CHAPTER II
RELATED LITERATURE REVIEW

The chapter is composed of three main parts: incentives of health
insurance payment mechanisms, Situation of payment incentives in Thailand and

impacts of the 30-Baht Policy implex&wp and standard and quality of diabetes
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Shih (1999) reported that Medicare beneficiaries with end stage renal
disease (ESRD) who had no secondary insurance tended to be prescribed less
medications than who had one or more secondary insurances. This result was
analyzed using clinical, demographic, and claims information from the Dialysis
Morbidity and Mortality Study (DMMS) waves III and IV data by means of negative
binomial models. Generally, patients with this disease require many medications like
for kidney transplantation, treatment of anemia, and others. In some cases, drug
coverage of the Medicare ESRD program which had some limitations could be
possibly insufficient as a consequence of graft failure or prolong anemia.
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Accordingly, the Medicare patients without secondary insurance(s) may be put at risk
of under treatment. Anyway, the overuse of medications in patients with one or more
secondary insurance(s) may also be possible.

Chaix-Couturier (2000) reviewed literature systematically from six
databases including Medline, Embase, Health Planning and Administration, Pascal,
International Pharmaceutical Abstracts, and Cochrane Library with 4 search terms
including health professionals and type of practice, type of incentive, methodology,
languages English or French from January 1993 to May 1999 were appraised and
summarized in the study. Risks of financial incentives which limited the therapeutic
choices to the quality of care were suggested as follows:
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capitation system of the managed care. Nevertheless, the quality of care should be
evaluated in further research.

On the other hand, some reports have indicated controversies. Yesalis
I1I, et al. (1984) showed discrepancies of drug use levels and pharmacists dispensing
behavior under capitation and fee-for-service schemes in a pilot study in two counties.
The generic substitutes were increased in capitation Medicaid scheme and cost saving
was initiated. Conversely, no differences were found in the expanded study in 64
counties. A before/after of experimental/control design which is interrupted time
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series design was used for the 10-month observation of prescription audit. The data
was collected from the Medicaid Management Information System (MMIS), the
Medicaid eligibility files, and the Master drug pricing.

Lurie, et al. (1994) found that outcomes of diabetic care — general
health status, physical functioning, mental health status, activities of daily living,
visual acuity, blood pressure, and glycoselated hemoglobin — between elderly
Medicaid beneficiaries with capitated health plan and fee-for-service care was not
diverse. The study design was a randomized controlled trial for 800 beneficiaries
with at least 65 years old. The subjects were interviewed at baseline and one year
after the 35% of them were randomly assigned to the capitated prepaid schemes. The
major limitations of clinical outcome méasurements in the study are short follow-up
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Table 2.1 Summaries of incentives of health insurance payment mechanisms
Authors | Outcome variables Study design / Payment incentives
(Year) Data sources
Clancy and | — physicians; order cross-sectional Recommended lab test:
Hillner for diagnostic lab | (3 months) / — less orders in capitation
(1989) test medical chart review than in fee-for-service
Optional lab test:
— no differences
Hutchinson | — rates of antibiotic | cross-sectional less antibiotic prescription
and Foley prescription (1 year)y/ rates in capitation than in
(1999) | istrative database fee-for-service
Shih — number of Mcr ) less number of
(1999) medications years) /e & , prescription drugs in
prescrib -databdse o capitation only (without
ESRD ates Renal m | secondary insurances)
Chaix- — total volu: sten fthe | less volume of
couturier, prescriptio . | prescriptions and hospital
et al. — hospit S days in fund holding or
(2000) capitation than in fee-for-
service
Shireman, | — Prescriptiogfisg’ | 1 less overall prescription
etal. levels " use levels and costs in
(2002) — prescription capitation than in fee-for-
costs I service
Yesalis I, | — drug use levels Pilot study
etal. - ; (2 counties):
(1984) |  dispensing | nterrupted-time ser | - generic
substitutes and cost
( . C savings in capitation
Medicaid Managemen than in fee-for-service
¢ & | Informatign System Expanded study
Pl UY VBT W] T
‘ no differences
Lurie, et al. ﬁqﬁeneral health rg.ndom1zed controlled - no differences
T YRS 3 S ENa
functioning edicaid and I\Edlcare
— mental health claims, client self-report,
status and patient interview
— acitivities of
daily living
— blood pressure
— visual acuity
— glycosylated
haemoglobin
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The majority of studies regarding payment incentives on health care

services employed cross-sectional design and used secondary data from claims or
research databases. In general, variables in those kinds of database include
demographic data, health insurance eligibility, claims data such as prescriptions or lab
tests, etc. Comprehensive clinical variables, normally, do not incorporate in the
database because they are not related to the claims process. Accordingly, only care
processes like drug use or order of lab test could be analyzed but the quality of care
analysis which required lots of pertinent clinical outcome information. This
momentous limitation impedes investigations of payment incentives on quality of
care. Moreover, lacking of decisive clinical variables like disease severity or co-
morbidity data in the database may confound results of influence of payment
mechanisms over health care servi li?\“ erefore the controversy among the
studies review may be an effect\
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Situation of Paymen Incentlves in Tlial on ex; I;Ipacts of the 30-Baht

;j

vurage policy to Thai
milieu, the fo g% ?j lwelfare scheme with
global budget payment, 2) health card scheme with globa budget payment plus 500
baht out-of- ock er family, 3) soéial sec scheme with capitation payment, and
B mwﬁmamw
individ id out-of-
pocket o thelr own. In 2001, the immense change of health insurance system in
Thailand was the 30-Baht for every disease Policy implementation. Subsequently, the
foremost health insurance schemes were changed to 1) the 30-Baht Policy with mix
payments of capitation for outpatients and DRG case payment with global budget for
inpatients, 2) the same social security scheme, and 3) the same civil servant medical
benefit scheme. Thus, payment mechanisms of interest are capitation, fee-for-service,

global budget, and DRG case payment. Related studies in circumstance of Thailand
have been reviewed.

Bryant and Prohmmo (2005) found that fee-for-service patients had
higher prescription costs than capitation patients controlling for age, sex, diagnosis
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and social-economic status. When cost per item of drug was taken into account, fee-
for-service patients tended to obtain higher cost drugs, especially patients with
diseases of the circulatory system. The prescription data from treatment records of
outpatients aged 60 or over in four community hospitals, size 30-90 beds, during
1998-1999 (except for one hospital with only first 3 months of 2000 available data)
was randomly selected. The variables recorded into the research database for analysis
were date of visit, age, gender, payment scheme used, diagnosis, medicine received,
and payments to the hospital. Important limitations of data available in the treatment
records were as follows:

1) Incompleteness of data availability, for example some hospitals
terminated treatme cords (or medical records) after certain
period of t1me }ib years, due to limitation of space in data
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— high prevalence in people with every socioeconomic status,

— every level of hospitals can provide care to patients,

— existing of clinical practice guidelines, and

— wide ranges in cost of drug use, especially in terms of original or
generic drug products
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Standard and Quality of Diabetes Care

One of the renowned standard treatment guidelines for diabetic care
with an acceptance in endocrinological area has been recommendations of the
American Diabetes Associations. Concerning processes of diabetic care, some
essential laboratory tests and physical examinations for monitoring of disease
progression and co-morbidity and complications have been required for every
diabetic patient in certain frequencies, as mentioned in Table 2.2 (American
Diabetes Association, 1999 and 03). Regarding the guidelines in Thailand,
the Endocrine Society of T blished diabetic care guidelines for
physicians who took caré ¢ ts in 2000. Standard practices for
required laboratory i ysi tions were also shown in Table
Q- "! ..J

tests an

Table 2.2 Reco 1€ of mi 1 ' of the essential laboratory

physical examinatiox

Laboratory test and , l oy e x& or y minimum frequencies

.\i r!d J‘

ADA- L 4 Guidelines of the
defines, | ¢ Endocrine Society of
Thailand, 2000
1. HbAIC test '
2. FPG test .
3. lipid profile tests. Once
4. serum creatinine tés! - - =

> e 8 ) VBN NN,

f no macroalbuminuria)

%ﬁﬂbﬁﬁlﬁﬁ%mé’ y™

7. foot gxammatlon Once
8. blood pressure Every regular | Every regular Four times
measurement diabetes visit | diabetes visit

Note:

? twice yearly for patients with stable glycemic control and a goal of treatment met and

quarterly for patients with changed treatment and a goal of treatment not met

for calculating of estimated glomerular filtration rate (¢€GFR) and
staging the patient’s renal disease
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