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Medical Competency Assessment Criteria for National License 2012
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Outline

* Overview of Thai Health Care Service System
* Overview of UHC and Health Financing in Thailand

* Hospital Accreditation
* Health Policy

COMMUNITY Department of Community Medicine
MEDICINE Chiangmai University




Outline

* Overview of Thai Health Care Service System
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Thailand Health Systems
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e 77 Provinces

o 878 Districts

e 7,256 Sub-districts (Tambon)
e 75,032 Villages

Muang District

Other Districts
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Definition: UHC

* Universal health coverage (UHC) is defined as ensuring that all
people have access to needed health services (including
promotion, prevention, treatment, rehabilitation and palliation),

of sufficient quality to be effective, while also ensuring that the

use of these services does not expose the user to financial

hardship.

https://www.who.int/healthsystems/universal health coverage/en/
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https://www.who.int/healthsystems/universal_health_coverage/en/
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Health Equity

The opportunity for everyone to attain his or her

full health potential

No one is disadvantaged from achieving this
potential because of his or her social position or

other socially determined circumstance.

Distinct from health equality

Reference: Whitehead M. et al
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AMNNNBNNIFUNIN (Health Equity)
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Action Model to Achieve Healthy People 2020 Overarching Goals

Determinants of Health

Interventions Outcomes
e Policies e Behavioral outcomes
e Programs » Specific risk factors,

~diseases, and conditions

® Injuries

* Well-being and health-
related Quality of Life

* Health equity

¢ Information

Assessment, Monitoring,

Evaluation & Dissemination 12
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Social-Ecological Models
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Income and Social Status

Social Support Network

Education

Leamning and Working Conditions

What we
attend to

Physical Environments

Biology and Genetics

Personal Health and Practices and Coping Skills

Healthy Student Development

Health Services

Evidence-based Decision Making

¢ Research

# Expenential Learning e Evaluation

Values and Assumptions

How we
take action

Action Strategies

Department of
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“Majority of the global citizens go to the primary level

medical care in the rural areas”

Adult population at risk

Adults repoarting one or more
ilinesses or injunes per manth

Adults consulting a physician
ONe Of MOre tiMeas per month

Adult patients admtted to a
hospital per month

Adult patients referrad to
ancther physician per month

Adult patients referred to a
university medical center
par month

Data are for persons 16 years of age and older.

Reprinted “The Ecology of Medical Care” report by White et al. H
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wiiren  WHQO's Health system Six building blocks

Organization

System building blocks Goals/outcomes

Leadership / governance \ Improved health
Access (level and equity)
Health care financing \ Coverage

Health workforce I
Medical products, technologies \ |

Information and research \ Quality
Safety Improved efficiency I
Service delivery \ -
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Disease Prevention

Healthy Weak

I

Doctor

Community Hospital
level level

Primary Secondary Tertiary
Prevention Prevention Prevention

| | |

| l |

| | |

I I i
J \l \l | Death Due
Healthy to Disease

Healthy

Asymptomatic Symptomatic

Biological Onset 16
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Universal Health Coverage

World Health Organization

“all people receive the health services they need

without suffering financial hardship when paying for them.”

http://www.who.int/mediacentre/factsheets/fs395/en/ 18
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Thailand: at a glance
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Population
GDP per Capita (2017)
Life Expectancy

e 4.1 % GDP [< SUS 245/cap]
e Out of pocket 12 % of THE

66 million
SUS 6,000
75 Years

Total Health Expenditure (2016)

UHC achieved in 2002

3 Main public health insurance schemes (Source: NHSO, March 2018)

Universal Coverage Scheme
Social Security Scheme
Civil Servant Medical Benefit

: UCS 72.5% (48 million)
: SSS 18.2% (12 million)
: CSMBS 8.5% (5 million)
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Principles for moving forward UHC

 Thai UHC does not mean only ‘financial protection’” but more
on ‘universal access to comprehensive essential quality health
services’ based on adequate health systems

* Thailand gradually build up its health care systems in parallel
to financial protection

20
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A solid foundation for UHC in Thailand:
two strands of development

1. Health infrastructure development: ensure services availability and
universal access to essential health services under UHC

— Equitable access to health facilities
— Adequate number and equitable distribution of health workforce

2. Expanding financial risk protection:

— Population coverage expansion through financial protection:
* Formal sector
* Informal sector

* The poor and vulnerable

— Health Benefit package expansion as needed 21
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Four concrete examples of big decisions

. Reallocation of resources to build PHC / rural
health facilities with continuous development

. Strong concrete policies for Rural Health
Workforces

— Increase production of rural HRH - the
concept of “Rural recruitment, local
training, hometown placement”

— Reorientation, Bonding, Motivation and
Incentives, Working and living environment

. Access to Essential Medicines — Maximum list
and inclusion of Traditional Medicine, CL

. Active involvement of Civil Society and
community in the governing structure of UHC

1.88

1.

3.68
Fast tracking rural health
3 3.01

3.1

29

No investment in urban areas
for 5 yrs.

68

Budget (billion Bahts)
N

——Provincial

—#=—District

1983 1984 1985 1986 1987 1988 1989

1982
Year Source: Samrit Srithamrongsawat
Numbers of hospitals
1400
1200 scaling up of =
1000 district hospitals

800 district
600 ’/—-»——-" Source: Why and how did
. Thailand achieve good
400 P health at low cost?, 2011
200
0 | other public
1967 1977 1987 1997 2007
Numbers of doctors and nurses
120 000 y A
introduction of
100 000 technical nurse nurses
curriculum
80 000 mandatory public
60 000 health service
for doctors
40 000
doctors
20 000 et
0 ____—_4_————‘—"—"_//—

1967 1977 1987 1997 2007 2 2
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Evolution of District health systems
During late 70s to early 90s

* Reallocation of budget for district health facilities
* 100 per cent coverage of hospitals in all rural districts
* 100 per cent coverage of health centers in all sub-districts

4 3.68
3.5 -
) 3.1
e 31
@
= 2.5 -
.0
= 2 4
=3
wd 15 7
()]
[=Ts]
§ 1 —o—Provincial
0.5 —=— District
0 I I I I I I
1982 1983 1984 1985 1986 1987 1988 1989
COMMUNITY Year Depdrtment of Community Medicine
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Primary health care

Primary health care is essential health care made accessible
at a cost a country and community can afford, with methods
that are practical, scientifically sound and socially acceptable.

Reference: Alma Ata Declaration, WHO, Geneva, 1978 24
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Roles of village health volunteer

* Messenger: news, events, between villagers and health staff e Health
educator

* Basic service: for patient transferred from health center
* Health surveillance: malnutrition, pregnant, mosquito
* Leader for health activities

e Cooperate with local leaders
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Rural Health care facilities

District Hospital : 30-120 beds
(community hospital)
with 2-8 doctors cover 30-80,000 population

l
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Rural Health care facilities

Sub-district Health center

3-6 health personnel
(nurses, public health workers)
cover 2,000-5,000 population

health volunteers

Health promotion
Simple OP service
Disease surveillance
Home healthcare

27
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Seamless Health Service Networks

For more complex service, secondary and
tertiary hospitals with specialized
personnel, highly diagnostic and
treatment technology are available .
Referral system was set up.
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Regional hospital in every region

General hospital in every province




Strengthen Primary Care to increase access
(OP visits)

Regional / General Hospital

1977 District Hospital

Rural Health Centres

Regional / General Hospital

1987 District Hospital

Rural Health Centres

Regional / General Hospital

2000 District Hospital

Rural Health Centres

Regional / General Hospital

2010 District Hospital

Rural Health Centres

29



Health service delivery system in Thailand :1,221 units(141,500 Beds)

Specialized (1 6,71 3)

40(11,441 beds) hospitals * 15
"""""""""""""""""""""""""" Private
hospitals

Regional hospitals

33(23,953 beds) 282

Province (33,324)

Provincial hospitals Other public

83 (25,754 beds) hoszpéta's o

District District hospitals

780 (38,250 beds) Private clinics*
_________________ 17,671
Sub-district Health centers Community Medical Pharmacy*
9, 579 Centers 365 17.017

MOPH facilities Local Government Units

1,000,000
Source : Size of private hospital: bed shares 2016 : * Thailand Health Profile, MOPH 2017 | health volunteers




Multi-level service delivery system

Specialized
hospitals
Regional
Province hospitals
(Muang) General
hospitals |
District Community DISt:C:teH;alth
hospital y 3
Sub Hospital
u -
district Health center *
IStric Health center

31
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Health
Service

System
(MoPH)

my  COMMUNITY
MEDICINE

Excellence center

Province

District

Plus 323 private hospitals (34,123 beds) and 197
Government hospitals 32
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3.Treatment

Excellence center /\

|l evels & Province 5 3° He ervice
2

Types Of District g 2 H

Health £

service Tambon 1

Village l%mary health caxﬁ
1.Promotion &
2. Prevention
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A >700b: 174-305

A<700b: 115-211 lssngnuasugihadiaaszauge

(High-level Referral Hospital)

S>300b: 74-129 52AU S /A

S<300b: 54-103

M1: 31-56 / - \

F1: 5-10 lssnguiasudihedinoszauan

F2: 3-5 _ (First-level Referral Hospital)
F3: 2-3

s¢AU F1/F2/F3

lsswguiasugiisdsdaszaunany
(Mid-level Referral Hospital)
5EAL M1/ M2

P ;
Na1: Service Plan n3gnsd CRIRIE K]



Levels of Medical Services

Primary « Secondary—~

OP

GP doc /nurse / .
paramedics

Common
disease

~1rst contact
Holistic care*”
Plus CAM-TM =

OPorlP

GP/Major
specialties

Complicated dis
Referred case
Systematic care
Some CAM

Tertiary

IP -ICU -CCU

Major & Sub
specialties

Rare disease
Referred case
Systematic care
No CAM-TM

Quaternary and Quinary Health Service System.......



Primary Health Care (PHC)

Standard requirement for quality Primary Care Unit (PCU)

A group of 3 primary care services with multi professional staffs headed by 3 family doctors: one

PCC for 30,000 people.
« Family physician’s role

— Primary care: first contact

— Holistic care: bio, psycho, social, spiritual
— Continuing care: patient-doctor relationship*
— Comprehensive care: treat, promote, prevent, rehab - Consultation & referral system

Service Access

Sub district/ hospital

PMC visits  P&P Activities

Home visits
# PP Community

Individual

health profile

risk assessment

M & E
- =
Outcome

Improved Health Status

)

care plan + activity

.

- I 2
* Healthy 1

® Risk |

* Disease |




A\

Primary Care Cluster (PCC) Data Model J Family, Community

persgns |-""'""--------—-—-—-———-;

7,000

2,500

Individual Health Profiles*

~ Health Profiles Map

W

~ 10,000
Population
(£20%) |

Individual
Health Need*

% = DM, - = Risk

| Target groups for home Vvisit

Home visits

1. Disease
2. Risk

3. Healthy

A

» Individual care plan — Service data — Financial data
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District Health System

District Health
hospita| District center
hospital
District
hospital

Provincial
hospital

COMMWMNITY

Health
center

Health
center

Health
center

* AKkey hub in translating health
policies into health outcomes

* Provides services to 50,000-
100,000 catchment population in a
typical district Consists of

One district hospital 30-120 beds,
150-200 staffs

10-15 sub-district health centers,
with 4-6 staffs for a catchment
of 5,000 people

38
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District Health System - Principle

* Unity district health team

UCARE

° Communrty pa rt|C|pat|On 1.Unity district health team
* Appreciation and quality

* Resource sharing and £t estticloat T
e
human development

i Common problem BarHEpShon

1
1 Common vision

* Essential care

4. Resource

3. Appreciation &

ODOP - One District Shanive ity

One Project -
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> 00 (=
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=
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!

1Wrvinne wye. (UCCARE)

AsMUsnuluszavane (Unity District Team)

nsalduTINvaLATaYBuaryuYy (Community participation)

e dad

NS YT vUlnUA WY IANAYY (Customer focus)
° a . ¥ w @ a a a = 2
NITNNNLIUAAANAT NINURTUUINIT UasAIdIMUINITeY (Appreciation)

N1SUUIUUNTNGING UAZNITWAIUTUAAINT (Resource sharing and human development)
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Health workforce:
recruitment and production

* Rapidly increase number of nurses and allied profession

— Technical nurse
— Public health officers

* MOPH nursing and public health schools

* Local recruitment

— Rural recruitment policy: doctor, dentist, pharmacist, nurse, dental
nurse

— Collaboration Project to Increase Production of Doctor (CPIRD) started
in 1995

— One District One Doctor program (ODOD) started in 2004 "

COMMUNITY Department of Community Medicine
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Health workforce:
distribution and retention

* Compulsory public service

— 3 years to serve in public health facilities
* Financial incentive
— hardship allowance, non-private practice allowance

*  Non-financial benefit
— Housing
— Social recognition

B : . g 5

> s o R ol )

Y e @ Assalsimauauaznous A i

- _— z - £ - - - I

: iz G, unwnsisiwsivluguun N
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.....
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SERVICE DELIVERY

“ District Hospital Health center

comMuniHome visit

MEDICINE

Out-patient Complex Simple
In-patient v X
Dental service Complex Simple
Labour service v X
Family planning, MCH v v
Other prevention and promotion v v
Disease control, surveillance 4 v
Lab investigation v Basic
Rehabilitation v X
Traditional medicine v v
v

43
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HEALTH WORKFORCE

Ratio Health center
(perl, OOOpop)

Doctor v

Dentist 0.1 v Rotate from
hospital

Pharmacist 0.2 v

Nurse 2.5 v v

Public health officer 0.5 v v

Others e.g. dental - v Depend on each

assistant, traditional health center

medicine, physical

therapist, etc.

Village health volunteer 15 Voluntary in community

44
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http://gishealth.moph.go.th/healthmap/gmap.php

Outline

* Overview of UHC and Health Financing in Thailand

45
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Health care financing

National Health Security Office(NHSO) aaw
Comptroller General’s Department(CGD) nun
Social Security Office (SSO) ava

Office of Insurance Commission (OIC) —dinaumuznssun1siiuay

duasun1sUsenaugsnauseiuie—aUn.—-nsu.AUATRIRUTEAUAERINTD

National Institute of Emergency Medicine awa

Private (Out of pocket)
Thai health @za.

COMMUNITY
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%) ot Health financing profile 2017

e = SOUth=East Asia

Thailand

Fig. 7: Health financing flow

General tax > CGD, Ministry of Finance
(CSMBS, = 5 million members)

S, 5| National Health Security Office Standard health
(UCS, = 48 million members) benefit package
General tax N
e ihic gl i Social .S_ecunty Office
m’ (SHI, = 11 million formal employees)
Risk - related Private health insurance firms
W
(Voluntary)
POpUlatlon " _— < Capitation)(OF, IP
Patients L VA Additonal fofhgh cost, high ris
Health services PUbllC & Pfivate Capitation (Of, PP); DRG with
A = oS g’ 3
A Providers ‘globalmdge‘forlP, Additional for high cost
(Contractor networks) DRG (1P
Fee -for-serdice (OP, IP), retrospactive reimbursement

CGD: The Comptroller General's Department; CSMBS: Civil Servant Medical Benefit Scheme; UCS: Universal Coverage Scheme; SHI: Social Heaith Insurance;
DRG: Diagnosis-related groups ; OP: Outpatient; IP: Inpatient
Source: Adapted from Tangcharoensathien V. (editor). The kingdom of Thailand Health System Review: Health Systems in Transition, 2015.
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Provider

Health Insurance

Purchaser

Service

Cost sharing

Patients - People
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Universal Health Coverage (UHC) in
Thailand

Universal Health
Coverage
49
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IVIOVing toward Thai UHC Expanding financial risk

protection

From 1975

* Long march of reforms of Thai public
health insurances

* Expansion of health financial risk
protection by targeting approaches

By 2001

* 30% of 60 million population were still
uninsured [non-SHI and non-CSMBS)

In 2002 and afterward 1942 1968
* All residual population were | |
covered by UCS, Solid
* established by NHS Act 2T
for UHC
L

Thailand’s UHC journey

— | (1975) Low Income Scheme
(low income, elderly, children and disable) ‘

1975 1978 1980

- Scaling up
District Health System

Mandatory rural services
(MD, dentist, pharmacist, nurse)

(1983) CBHI
CSMBS |~ UCS 2002: UHC
. SHI
Civil servant _ Those not Full coverage
. Employeesin _
and their Privata sactor covered by to the entire
dependants CSMBS and SHI| population
1990s 2002
L Primary Health Care
policy
o Strategic
purchasing

Establishment of Ministry of Public Health

50



Thailand UHC: 99.9% of 67 million population : 3 main schemes

from 2002

Characteristics

Legislation

People covered

Source of Finance

Payment method

Governing bodies

Responsible
agency

Civil Servant Medical
Benefit Scheme (CSMBS)

Social Health Insurance
(SSS

Universal Coverage Scheme
(UCS)

Royal Decree 1980

Social Security Act 1990

National Health Security Act 2002

Civil servants and dependents

Private employees

The rest of Thai citizens

(7% of pop) (18% of pop) (75% of pop)

Tax funded Tripartite contribution Tax funded

FFS for OP Capitation for OP and IP Capitation for OP & PP
DRGs for IP DRGs for IP AdjRW>2 DRGs with global budget for IP

Fee Schedule for high-cost
drugs and procedures , QOF

Medical committee

* Social Security Board
* Medical committee

* National Health Security Board
e Standard and Quality Control
Board

Comptroller General’s
Department (CGD), MOF

Social Security Office (SSO),
MOL

National Health Security Office
(NHSO)




Dynamic of people’s health insurance status

Chiangmai University

Dead
y N Dead
= f_ae ‘ B
Social security 1 4, Civil Servant Medical National
Scheme ia : Benefits Scheme Beneficiary
- (CSMBS) Registration
Center
Civil
& A Registration
y b & _ Office
1z | 52
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THREE DIMENSIONS OF THAI UHC

Under three public health insurance schemes (CSMBS (6%), SSS (18%), UCS (75%)

Y axis: Financial
protection - High
Free at the point of

service (Out of

pocket 12% of THE) %%}ged

g

- and fogs

Population: who & covered?

X axis: Population coverage

Direct costs:

Indude gecosts
other || covered

Services:
which seqvices

are covesad?

universal population coverage (99.95% of population)

WHO, Health financing for universal coverage: universal coverage-three dimensions,

http://www.who.int/health financing/strateqy/dimensions/en/

Z axis: Depth of services

Comprehensive package with
small exclusion list.

P&P, All essential drugs,

Renal Replacement Therapies,
organ transplant, CABG,
cataract, dental services and
dentures, etc.

54


http://www.who.int/health_financing/strategy/dimensions/en/

Situations that lead to reform:  “The Triangle that move the mountain ”

Thai UCS: a variety of actors
were involved in the process of
development and movement

D

key toward an acceptable consensus on UCS policy

19_97 : 2001 general
Constitution Politics election

(Window of
opportunity)

Policy makers

Doctors & health providers riangle

Health system reformi 1993, that moves

i the
health academics LR

HCF mountain Social
NGOs, CSOs workshops e L
i Experienc Evidences mobilization

General Pu blic - IS{SCSS& & capacity UC working Citizen version of

HCRP : EICOREU Draft UHC Law,

1998.2000 o SIP (WB) >50,000

1999'200 signatories
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Governance issues

 The National Health Security Act (NHS Act), was promulgated in November 2002
 The concept of purchaser-provider split is adopted

— To prevent conflict of interest / selection bias

B.E, 2535 (A.D. 2002)

— Integrated model --> contracting model
— However, our lessons realized that commissioning and
financial facilitators are main methods to deal with healthcare providers

 Multi-stakeholders engagement
— Governance bodies: National Health Security Board (NHSB) and Health Standard and Quality
Control Board (HSQCB) were defined in the law (NHS Act)

— Active citizens and networks involved;

/7

*%* Local administrative organizations
+» Civil societies / Non-government organizations

56
< . .
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UCS System design

57
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Background of Universal Coverage Scheme (UCS)

¢ The stated goal of the UCS, is “to equally entitle all Thai citizens to
quality health care according to their needs, regardless of their
socioeconomic status”.

¢ This goal is based on the universality principle: the UCS was conceived
as a scheme for everybody, not one that targets only the poor,
vulnerable and disadvantaged.

\Z

s “Health service” in the UCS Benefit package according to National
Health Security Act 2002 includes all health services directly provided
to a person, not only curative care but also health promotion and

disease prevention. 58
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1) Goals of UCS / What are managed related to UHC Cube

: Three dimensions (UHC Cube) 3]

A

Goals
> To ensure all

Y axis: Financial protection
DRt sts e Revenue collection - Fund

g 2 Costs

. || management (Polling) -
Purchasing (Payment method)

 Claim process and clearing house

* HIS (Services Utilization /
Reimbursement) , etc.

members can access
to healthcare/ health
services they need

Popuiation: who & covered? are covesed?

» To protect financial
risk / hardship of

X axis: Population coverage

* Beneficiary registration and

household due to database

* Service utilization

* Right protection and complaint
management

* Public hearing and participation

Z axis: Depth of services
* Benefit package designed /purchased

* Provider registration

e Service provided

e Auditing system

e Standard & Quality assurance

illness

[3] WHO, Health financing for universal coverage: universal coverage-three dimensions, 59
http://www.who.int/health financing/strategy/dimensions/en/



http://www.who.int/health_financing/strategy/dimensions/en/

2) Funding for UCS

 Source of finance: Tax-based financed
v Pooling fund from general taxation; close-end budget

v No direct contribution from UCS members (*30 baht is as voluntary basis)

* General principles for budget estimation
1. Per capita budget is based on

* Volume of services used

* Unit cost of services provided

* Projection of increases in service utilization and cost
2. Data availability

 Administrative database , hospital financial reports, beneficiary registration
3. Policy direction

* Increased access, standard protocol, new benefit packages as necessary




3) Purchasing: What to provide (Benefit package design)

e Before 2002

» Initial package from historical precedence

e After 2008 and afterward

> Starting in 1975, low-income scheme > ’_A‘t the arrival of HITfA‘.P' H.TA was
orovides “comprehensive package for the mtrodouced, for clarification of new
poor”, No application of cost effectiveness; bene.fl_ts.or change payment method for
later inclusion guided by evidences specific interventions
* In 2002 (UCS Inception) The process of benefit package development in UCS

» Same principle: comprehensive benefit
package with (few) exclusion list (negative

list approach) :'fymk, — "]H Appraials &
> A platform for decision making on benefit :S;:pl“ - i eyl E
package inclusion called “Sub-committee of RS | A
Benefit Package and Service Delivery IR i
Development” 61
COMMUNITY Department of Community Medicine
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4) How to pay for services: Provider payment mechanism

* Closed-end payment methods >> cost containment

» Capitation: OP (weighted by % ageing population and remoteness), prevention and
health promotion

» Global budget for IP
* DRG single-base rate for all providers
* Fee schedule for high cost care, medical devices
» Risk of under-service provision, counteracted by
e Complaint management through the 1330 hotline (call centre)

* Quality assurance, accreditation, medical audit
» To ensure access to some specific diseases with high burden

* Fee schedule with conditions e.g. cataract, stroke fast tract.

g2
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5) Health services delivery management

e Service provider model

— Integrated model --> Contracting model (CUP: Contracting unit for primary care)
Contracting Model

— District health systems (DHS) are main contractors

— All public facilities are required to be providers under the scheme; only accredited
private facilities can be enrolled

Beneficiaries are assigned to their local DHS

— Freedom to choose contracted DH and PCUs within the district (catchment area)
Primary-care focus

— Gate keeping for outpatient care
Referral backups

— Patients will be referred by CUP to tertiary care — provincial hospitals / regional
excellent centres — when needed

— Patient bypassing contracted providers are liable for full payment 63
3 COMMUNITY Department of Community Medicine
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District health system: hub for pro-poor outcomes, The Lancet 2013;381:2118-33.

[y

Rural health centers with3-6 nurses and
paramedics cover 2,000-5,000 population

Primary health care

: : : 64
Rural community hospitals with 2-8 . N
Department of Community Medicine

doctors cover 30-80,000 population
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REFERRAL SYSTEM

patient is responsible for health service fee

Gate keeping

® Provincial

M Health District /Regional

center hospital hospital

UCS

Refer up — Refer down .
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E

6) Members’ right protection

* Beneficiary registration

 Hotline 1330 as a mechanism to provide
information (Q&A) and file complaints

* Active communication through various channels

* Ensure standard and quality of care through
promoting and supporting quality improvement
program/measure, monitoring, visiting, etc.

e Complaint management handling
 No fault compensation

COMMUNITY
MEDICINE

@dudd

ahedou alas.

“Yiuliusmsdoela
Jaenulngoudu
OHanus:Augumi”
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E

7) Accountability; Creating the (Synchronous) network
of institutions and stakeholders

International Health
Policy Program (IHPP) Government:
; Ministry of Public

\o°
Health (MoPH) &P
Evidence for policy Y
Health Intervention and ¥
Technology Assessment Governance o“

Government

(A
Program (HITAP) \y Healthcare
Accreditation
Purchaser: m Institute
-
Call Centre 1330 - NHSO
(to manage information
abOUt;n::::;ri:::)ts and Accreditation
Information
. Providers
Citizens Services (Public and Private)
COMMUNITY Department of

MEDICINE
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In conclusion: UCS has been managed to ensure.....

* Fiscal sustainability: cost containment, value of money

— Close-ended budget and capitation basis
— Inclusion of cost effective medical innovations through HTA

* Efficiency
— Gate keeping PHC as contracting unit for outpatient care and P&P
— Sending strong signal to use essential drug list

— Monopsonistic purchasing power: negotiation for the lowest possible price given
assured quality results in substantial cost saving

* Access to and quality of care provided
— Preventing under-provision of health services: additional payment for some high
cost care

— Standard and Quality Control mechanism: Quality Board, CPG applied, Call Center
24 hrs., Complaint management, Auditing system (coding and quality)

— Working with The Healthcare Accreditation Institution (Hospital accreditation)



Overall outcomes

70
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Increased utilization and reduced unmet needs

/person/year 2006 | 2007 | 2008 | 2009 | 2010 | 2011 | 2012 | 2013 | 2014 | 2015 | 2016 | 2017

OP use rate 242 | 255 | 275 | 3.12 3.06 3.07 3.07 | 312 | 334 | 3,52 | 3.59 | 3.82

IP use rate 01 | 0.105 | 0.11 | 0.112 | O0.116 | O.116 | O0.116 | 0.12 | 0.118 | 0.12 | 0.12 | 0.125

—OP use rate —IP use rate

3.38
2.75
2.13 0.1

5 - 69 ————-n-n—n 0D D—9———————————————
2006 2007 2008 2009 2010 2011 2012 2013 2014 2015 2016 2017 2006 2007 2008 2009 2010 2011 2012 2013 2014 2015 2016 2017

. . 71
T COMMUNITY Unmet healthcare need was on par with OECD countries Denartment of o edic
. . epartment of Community Medicine
Outpatient 1.4%, Inpatient 0.4%
3 MEDICINE P > P ° Chiangmai University

Source: National Health Security Office and National Statistical Office




Reduction of catastrophic health expenditure
& Impoverishment due to healthcare cost

Catastrophic health expenditure, 1990 — 2017, % Impoverishment due to health care costs,
y % of household a9 1990 — 2017, % of household
8.0 1’.5':' -1?:75 q}*"
50 1.5 E :
0 i
30 e i
0
" 1990 (2002 2017 1990 (Eooz: ) 2017
Source: Limwattananon et al, 2018; Health Welfare and Socio-economic Survey; National Statistic Office 72
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Remaining challenges
Outside

* Provider side: demand for adjustment to payment method, while containing cost and
ensuring access to quality care, Rapid health technology development

* Beneficiary side: Demographic and epidemiologic transition, demand to meet their
needs and rights
* Financial side:
— Cost escalation while government budget tend to be limited
— Preparedness for economic challenge: UCS reliance on tax financing
 Harmonizing among three main schemes whose fundamentals are different

 The new era of National Policy: National Strategy Plan (2018-2037, 20-years plan) and
The health system reform plan

Inside
e Sustain institutional capacities to generate evidence for policy formulation

* Recruit the right man for PHI; human capacity is the most critical asset for overcoming

? COMI\.I;IllJJtl:\IlIJ'IrYe difficulties Department of Community Medicine

MEDICINE Chiangmai University




Conclusions and lesson learned

I'4
. i ' : 1. Expand people coverage k
Ensuring .eqw.table. and good quallty.healt.h | (mentioned in the law) :
care services is as important as the financial ~ '-------ooo-- - .
protection. . 2. Develop infrastructure to ensure '

! access to services (HBP covered)

ANNE NN NN BN BN BN BN S S SN B B B S S S S S S e S e S . ..

* The success of UHC depends much on the spirit
of committed health workers not only money  /,=----------------------
AND also adequate health system to ensure CataStrOphIC health expenditure
universal access to comprehensive essential ~ ~ """ T T T T T T T T T oo TT
quality health services

 Political commitment is the key — on both
health systems development and financial
protection

Doenct costs:

g'f B (oSt
(overed

 UHC is context specific — learn from others and
adapt but not copied

Services:
which sesvices

Popuiation: who & covered? are covered?




Outline

* Hospital Accreditation

75
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What is Hospital Accreditation ?

* ¢ Mechanisms for recognition of institutional competence
e o Participation by professional groups

* o Applying hospital standards for optimal and achievable
performance

¢ Emphasis on continuous quality improvement
e o Hospital survey by external peer reviewers

e e \/oluntary participation (Usually)

k COMMUNITY Department of Community Medicine
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What is Hospital Accreditation ?

* Hospital accreditation is an education process, not an inspection
* Let’s make it together

* Bring the professional organization into the field

* Disperse the concept widely

* Rely upon knowledge, not authority

* |tis the method of encourage hospital to do the right things and
appropriateness

* Hospital accreditation is therefore one component in the
maintenance of patient safety.

k COMMUNITY Department of Community Medicine
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HA Concepts
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HA Steps
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HA step 1
Review routine work regularly

Review at service point (patient care)

Review complaint/feedback

Review transfer/request to leave from hospital

Review medical specialist treatment

Risk alert and prevention routine work

Nosocomial infection surveillance and control

. Medication error surveillance and prevention regularly
. Review adverse event reported

. Medical record review

COMMUNITY
MEDICINE

© 0 NOU A WN R
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HA step 2

Continuous
Improvement

L2

§ COMMUNITY Department of Community Medicine
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* Organization strategy and deploy\_‘

HA step 3

* Quality culture & Safety culture 5

* Learning organizatio

HA

=

HA +
HPAH

Health Promoting
Hospital

Y

Advanced
HA '

Thailand Q.'fi;li"’cy Award

TQA - MBNQA

|

Malcom Baldrige
National Quality
Award

82
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Section |

Leader

shi

.=

Strategic
planning

Focus on
customer

Measure, analysis, KM

2.Quality service

HA Standard Thailand

COMMUNITY
MEDICINE

Section IV

Patient care

customer

Financial

Human resource

Org. effectiveness
Leadership and society
Health promotion

Work system Section Il

Risk management

Admin of professionals
Patient’s environment
Infectious control
Medical record
Medication system
Investigation system
Health surveillance

Work with the community

Service process

s e—

1)

Section Il

Service process

Patient’s accessibility

Patient’s assessment

Planning

Caring

Communication and
empowerment

83
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Outline

* Health Policy

84
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Health Policy and National Health System

10
Health care financing  **UUfskn -~ Servi
MIARIAM e ylce
0 dellvery
Health work force 3*UUUARING
4
ATUA161T0U D
szuvulouiouas EuumMIvinT
v o - AEITUFGIUAZNTS
FTUUTOYATIAITUA: | UNEAEASAIUEYAIN PUANARLM
m3fasnasugenn
8

Information & research | suqjyn158599
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Source: National Health Act 2007 ical products & Technologies 85
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Challenges of Thai Health System

* o Aging society — long term care

e o Specialized care
— Migrant workers
— Primary prevention of traffic accident — Mental health
— Palliative care
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WHO Target -- 1Physician :1,500 Population
Comparison between Thailand and other countries

Thailand: 2012

R -l
Area Pl

Doctor to patient ratios

Northern Sgey®

=dpan 1: 476 d !
Thailand .
Singapore 1- 588 1. 1,985 Central
Philippines 1: 862 Bangkok 1: 628
s Center .
Malaysia 1:1,145 (East and West = e
Loas 1:5’347 Northeast 1 4,682
USA 1: 613 North 1: 3,059 Uneq Ual access to medical services
England 1: 746 South 1: 3,138

89

3 COMMUNITY Department of Community Medicine
MEDICINE Chiangmai University




k4

Information and research

Bureau of Epldemlology, MOPH ainszureine

Bureau of PO|ICy and Strategy, MOPH awinuleviouagunue
Health System Research Institute (HSRI)asa

— — International Health Policy Program: IHPP

— — Hospital Quality Improvement and Accreditation asw

— — Hea
— — Hea

— — Hea

COMMUNITY
MEDICINE

t
t

t

N Impact Assessment: HIA
n Intervention and Technology Assessment Program: HITAP

n Information System Development Office: HISO
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Data, knowledge generation and
translation into policy and practice

Policy makers Consumers,
(MOPH, NHSO, MOF, govt) civic groups

} }

Key platforms for translating evidence into policy process

A
v

Institutions to generate knowledge & evidence

Key data platforms for evidence generation

Vital registration Household survey Health facilities
(MOI) (NSO and others) (MOPH, NHSO)

Institutions to support the establishment and
maintenance of data platform o1

Department of Community Medicine
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True success vy not i the learning,
but inv ily application to-the benefit of mankind
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