisations including individuals. However, the
incomplete performance of regulatory functions was detected resulting in problems of overburdened staff and delays in
performance of functions. Our recommendations propose the promotion of professional ethics and continuing
education, an effort to narrow the gap between expectation and reality through public education, and the empowering
of consumer organisations. The increasing popularity of medical lawsuits and professional insurance, which in part
reflects the imperfect administration of the system, highlights the need for careful consideration of how best to handle
the increase in complaints. The mapping of the regulatory system in this paper, together with the discussion of how to
cope with the expansion of medicine as a business and with greater consumerism, will be of interest to other middle
income countries that seek to reform and strengthen their regulatory system.
© 2002 Elsevier Science Ireland Ltd. All rights reserved.
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1. Introduction

It is clear that leaving health care to a free
market mechanism does not lead to an efficient
health system. Incomplete consumer information,
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community representatives have an important role
in regulating health-care services and controiling
quality and prices [1]. Today, modern and expen-
sive medical technologies and rising patient ex-
pectations, are responsible for an increase in the
gap between public expectations and the reality of
what the health system can deliver {2]. These are
the main causes of conflict between health-care
providers and patients or relatives. In this situa-
tion, the activities of lawyers and insurance
companies can worsen the situation by igniting a
vicious spiral of litigation unless all regulators can
work together effectively to protect consumers.

In the Asian culture, people generally trust and
respect doctors. At least this has been the tradi-
tional attitude. A doctor has a high public image
because he/she is regarded as a selfless person who
is dedicated to the well-being of the people. With
this belief in mind, patients are less likely to
question their treatment and often associate med-
ical mishaps with divine will, especiaily when this
concerns death [3]. Overall, people accept disabil-
ity or death as part of their karma, the cycle of life
and birth, old age, illness and death and as
inevitable for human beings. Now that the social
structure has somewhat changed to include indus-
trialised communities that depend on global busi-
ness, trade and communications, and with an
. expansion of medicine as a business, there appears
to be a marked decrease in society’s trust and
respect towards health-care personnel. Murthy [4]
argued that the medical negligence issues and
medical lawsuits are increasingly crucial issues in
the newly industrialised and developing countries
including Thailand. '

Thailand had favourable economic growth dur-
ing the first half of the 1990s which resulted in
increased demand for quality health care, espe-
‘cially among middle income households. The
introduction of the Social Security Scheme in
1990, in addition to the existing medical benefits
provided by employers, increasing household de-
mand and direct stimulation by the Board of
Investment through tax incentives, all spurred a
rapid growth of private hospitals [5,6]. In 1996,
among households in Greater Bangkok, the ma-
jority of health expenditure, 63%, was used to
purchase care from private clinics and hospitals,

while only 21% was spent in public health institu-
tions. The 1994 national health expenditure was
3.56% of GDP with the public sector spending
49% and private sector 51% [7]. This situation
therefore requires effective health regulatory func-
tions.

As reflected in the Thai 1997 constitution, issues
of consumer protection are of increasing concern
to policy makers. In addition, the trend of
government policy is favouring changing the
state’s role from direct provision of services
towards contractual arrangements with indepen-
dent public and private providers, requiring stron-
ger government capacity to regulate the market.
The expansion in private sector provision, the
increased importance of for-profit health care,
heightened awareness of consumer protection
issues and the role given to private provision in
government policy, all highlight the need for
investigation of the effectiveness of the existing
regulatory system, its strengths and pitfalls, in
order to propose remedial solutions. The aim of
this paper is thus to review the current system of
regulation and assess its effectiveness, in order to
judge what should be the future agenda. The
mapping of the regulatory system in this paper,
together with the discussion of how to cope with
the expansion of medicine as a business and with
greater consumerism, will be of interest to other
middle income countries that seek to reform and
strengthen their regulatory system.

2. Objectives and methods

A conceptual framework was developed and
based on this framework, extensive documentary
reviews and in-depth interviews were conducted to
describe the regulatory system and. evaluate the
effectiveness of existing regulatory mechanisms.
Key informants were inspectors in the Medical
Registration Division, the Secretary General of
each of the four professional councils, and the
chair and key members of the Ethical Committee
of the Medical Council who deal with malpractice
and ethical complaints to the Council. Inspectors
at the Food and Drug Administration were inter-
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viewed about the regulation of medical products °

and devices.

Starting with the conceptual framework of
Bennett et al. [1], we developed the framework as
presented in Fig. 1.)

1) Regulators are shown immediately within the

outer box,

mostly regulating through legal

authority. They include the following agen-

cies:

e The Medical Registration Division (MRD)

and Food and Drug Administration (FDA)
who directly regulate through registration,
* licensing and renewal requirements, setting
rules, standards and monitoring, control of
quality and safety, public information and
advertising.

Professional organisations such as the
Medical Council are entrusted by the
government with a regulatory function,
mostly through rules and standard setting,
enforcement and ethical control. Sanctions
can be made through, e.g. reprimand and
probation for mild cases, suspension and
revocation of licenses for severe ones.

3)

325

Health-care purchasers such as the Social
Security Office (SSO) and Health Insurance
Office have a rather indirect--influence
through financial mechanisms (incentives,
disincentives) and payment methods.
Consumers and the media: consumers who
are affected by health-care services can
‘vote with their feet’ or make complaints
to the government and professional orga-
nisations directly or through the media.

2) Regulatory mechanisms are in the middle box.

Regulators exert power over the regulated
through various mechanisms, e.g.

Entry to market.

Quality and safety.

Quantity and distribution.

Price.

Public information-and advertising.

The items, institutions and people who are
regulated are in the innermost box and consist
of:

Medical products, e.g. drugs, medical sup-
plies, etc.

Medical services:

— Health-care institutions.

: ~a
Government Delegation of regulation Professional organizations
* MRD > (Council)
® FDA -
Direct legislation, Enforcement of state
T a7 g
Complaint Entry to market Quality, Safety
Complaint Regulatee
* Goods Quantity,
Price | ® Medical services Diffusion
. — Medical institutions
Information - Professional

Public information, media

Payment

Consumers, Public media

\ Power over payment

Health care purchasers

Fig. 1. Conceptual framework of health sector regulation.
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Professionals.

Information from the key informant interviews
was used both to flesh out this framework, and to
fill in the details of the regulatory system.

Effectiveness was judged in two main ways:)

e In terms of the extent to which legislation and
associated regulations covered the key regula-
tory areas and functions. This was assessed by
analysing the content of regulations.

e In terms of the performance of enforcement.
Documents were reviewed to highlight the
problems of enforcement by regulatory agencies
for regulations on medical products, medical
mstitutions and medical professionals. The
magnitude and profile of complaints to the
responsible agencies were analysed because
these reflect public concerns and problems
experienced by consumers, and hence are a
good proxy indicator for the effectiveness of
regulations. Records were analysed for all
professional councils including those for physi-
cians, pharmacists, dentists and nurses since the
more complete the information, the more
accurately it will reflect social concerns.

3. The regulatory mechanism and its effectiveness

3.1. Medical products

At national level, with the Drug Control Act
1967, Medical Device Act 1987 and Addictive
Substance Control Act 1988 and their revisions,
the FDA is solely responsible for regulating
medical products, namely drugs, narcotics, psy-
chotropic substances and medical devices using
various means as shown in Table 1. Through the
registration process, medical products proven to
be of high quality, effective and safe, can enter the
market. A bioequivalence study is required for the
approval of generic products registered in the
country after 1994. Unfortunately, this regulation
has not been retroactively enforced for the existing
20,000 formulae for their bioavailability or bioe-
quivalence. Various studies have demonstrated
that many generic products which had not been

‘required to undergo bioequivalence testing (prior

to 1994) were not equivalent to their prototypes in
terms of blood level and/or time to peak serum
concentration [§—11].

Drug registration is life-long, termination is
mainly based on evidence of lack of safety, and
to date only 43 drug formulae have been revoked
since 1978. Safety monitoring through adverse
reaction surveillance is passively enforced through
voluntary reporting by medical practitioners. An
obligatory Safety Monitoring Program (SMP) has,
however, been established for special assessment of
the safety of new drugs.

The Drug Control Act controls the distribution
of drugs by classifying them as household drugs,
dangerous drugs such as antibiotics, anti-hyper-
tension drugs, specially controlled drugs such as
the systemic corticosteroid, phenylbutazone and
non-dangerous and non-specially controlled drugs
such as topical antibiotics. Different categories of
drugs are legally distributed through different
channels, e.g. drugs such as anti-cancer treatments,
mefloquine-containing drugs and sildenafil (via-
gra) cannot be sold outside hospitals or clinics.
Until recently, an amendment of the Medical
Device. Act attempted to control distribution
through mandatory certificates. Drug advertising
can only be targeted at the medical profession, not
directly to the public except for household drugs.

Drug prices are controlled through several
methods. The Ministry of Commerce (MOC)
controls price through labelling for household
drugs. The total annual value of non-household
drugs consumed exceeds that of household drugs,
and their price is not controlled but determined by
the market. Essential drugs are procured by public
hospitals at prices set by the MOPH under the
National Drug Policy. Third party purchasers
such as the Civil Servant Medical Benefit Scheme
(CSMBS) influence the price of drugs indirectly
through the design of benefit packages and co-
payment requirements for drugs outside the Na-
tional Essential Drug List [12].

Though the distribution and advertisement of
pharmaceutical products are controlled by regula-
tory provisions, findings from surveys and studies
indicate the ineffectiveness of law enforcement.
Selling of dangerous drugs, psychotropic sub-



Table |
Repulatory framework of medical products in Thailand

Regulators and Food and drug administration Professional or-
regulatory mechan- ganisations
isms - ‘

Health-care purchasers

Consumers and public media

Entry to market Very strong, mainly through product license and renewal No role :
(production and importation) by relevant Acts: ¢.g.
drugs, medical devices, cosmetics

Quality and safety Sanction through withdrawal of product from market  No role
and provides public information on problems of guality

and safety
Quantity and dif~  Free diffusion of medical devices (CT, MRI, etc.}; No role
fusion : certificate of needs being inplemented (new Medical

Device Act 2000) .
Price MOC controls drug prices through Goods and Services No role

Price Act 1981; moderate prices set by MOPH for

essential drug list enforced by Procurement Regulation

for purchase by public sector
Public information FDA controls and meonitors advertising of drugs, No role
and advertising medical devices, food )

No role

No role

No role

Benefit package under CSMBS: co-
payment, e.g. non-essential drugs,
medical devices and appliances

No role

No role

Bring cases to FDA or Consu-

mer Protection Offlice

No role

If private pharmacy retail price

of drug exceeds label, complaint

can be made to MOC

Not applicable
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stances and narcotic drugs without license have
been found throughout the country, even in
groceries in rural areas [13-17]. Promotion of
sales of dangerous drugs directly to consumers via
mass media, including newspapers, journals, radio
and television broadcasting and billboards is not
uncommon [18]. Unapproved drug advertising and
purchase of drugs through electronic means is
becoming popular amongst a rapidly growing
number of people [19].

The number of complaints on drugs, narcotics
and medical devices to the FDA between 1997 and
1999 was 83, 175 and 270 cases, respectively.
Complaints on drugs were 82% of the total. In
1999, 57% of the complaints on drugs were
because of expired dates and lack of drug licenses
and 21% for misleading drug advertisements.

The FDA plays no role in the quantity, dis-
tribution and price of medical devices. This has
created problems in distribution and utilisation as
demonstrated by three medical technologies,
namely CT, MRI and mammography [20]. The
supply of these medical devices is dominated by
the private sector, especially smaller private hos-
pitals and standalone centres such as independent
X-ray units providing X-rays only. Hospital
charges for these services are below the break-
gven point in order to attract custom to the
hospital and freestanding centres benefit from
kickbacks and demand stimulation activities. Peo-
ple using the services of small hospitals and centres
have little formal education, are often uninsured,
and are vulnerable to supply induction techniques.

In summary, the FDA plays a key role in the
control of drugs for their effectiveness, safety and

quality. There is no control as yet for medical.

devices or provision for the proper management of
medical technology. Although the regulatory fra-
mework on drugs is comprehensive, enforcement
and performance need to be improved and
strengthened. There is no strict regulation on
prices leaving them to be determined largely by
market forces of demand and supply.

3.2. Health-care institutions

Table 2 shows that professional organisations
play a zero role in the regulation of health-care

. institutions; the MOPH is the major player

through the MRD, in accordance with the Medical
Premises Act 1998 which controls thelicensing and
renewals of private clinics and hospitals. Public
hospitals require no registration. MRD records
show that there is no de facto barrier for entry into
the market as almost all requests were approved;
so renewal is almost automatic. All private hospi-
tals and almost all the clinics that enrolled with
MRD were able to obtain their licenses and no
hospitals or clinics have been temporarily closed or
had their licenses revoked since 1995. For conve-
nience, only structural quality indicators and to a
lesser extent, process indicators are used as criteria
for the new establishment of clinics and hospitals.
There is no information on facility performance
and productivity to permit monitoring and refor-
mulation of policies [6],

There are no MRD interventions on the geo-
graphical dispersion of private medical premises,
resulting in the concentration and oversupply of
these in Bangkok and large urban centres. The
allocation of public facilities is determined by the
MOPH with an emphasis mainly on rural areas,
e.g. district hospitals and sub-district health cen-
tres. Prices in private clinics and hospitals are
determined by market forces. Since September
2000, the revised Medical Premise Act 1998
requires prices of products and services produced
by hospitals to be disclosed upon request by
consumers. It can be said therefore that although
there is no control on price, there is indeed a
notification of price. However, interviews showed
that price notification upon"request by consumers
did not function well due to provision of biased
information and lack of time for emergency cases
to seek price information.

Health-care purchasers such as the Social Se-
curity Scheme have played an active price control
role through the introduction of capitation,
whereby providers are paid a flat rate per regis-
tered worker, no matter how many services are
rendered in a year, rendering retail price control
unnecessary. The CSMBS regulates through co-
payment mechanisms for drugs that are not
essential list and for private rooms, in both public
and private hospitals. In addition, the Traffic
Accident Protection Act, Workmen Compensation
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Table 2

Regulatory framework for health-care institutions in Thailand

Regulators and

Medical registration division

Professional or-

Health-care purchasers

Consumers and pub-

regulatory me- ganisations lic media
chanisms
Entry to market  Only private clinics and hospitals are licensed No role Social Security Scheme contract mode] specifies No role
- through Medical Premise Act 1998; public medical conditions for contractor hospitals mainly in terms of
prentises are not under Medical Premise Act; structural aspecis
biennial renewal of medical premise registration
required
Quality and safety Structural quality of private medical premises No role S8O controls quota of registered workers at each Media provides
enforced; passive reaction to grievance in place; main contractor hospital voice on behalf of
actions taken by MRD concern only medical consumer
premises; professional misconduct goes to profes-
sional organisation and/or litigation
Quantity and dif- Private institutions: no policy; public institutions:  No role No role No role
fusion MOPH policy is a district hospital in all districts
throughout the countty
Price Medical Premise Act introduced price notification  No role SSO capitation rate of 1200 Baht per capita per year Can complain to
{not price control as such); MOPH standard price for main contractor hospitals; indirect price control MRD about over-
enforced in all MOPH hospitals by CSMBS regulation through co-payments in both charging
public and private sectors; claim ceiling for traffic
accident protection act and workmen compensation
scheme; private insurance set claim ceiling
Public information  MRD controls private clinic and hospital advertis- No role No role Not applicable

and advertising

ing
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Scheme and private insurance set claims ceiling for
their beneficiaries.

Documents reviewed show a growth in com-
plaints to MRD during the period 1996-1999,
namely 143, 176, 193 and 247 cases, respectively.
Complaint profiles in 1999 show that 42% of the
complaints were about clinics (mostly related to
care provided by non-physicians), 23% were about
hospitals (mostly due to sub-standard and poor
quality of nursing services). Problems in advertis-
ing concerned over-claims for medical services and
outcomes, especially for cancer and cosmetic
surgeries, accounting for 11% of total complaints.

In summary, the MRD plays a key role but
enforcement and performance require improve-
ment, especially quality control for the various
levels of medical premises.

3.3. Health-care professionals

Table 3 shows that professional organisations
play a key role in regulating new entry into the
market through certification of curricula and
licensing. Licensing has traditionally been life-
long, though the nursing profession has already
introduced re-licensing and the Medical Council
will introduce license renewals in 2004 for new
graduates. The government plays a major role in
the allocation of manpower through compulsory
service requirements: medical and dental graduates
must work in community hospitals for 3 years,
nurses for 4 years and pharmacists for 2 years.
Those who do not abide by this rule are fined.

Recent studies have demonstrated sub-standard
pharmacist practices. It was found that commu-
nity pharmacists in Bangkok and some provinces
behaved illegally in selling specially controlied
drugs and psychotropic substances where prescrip-
tions were required by law [21,22]. Many of them
provided low-quality pharmaceutical care to their
clients, e.g. dispensing inappropriate drugs and
giving inadequate information [21-24].

Professional organisations react passively to
complaints made directly by consumers and to
reports of ethical misconduct from fellow profes-
sionals. They also react passively to cases pub-
licised in the media, although Homhuan’s analysis
[25] of such complaints during 1990-1997 showed

that more than 50% concerned sub-standard
professional care and medical negligence (Table
4). Every case of complaint is investigated by a
sub-committee on ethics and a range of penalties
can be set by the sub-committee of inquiry, from
reprimand to probation of offenders, suspension
of license and finally license revocation.

Professional organisations also control quantity
by placing a quota on speciality training, but do
not have any role in the distribution of manpower
(the government is responsible for this). Also, they
play a minor role in price control; some Royal
Colleges set standard professional fees in colla-
boration with health-care purchasers. Legally,
they have no authority to enforce standard doc-
tors’ fees. _

Fig. 2 shows that the magnitude of complaints
per 100,000 physicians has fluctuated but there has
been an increasing trend over the last two decades
and a notable peak in 1999 at 687 cases per
100,000 physicians. The profile of complaints to
the Medical Council (Fig. 3) is dominated by sub-
standard professional care (a total of 206 cases in
1995-1999) followed by over-claims and false
advertising by doctors (72 cases). There has been
a slight decrease in false documentation com-
plaints such as fake medical certificates. Docu-
ments reveal that the increase in complaints was
mainly due to complaints about sub-standard care,
reflecting patients’ high expectations or increased
awareness of desirable standards of quality of care.
Complaints about false advertising were the most
common compiaint other than sub-standard care.
These statistics are consistent with the media data
from Homhuan [25] as shown in Table 3.

Records from the Medical Council between
1995 and 1999 reveal that punishments of the
guilty were mostly mild with 53% being repri-
manded, 23% placed on probation, 22% had their
licenses suspended and 1% had their license
revoked. Fig. 4 shows a mismatch between the
number of complaints and the ability of the
Medical Council to handle the cases. For example
in 1999, a total of 173 cases were filed, but only 38
cases (22%) were completed. This backlog pro-
vokes public criticism with regard to Medical
Council performance and its stance, i.e. whether
it protects the professionals or the consumers.



Table 3

Regulatory framework for health-care professionals in Thailand

Regulators and reg-
ulatory mechanisms

Ministry of public health

Professional organisation

Health-care
purchasers

Consumers and public
media

Entry to market

Quality and safety

Quantity and diffu-
siocn

Price

Public information
and advertising

No provision on personnel entry to mar-
ket; left to professional organisations

No role

Compulsory rural service enforced for
physicians, dentists, pharmacists and
nurses; {ine for non compliance

No regulation on doctor fee in private
hospitals; indirectly controlled by market
forces

MRD controls advertising standards for
groups not covered by professional coun-
cils (e.g. medical technicians)

Curricutum certification; licensing of nurses, physicians,
dentists and pharmacists through four professional councils,
others by Medical Registration Division

Through curriculum certification and licensing of profes-
sionals; nurse re-licensing enforced; physician re-licensing in
pipe line (by 2004); pharmacist and dentists no plans as yet
Quota for specialily and subspecially, not for pharmacists
and dentists

Several royal colleges produce guidelines for surgical fees in
privale hospitals

Ethical standards and practice on advertising enforced by
four professional councils for both public and private
premises .

No role :
No role
No role
No role

No role

No role

Bring cases to profes-
sional organisation or
litigation

No role

Can complain lo MRD
if overcharged

Not applicable
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Table 4
Complaints published in newspapers, 1950-1997
Nature of complaints Cases %
Sub-standard professional care 20 27
Medical negligence 18 24
Information and distortion of information 14 19
Request for compensation 10 I3
Surgical instruments left in patient body 8 11
Multiple complaints 3 4
Wanting proof of cause of death 2 3
Total 75 100
Source: [25].

In summary, professional organisations play a
significant role in the regulatory system; the legatl
framework is comprehensive while enforcement is
poor; few severe penalties were awarded; and
professional organisations have been criticised by
the public for protecting the interests of profes-
sionals.

3.4. Role of civil society

Preceding sections have described the formal
regulatory system, commenting on the degree of
enforcement, and have analysed complaints.
Further light can be shed on enforcemeént, the

800

interaction of the various agencies and the role of
civil society groups such as the media, by a case
study about the sale of kidneys. End stage renal
disease (ESRD) can be helped by kidney trans-
plantation. The Medical Council has laid down the
legal framework on organ transplantation.)

e The diagnostic criteria for brain death requires.
first opinion consensus by three physicians, 12
hours of re-evaluation and the hospital direc-
tor's final approval. The three non-partisan
physicians shall not be involved in the trans-
plantation.

e Living related donors must be of immediate kin
to patients or have at least a 3-year marital
relationship. Also they are not to be paid.

The Thai Red Cross Society organises organ-
handling procedures that allow private transplan-
tation centres to donate one of the two cadaveric
kidneys harvested to the Red Cross Society.

In 1999, a notorious event was disclosed by the
newspapers and the Law Society of Thailand when
one of the victim’s relatives complained that a
private transplant hospital had violated all legal
requirements and the Red Cross Society proce-
dures, and suspected the purchasing of kidneys.
This led the Medical Council to undertake serious
investigations together with the MRD and Pro-
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Fig. 2. Trend of complaints to Medical Council per 100,000 physicians, 1975-1999. Source: Medical Council.
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vincial Chief Medical Officer. The investigation
revealed the following:)

e There was a total of 105 transplants in this
hospital during 1994-1998: 35 kidneys were
from living relatives and 36 from cadaveric
donors (two kidneys were harvested from each
cadaveric donor).

There was definite violation of the brain death
certification, as in some cases, only one physi-
cian had signed the certification and the very

same doctor was also involved in the transplant

surgery. .
Evidence showed payment to the relatives of the
deceased of as much as 100,000 Baht (25
Baht =US §1 in 1996).

e There was no evidence of kinship for nine of the
35 hving relative donors; 29 out of 35 consent
forms did not declare non-payment of financial
Incentive.

Among cadaveric donors, 27 out of 36 consent
forms did not declare non-payment.

Evidence showed ‘kick-back’ payments to am-
bulance services for transferring accident vic-
tims, as well as to neighbouring hospitals to
transfer potential ‘brain-death’ patients.

Not only did this behaviour violate the medical
code of ethical conduct, it was an infringement of
basic human rights. It also undermined trust in the
doctor—patient relationship built up in the past.
The investigations found one guilty medical doctor
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whose license was permanently revoked and four
licenses were temporarily suspended. Other non-
professionals were accused in criminal and civil
courts. The Law Society of Thailand took further
action by filing lawsuits on three medical doctors
in the criminal court.

What lessons can be drawn from this case? First
of all, it may be the ‘tip of the iceberg’. In
particular, kick-back payments are considered to
be common between services in the private sector
that depend on referrals such as diagnostic centres
and hospitals. Secondly, in bringing these events to
light, we see that synergistic action was taken by
the media, the Law Society, social pressures, the
MRD and the Medical Council. However, the
media played an important catalytic role that
contrasts with the reactive role played by the
Medical Council. Thailand is fortunate in having
a relatively free and open press, and this provides
some measure of protection in the absence of
stricter enforcement through formal channels. The
media followed up the issue every day and forced
immediate and serious actions by all agencies
concerned. Editorial notes and special articles in
newspapers played a significant catalytic role,
encouraging subsequent action. The Health Min-
ister, as the honourable president of Medical
Council, was required to act on behalf of its public
and professional constituencies. Policy -analysts
also played an important role, in coaching health
journalists in several newspapers. The case study
thus demonstrates that civil society through the
media can be a significant driver for health reform.

4, Discussion

This paper has reviewed Thailand’s existing
regulatory mechanisms. In terms of the regulations
normally considered desirable [26], in particular
those relating to medical products (drugs and
medical devices), institutions and health-care pro-
fessionals, we see that the framework is quite
complete with the specific exception of control of
the supply of medical devices, and control of the
diffusion of private facilities. The legal framework
with respect to these is inadequate; for example,
the MRD has no authority to refuse to register a

new facility on the grounds of over-provision in
the locality. However, the MRD could revoke a
license on the grounds of proven poor quality of
care or violation of another law, e.g. abortion.

Recent reforms, notably the Medical Premises
Act, have strengthened the regulatory framework
and the key remaining issues, apart from those
above, relate to fairness of treatment of private
and public sectors, and enforcement of regula-
tions. It is notable that almost all the regulators
are government organisations such as the FDA
and MRD, and also that almost all the health-care
purchasers are influenced by government officers
who are on the boards of their professional
organisations. However, regulations, notably
those administered by MRD, control only the
private sector, not the public sector providers.
Interviewees from the MOPH considered that
public institutions were of high standard and
hence did not need regulation. However, we
believe that sub-standard medical care and medical
negligence in the public sector is no less than in the
private sector although the problems may be
hidden, at least in part because public service
users are less likely to complain as a result of lower
expectations and do not believe public providers to
be influenced by the profit motive in their dect-
sions$ on care. Furthermore, there is probably less
incentive for providers to improve medical care in
the public sector, since facilities have a more
captive population and funding is largely supplied
rather than demand-driven.

In terms of enforcement, professional organisa-
tions have limited incentives to take an active role
in ensuring high-quality medical care and in
resolving problems. However, at present, passive
actions are definitely insufficient to cope with not
only the high caseload of complaints mentioned
above but also the incoming flow of more com-
plicated cases. Although the data on complaints
provide evidence of problems in the effectiveness
of regulations and their enforcement, it is accepted
that they are far from being ideal proxy indicators
of discontent and regulatory failure. It is not
possible to relate the number of complamts to
the volume of private sector transactions due to
the lack of denominators on numbers of admis-
sions or ambulatory visits in public and private
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sectors, Thus it is not possible to say whether
complaints have increased faster than the volume
of care. However, the complaint rate per 100,000
physicians (Fig. 2) has been increasing. Com-
plaints are likely to grossly underestimate the
problems since socio-cultural barriers hamper
free complaint to the responsible agencies and
professional councils, and plaintiffs have Iittle
confidence that their cases will be handled fairly.
Health-care purchasers have a role in control-
ling quality of care and providing information to
their beneficiaries which is as yet insufficiently
exploited. In particular, the Social Security
Scheme and Civil Servant Medical Benefit Scheme
are not adequately exploiting their databases of
information derived from their purchasing role
[27]. Consumers and consumer organisations,
while increasingly aware of regulatory issues,
lack both information and a formal role in most
of the regulatory procedures and policy decision
processes. Furthermore, administrative capacity is
inadequate to manage the regulatory system and
ensure compliance, as demonstrated by the man-
agement of complaints by the Medical Council.

S. Recommendations

On the basis of the analysis in this paper, the
future agenda for regulation should include:)

e Filling the few remaining gaps in the regulatory
framework.

e Changing the incentive structures of those
organisations which enforce regulations, nota-
bly the Professional Councils, and also of
health-care providers through the greater ex-
ercise of the existing purchasing role.

e Increased resources for enforcement.

However a ‘stick’ approach to regulation will
never be adequate on its own, but needs to be
balanced by informal mechanisms and seif-regula-
tion [1]. Based on our analysis, we recommend the
following emphases that would encourage a ba-
lanced regulatory approach.

5.1. Promote professional ethics

An ancient Chinese doctrine said that*if doctors
were not ethical they would be worser than
murderers and thieves because a thief takes money
without necessarily killing and a murderer kills
without necessarily taking money, but a negligent
doctor could be both robbing and killing a patient
[28]. This situation was highlighted in the case
study of kidneys for sale. Because of the growth of
the commercial medical sector, low financial
remuneration in public services and high expecta-
tions on living standards among professionals,
medical school teachers have extensive private
practices and give lower priority to their patients
in public hospitals. Role models are an effective
means of promotion of ethical behaviour, but
good role models have gradually disappeared in
the past decades. The environment is therefore not
conducive to promotion of ethics to medical
students. Professional ethics need to be promoted
by professional organisations, medical schools and
the MOPH in all processes of medical education
and medical practices.

5.2. Encourage continuing education

Obsolete knowledge and skills is one major
cause of sub-standard medical care while negli-
gence 1s the cause of a high percentage of
complaints both to the Medicdl Council and the
media. Voluntary continuing medical education
(CME) has been implemented for many years, and
the Royal colleges and several professional socie-
ties run annual short courses and conferences for
their members. However, this has mostly been
taken up by younger professionals rather than by
the more senior professionals who are the main
target of CME, mainly because the latter find
difficulty in freeing themselves from their com-
bined public and private practices. Discussions
with the Medical Council have led to an agreement
in principle that CME wiil be compulsory for all,
and will be one of the key components of re-
licensing pre-requisites.



