CHAPTERI1
INTRODUCTION

Background and Significance
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What do pMd frq;n h ervices? Definitely, they need
the salient necessity with thed ossible and with affordable
expense. What do health caré"pr6v i ide? Certainly, health care -
services with satisfacte OF ( 1 agement to control costs are
targeted. What do healiif about health care services

major concerns of al 3 ehi 5/ he are system. On the one hand, in
general, health care sys i Ui ill bring about better quality
need of less health care

1[th care systems may inevitably
need to be invested to inte t . Accordingly, efficiency and
effectiveness of the systems aré'@}re to be contemplated in order to enhance

quality care and contam overallcosts u;xdmnons of health care resources.
studies have indicated

systems can be varit 4 relatlon to any -
variations in many aS}gts of the quality. €nt inc 1ves of health insurance
schemes also have ha 1mpacts upon the quahty Some ev1dence has reported that

propensity of T capita ix payment per patient,
was lesser th 3‘% ns1 ﬁpﬂ%o s hich is a payment per
unit or item o 1ce ., 2002, Chaix-cou une et al., 2000, Shih,

1999, and Hutchinson and Foley, 1999). Clancyand Hilner (198ﬂ),,~have also found
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service scheme. Yesalis I11, et al. (1984) reported more generic substitutes and cost
savings in capitation than in fee-for-service schemes. However, Lurie, et al. (1994)
found no difference in some health outcomes, for example, general health status
physical functioning, and mental health status, in these two schemes.

resources. On the other ha

provided in health care

In addition, some policies of health insurance payers on drug cost
containment have had effects on drug utilization. Schneeweiss, et al. (2002) pointed
out that reference-based pricing policy for angiotensin-converting enzyme inhibitors,
a group of antihypertensive drugs, decreased the utilization of higher-priced cost-
shared drugs in this group. Nevertheless, discontinuation of necessary drug use in
some low-income patients was observed. Marra, et al. (2005) shown that utilization



of newer antibiotic drugs added in the drug formulary list was increased while the
older antibiotic drugs was less prescribed. Changes in kind of antibiotic drug use
might associate with changes in drug resistant patterns.

Studies in the situation of Thailand have also shown similar effects.
Bryant and Prohmmo (2005) stated that patients under capitation scheme were
prescribed less expensive drugs more than fee-for vice patients. Limwattananon S.,
Limwattananon, and Pannarunothai (2004) and Srisuphan, Sripairoj, and
Tangcharoensathien (2004) found that COX2 inhibitors, expensive single-source
drugs, were use for fee-for-service patients more than for capitation patient.
Limwattananon C, Limwattananon, and Pannarunothai (2004) also found the same
preference for inhaled corticosteroids. ‘t vess (2002) and Mills, et al. (2000) found
that generic substitution policy was a )/ ocial security patients with capitation

i0n patients’ inan, et al. (1999) found that

¢ apitationm for example, social security

1c sul stltwt less antibiotic drugs.

In Apri \Cﬁ&noe in health care systems,

the 30 Baht Policy for Yiseas I du:::%it%}‘lealth care system in

Thailand to mainly c6Ver 6w ingome and uminsured paticnts. Payment methods of

itati 4d for outpatient care.and diagnostic-related group

icy implementation, an impact
ity of medical practitioner

payment more than non capi
hospitals with larger pro
scheme — tended to use 1z

(DRG) based for inpatienica
on med1ca1 ethics was ¢

la “Abouta f'the responded physicians had to
adapt their medical treatment b; ﬁﬁfmm costs of drugs, medical devices, and
diagnostic procedures accordlnglolhe p@ the hospltal administrators. The
report also indicated that the effjgets"wete noticeable in the internal medicine field

procedure was dimin :---,--—----A--—--—---—‘—,; ----------- g rite immediate
consequences so tha yrtetnplated.

Moreover anecdotal evidence from many ealth care providers also

has indicated that thelr be different iftHospital management and policies on
drug use and ﬂgﬂ?ﬂ;ﬁ ﬁﬁ en hospitals have to
provide care wi cial ike the 30-Baht Policy,

for example:
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rllsurance emes, for exam

e Use cheaper drug (e.g. generic drug) for capitation patients but more
expensive drug (e.g. innovative drug) for fee-for-service patients

2. Hospitals may implement a single list of formulary for every kind of patient
but have different restrictions on drug use, for example,

« Limit expensive drug use with strong restrictions according to the National
Essential List of Drug for capitation patients but loose restrictions for fee-
for-service patients because this kind of patient can reimburse for every
kind of drugs.



3. Hospitals may provide different kind of physicians to take care patients in
different health insurance schemes, for example,

e General practitioner (GP) for capitation patients but specialist for fee-for-
service patients that may affect the quality of drug use and care

4. Hospitals may arrange different location to provide care for patients in
different health insurance schemes, for example,

« Separate a special building or clinic to provide care for patients with 30-
Baht Policy which is the largest group of patients

5. Hospitals may provide different steps of care for outpatients with chronic

disease like diabetic patients 'nvre ent health insurance schemes, for
- . "\. ,

example,
e Provide primag care, foeus on evention and health promotion,

for patients 1 Policy but care for fee-for-service

carwcreening or life style

iency of lab tests related to drug therapy
patientsiin different health insurance

or fee-for-service patients after the
30-Baht policy 1@%@% n than before because providers may earn
more mofigy without limitation ﬁ'om_-w?ice patients.

However, these poteiifial impacts on the quality of drug uc/and care may be different

from hospital to hospi’ﬂ and from ti ending on the policy of drug use

and care of each providér and each administrator. ﬁ
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e et cdotal evidence, the
inconsistency @dﬁ&ﬁm lm g;}vﬂsﬁve been illustrated in
health care systés that people have been taken delivery of. Payment mechanisms of
health insurance schemes or health policies haye #ad influence or*variation in quality
of cmé})ﬁtﬁﬁé{xﬁ% ﬁgﬁ;ﬁé @Mﬂc@nﬁowing to
related policies in health care systems n order to survive their o tion. Health
care professions have had to modify their routine practice. Health care services with
different quality have had been provided to patients covered by different health
insurance schemes according to the different payment incentives. In point of fact,
most of patients have had unequal information, in terms of medical technical
knowledge, to the medical profession. Consequently, they may not know what exact
intensities of health care quality they obtained and how proper it is. Therefore, it’s

fair to say that every stakeholder in health care systems should concern about quality
of care.




Quality measures in health care systems

Indisputably, one of the most important components of health
insurance system is a monitoring mechanism to make sure that people get good
quality care. Regarding the different incentives of payment mechanisms among
health insurance schemes, quality of care contributed by each scheme may be diverse.
It’s possible for patients under different health insurance schemes to receive health
care services with different quality. On the one hand, in reality, it’s impossible for
health care systems to provide services with the same uppermost quality of care for
patients in every health insurance system with different payment incentives under the
limitation of health care resources. On the other hand, optimal acceptable standards
of care need to be assured for every every health insurance scheme. Both
over and under treatments are detrimer ‘quality in health care systems
(Ratanawijitrasin, 2005). Tb-:mi e sySte have measures to control and
prevent the negative effec qu@ty 4&3 of the mechanisms to ensure
quality of care in servicWeren pa@ves are

1. Medical audits \

Routine evidenc [ _v1ews to monitor appropriateness of
ents provided to patients could be
ation for review may be gathered

accreditation is needed &ifiTﬁB}em 1t to
quality management (TQM}-%yst SIS
3. Patient chozc‘y Eaa

pether with the development of total
and external audits.

heir preferred health facilities,

tion for health ca fjnprove their quality of care.

4. Complaint systs

When evances against the
quaht)ﬁ IEjth ﬂ& lg;) Eﬁ—la useful tool to control

the qualify. However, since medical technology is complex, the burden of

T e

health care systems in Thalland the intensity of accomplishment may not be adequate
according to the empirical and anecdotal evidence mentioned previously as a result.
The foremost approach to ensure quality of health care service providers to date is
hospital accreditation which focuses primarily on broad process of care provided.
Other mechanisms dealing with outcome of health care services like medical audits
have also been implemented on sampling basis by some health insurance payers.
Routine health care resources utilization reviews by each provider have not been
established generally among hospitals. Patient choices have also been absolutely
allowed for fee-for-service patients. Social security capitation patients have been
permitted to change registered providers yearly while the 30 Baht Policy beneficiaries
have been permitted to change one after the first year of the policy implementation.

it will be mot1




Nevertheless, in some remote areas which have limited hospitals, patients still have

had no choices. For complaint systems, normally, patients can feedback quality
problems to health insurance payers and health care providers but in some cases
patients may not recognize some problems in terms of technical quality in medical
treatment they obtained due to the unequal information.

According to the current situation, quality monitoring mechanisms in
health care systems in Thailand seems to be insufficient, especially in the aspects of
technical quality and efficiency of health care resources use. In addition, outcomes of
care are also the important component of quality that patients themselves may have

inadequate technical knowledge to jud e whether the quality of care is appropriate or
not \i

For all these W out care, studies on impacts of health
insurance payments on v@hua@y ofe xceedingly necessitated in

order to comprehend more iu term effects and outcomes of
payment incentives. This kia e : info 0N 1s essential for policy makers
to introduce sufficientie ' i s into health care systems
to assure best possible gu#

1. Availability, which is mgq@gxg{meg sufficiency volume and types of
health care sctyicés and resources of provi calth needs of patients

settings

3. Accommodation, which associates with the ablhty of patlents to accommodate
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4. Affordability, which mvolves with prices of services and provider’s insurance
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actual characteristics of providers in terms of personal and practice
characteristics, and vice versa.

Health insurance systems implemented in each country have many
differences in feature of the system, especially payment mechanisms, with one of the
main aims of improving the access. Different payment mechanisms come up with
differences in amount and flow of money from a third-party health insurance payer
and / or a patient to health care provider for health care services. According to
Ratanawijitrasin (2005), Normand and Weber (1994) and the WHO Study Group
(1993) seven main payment mechanisms were described as follows:



1. Fee-for-service is a payment per item or unit of service including individual
acts of diagnosis, therapy, medication, and treatment. For this mechanism
health care providers can get paid as much as they charge. Normally, this type
of payment has incentives to increase propensity of health care resources use
and costs of care but may also lead to a higher quality of service.

2. Capitation is a fixed payment for each person on a provider list. This
mechanism is based on the pooling of risk by the provider. A profit from
beneficiaries who never use health services will be shared with an expense of
patients who consume exceeded health service resources, for example patients
with chronic disease. This mechanism has an enormous positive effect on cost
containment by cutting unn osts but may shrink the encouragement
to make available of go eﬁ% o solve this problem, therefore,
standards of care fc&% ' blished and/or the right to change
physicians should be: tted t,

3. Case payment is a

ices or an episode of care, for
SIg RGs), with a single flat rate per
case. Potentia ~atives of thi hani: roviders are to overstate
more complicatgd dig formhore rein nt called “DRG creep”, to
submit claims for 6 Nt cases enl cost per case that may lead to

' : - ith likely less severity and refer

4. Budget is all-i i serating budg id in advance during a certain
period of time. Budgg e'é'tiim’éi_@ s may be caleulated on line-item or global
expenditure. bases. nent 1 :
arrange the budget ¢ contain costs of care that may bring
about under treatment wtﬂﬁ—Ess exp e and less effective care. Problems
may be able tg solve by’ﬁ ﬂeinbl“e b ely: . actual morbidity, quality
control meaﬁ&s d patient choices of provide

per day. General ly, ‘Thospita ohc are like university hospital
should be higher than hospitals in rural area. This payment method has

incenti tient days and to cut costs
that mﬁ ac (wggjxsﬁy % ﬁrﬁn ment efficiency.

6. Salary i8/an annual income elated to workload or cost of services provided.

R

Flat rate (bonus payment) is a direct payment of an agreed (usually global) fee
for a type of service provided. An incentive to provide care with lower
investment that may have negative effects on the quality.

Incentives of different payment mechanisms lead to differences in care provided by
health care provider as shown in Table 1.1



Table 1.1

Incentives of payment mechanism

Payment mechanism

Unit of service

Main incentives

1. Fee-for-service

Per unit or item of
service

Strong incentive to over-provide
health care services (physician-induce
demand)

2. Capitation

Per person in the list of
health care provider

Strong incentive to improve
efficiency that may cause providers to
sacrifice quality of care (under-
provide health care services)

3. Case payment

4. Budget

Per case or episode
l\".I'L

5. Daily charge

6. Salary

7. Flatrate

Adapted from: WHO Stud
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Health insurance sgjfmes in Thailand

systems since 2001. T
Baht for Every Diseas
people not covered by

mechanism o
policy, these
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Reduce services per case
Increase number of cases
Improve efficiency per case

Providers may under-provide health
re Services

Increase length of stay
Reduce services per day

: \ﬁr incentives to improve

oductivity
of motivation to maintain care

1erease number of cases
Provide care with lower cost

aff)

” was established to increa

vernment healthf insurance scheme. The main payment

@Mﬁ@ﬁﬂﬂﬂ 9§ B pemenaon or i

I change in health insurance

overage Policy (UC) dubbed “30-
se accessibility to health care for

1. _Medical Welfare Schem (ﬁl ich udget pa t from the
‘ ﬁ@: T g}lﬂd 0 o’ﬁh \%}ford health
€ expernses, .1% of populationin Thailan

ccounted 1or

2. Health Card Scheme (HCS) which used budget payment from the government
plus household voluntary payment of 500 Baht per family per year, cover
rural population managed by hospitals under the Ministry of Public Health,
accounted for 18.6% of population in Thailand

3. Out-Of Pocket (OOP) which means they paid by themselves, for uninsured
and who can afford health care expenses, accounted for 30.1% of population
in Thailand.



Besides, other groups of people were under other schemes, for example

1. Civil Servant Medical Benefit Scheme and Scheme for State Enterprise
(CSMBS/SE) which use fee-for-service payment from the government, cover
government and State Enterprise officers and their dependents, accounted for
8.9% of population in Thailand

2. Compulsory Social Insurance, accounted for 7.1% of population in Thailand

2.1. Social Security Scheme (SSS), which use capitation payment from
payroll of employees, employers, and tax from the government, cover
private formal sector employee

2.2. Workmen CompensationiScheme (WCS) which use fee-for-service
11 ¢ loyces, employers, and tax from the
jor employee for work related

government, co
illness or injufies

2.3. Traffic A
schedule prig
injuries undeg

19 or-service payment with
prémium, cover people with traffic

3. Private Heal FapCg'(P! ch use fee-for-service payment with
ceiling dependialg pés of benefit package, eover people who can afford
the premium;accg or 1.:4% of:popt Thailand

4. Other schemes} acg

arance schemes in Thailand plus
are shown in Table 1.2.

Nowadays,
out of pocket, which the charactgristic:

i

i f.:__* 2/ F-

d
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Table 1.2 Characteristic of current health insurance and welfare schemes in Thailand

Characteristics 30-Baht CSMBS / SE* SSs? WCS PHI oop
Policy®
1. Scheme Social welfare | Fringe benefit | Compulsory | Compulsory | Voluntary Voluntary
nature
2. Choice of Registered Free choice | Registered | Free choice | Free choice | Free choice
provider hospital and hospital and
network for network
primary care
services
3. Source of General tax General tax Employer, Employer | Household | Household
funds payroll,
_\-\, ' eral tax
4. Financing National ' i Social Private -
body Health ance é Security insurance
Security st < ' Office company
Office ‘
5. Payment Capitation fo L ion. Fee for Fee for Fee for
mechanism OPD e service service service
DRG wi N
global budge 5 4 ‘E;.. :
for IPD W= N\
6. Copayment 30 baht \- Q;L\ AN - . .
7. Drug benefit ED + ED .. ED No limit No limit
coverage” Anti ) B \
(by the letter drugs (for 4
of the rules) | prevention
HIV
transmission
from mother
8. Drug benefit eyond Beyond All
with no . ceiling ceiling
coverage
(by the letter 2
of the rules) approval

Adapted from: charoenSathien, SrithamrongsaWdt, and Pitayarangsarit, 2002
AR 11T
Non-E onal Ess Listlof’ | - 1
a

Ta
| ilMajor health insurance schemes in Thailand since 2001

’51 U Dy ﬁmﬁwgﬁ%d _—

In the three major health insurance schemes which cover the largest

portion of Thai citizens, the Government has attempted to expand the 30-Baht Policy

to cover more and more Thai citizens. According to the e-Register Report of the

National Health Security Office (NHSO) in February 2006, the 30-Baht Policy

covered around three fourth of Thai citizens (76%). The rest were covered by the SSS

(14%), the CSMBS/SE (6%), and the others and more than one scheme (4%). The

Government also has a plan and a strong endeavor to consolidate all three schemes in

the near future.
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The 30-Baht Policy implementation

“Universal Coverage of Health Insurance Development” was a process
to build up a health insurance system that everyone can access to health care to meet
health need (The Secretariat Office, Ministry of Public Health, 2001). The
government started the implementation of this policy by name of the 30-Baht Policy
for every disease that was instigated mostly in the government hospitals, 6 pilot
hospitals in April, 2001 at the beginning and was incorporated nearly all of the
government hospitals and a few private hospitals in 2002. At the beginning of the
policy implementation, budget allocate the government to the Ministry of
Public Health (MOPH) and then ¢ I administrative agency was 1,202.40
Baht per capita per year (The Mi alth, 2001). After the
establishment of the Nationa
managed by the NHSO in
on capitation basis for
inpatient services.

Framework of Asses

W
': "j”' .o |
Aspects of Quality of care
..---d‘__F...-""’l"';."""I 'f"r

In general, definitions of “C qm;]m g f incredibly varied from

study to study relyifig-on-different-aspects;perceptions sievels, scopes, and other
points. Donabedian (15 Of care to be assessed as two
components: ij

1) technical perforrguge which is judgments on technical quality contingent on

the exi j;f ,S ﬂw mmﬂ:ﬁe expectations
2) interp nagement Which is information communications between

patients and practitioners.

e AR BERB A R A4 ¢

1) structure that indicate features of health care resources, for example,
professionals, facilities, equipments, methods of reimbursement

2) process that involved actual activities of patients in care seeking and of
practitioners in diagnosis and treatment

3) outcome that was the consequences of care on health status of patients and
populations. A relationship of these three elements was that good structure
was likely to bring about good process and good process was likely to initiate
good outcome as a result. However, the relationship between structure and
process was fairly weak and the relationship between interpersonal process
and outcome of care was not assessed extensively. Outcome was not easy to
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assess due to influences of multitude factors, for example, differences in case
mix.

Campbell, Roland, and Buetow (2000) defined quality of care for
individual patient as two dimensions and the components of structure, process, and
outcome:

1) Accessibility — the ability of patients to access and involved
— Health care system (structure) consisting of geographic/physical

access, affordability, and availability
- Consequences of ¢
ectsenesée that patients access and
involved

— Patient-centered care (process) consisting of affordability and
availability
f consisting of health status and user
evaluation x
2) Effectiveness — relatt
| —
= Patient- © (prpo Wf effectiveness of clinical
: iV eness/ofy -personal care

of health status and user

In addition, quality of.¢2 ulatic /0. more components as follow:
1) Equity
2) Efficiency —referre ficien "ﬂ ; ' € resources to attain greatest

ng on procedures which produce

- Techmcal efﬁcféﬁé’}éﬁ‘ OYyin edures in the most technically

m : gested measures to assess
quality of care that evaluiation of structure component was not a good indicator for
quality assessment due tg weak, inconsistent, and paradoxical association between
structure and onent was a good
indicator to a;ﬁj ﬁgl ?mgﬁh mgﬁmﬁ) care, it was a weak

indicator for thé quality assessment owmg to various confoundlng factors, for
example natural hlStO of the disedse, patient iologic reserveyor atlent age and
I S RO
mdlcato t li di cept the
conditions that changes in process and outcome took about the same length of time or
the process had an influence on the outcome predictors.

A

Furthermore, Rubin, Pronovost, and Diette (2001) suggested that
process measures were able to indicate the precise and direct ways for providers to
improve quality of care they provided and were able to incorporate into routine
clinical care process using electronic medical records. Pros and cons of process and
outcome measures were also compared as shown in Table 1.3
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Table 1.3 Advantages and disadvantages: comparison of process and outcome
measures
Process measures Outcome measures
Resources
— Updating and Required for guidelines, Required for known risk
maintenance of review criteria, instrument | factors and models but less
measures ate for advance | often
' o
— Development of risk '!-«:-.}

adjustment models and™
collection of data =

Time needed for
measurement

Size of population for
measurement

Additional follow-up

ot rq,uir'

sasures but required
& il .

| L7V 1%

‘ @ ll,u BE

Difficult risk adjustment
and required models for
each outcome

r/i

Required larger sample
and long period of

| observation such as five-
or ten-year survival

Required larger sample
size for comparison among
providers and treatments

Use of routinely

collected cﬁa EJ —

Required follow-up for
hort- and long-term
utcomes when routine
ata collection not
occurnng

Potential to use routine

W ?T%'W%‘J‘*i

Oﬁen required collection
ata element not
ded in the routine
record

ic
LN
dev opment of

measures and analysis
of data

longitudinal analysis

BHNBCTSY
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Table 1.3  Advantages and disadvantages: comparison of process and outcome
measures (continued)
Process measures Outcome measures
Validity

Often inaccessible,
especially for the

signif k

Patient concerns

a specific

componer

Generic outcomes of
survival, health and well-
being but specific and
proxy outcomes

d j »
)
R i

Providers concerns

Many influences of
confounders, required risk
adjustment models

l-l""'" L . B -
I-‘:"’_/‘ to """‘T\

Ease of use

— Ease of specificatiox
and identificatio
population at risk

Easy to define population

| Many outcome are generic

and practical to be
compared across several
conditions

Creation of valid
summary measures

3

Many important outcome
measures are global and

-generic and practical to

ompare across conditions
d processes (i.e.
survival, health well-

being)

— Interpretabilit ¢ f..L i | _ t measures cannot be
feedback foriq i&J a r ﬁr r] i sed to feedback to
improvement improvement of providers | providers for direct actions

to impieVve quality

ARIANFHITITINS

J{’e-l ' dﬂnchmarking

among groups

Difficult to understand
adjusted outcome

Adapted from Rubin, Pronovost, and Diette (2001)

Therefore, in this study, a framework of quality of care for populations

was pondered focusing on the process components. The m

ajor part of the study

concentrated on the assessment of equity of patients covered by different health
insurance schemes on drug use and care process, in terms of necessitating laboratory
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tests and physical examinations, and effectiveness of clinical care process compared
to the clinical practice guidelines. However, some structure components were also
examined to link with the process part. Information on management and policies on
drug use and care process of the studied hospitals was included in this studied to
understand differences in some structures of care.

Choices of tracer

To assess quality of care for all of the medical conditions may be
impractical by reasons of time and bu limitations and futile redundant information
obtained. The effective and efﬁkci@: i dy the quality of care is to use an

ime characteristics of the care

appropriate choice of tracer that\ :
quality in health care settina&ﬂi’is stud mellitus was the medical

condition of choice to b joated i’[f ord@;and impacts of health
ug use aﬁdﬁae\any reasons.

insurance schemes on

Firstly, 1 ];_this'r sease is that diabetes mellitus is a
chronic metabolic di ‘with pl of complications of numerous body
systems, for example, ¢ i epﬂ@ opathy, and nephropathy (American

umber of diabetes patients may

e, ertension and

ients are to control hyperglycemia
1on and hyperlipidemia in order

: ¢h as possible. Normally, the
essential remedies for these'condifions are diet@ontrol, exercise, and drug use. When
the diet and exercise measures ia??@;—ninsat,is factory, drug use will play a major role in
those patients. Once patientsare obliged ’: i

take it regularly fo Qg rest of their lives, as a hatacteristic of the chronic
disease. A variety of drugs are commo : !
hypoglycemic, antihypertensive, and
drugs are quite a substantial burden o ospitals.

€ o :
T ' m large number of
diabetic patie % :Qﬁ i p vm- f zaet' patients in Thai

adults, aged moke than 35, was 9.6%, about 2.4 million people in 2000 (Aekplakorn,

et al,, 2003), Appropriate use : investigatio e r diabetic '
patien é‘%“ﬁ % ide la‘o %t i yci linical
outcomes of treatment (Rubin, Dietrich, and Hawk, 1998). Satisfactory glycemic and

co-morbidity conditions control will certainly curtail the financial burden of hospitals -
and patients by avoiding preventable complications. Without appropriate treatments,
diabetic patients may develop complications which normally need high cost therapy,
especially end-stage renal disease.

have concomitant disea
hyperlipidemia. Goals/f tgea ent 10 ¢
and other co-morbidity coRdifions Such

iﬁirugs. Expenditures of these

Lastly, the major processes of diabetic care can be measured
objectively such as types, amounts, and costs of prescription drug. In addition, the
diabetic care processes in terms of required laboratory tests such as glycosylated
hemoglobin (HbA,C) test, and physical examination such as dilated eye examination
and foot examination are also important monitoring methods of effects of diabetic
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care and disease complications. Frequencies of them can be determined objectively
as well.

In addition, in order to elucidate the picture of quality of care in the
aspect of patterns of drug use and care process, outpatients is an apposite choice of
study because costs of drugs, laboratory tests, and physical examinations are the
crucial proportion of health care resources use.

Sources of data for assessment of quality of care

iet) is practical to use for quality
assessments, for example, dat edical record, patient surveys,
direct observation of patl and Shekelle, 2000). Claims
data is useful to assess mly p’éwd,, 1ients while medical record data is

valuable to ascertain a ofithe quali ‘Mual patient level because it
ieldata of patie; a from patient surveysis -
avioyof patients, ‘Altho

Data from a vari

encompasses all pertineg
, atie‘ perception. Direct observation

suitable to understand
is advantageous to rea medical record data seems

Pannarunothai (2003). g used for outpatient visits and
inpatlent admissions with g  care financing schemes were analyzed by
using this kind of itemized drugdmnm ig data source. In addition, the analysis
results could be compared druguﬁ&dcrgsé hospitals. Nevertheless, standard data sets-
for drug use and refg&nce drug code were re be defined to facilitate

linkage of drug used r'?.»'."rr-’.——.‘"'-”i

To coqgrehen_&_qu T diabetic care iﬂthis study, four sources of
data were included. The Jﬁrst data source was electromc prescription data from the
computer dat using to facilitatc the
long term tlmﬁa gfly Whagjmd a ﬂp}mmal record data that
contained physigians’ orders for laboratory tests and physical examinations. The third
data source was health care professional interviewthat denoted réasons behind the

R L MU R SARL ¥R A 4 1) = e

(PTC) of hospitals that supported some explanations of the first part.

Health insurance schemes and payment mechanisms

Public hospitals have responsibility for taking care of patients with
many different health insurance schemes. Each scheme has different features and
incentives including payment methods. From the view point of hospitals, efficient
utilization of resources under the limited budgets is very important to sustain their
organization. A variety of health insurance schemes have been implemented in public
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hospitals. Before an implementation of the 30-Baht Policy, four major types of
insurance schemes and payments for most of the outpatients in public hospitals were

1. CSMBS/SE, PHI, and uninsured patients with fee-for—seryice payment
2. SSS patients with capitation payment

3. MWS, for low income patients, with government budget payment

4

. HCS with government subsidization and household voluntary payment of
500 baht per family per year.

After the implementation, three main types of the schemes and payments have been
1. CSMBS/SE, PHI, and uni patients with fee-for-service payment
2. SSS patients with gcap Q\g \xr

3. 30-Baht patlen 1tat10 for outpatlents and DRGs with
global budget———‘ . 4

O-Baht Policy, patients

Sure een included in this project to
meet a target of incre gSgibility s qually e ment of Thai citizens to
quality health care basedn iiealth needs-and notwithstanding different socio-
economics status (Jongudomsuk 2 : : sathien, eds., 2004). In practice, all
of MWS and HCS patients = er/patt vered by any government health
insurances like CSMBS/SEand SSS pati en insured by this scheme.

T main gro ent incentives of health

1. Group I (GB) was 5%iﬁa@djws and HCS patients, with mainly

payments of govergm,e—budg e 1996 the budget payments of
MWS fonsenvices expendlﬁﬁ'e located f fie MOPH to hospitals had
been caif atcd Hol-expondituie-otthe previous year, number of

A year later, the caleulati b ased number of the ehg1b1hty
and weight€d number of outpatlents and 1npat1ents As for HCS, since
1999 the govérmment had subsidied 1 ,000 card per year whereas
gﬂa%ﬁ &Jbﬁ ? wﬂ’% amrongsawat, 2002).
er ospitals as overheads and capital
expendlture had been allgcated by theMOPH. Normally, budget payment
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services that may risk poor quality of care provided.

2. Group II (CAP:30B) was a group of patients under the 30-Baht Policy,
with capitation payments for outpatients. In practice, almost all of MWS
and HCS patients in Group I (GB) together with some other uninsured
persons who paid out-of-pocket before the 30-Baht Policy implementation
and not included in Group III (FFS) and Group IV (SSS) after the
implementation became the 30-Baht patients. Similar to budget payment
mechanism, capitation also has incentives to increase efficiency of health
care resource use but risk under treatment. In the time series data analysis
of this study, patients in Group I (GB) were thus combined with patients
in Group II (CAP:30B) for comparison with patients in other groups.

populatios jnd number of iospital (Pannarunothai, 2002).
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However, differences between patterns of drug use and care between

patients in Group I (GB) and Group II (CAP:30B) were identified in the
comparison of this combined group before and after the 30-Baht Policy
implementation.

3. Group III (CAP:SSS) was a group of capitation patients under the social
security scheme with similar clarifications before and after the 30-Baht
Policy implementation. In general, payment incentives of this capitation
mechanism are comparable to Group II (CAP:30B), but payment rates and
allocations of funds to hospitals may be different. Therefore, this
capitation for SSS patients was examined separately from the capitation
for the 30-Baht patients in order to distinguish payment incentives between
these two schemes. In additi escriptions of SSS patients before
and after the 30- olicy i ion were not altered.

4. Group IV (Fmomnatments who paid fee-for-service

dlrectly for 2 Satems fo hosf)’i'tabd.nﬂpdlng both with
el iy SMBS/SE, and without
ment i.&._ PHI patients and uninsured
nent. This m%hamsm has incentives to
may make it possible for reducing
i reducigg efficiency of health care

Hospital management and polz’é‘t‘éihn dmy Jnd care process
b !' i /A i,
In ordﬁr for hospltals to rhanage :g “finanges from a mixture of
patients covered ;.- ous-h Surance-payers,-nosprial management and

policies on resources- hse have normally ~WNormally, each hospital has
individual strategies tQ n 1{S organiz ding on its financial situation and

hospital administrator’s vision. leferent managing approaches may bring about

differences in h alth carg lity. In particdldr, after the 30-Baht Policy
implementati ﬁ'ﬁﬁﬂ m‘ﬁi{i‘ heaith care services,
hospitals hav t eir at order to handle this

reform. Consequently, improvemengs on efficiengies of hospltals ‘aoperations,

et ekl 190 L V11 9 VTEITEVEN ™

On the one hand, hospital may have a policy or management to
minimize drug use and care process with the intention to contain costs of diabetic care
in patients under the capitation scheme. Normally, there is no incentive to cut costs in
patients under the fee-for-service scheme or the uninsured with cut-of-pocket
payment because hospitals can generate their income from drug, laboratory test, or
special physical examination prescribed. On the other hand, if hospitals diminish too
much cost of care, patients may have potential risk of poor diabetic control that may
develop more complications. More resources may be required to cope with the
additional diseases, especially for end stage renal disease (ESRD) which consumes
dialysis procedure, one of the highest cost diseases. In order to balance the annual
income and expenses efficiently, each hospital responds to various payment
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incentives differently from scheme to scheme and from hospital to hospital depending
on its financial situation and management.

Perceptions and concerns of physicians on financial problems of hospitals and
impacts of the 30-Baht Policy implementation

In addition to hospital management and policies on drug use and care
process for diabetic patients, physicians concerns of financial problems of hospitals
and impacts of the 30-Baht Policy implementation may have a direct effect on
prescribing patterns and requesting oratory tests and physical examinations as
well. The Sub-Committee of the j cil of Thailand (2002) reported that
59.6% of surveyed phy51c1an itals with the 30-Baht Policy, revealed
their hospital admlmstrato on co sts of drugs and medical supplies
while only 52.9% of thevphgﬂaans comipli policy. Most of them had
concern for survival of the 0 -W of the surveyed physicians

never varied their method.e e 0% of them had to alter the
treatments with drawba Juz Reg ing obstacles on operation of the
30-Baht Policy, increasifig bitrde ber atients, problems in

S (S maJOI' concerns.

It seemed ghat/p siclénsJ

and concerns on finangi@l pfoblems of he acts of the 30-Baht Policy
implementation that mig ical practices, apart from
hospital management and ng to the report of the Sub-Committee
mentioned, the potential pe concer physicians that might be
influential in patterns of drug usc% care process were increases in number of
patients and financial problems-of the hospifals: = -
(A % N

In g& e i-tojustify-th ropriatenes: uman resources and

financial viability fo _ ds actual information of

number of patients, bud 1S, 2 er pertm@t factors. Nevertheless, in
practice, not all of the cli ﬂmmans who take care of patients in the hospltals will realize

these adminis e perceive or concern
may have a p @ﬁ\;ﬁrg %c 0 %grq a;\% behavior, although
the percepnons-:ﬂn concerns were Very subjective. Therefore, these perspectives of
physicians were also considered in this stud

ARIANN TN i1 Anenay

Study deszgns

To gain a thorough understanding of distinguishing characteristics of
health insurance payment incentives on quality of diabetic care, multiple
methodological techniques of both qualitative and quantitative methods have an
advantage over a single approach (Khunti, 1999). With the intention of scrupulous
research, this study was divided into three part parts: health care professional
interviews and document reviews, dispensing database analysis, and medical record
reviews. A qualitative study design was exploited for the first part and quantitative
designs for the last two parts.
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PartI  Health care professional interviews and document reviews

This part of the study aimed at accomplishing of two components that
may have effects on patterns of drug use and care process imparted to patients:
1) hospital management and policies on drug use and care process and 2) perceptions
and concerns of health care professionals, especially prescribers, on financial
problems of hospitals and impacts of the 30-Baht Policy implementation. The
potential impacts of the two components are described as follows:

1. Hospital management and policies on drug use and care process

Possible hospital managgment and policies on resources use
acli payment of health insurance schemes may
prescribed, and type of physicians

involve drug use, laboratory fe

assigned to take care of dia ple, some hospitals have a policy
to provide more original-dru

the expenditure from the

substituted drugs policie

s to fe fot-seryi tents who can reimburse most of
aiment. Wheres neric or therapeutic
cén impler en'l\itation patients whose costs

: y was aimed to ascertain the
management and poligi g useand’car s of the studied hospitals to
make sense of potential dilendma ab ities. The information was
ion Tvi iews of pertinent

and certain laboratory tests

administrative documents felatin g use

o e e
.

In fact, this part &@y cem
hospital directors, who were presisely i
than the physicians, who applied these rules.

(O 1]

to make better sense to interview the
bl the management and policies,
H&)ﬁ pectives of the directors
1agement and policies of the hospitals
and perspectives of the physicians h ) ffccts on patterns of drug use and

care process. Therefo th1sP : dt'both document reviews and
health care professional gaterviews. In addi&i}on, undocumented management and

policies were ﬁ “'Q_lrﬁ %ﬁ'ﬂ?ﬁ NN

2. Percgptions and concerns of physicians on financial problems of hospitals
and impacts of the 30-Baht Policy implementation.

AR AN AT TR L) e

their peraeptions and concerns on financial problems of hospitals and impacts of the

30-Baht Policy implementation. Burdens of the expansion in number of patients and
number of visits of patients and financial burdens of the hospitals that might have an
influence on drug use and care process were focused attention on.
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PartII  Dispensing database analysis

This part of the study involved two components: 1) effects of payment
incentives of health insurance schemes on patterns of drug use and 2) dynamic
changes in number of patients before and after the 30-Baht Policy implementation.

1. Effects of payment incentives of health insurance schemes on patterns of
drug use before and after the 30-Baht Policy implementation

Typically, to understand impacts of an intervention, longitudinal
studies have an advantage over cross-sectional studies because of the strength to
determine on-going changes over ti bie, 2002). In addition, a time-series
design is a kind of longitudinal gtu‘d%& immense advantage over a design of
two point of time studied before and afte ntion in terms of portraying
dynamics of change over ti ou@ m the two point of time study

can also describe effecW\' E@ynamics of change from the
time series study can elaboratehiote specifi ,M'sﬂn%nprehend more explanation
] 1E4WY.id O ﬁ 1-C

behind the changes. Ae 1 of quasi-cxperimental interrupted time-
series studies is a useful i@ [ to Mﬂtinmus consequences of

\ 3 ell, 1979, McDowall, et al., 1980, and
B

some events or intery
SPSS, Inc., 1999).
€, that employ a great deal of
10logy, history, and psychology
lyze intervention effects,
: d/or cost containment and drug
02'and Schneeweiss, Maclure, et al.,
ies on impacts of interventions on
Inésimplementation and academic
i, educational intervention,
d by'using this study design
, OO%ZPnd Schneeweiss, et al.,

this technique are of pé
and education. This app

(Mol, et al., 2005, M
2002, respectively).

_ [ g% o L . N
B A T I R ossion anssis s
useful methodto identify influential.factorston patterns se, for example,

payment incentiVes of health insura%ce schemes and the 30-Baht Policy

g B e T T R o

et al. (2003), and Wagner et al. (2002).

Nowadays, public hospitals in Thailand are responsible for taking care
of people under a variety of health insurance schemes with an assortment of payment
mechanisms as mentioned earlier. Different payment incentives may engender
potential variations among health resources use and quality of care. Furthermore, an
emerging of the 30-Baht Policy, with capitation payment for outpatient services and
case payment based on DRG for inpatient services, implemented for the largest part of
people in 2001 has been a radical change in health care systems in Thailand. This
immense intervention may influence patterns of drug use and care process
accordingly.
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Therefore, a quasi-experimental interrupted time-series design with
segmented regression analysis is an apposite procedure to scrutinize effects among all
these health insurance schemes over time, particularly before and after the 30-Baht
Policy implementation. In addition, many studies engaged in drug use among patients -
with disparate types of health benefit schemes have employed multiplicity of cross-
sectional methods (Bryant and Prohmmo, 2005, Limwattananon,S., Limwattananon
and Pannarunothai, 2004, Limwattananon,C., Limwattananon and Pannarunothai,
2004, Srisuphan, et al., 2004, Srisuphan, Sripairoj, and Tangcharoensathien, 2004,
Limwattananon, Limwattananon and Pannarunothai, 2003, and Chansung, et al.,
2003).

dynam1c changes, a seeming deficiency
of trend research into long te insurance schemes on drug use and
care over time, before and aﬁ mplementatlon has been typical.
Accordingly, this part of t vas nd investigate these effects among
the schemes on drug us W Wantles in the utilization
between before and aft 1t tion usmg electronic
dispensing database 0 es in patterns of drug use
before and aﬂer the 30 Baht

In order to grasp the ic

Policy implementatios v I
the policy. The details of the'effects 1 eeI om electronic prescription
data of all applicable paticats in the co: puts hospitals.

2. Dynamic chianggs il nu J i ore and after the 30-Baht

According te : '
effect on quality of care thus the'ﬁy 1 il
could provide hard ev1dence tdsﬁ;;pormﬁ : '?‘
Part I. Tflj

568 in number of patients may have an
amic changes in number of patients

Part Il Medical record ﬂrewews

rw E‘Ianla ﬁm 1 examinations to

monitor diseas Hesmon and e cts of drug use are also important entailing
processes of diabetic care. Ordinarily, physicians®orders of theseptocedures are

T R S R T LA Bl gy B

Therefor% this part of the study assembled this data from the samples of outpatient
medical records in order to determine effects of payment incentives of health
insurance schemes and impacts of the 30-Baht Policy implementation on diabetic care
processes.
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Research Gaps

In Thailand, very few studies have examined effects of the payment
mechanisms of health insurance schemes on health service quality continuously over
time in order to monitor the magnitude and trends of the variations. Particularly, the
responses of health care provider, in management of and policy on drug use and care,
to the 30-Baht Policy implementation may bring about some changes in trends of drug
use and care that might influence the quality of health care services. The obvious

advantages of interrupted time se ver cross-sectional design in studying
@bilities to determine effects of the

on the 30-Baht Policy interventi

policy after the policy imple the control of non policy phase
before the 1mp1ementatlmmo¢, ‘hospitals to the policy in terms
of interaction among schemie . er the implementation (if any)
could also be determined bysthiskind/of long design in terms of changes in
every consecutive pertod ofuti ltiple point: ata comparisons. This
benefit of valuable knowledg , peen avai much in the field of study
on health insurance systems i land; can not be é‘htamed from cross-sectional
studies. :

age between policies on
S dy aims to get at detalls on

outpatients covered by hea

focusing on capitation and fee-m
Thailand. Furthermore the potential relationsh
discerned.

s with different payment methods,
ent, in some public hospitals in

Reseamuﬂuﬂ'ammﬁwsnm
AN ANNIUNNIINYIAY

How do hospital management and policies on drug use and care process
differ among patients covered by health insurance schemes with different
payment incentives in terms of

1.1. Prescriber, for example
* Incentives to physicians for taking care of patients in particular
health insurance schemes
e  Types of physicians assigned to treat patients
1.2. Drug use, for example
» List of drugs in hospital formulary and applications of restriction
on drug use
e  Generic or therapeutic substitution
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1.3. Process of care, for example

e List of laboratory tests and physical exams related to drug therapy
monitoring that physicians can prescribe to patients?

2. How do perceptions and concerns of physicians on financial problems of
hospitals and impacts of the 30-Baht Policy implementation have a
potential effect on patterns of drug use and diabetic care process?

3. How do patterns of drug use and care differ among patients covered by
health insurance schemes with different payment incentives in terms of
e Types of drug use (e.g. innovative expensive drugs)

e Average charge of dru r scrlbed
ry test and physical exam
prescribed?

4. Do the differe e dynamic changes with
increasing and/or i ‘ ds.over each consecutive period of time?

5. Do the differ noilarit; ality of drug use and care
provided y ~ '

Objectives of the Study

1. ent incentives of health

{al inanag jent and policies on drug

2. To describg response of physicians to differ@ payment incentives of
health 1nsura1}ce schemes in terms of physician perceptions and concerns

3. Eﬂ ﬁﬂ ?{ﬂ’jﬁﬁmng diabetic

outp ients covered by health 1nsuranc5.schemes with qyferent payment

I ANAINE, e

the patterns of drug use over time, before and after the implementation of
the 30-Baht Policy for every Disease
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Scope of the Study

The study was conducted on four hospitals selected based on
availability and accessibility of the electronic prescription data and patient medical
records. Data of diabetic outpatients, ranging in age from 41 to 60, from each
selected hospital were investigated. Pertinent health care professional interviews and
document review were carried out for information and reasons of hospital
management and policies on drug use and care process.

aly

4

or purchased all
~0o1d ensing database. Similarly,
patterns of care proces ytest ical examinations were

Contributions of the Qudy

‘o o
AUBINENINEING
1= The yndings of this study elucidate how, payment mechanisms affect the

A W L O e T R s

9 information support for policymakers of each major health insurance
schemes. Legitimate policies on monitoring systems of quality of health
care services are needed to be instituted. At the same time, health
insurance payer should pay more attention to the support provided to
health care providers, especially reasonable budgets and payments, to
encourage them to impart quality care.

2. The publications of evidence-based information from this study are useful
for health insurance payers, health care providers, and people to gain the
knowledge in consequences of health insurance systems.
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