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Executive Summary

This current research aims to develop basic knowledge about family’s ability to pay
and financially catastrophic illness (FCI). At present, 76 percent of total population
are covered by one of the existing health insurance schemes. Among the insured, not
all the schemes state clearly about maximum liability of benefits package. It does not
guarantee that the insured will be free from financially catastrophic illness. Moreover,
the uninsured who pay the out-of-pocket when seeking care have a certain probability
to incur a large medical expense relative to their ability to pay. FCI is highly
associated with family’s ability to pay. Ability to pay for health care expenditures is
lack of the information about its determinants. Some socio-demographic factors such
as family income may be related to ability to pay but this has never been documented.
There are evidences that user fees are unaffordable by the poor who are sensitive to
price and they will reduce utilization proportionately more than the rich. The
understanding about family’s ability to pay and its measure is important for health
planning and financing among out-of-pocket patients. Since the insured have less
opportunity to be FCI case, this research emphasizes on family’s ability to pay and
FCI among the uninsured groups. This baseline information will help for developing
policy options for FCI in Thai society

The objectives of the study are: 1) to describe family’s ability to pay for hospital
charges, 2) to find out the relationship between family’s ability to pay and socio-
demographic determinants, 3) to analyse financial coping strategies for the costs of
illness, 4) to study disease profiles, hospital charges, length of stay, affordable out-of-
pocket expenses, and clinical outcome in the current admission and, to estimate the
incidence of financially catastrophic illness among out-of-pocket in-patients in
Songkhla Province. Methodology includes both quantitative and qualitative methods.

This research is divided into two studies: FCI-1 Study and FCI-2 study. FCI-1 Study

(sample are out-of-pocket Songkhla in-patients) comprises of a hospital-based survey
and a time-series study, while FCI-2 Study (sample are out-of-pocket Songkhla in-
patients asking for fee exemption) comprises of a hospital-based survey and a
qualitative in-depth interview.

FCI-1 Study , hospital-based study results: A total of 1731 inpatients was recruited

from November 1998 to April 1999 in 6 types of hospitals. There was no inability-to-
pay problem among those who sought care at private hospital while those who sought
care at government hospitals such problem varied from 23.8-36.8 percent. Ability to
pay was highly associated with education level, occupation, and family income.
Approximately 15 percent of total subjects had their family income less than 2800
Baht / month. Life-table method revealed that half of the sample (50%) could afford
hospital charges at expense of 14700 Baht. 89 percent used cash or mobilized savings
for paying the first bill while 8 percent had to borrowed cash. About 21 percent of
total used borrowing as one of finance sources in the current admission. Our findings
show that family income, patient’s education and occupation in unable-to-pay cases
were lower than those in able-to-pay. Charge as percent of income in unable-to-pay
was 3 times higher than able-to-pay group. Case-mix index, length of hospital stay
and charges were statistically different between able vs. unable-to-pay group.
Orthopaedics, paediatrics and surgical cases stayed longer than others with a tendency

Xiii



xiv

to be unable-to-pay cases. On average, affordable out-of-pocket expenses paid for one
episode of admission were about 6 percent of gross annual income. The hospitals, on
average, subsidized 58 percent of total charges to unable-to-pay cases. The incidence
of FCI was 7.5 percent of total out-of-pocket admissions if defined FCI as out-of-
pocket greater than 15% of income. The incidence of FCI events was 3.6 per 1000
out-of-pocket admissions and 48.5 per 1000 out-of-pocket admissions if considered
school leaving of the children and indebtedness as criterion of financial catastrophe
respectively.

Time-series study results: A sample of 144 cases was sub-selected from FCI-1
hospital-based study. Sixty-one percent used intra-household resources to pay for all
hospital bills. Ten percent paid by intra-household resources first and then asked for
discount at the discharged day. Nearly 5 percent postponed the bill and then used
intra-household resources to pay all. Five percent used intra-household resources to
pay some parts and asked for fee exemption for the remaining.

FCI-2, hospital-based study results: 300 inpatients who asked for exemption in Hat-
Yai and PSU Hospital between May and June 1999 were studied. Index patients had
rather low family income, low education, and poor employment status. They tended to
be old male, and resided in rural area. Approximately 22 percent of total subjects had
their family income less than 2800 Baht / month. 36 percent borrowed cash to pay the
first bill. 62% of total used borrowing as one of finance sources in current admission.
Orthopedics and surgical case were more costly while paediatric cases had longer
hospital stay as compared to others. OBGYN and pediatric cases had a good clinical
outcome while surgical cases had rather poor outcome. On average, affordable out-of-
pocket expenses paid for one episode of admission among study cases were about 11
percent of gross annual income. The hospitals, on average, subsidized 63 percent of
total charges to unable-to-pay cases.

FCI qualitative findings: 38 in-patients who were Songkhla residents, whose
admission incurred medical expenses above 40000 Baht, and declared not being able
to pay the bills were in-depth interviewed between April and June 1999. Several
patterns of resource mobilization to pay for the bills were captured. Cash / savings
was the most common resource use. Usually, more than one strategies were used to
cope with the costs of illness. Family networks played an important role if cash /
savings was not available. Additional resources from assets sale, loans, and
community support were also sought. Taking a loan was limited because economic
crisis led to difficulty to earn money or lose confidence of capacity to pay back. The
patient / family who got community support should be guaranteed as a good
socialized person. If any resources were exhaustive, asking support from the hospitals
were the last option. However, exemption policies were not well known by general
population. A large number of families did not know whether the fee exemptions
existed until they were notified by medical social workers. Not only the financial
implication, but also some social impacts hit to the families. Current illness led to loss
of income earning capacity in the families, in particular, financial consequences were
more severe if principal income earner was a case.

In conclusion, out-of-pocket patients are mixtures of upper, middle, and lower

socioeconomic status. Family’s ability to pay depends not only on SES but also on
coping strategies adopted to deal with the costs of illness. Higher SES and strong
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kinship and social networks are better ability to pay for the bills. The incidence of FCI
varied depending on the definitions.

Financial requirements for protection against FCI among out-of-pocket admissions in
Songkhla were computed. Current hospital subsidization for those who were unable to
pay was about 3.45 million Baht per year. If the expenses were considered that the
patients should not pay more than15 percent of gross annual income for a single
admission, the government or the hospitals had to subsidise 6.56 million Baht per
year.To raise 7 million to protect FCI, every currently uninsured should contribute
about 20 Baht for yearly premium and pay user charges of not more than 15 percent
of annual family income as deductible amount for each admission.

Policy recommendations:

1) Extended coverage of health insurance and welfare schemes to the uninsured are
the most important issues.

2) It is feasible to increase insurance coverage through the existing insurance
schemes, in particular, in the umbrella of the Social Security Scheme or the Health
Card Project.The uninsured were mixtures of high, middle, and low income. They
were able to afford reasonable health insurance premium for covering expensive
medical care. The government takes responsibility for subsidizing the indigent who
are unable to pay their premium. The subsidy is spent from the general tax. In this
way, insurance functions could guarantee access to health care and financial
protection against the risk of incurring expensive medical care.

3) The decision should be made regarding what benefits should be covered in the
existing publicly organized health insurance and medical welfare system, and
under universal coverage policy whether basic essential package, catastrophic and
expensive chronic illnesses only, or comprehensive care is covered.

4) Catastrophic health insurance is appropriate to implement for providing both
access to health care and financial protection especially for expensive medical care
if comprehensive package of medical care is not possible.

5) The government hospitals play a significant role to support those who are unable to
pay for the bills. It is also a good safety net to prevent income / asset loss among
those who face with financial insecurity. Thus, fee exemption system should be
available whenever universal coverage is not achieved. At the moment, the
appropriateness of this exemption policy and the effectiveness of the waiving
mechanism are questioned. Therefore, the policy and the role of cross subsidization
in the government hospitals should be evaluated.

6) Among those who need financial assistance, attempts should be made to assist the
families to overcome financial consequence from FCI, not just waiving the bills.
Particularly, monitoring and assistance measures to the families are needed to avert
the negative consequences.
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Chapter 1: INTRODUCTION

Background

Current research is intended to fulfill the gap of knowledge about family’s ability to
pay (ATP) for health care, financial coping strategies in dealing with the costs of
treatment, and the incidence of financially catastrophic illness (FCI) among out-of-
pocket in-patients. These baseline information are crucial for the development of
catastrophic health insurance in the future. The research comprises two studies; FCI-1
and FCI-2 study, using both quantitative and qualitative methods.

This report is divided into 5 chapters

1. Chapter One: introduction. The general background of health insurance system in
Thailand is reviewed. The gap of knowledge related to family’s ability to pay and
catastrophic illness which need to research, research questions, objectives and
study setting are stated.

Chapter Two: FCI-1 study (specific objectives, methodology and results)

Chapter Three: FCI-2 study (specific objectives, methodology and results)
Chapter Four compares some important findings of two studies

Chapter Five concludes the results according to objectives, discusses and
introduces policy recommendation from the research, and presents the limitation of
the study and further research.

nhwn

The section following this introduction examines the situation about existing health
insurance coverage for Thai population. Then a presentation about equity of access to
health services, and the reviews of literature relating to the research topics will be in
the next section. Research questions and the objectives of this study are included at
the end of this chapter

Literature Reviews

1. Overview of health insurance system in Thailand

Social security system can be achieved through one or more of these three basic
approaches ': (1) public assistance to the indigent, (2) social service or public service
to all citizens and, (3) social insurance by pooling resources and risks between
members in a society. Health security in Thailand is based on a mixture of the first
and the third approaches. To increase accessibility of health services for the Thai
population, there were several insurance schemes and public assistance in health. The
existing health insurance and welfare schemes in Thailand can be categorized into 4
main groups *: (1) public assistance to the indigent including the poor: Low Income
Card Scheme (LICS), the elderly, the veterans, religious leaders, and children under
twelve, (2) health benefit for government employees: Civil Servants Medical Benefit
Scheme (CSMBS), (3) compulsory health insurance for formal sector workers: Social
Security Scheme (SSS) and Workmen Compensation Scheme (WCS) and, (4)
voluntary health insurance: Private Indemnity Insurance (PI) and Voluntary Health
Card Scheme (VHCS). Approximately 76% of the population is covered under one of



these health insurance programs, the remaining 24% must either pay out-of-pocket fee
for service or receive free / subsidized services from public health facilities. Without
insurance coverage, financial accessibility to the services is determined by family /
household income and wealth. Ability to pay for health care costs is being concerned.
The estimated insurance coverage was increased from 67.8% of total Thai population
in 1995 ' to 76% of total in 1997 * The biggest scheme was the low income which
covered 45% of total population (27.0 million) while the second biggest was CSMBS
covered 11% of total population (6.6 million). These health insurance and welfare
schemes varies widely in the scheme nature, target population, benefit package,
funding managers, source of funds, provider payment mechanism and government
subsidy. The variety leads to the issue of efficiency and equity between the schemes.

1.1) Benefit package

Each scheme has set up its own packages that seem to cover every necessary services.
The low income, elderly and children under twelve are eligible to get free services
only through public health facilities both ambulatory care and hospitalization. The
benefits are nearly the same as CSMBS except the following: hospitalization in
private hospitals , private accommodation in public hospital, and annual physical
check up. CSMBS covers current civil servants and permanent employees, pensioners
and their parents, spouses, and up to 3 legal children. Most of non-work related
illnesses or injuries and maternal care are covered by Social Security Scheme except
15 conditions in the form of exclusive list. Both SSS and WCS can seek care either
public or private hospitals. All of expenditures for necessary medical care can be
reimbursed but not more than 30000 Baht for the WCS. Health Care Scheme
operates under the MOPH facilities exclusively, there is no limitation of medical
benefits and numbers of visit.. However, the patients had to consult the lower level
facilities before being referred to higher health facilities.

1.2) Medical expenditure and government subsidy in each scheme

There are great differences in medical expenditure per capita among the schemes. The
most expensive one is CSMBS, 1781 Baht per capita per year. The average is SSS,
712 Baht per capita per year. The public assistance schemes and health care scheme
are the cheapest scheme. The government subsidy for CSMBS is 8 times higher than
for the indigent, while SSS is nearly 5 times higher than for the indigent

1.3) Patterns of health services utilization related to insurance coverage

Low income rural people as well as the urban poor, mainly use public facilities while
higher income rural and urban dwellers mainly use private facilities. There are a
number of provider payment mechanisms in the existing insurance schemes. These
mechanisms lead to observing higher utilization rates under fee-for-service (CSMBS
and PI), and lower rates of service under capitation (SSS and VHCS)".




1.4) Problem of each scheme

Inadequacy of annual government budget to provide free medical care for the public
assistance schemes is critical for public health facilities. These lead them to find
additional expenditure by cross-subsidization from other schemes such as CSMBS.
Unfair budget allocation among different levels of facility is the weakness of low-
income card scheme. Survey findings on LICS indicate that there have been both
under-coverage and leakage of card to the non-poor °. Criteria used to determine the
low income households (means test) are very difficult in practice. In addition,
cardholders are not guaranteed to access free care or reduced price care of a quality
they perceive to be adequate. They continue to choose private care. Some card holders
do not show their cards with the expectation of higher quality. The utilization rate of
those who had free cards in 1993 was one-third to half of the expected level. The
other half or two-thirds chose to seek services in the private sector with their own
money. In short, this scheme has a problem of under utilization.

The survey of NSO in 1991 and 1993 demonstrated that more than half of the civil
servants sought care from public hospitals. The utilization rate in public hospitals
declined with high rank civil servants ®. CSMBS survey showed that nearly half of
civil servant parents and one-third of civil servants used public hospitals. While
nearly half of their children used private hospitals ’. Fee-for-service reimbursement
makes the system inefficient and the expenditure is rapidly rising. The amount of
budget spent was more than 2 times of the public assistance schemes in 1995 while
population coverage was less than nearly 3 times.

The target population of Health Card Scheme is unclear. The scarce resources are
competed from the non-poor. Selection bias and high utilization rate are the problem
of this scheme.

Recent economic recession has repercussion not only on health and health budget but
also on health insurance system. Adequacy of society safety net is concerned
especially with accessibility to health services among the vulnerable poor. Lower
employment rate decreases the coverage under Social Security Scheme. Insurance
coverage will terminate after six months of losing job *. Those who are under
employer contracted medical benefits and CSMBS will also have a worse insurance
coverage. CSMBS is being in the process of reforming payment mechanism by using
contract model rather than retrospective reimbursement in order to improve efficiency
and cost containment. Because of budget constraint, several short-term and
intermediate measures were released for CSMBS. On the other hand, people will look
forward to being covered by Health Card Scheme.

2. Equity of access to health service

The Article 41 of new Constitution states that people have right to get access to
standard health care and the poor can get free medical care. However, those who have
not been covered by any health insurance or welfare system have to pay by their own
out-of-pocket. However, it is not at full cost if they go to public hospitals because of
subsidization from government. Also those who cannot afford can get free service or
fee reduction based on medical social worker’s discretion at government-run
hospitals.

“ it was extended to one year according to the social impact from economic crisis



An inequitable pattern of out-of-pocket health expenditure by income quintile and per
capita was observed in the study of an urban area of Thailand. The underprivileged
were more likely to pay out of their own pockets for their health problems, and to pay
out of proportion to their household income when compared with more privileged
groups. The poorest income quintile, which reported the highest rate of acute illness
and hospitalization, spent highest health expenditure as 21.2% of their income when
compared to other quintile ® .

The poor households which are not covered by LICS and other insurance schemes are
more likely to suffer with inability to pay for health care expenditures.

3. Ability to pay for health care expenditure

The concept of ability to pay for health care concerns the family’s capacity to
mobilize or not mobilize his/her resources at the time of illness. The various resources
available to the family are important for judging its ability to pay for health care costs.
In fact, cash income is not the only determinant of ability to pay for health care, and is
not the only resource available to families. Potential resources might include cash,
savings, valuable assets, stores, and social networks 2.

When faced with a sudden contingency such as ill health and medical costs, the costs
and sacrifices incurred by the family will depend on: (1) the nature, frequency and
duration of illness and the costs of treatment needed; (2) the various resources
available to the family; and (3) the responses it adopts -the way it mobilizes (or does
not mobilize) these resources '°.

4. FCI and coping strategies to deal with health care costs

A 1991, rural household survey in the five provinces of Chiang-Mai, Lampang, Maha-
Sarakham, Surat-Thani, and Rayong found that about 13% of 1,136 sampled
households experienced financially catastrophic illness (FCI) in one-year recall period
and 90% of these reported one catastrophic episode. Financially catastrophic illness
(FCI) costs an average of 6,656 Baht per episode. Approximately 33% of the total 140
reported FCI cases were resolved by selling household properties, while the most
widely used method of financing large medical bills was borrowing from friends and
relatives (54%)"".

5. Catastrophic illness, costs, and health insurance in developed countries

There is no consensus on how large an out-of-pocket expenses must be in order to
warrant the  catastrophic ’ label. Many catastrophic thresholds were proposed among
catastrophic health insurance mainly in the United States, as shown in Table A

If catastrophic cost is defined as out-of-pocket expenditures greater than 15% of gross
annual income, 9 percent of the families would incur catastrophic expenditures. In
addition, 28% of the families with income below $5000 would have catastrophic
g{penditures, in contrast to only 0.2% of families with income above $20000 in 1978.

If catastrophic cost is defined as out-of-pocket limits at $2000 (1987 dollar) plus 10%
of income, 2.4 percent of the families with age of household head less than 65 years
would incur catastrophic expenditures, while 7% of the families with household head
aged above 65 years would incur catastrophic expenditures .
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Table A: Catastrophic definitions and costs

Catastrophic illness | catastrophic definition & threshold
expenses

The Unites States 1) out-of-pocket costs more than $5000 per calendar year
(1974 dollars)

2) out-of-pocket expenses US$ 2,000 per family (1979 dollars)

3) out-of-pocket expenses US$ 2,000 (1987 dollars) + 10% of
annual household income

4) out-of-pocket costs exceed 20% of income : 20% (when
only acute care costs were measured) - 30% (when long-
term care were included)

5) out-of-pocket costs exceed 10% of income

6) out-of-pocket costs exceed 20-30% of household income
(depending on income)

7) out-of-pocket costs exceed 30% of net income + 10% of net
worth over $20,000

The Netherlands separate catastrophic package (including several forms for
long-term care) vs. basic medical package

Singapore 20% of per capita annual expenditure (deductible amount)

Source: 1) Wyszewianski 1986 '
2) Van de Ven WP et al 1994 '
3) Nichois LM etal 1997

Catastrophic health insurance coverage in the 3 developed countries were reviewed
and presented in the following section.

1) The United States of America

Most catastrophic health coverage assume implicitly that a financially catastrophic
case is nothing but a high-cost case for which third party coverage proves inadequate
in financial shielding, resulting in out-of-pocket expenses that outstrip the person’s or
the family’s ability to pay. There have always been pressures to provide universal
coverage for certain diseases that are high cost, particularly those that are disabling or
fatal. After coverage was provided for end stage renal disease (ESRD), the same was
advocated for hemophilia and end stage heart disease. The wisdom of this disease-by-
disease approach was questioned because an unexpected high cost occurred in the
experience of ESRD program. However, there have been pros and cons for specific
proposals. One must recognize that true protection against financially catastrophic
health care expenditures can not be directly linked to specific diseases.

Most catastrophic health insurance have taken into account only the third party
coverage and income, but not accumulated family assets. Differences in ability to pay
across income groups were recognized in few plans, at least one, the Martin Bill 1980
(i.e. out-of-pocket deductible was $300 if family income was <$4000, out-of-pocket
deductible increased to $300 plus one-fifth of income if family income ranged $4000-
$9999, and out-of-pocket deductible was $1500 plus one-fifth of income if family
income was >=$10000).
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2) The Netherlands

The Dutch health care system is heavily regulated by government despite the
predominance of private ownership. There is a compulsory national health insurance
scheme (known as ‘basic insurance’) based on regulated competition. The benefit
package of the basic insurance is very comprehensive and consist of nearly all non-
catastrophic risks ( hospital services, physician, drug, physiotherapy and some dental
care), catastrophic risks (nursing home care, long-term institutional care for mentally
and physically handicapped persons), and health care related social welfare (home for
the aged). All individuals will receive a subsidy to help them buy this basic insurance
from one of the competing insurers. In addition to the benefits not included in the
basic benefit package (i.e. ‘supplement care’), the population has to pay 10% of the
total expenditures via user charges. People are free to buy supplemental health

insurance. The premium for this voluntary supplemental insurance is not regulated or
subsidized "*.

3) Singapore

MediSave is compulsory personal collective savings used for hospital services ( 6-8%
income, varies across age ). MediShield is a back up insurance plan with premium
rate about S$12-132 per year, varies across age of the insured). MediShield plans
cover high-cost care or catastrophic expenses (i.e. intensive medical care,
hemodialysis, cancer therapy, excluded normal labor, cesarean section, psychosis,
HIV / AIDS, cosmetic surgery, drug addict, alcoholism, and non-domestic services).
Maximum liability is S$20000 per year and S$70000 for lifetimes. MediShield Plus
(both plan A & B) cover the care that are outside the benefit of MediShield plans '.

Table B: The premium rate of MediShield across age group

Premium per year

Age next birthday | MediShield MediShield + Plan B MediShield + Plan A
Up to 30 S$ 12 S$ 36 S$ 60

31-40 S$ 18 S$ 54 S$ 90

41-50 S$ 36 S$ 108 S$ 180

51-60 S$ 60 S$ 180 S$ 300

60-65 S$ 96 S$ 288 S$ 480

66-70 S$ 132 S$ 396 S$ 660

The health care system in Singapore aims at good basic health medical care package
with relevant price for all. The government subsidizes the hospitals according to
workloads and types of care. Hospital wards are divided into 4 classes based on the
quality of care. Class C, which is the worst quality but has the highest subsidy and the
lowest price, is always used by lowest income quintile people. Class A is the best
quality but has the lowest subsidy for the richest income quintile. Patient himself has
free cholisces to select types of ward. In general, 85% of population are able to pay
class C .
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Table C: Hospital wards and deductible amount

Class | Used by income | Per capita annual Deductible as % of annual
quintile expenditure amount expenditure

C Lowest 20% S$ 3,430 S$ 500 15

B2 Second quintile S$ 4,728 S$ 1,000 21

Bl Fourth quintile S§$ 8,224 S$ 2,500 30

A Richest 20% S$ 17,700 S$ 4,000 23

In conclusion, catastrophic coverage must protect against health care expenditures that
would have exceeded a person’s or the family’s ability to pay, regardless of whether
or not the expenditures were incurred because of a disease that is high cost, fatal, or
epidemic, or- as in the case of AIDS- all three.

6) Universal coverage

Universal or near universal coverage for health care has been prominent objective of
health policy in many countries around the world to ensure equitable access to health
care for their citizens. Compulsory or social insurance and publicly financed for
health care through taxation are two main paths to achieve universal coverage. The
Thai health care system has faced equity problems and the inefficiency of health
services that it cannot deliver good quality care to all citizens regardless of
socioeconomic determinants. To move towards a universal access health care system,
it is essential to reform in 3 main area: health financing, health service organisation,
and consumer’s right 7 .

The reviews of medical assistance for the indigent show that most developed
countries achieve the universal coverage of medical services and some developing
countries are in the transitional stage of transforming the non-universal coverage to
universal coverage health care. The transformation starts with the social health
insurance, the insurance for the industrial workers. Then, the agricultural sector and
self-employed people are combined to be a national health insurance system. In
Thailand, the medical assistance scheme should be transformed to the universal
coverage health services in order to increase equity in access to health care, to be
relevant to the concept of human rights and to reduce the problem of financial barrier.
However, more studies about the appropriate strategies to achieve the universal
coverage, including financing health care system, is needed '®.

A policy of achieving universal coverage to expand health coverage to all and reduce
inequalities in health has been formulated and stated explicitly in the 8™ National
Health Plan (1997-2001). The policy is likely to be financed by insurance
contributions from those who earn higher than the poverty line. There are exemptions
for those who need public assistance like the elderly, children under 12 years old and
the handicapped .

To develop universal coverage, a decision must be made as to what benefits the
government will ensure coverage for. Options are as follows: basic essential package,
catastrophic and expensive chronic illness only, expenses above a maximum
household liability, comprehensive care or mix of the above 2°.
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Gap Of The Knowledge And The Rationale Of The Study

Health sectors in Thailand are in the process of reform to achieve two important
goals: equity and efficiency. Health insurance systems are facing an important
problem not only of inadequate coverage but also of the high health care costs.
Supposing that the costs of health care rise continuously at a high rate and health
insurance offers only limited liability and has poor population coverage, financially
catastrophic illness (FCI) will become an important problem. Especially in the current
economic crisis, the poor and the marginally poor tend to be faced with inability to
pay for health care costs and are the most vulnerable to FCI. Ability to pay for health
care costs is of slight concern for those who cover by some kinds of existing insurance
and welfare schemes. Because each scheme almost has set its maximum liability of
benefit, even though each scheme has different in benefit structure. Those who may
be not the most disadvantage population, but not covered by insurance are vulnerable
to be faced with a financially catastrophic event. The outstanding medical expenses
will cause them income and/or asset loss. In reality, government, Ministry of Public
Health (MoPH), hospitals could give user fee exemption for the patients who are not
low-income cardholders and can not afford medical expenses (the so-called type B
assistance). However, the exemption policy is not adequately known by everyone,
only those who know can benefit. These type B patients compete nearly double of
budget for LIC holders.

The concept of collective financing and risk pooling in insurance enables the insured
people to have access to health service regardless of their income. Therefore, those

who are covered by existing insurance and welfare schemes could garantee access to
care while those who are the uninsured and the out-of-pocket patients are questioned.

To develop a good plan for catastrophic health insurance, a good understanding and
comprehensive information on the magnitude of FCI, family’s ability to pay and
coping strategies in dealing with the costs of illness among the uninsured are needed.

What we do not know are those who are the uninsured and the out-of-pocket patients,
their socio-economic status and their ability to pay for health care costs. Studies are
required to address the questions: What is financially catastrophic illness in the Thai
context?, How should it be defined?, What are its determinants, and which
populations are the high-risk groups for FCI?.

This research is intended to fulfil this basic knowledge gap and stimulate
consideration of what should be a good policy recommendation to prevent FCI.
Songkhla Province was chosen as the study area because of its advantages.

Why Songkhla Province?

Songkhla is the third largest province of southern Thailand with an area of 7.39
million square kilometers. It consists of 16 districts, 124 subdistricts and 982 villages
with population of 1.16 million *'. The majority, 67%, are Buddhists compared with
32% Muslims. Gross Provincial products (GPP) at 1996 price is 75.6 billion Baht.
And per capita income is 60350 Baht per year **. Some health indicators reveal that
infant mortality rate and maternal mortality rate are 9.47 per 1000 live-births and 4
per 100000 live births respectively. Health insurance schemes cover 70.4% of total
population. Public health facilities consist of 18 hospitals with 1898 beds, and 169
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health centers under the MoPH and 5 hospitals with 830 beds under other ministries.
There are 7 private hospitals varied from 27 to 200 beds with a total of 655 beds
around the province. The population to doctors ratio and to nurses ratio were 3105:1
and 716:1 respectively in 1997 **.

Songkhla is appropriate for this study because there are several levels of health
facilities, comprising both public and private hospitals. Public health facilities
comprise a university teaching hospital, a regional hospital, a provincial hospital, 16
district or community hospitals. Private health facilities have both for-profit and not-
for-profit business. Out of these, we can get the complete picture of patients seeking
institutional care in the Thai health care system and the incidence of FCI among out-
of-pocket in-patients in Songkhla Province.

Research Objectives

1) To study family’s ability to pay and financial coping strategies to deal with
medical expenditure among in-patients not covered by any insurance schemes in
Songkhla province

2) To study family’s ability to pay and financial coping strategies among the so-called
“financially catastrophic illness” patients in Songkhla province

Research Questions

1 Who are the out-of-pocket patients? What are their family’s ability to pay for
hospital bills among the out-of-pocket in-patients who are able and unable to pay?

2 What are the relationship between family’s ability to pay and socio-demographic
determinants among the patients not covered by insurance benefit? How ATP is to
be measured?

3 What is the incidence of so-called financially catastrophic illness (FCI) or FCI
events among the out-of-pocket patients residing in Songkhla Province? and how
much financial requirement is required to covered FCI cases?

4 What are the common financial arrangements and coping strategies of the family in
dealing with hospital bills throughout the current admission? What suffering do the
family meet to cope with the costs of illness? To what extent and how do the
financial consequences due to payment hit the family?

5 What are the general features of FCI cases? (related to socio-demographic
characteristics, disease diagnosis (DRGs), treatment and clinical outcome, average
length of hospital stay (LOS), charge structure and affordable out-of-pocket
expenses)
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Organization Of This Research

In order to fulfil the objectives of the study, the research consisted of two studies
using both quantitative and qualitative methods. First, FCI-1 Study comprised a
hospital-based survey and a time-series data collection. Second, FCI-2 Study
comprised another hospital-based survey and a qualitative in-depth interviewing. The
difference of the two studies was sample identification. Index cases in FCI-1 study
was the out-of-pocket patients who met the selection criteria while the cases in FCI-2
study were out-of-pocket patients residing in Songkhla Province and requesting fee
exemption during the study period, or the so-called FCI patients. FCI-2 study filtered
more FCI cases to have a good understanding about FCI in cases of FCI-1 study
could not get enough FCI patients. Qualitative approaches were employed to gather
insight information about the types and sequence of finance source use for paying
hospital bills. The features of the studies are summarized in Table D.

Table D: Summary of the two studies

Subjects Hospital selection | Study period
FCI-1 study out-of-pocket in- | 8 out of 16 November

patients who met | Community 1998 to April
the criteria (total | Hospitals, 1999
=1731) Songkhla Hospital,

Hat-Yai Hospital,

PSU Hospital,

Rajyindee Hospital

and Friendship

Unity Hospital

subsample = 144
in-patients (~10%

of 1731)
FCI-2 study, out-of-pocket in- | Hat-Yai & PSU May 1999 to
quantitative, patients who met | Hospital July 1999
hospital-based the criteria and
survey asked for

exemption (total

=300)
FCI-2 study, out-of-pocket in- | PSU Hospital April 1999 to
qualitative in- patients whose June 1999
depth admission
interviewing incurred over

40,000 Baht and

requested

exemption (total
=38)
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Chapter 2: FCI-1 STUDY

Specific Objectives For FCI-1 Study

1. To describe family’s ability to pay for hospital bills among out-of-pocket in-
patients in Songkhla Province.

2. To find out the relationship between family’s ability to pay and socio-demographic
variables.

3. To identify common financial arrangements and coping strategies of the family to
deal with the costs of illness in terms of types and sequence of resource used.

4. To document about disease profiles, clinical outcome, length of stay, hospital
charges and affordable expenses among out-of-pocket in-patients both able-to-pay
and unable-to-pay cases.

5. To obtain the incidence of financially catastrophic illness (FCI) events and
compute financial requirement for FCI protection in Songkhla province

Methodology

A. Hospital-based Survey:

1) Study design

The design was prospective hospital based study. The study involved the follow-up of
sample cases from admission till discharge. The respondents were either patients
and/or close relatives who were willing to participate with the study. Face to face
interviews were conducted by using a structured questionnaire during November 1998
to April 1999.

2) Hospital selection

Songkhla Province has different levels of hospitals. In this study, we chose both
government and private hospitals. Firstly, eight out of 16 district hospitals, namely,
Sadao, Chana, Thepha, Na Thawe, Sathing Phra, Khuan Niang, Ranot and Rattaphum
Hospitals, were purposively selected for representing a district level or community
hospital. The size of these 8 community hospitals is 30, 60, and 90 bed. Secondly,
Songkhla Hospital represented a provincial level hospital. Thirdly, Hat-Yai Hospital
represented a regional hospital. Fourthly, Songklanagarind or PSU Hospital
represented a university teaching hospital. Fifthly, Rajyindee Hospital represented a
for-profit private hospital. Lastly, Friendship Unity Hospital represented a not-for-
profit private hospital. This research was based on the assumption that all selected
hospitals comprise a large share of total out-of-pocket admissions in each type of
hospitals in Songkhla Province during the study months. Therefore, out-of-pocket in-
patients who met the criteria was assumed to be an representative sample of the out-
of-pocket in-patients in all hospitals in Songkhla Province.

3) Subjects

Subjects were all out-of-pocket in-patients in the study hospitals who met the
selection criteria during the study period.

3.1 Inclusion criteria; admitted patients who resided in Songkhla and had not benefit
from any health insurance and welfare schemes.

3.2 Exclusion criteria; admitted patients who were CSMBS, SSS&WCS, TAPS
beneficiaries and those who received PWS benefits (children under 12, elderly above
60, handicaps, and etc.) in MoPH hospitals, and the out-of-pocket patients who
stayed less than 48 hours.
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Short stay in-patients were excluded in this study because such cases were less costly
and less chance to be unable to pay and FCI cases.

4) Sample size

Sample size calculation was based on the probability of having 5% chance to meet
inability-to-pay case or financially catastrophic event in each study hospital with 2.5%
precision at 95% confidence interval. The calculation was carried out using EPI INFO
version 6.0 software. A total of 1734 admitted cases (289*6) from 6 types of hospital
were needed and recruited.

5) Data collection;

5.1 The questionnaire form consisted of six sections. The first section contained
general information on socio-demographic characteristics. The second section
contained the information about care seeking behaviour and health care expenditures
before this admission. The third section contained the questions related to financial
coping strategies and family’s ability to pay for hospital bills. The fourth section
contained the information on monthly family income and consumption expenditures.
The fifth section contained data transferred from both medical and financial record of
the individuals. The sixth section contained the questions only used for the case in
time-series study.

5.2 The questionnaire was pre-tested by the researcher himself in Ranot Hospital,
Hat-Yai and PSU Hospital in October 1998. The revised questionnaire was used by
trained nurses to interview patients or their close relatives. The nurses were trained by
the researcher in each study hospital. Patient who met the selection criteria was
identified on the day of admission at the admission center every evening by admission
officials. The interviewers initially had an informal visit to the case after getting the
assignment from the head of research team. Subsequently, the formal interview was
done at the ward after the patients had been admitted for 48-72 hours or once before
discharge. The assumption is that most patients have already paid some parts of the
bills after 48-72 hours. The patient or relative was expected to know best about his/her
ability to pay for the bills at the time of interview. The researcher provided
supervision every two weeks at the beginning of two months and prompted feed back
about data quality to the interviewers.

5.3 Definition of terms:

1) Ability to pay (ATP) was defined as the degree of payment affordability for
the costs of illness. It was measured in monetary unit and classified into 3
categories: pay all the bills, pay some parts of bills, and pay nothing. The
categories of ATP were re-grouped into able-to-pay and unable-to-pay in
the analysis.

2) Financial coping strategies referred to the ways that families mobilize their
resources to pay the bills. Resources were classified into intra-household
resources (cash, savings, assets), extra-household resources (borrowing,
family and social networks) and hospital resources / supports (fee
exemption).

3) Financial consequences referred to immediate financial implications in
which occurred after / due to payment such as loss of earning capacity, loss
of productive assets, school leaving of children, indebtedness, and
reduction of essential consumption.

4) Catastrophic costs / catastrophic medical expenses referred to medical
expenditures in which admissions incurred greater than 15% of gross
annual income
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5) Financially catastrophic case / event was operationized by 3 definitions in
this research: Firstly, an FCI event was roughly defined as any inability-
to-pay case asking for fee exemption through medical social workers.
Secondly, FCI event was used to refer to a situation in which financial
consequences happened to a case due to the costs of treatment and the case
had to negotiate for waiving of the bills. By this second definitions, two
financial catastrophe indicators were used, that is, school drop out and
indebtedness. Lastly, FCI was defined as a case whose admission incurred
catastrophic costs

6) Financially catastrophic illness (FCI) was defined as disease / condition that
frequently results in financially catastrophic case / event

7) Family income referred to both regular income and non-regular income of
all income earners in the family including regular income transfer. Regular
income was measured in monthly basis while non-regular income was
measured on yearly basis. Total monthly income was calculated and
extrapolated to annual family income.

5.4 Outcome variables were family’s ability to pay (ATP) and affordable out-of-
pocket expenses while independent variables were socio-demographic profiles, family
resources, disease profiles (DRG), clinical outcome, length of stay, case-mix index
and hospital charges

6). Data analysis; the unit of analysis was a current admission in the study period.
Descriptive statistics (percent, proportion) and Analytic statistics (Chi Square test,
Log-rank test, Survival analysis and Cox regression analysis on family’s ATP) were
employed. The analyses were done by STATA software version 6.0

B. Time-series study (sub-sample in hospital-based survey)

In order to gain more insight information about types and sequences of finance
sources used during the admission among out-of-pocket in-patients, approximately
173 cases (10% of 1731 cases) in the survey hospitals were planned to sub-sample for
the time-series study.

Methods

Every tenth case of the sample in hospital-based survey in each study hospital was
recruited for time-series study. These cases were observed and interviewed on every
billing day until they were discharged. Information about source of finance, the
amount of out-of-pocket money that was payable to the hospital, and total hospital
charges in each billing day were collected. Several source of finance used to pay the
bills were classified into intra-household resource, extra-household resource and
hospital resource. In addition to the sources of finance used, the sequences of
individual’s finance were used for time-series analysis.
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Results

FCI-1 Study Results:

1.General descriptive
Table 2.1: The proportion of out-of-pocket inpatients among study hospitals during
the study period (November 1998 to April 1999)

Hospital Study | # Out-of-pocket | Total hospital %0Out-of-pocket
month | inpatients met to | admissions (cases) patients
criteria (cases)

Community 4 350 7,423 5

Songkhla 4 450 11,129 4

Hat-Yai 5 700 14,730 5

PSU 5 700 11,054 6

Rajyindee 6 800 2,622 31

Friendship unity | 6 350 924 38

In the study period, there were differences in numbers of out-of-pocket in-patients
met to our selection criteria and total hospital admissions in different hospital settings
as shown in Table 1. The difference in time duration of study was also shown in the
second column. Community and Songkhla Hospitals took only 4 months while Hat-
Yai and PSU Hospitals took about 5 months to finish the study. The two private
hospitals were terminated the study at 6 months although sample size could not be
achieved as initial planned. The third column is the actual figures of total hospital
admissions in the study period. The last column, estimated out-of-pocket in-patients
who resided in Songkhla Province, accounted for 5%, 4%, 5%, 6%, 31% and 38% of
total hospital admissions for community hospitals, Songkhla, Hat-Yai, PSU,
Rajyindee, and Friendship Unity Hospital respectively. The proportion of these out-
of-pocket in-patient in each hospital might be under-estimate because the numbers of
out-of-pocket in-patient in the third column were under-reporting. Some of them who
fitted to the criteria but stayed less than 48 hours were not included and some were
loss to interview.

Table 2.2: Sample distribution

Hospitals # Out-of-pocket Cases % % Case collected
in-patients met to | collected | Sample
criteria (cases)

Comm. 350 332 19 95

Songkhla 450 300 18 67

Hat-Yai 700 295 17 42

PSU 700 299 17 43

Rajyindee 800 258 15 32

Friendship unity | 350 247 14 70

Total 1731 100

Since there was no exact numbers of out-of-pocket patients in the routine record
system, an estimation of out-of-pocket in-patients who met our selection criteria was
made by crude counting during the study period as shown in the second column. The
third column was sample in-patients in each study hospital. A few numbers of in-
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patients who fitted the criteria could not interview in time due to our limitations. For
instance, an interview could not be performed by trained nurses who had been
working at the day of patient discharged. Some index cases could not participate the
interview due to illness and no caretaker at the time of visit. The last column show
percent cases collected in each hospital. Almost all in-patients in community hospitals
were recruited while those of Rajyindee Hospital were recruited in the lowest
percentage. The disproportion of trained nurses to cases in some hospitals was the
another reason of case losing and led to consume more time to complete the study.

Table 2.3: Admitted ward & hospitals

HOSPITAL Admitted ward (cases, percent)
(cases) OBG Surg Med Ped Ortho | EENT | Others
Community 60 61 209 1 1 - -
(332) (18.1) [(184) |(62.9) |(0.3) (0.3)
Songkhla 128 63 95 - 10 4 -
(300) (42.7) | (21.0) | (31.7) (3.3) (1.3)
Hat-Yai 132 50 112 1 - - -
(295) (44.7) [ (17.0) |((38.0) |(0.3)
PSU 79 63 38 50 18 42 9
(299) (26.4) |[(21.1) |(12.7) |(16.7) |(6.0) (14.1) | (3.0
Rajyindee 25 47 121 29 24 11 1
(258) (9.7) (18.2) | (46.9) |(11.2) |(9.3) (4.3) (0.4)
Friendship Unity 35 13 157 42 - - -
(247) (14.1) | (5.3) (63.6) | (17.0)
Total 459 297 732 123 53 57 10
(1731 cases) (26.5) [ (17.1) |(42.3) | (7.1) (3.1) (3.3) (0.6)

Approximately 42% of our subjects were admitted in department of medicine.
Obstetrics & gynecology and surgical cases accounted for 27 and 17 percent
respectively. Medical cases, while most of the patients in large government hospitals
were Obstetric & gynecology cases, dominated the patients in community hospitals.
Private hospitals clients were mainly admitted in the department of medicine.
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Table 2.4: Socio-demographic characteristics
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Socio-demographic characteristics Patients Relatives
Respondent, cases (percent) 1338 (77) 393 (23)
Age in year; mean (SD) 33 (17) 36 (10)
Sex; male% (female%) 37 (63) 25 (75)
Education; primary school & below (%) 64 54
Education; secondary school & above (%) 36 46

**Only patient’s characteristics**

Marital status, percent

married 69, single 21, others 10

Occupation, percent

unskilled employees 46
no job / housewife / student / aged 42

Others 12

Residence, percent

urban 50, rural 50

District-residence, percent

Hat-Yai 39, Maung 13, Sadao 8, Ranot 7,

Rathaphum 6, Others 34

Religion, percent

Buddhist 86, Islam 13, Others 1.0

Principal source of income, percent

Wages Employment 46,
Agriculture / subsistence 25
Trade / merchant 23, Others 6

Seventy-seven percent of the respondents were patients themselves and 23 percent
were their relatives. Sixty-three percent of the patients and 75 percent of the relatives
were female. Their education were mostly below secondary school. Sixty-nine percent
of the patients were married while 21 percent were single and dependent. The major
occupation of the patients, unskilled employees, accounted for 46% while the groups
of jobless, housewife, students, children and elderly comprised 42%. The place of
residence was urban or rural area in equal proportion. Most of the patients lived in
Amphur Hat-Yai, Maung, and Sadao. Eighty-six percent were Buddhists and 13
percent were Mulslims. The principal source of revenue of the families was generated
from wage employment (46%), agriculture (25%) and merchant or trader (23%).

Table 2.5: Monthly family income (Baht)

Monthly family income (Baht)
Hospital mean median minimum maximum
Community 7,287 5,000 833 60,125
Songkhla 7,145 5,000 1,666 120,000
Hat-Yai 7,694 6,000 500 113,000
PSU 12,388 6,000 983 400,333
Rajyindee 33,765 22,000 1,000 550,500
Friendship 14,807 15,000 1,000 60,000
Unity

Only 4 of total subjects did not agree to disclose their family income and expenditure.
Information on income was collected from all sources of income in the family.
Monthly income was calculated from the sum of regular income of all income earners
on a monthly basis and other non-regular revenue including income transfer that were
collected on a yearly basis then divided by 12. Average monthly income of the
patients who sought care at private hospitals (Rajyindee and Friendship Unity
Hospital) was much higher than that of the patients in government hospitals. Median
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income of the patients in small government hospitals was lower than that of those in
large hospital. For instance, median income of community hospital clients was 5000
Baht per month while that of Hat-Yai hospital was 6000 Baht.

2. Current admission
2.1) Seek care behavior
Table 2.6: Care seeking behaviors before this admission (>1 answers)

Cases Percent of those ever sought care
Ever seek care 470
e Seek care at health center 47 10
e Seck care at clinic 232 49
e Seck care at govt. hospital 216 46
e Seck care at private hospital 66 14

*Notice that the sum of percent are greater than 100 because the choice for seeking
care is not mutually exclusive.

Only 470 cases, 27% of our sample, had sought care somewhere prior to this
admission. Places of seeking care were as follows: 10% sought care at health centers,
49% at private clinics or poly-clinics, 46% at government hospitals and 14% at
private hospitals.

Subgroup analysis found that the patients who sought care prior to this admission
mainly confined in PSU (23%) and Rajyindee Hospital (22%). Most were admitted in
department of medicine (41%). Several socio-demographic characteristics were
similar to those who did not.

2.2) Resource use for paying the bills
Table 2.7: Finance sources pay for the first bill

First money use Freq. Percent of those who
paid

Cash / Savings 1034 89.3

Borrowing 95 8.2

Sales of value asset 8 0.7

Sales of store / stock 6 0.5

Networks 15 1.3

Total 1158 100.0

*Note: Networks mean that resources used derive from extra-households such as
family networks and social networks of the families

1158 out of 1731 cases (66.9%) had paid money for the bills, at least one bill, at the
time of interviewing. Most of the cases who used their cash or savings for paying the
first bills, accounted for 89%. And 8.2% of resources were borrowing from their
relatives / friends / informal moneylenders.
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Table 2.8: Source of finance for paying all the bills in this admission (>1 answers)

Source of finance Freq Percent
Cash 1543 89.1
Savings 579 33.5
Sales of value asset 60 3.5
Sales of stock 39 2.3
Borrowing 370 21.4
Networks 70 4.0
Partial / Full fee exemption | 350 20.2

For the current admission, the most common source of finance for paying the bills
came from cash accounting for 89%. About 21.4% of cases had to borrow cash from
informal money lenders, their friends and/or their kin. Networks contributing 4
percent derived from their friends, relatives or neighborhood. 20% of cases had to
negotiate with medical social worker in the government hospital for waiving the bills.

Resource use among the patients who sought care prior to this admission were slightly
difference from those who did not: 88 percent use cash / mobilize savings, and 9
percent borrow cash for paying the first bill, and 26 percent use borrowing as one of
finance source in this admission.

3.Ability to pay
Table 2.9: Family’s ability to pay for this admission (all patients)

Family ability to pay Reported ATP Actual ATP
(Freq, percent) (Freq, percent)

pay all 1206 (69.7) 1381 (79.8)

pay some 498 (28.8) 318 (18.4)

pay none 27 (1.5) 32 (1.8)

Total 1731 (100) 1731 (100)

At the time of interview, most of the patients who had paid money have judged and
reported whether they were able to pay for the bills or not. Only a few cases could
not estimate how much the medical expenses were. Therefore, there were both under-
reporting and over-estimation as compared with actual payment status. From Table
2.9, nearly 70% of the subjects reported that they were able to pay all of hospital
bills, but 80% were actually able to pay all bills. In addition, 1.5% of cases reported
that they were able to pay some parts of the bills, but this figure increased to 1.8%
indicating that some who reported they could pay some actually paid none at
discharge. The 10 percent who actually paid all even though they argued they could
not, possibly derived extra-finance from extra-household resources.

Ability to pay for this admission might be reduced in some cases owing to the
subjects having sought care elsewhere before being admitted in the study hospitals.
We also analysed whether reported ATP of the patients who had sought care prior to
this admission was lower than that of those who had not. Slightly lower ATP was
shown (results not shown): 64 percent reported pay all and 77 percent actually pay all
among the patients who had sought care compared to 72 percent reported pay all and

81 percent actual pay all among those who had not.
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Figure 2.1: Family’s ability to pay by income quintile
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Family’s ability to pay increased by income quintile as shown in Figure 2.1. Reported
and actual pay-all were always higher in higher income quintile while reported and
actual pay-some were always lower in higher income quintile. These findings imply
that higher income patients had higher reported and actual ability to pay than lower
income. Lower income patients were more likely than higher income patients to be
able to pay only some parts of the bills.

Table 2.10: Actual payment status of all patients

Hospital Payment Status
(cases) able to pay (in full charges) unable to pay
Community (332) 253 (76.2) 79 (23.8)
Songkhla (300) 223 (74.3) 77 (25.7)
Hat-Yai (295) 219 (74.2) 76 (25.8)
PSU (299) 189 (63.2) 110 (36.8)
Rajyindee (258) 258 (100.0) 0
Friendship Unity (247) 239 (96.8) 8(3.2)
Total (1731 cases) 1381 (79.8) 350(20.2)

Payment status of the patients regarding this current admission were classified as able
to pay (80% of cases) and unable to pay (either able to pay some or pay none- 20% of
cases). The proportion of family’s ability-to-pay differed from one hospital to another.
Patients in government hospitals had more unable-to-pay cases than those in private
hospitals. The magnitude of inability-to-pay among the patients in the government
hospitals was increased when the level of hospital facilities increased. The proportion
of inability-to-pay ranged from 23.8 to 36.8% in government hospitals.
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4 .Financial implications
Table 2.11: Financial implications due to payment for current admission

Impact of payment # of cases (% of total) | Able-to-pay | Unable-to-pay

e Reduction of essential | 644 (37.2) 430 214
consumption

e School drop-out 14 (0.8) 8 6

o Indebtedness 194 (11.2) 108 86

Of 1731 cases in the FCI-1 study, 676 cases (39%) reported some financial
consequence happened due to payment in this current admission. Reduction of
essential consumption, school drop-out, and indebtedness were 37.2, 0.8, and 11.2
percent respectively. Only a few cases who were faced with the impact(s) were also
unable-to-pay cases as shown in Table 2.11.

Time-Series Study Results:

5.Time-series findings related to coping methods
Table 2.12: Case distribution in time-series study

Hospital Freq Percent
Community 12 8.3
Songkhla 28 19.4
Hat-Yai 27 18.8
Songklanagarind 36 25.0
Rajyindee 22 15.3
Friendship Unity 19 13.2
Total 144 100.0

There were 144 out of total 1731 cases that were sub-sampled to focus the types and
sequences of finance sources for paying the bills in every billing day and discharge
day. The distribution of cases was shown in Table 2.12.

Table 2.13: Source of finance and its description

Finance source Description

Intra-household resources Cash / Saving / Assets
Extra-household resources Borrow / Family or social networks
Postpone payment Postpone payment or temporary Debt
Discount Discount

Fee exemption Fee exemption

In the existing situation of billing, there was no absolutely standard policy among
government hospitals. Some hospitals were allowed patient or relative to pay only one
time on the discharge day. Some let the patients or relatives pay at once the physician
prescribed the drugs. A few hospitals was required the patients or relatives to pay the
bills every 3 days. In short, there were 5 methods of finances use among patients
who sought care at health institutions. All sources were summary in Table 2.13.
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Table 2.14: Source of finance in different times (bill-day)

Source of- ORDER OF BILL
Finance Billl | Bill2 | Bill3 | Bill4 | Bill5 | Bill6 | Bill7 | Total
(%)
Intra-household 119 90 46 13 9 3 1 281
resources (79)
Extra-household 9 3 2 1 2 0 0 17
resources (5)
Postpone 13 6 1 2 0 0 0 22
payment (6)
Discount 2 10 1 2 2 1 0 18
(©)
Fee exemption 1 9 6 2 0 0 0 18
)
Total 144 118 56 20 13 4 1 356
(100)

A total of 356 bills was collected among 144 patients in the time-series study. The
intra-household and extra-household resources use were 79% and 5% respectively.
The most common finance source use in the first bill-day (The first column, Bill 1)
was intra-household resources. Only 1 out of 144 reported cases had asked for partial
fee exemption since first bill day. Thirteen out-of 144 cases had no cash to pay for the
first bill and had to postpone payment.

There were several patterns of coping sequences for paying the bills in current
admission. Their complexity depended on the numbers of bill-day and method used.
The maximum numbers of sequence corresponded to 7 billing days, while the
minimum was 1 billing day. As there were a large numbers of patterns, the same
finance used on consecutive billing day was counted only one time. As a result, for
easy understanding, finance sources were re-classified as shown in Table 2.15.
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Table 2.15: Sequence of resource use in different times (bill-day), Status post
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modification

Sequence Freq Percent
1 88 61.11
12 2 1.39
121 2 1.39
125 1 0.69
131 3 2.08
135 2 1.39
14 14 9.72
15 7 4.86
2 3 2.08
21 1 0.69
235 1 0.69
24 2 1.39
25 2 1.39
31 7 4.86
3121 1 0.69
31232 1 0.69
35 4 0.7
4 2 1.39
5 1 0.69
Total 144 100

Note: 1 = intra-household resources, 2 = extra-household resources, 3 = postpone
payment, 4 = asking discount, 5 = fee exemption

61% of cases used absolutely their intra-household resources to pay the bills. 10% of

cases used their intra-household resources first and then asked for discount at the day

of discharge. Nearly 5% of cases first postponed payment but could finally pay by

intra-household resources. The other 5% used intra-household resources, followed by

asking fee exemption at the day of discharge. The rest 20% used other patterns of

sequence.
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6.Length of stay, hospital charges and out-of-pocket expenses

Table 2.16: Average LOS, charges, and out-of pocket expenses among study
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hospitals.

| Comm. [SK  |HY |PSU |RYD |[FU | Overall
1.LOS
mean | 4.2 5.7 6.0 9.5 5.7 3.8 59
SD 53 4.5 4.9 8.9 8.0 2.7 6.4
min 1 2 2 3 2 1 1
max 39 35 35 79 94 31 94
2.CHARGE
mean 1,284 3,240 | 5,702 8,849 23,531 |4,184 7,412
SD 1,810 3,116 | 9,455 9,701 55,465 | 14,136 | 23,884
min 80 150 305 299 2,533 445 80
max 17,565 17,633 | 111,729 | 82,099 | 844,159 | 214,760 | 844,159
3. Out-of-pocket expense / Charge ratio
mean 86 87 85 77 100 98 88
SD 28 25 29 34 0 12 26
min 0 0 0 0 100 0 0
max 100 100 100 100 100 100 100
4. Charges as % annual income
mean | 2.5 5.6 14.7 13.1 13.4 3.1 8.7
SD 43 7.0 109.0 18.3 45.6 8.7 49.3
min 0 0.1 0.1 0.2 0.4 0.2 0
max 47.4 58.8 1862.2 148.3 683.5 119.3 1862.2
5. Out-of-pocket expenses as % annual income
mean 1.8 4.1 7.4 8.1 13.4 2.5 6.1
SD 3.1 4.5 23.5 13.0 45.6 4.4 21.3
min 0 0 0 0 0.4 0 0
max 32.1 38.8 359.0 148.3 683.5 32.0 683.5

Hospital charges and length of stay among government hospitals increased by level
of facilities. Average LOS varied from 4-10 days. Average hospital charges of
community hospitals was the lowest while Rajyindee Hospital was the highest. Out-
of-pocket to charge ratio declined when level of facilities was higher among
government hospitals and highest in PSU Hospital. Out-of-pocket to charge ratio
indicated the level of affordability, as well as, the level of hospital subsidy to the

patient individuals. Hospital charges in this admission ranged from 2.5-14.7 percent

of annual income. The share of out-of-pocket payment, out-of-pocket expenses as
percent of annual income for current admission, varied from 1.8-13.4 percent. On
average, the affordable out-of-pocket expenses was 6.1 percent of annual income.
The difference of hospital charges and out-of-pocket expenses as percent of annual
income was shown in Figure 2.2.
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Charge/income vs. Out-of-pocket
expense/income by income decile
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Figure 2.2: Charges and out-of-pocket expenses
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Charges and out-of-pocket expenses to income ratio by income decile were shown by
Figure 2.2. The highest charge / income and out-of-pocket expense / income ratio of
25.8% and 13.5% were demonstrated in the lowest income. The lowest charge /
income and out-of-pocket expense / income ratio of 3.8% and 3.7% were
demonstrated in highest income. The difference gap in each decile reflected the

amount that needed financial assistance.

7) Out-of-pocket expenses as percent of family income
Table 2.17: Total hospital charges incurred by all sample and the patients with high
out-of-pocket expenses exceeding 5, 10, 15 and 20 percent of Family income

Out of pocket expenses | Number of | Percent of | Total charges |Percent of Total
as % family income [sample (case)| sample (Baht) charges
5% or less 1237 72 4,384,539 34
more than 5% 490 28 8,372,852 66
10% or less 1496 86 6,977,244 55
more than 10% 235 14 5,780,147 45
15% or less 1596 92 8,339,630 65
more than 15% 135 8 4,417,761 35
20% or less 1651 95 9,125,025 71
more than 20% 80 5 3,632,365 29
All sample 1727 100 12,757,391 100

Nearly 72 percent of total subjects paid out-of-pocket less than 5 percent of annual

income. Those who paid out-of-pocket expenses exceeding 5, 10, 15, and 20 percent
of income accounted for 28, 14, 8, and 5 percent respectively. The patients with high

out-of-pocket expenses relative to their income incurred total hospital charges that

represented a disproportionate share of all charges of all cases. For example, patients
with out-of-pocket expenses exceeding 15 percent of income, constituted 8 percent of
all sample, yet accounted for 35 percent of total hospital charges for all sample.
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8) Disease profile and DRGs

All sample in the FCI-1 study were re-grouped by DRG Grouper. There was a total of
224 DRGs with relative weights ranging from .05 to 7.54 (excluded 7% non-
meaningful DRGs; 128 records)

Table 2.18: Ten most common DRGs, mean charges and average LOS (FCI-1 study)

Charge (Baht) LOS
DRG DRG Description N SK PSU | Raj. (days)
RW)

183 Esophagitis, Gastroenteritis & 161 | 1130 | 3751 | 5972 3
(.42) Misc Digestive Disorders age >

17 W/O CC
373 Vaginal Delivery W/O 154 | 1586 | 2145 | 11550 |5
(.30) Complicating Diagnoses
371 Cesarean Section W/O CC 96 5966 | 8803 | 28187 |6

(.85)

384 Other Antepartum Diagnoses 60 3605 [3480 | 11783 |4
(.39) W/O Medical Complications

420 Fever of Unknown Origin age > | 50 1059 | - 13281 |4
(.66) 17 W/O CC
321 Kidney & Urinary Tract 45 1173 | - 8519 5

(.65) Infections age >17 W/O CC

184 Esophagitis, Gastroenteritis & 32 1299 | 6635 | 6026 3
(.22) Misc Digest Disorders age 0-17

450 Poisoning & Toxic Effects of 31 1731 |- - 3
(.67) Drugs age >17 W/O CC

421 Viral Illness age >17 29 585 2430 | 8077 4
(.58)

69 Otitis Media & URI age>17 28 669 - 12460 |3
(.51) W/O CC

Total 686/1603*100 = 42.8% 686

Note: SK = Songkhla Hospital, PSU = Songklanagarind Hospital, Raj = Rajyindee
Hospital., W/O = without, CC = co-morbidity / complication

Table 2.18 demonstrated 43 percent of cases in terms of the ten most common DRGs.
It was so obvious that the charges were not homogeneous between the government
and private hospitals. Thus, charges of the same DRG were broken down by different
types of hospital. The second column just showed only charges of three hospitals,
namely, Songkhla, PSU, and Rajyindee Hospital. Common DRG items tended to have
relatively low charges, except cesarean section (DRG 371). When considering each
DRG, charges of almost all DRGs were the cheapest at the general hospital (SK),
followed by the university hospital (PSU), and charges at private hospital (Raj) were
the most expensive.

40




41

Table 2.19: Ten most high-cost DRGs (by charges) in the FCI-1 study

DRG (RW) | DRG Description N Charge LOS
(cases) | (Baht) (days)

483 (4.11) | Tracheostomy Except for Face, 1 844,159 94
Mouth & Neck Diagnoses

3 (2.88) Craniotomy age 0-17 1 167,639 15

400 (2.17) | Lymphoma & Leukemia W Major | 1 59,861 12
O.R. Procedure

330 (.28) Urethral Stricture age 0-17 1 58,051 6

14 (1.47) Specific Cerebrovascular 3 49,103 26
Disorders except TIA

358 (1.31) | Uterine & Adnexa Proc for Non- 1 42,949 5
Malignancy W Cc

301 (1.02) | Endocrine Disorders W/O Cc 2 41,879 17

451 (.34) Poisoning & Toxic Effects of 3 39,929 14
Drugs age 0-17

219 (.91) Lower Extrem & Humer Proc 1 39,922 4
except Hip, Foot, Femur Age >17
W/O CC

2 (3.83) Craniotomy for Trauma age >17 1 37,280 21

Total =14/1603*100=0.87% 14

Ten most high-cost DRGs by charges, which account for 0.87% of cases, were shown
in Table 2.19. Each high-cost DRGs had very few volume of cases. Relative weights
ranged from .28 to 4.11. Only 4 DRGs had relative weight greater than 2. Thus, high-
cost DRGs as defined according to charges were not appropriate.

9). Difference between able-to-pay and unable-to-pay groups
Table 2.20: Some important variables of interest between two groups

able-to-pay unable-to-pay Mann-Whitney test,
(1381 cases) (350 cases) P-value
Income (Baht) 14,972 6,229 <.0001
Charges (Baht) 7,360 7,622 <.0001
Charge as % annual 6.1 18.6 <.0001
income
Out-of-pocket 7,360 2,693 <.0001
payment (Baht)
Out-of-pocket as % 6.1 5.9 5466
annual income
LOS (Day) 5 9 <.0001
Case-mix index 1.1 1.2 .0018

Most of the variables presented in Table 2.20 showed significant differences between
able vs. unable-to-pay groups except out-of-pocket payment as percent of annual
income. Unable-to-pay patients tended to have low family income, high average
hospital charges, more severe disease, long hospital stay, and low affordability as
compared to able-to-pay group. Charges as percent of income in unable-to-pay group
were 3 times higher than able-to-pay group.
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Table 2.21: Clinical outcome and ATP
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Clinical outcome* (cases)

ATP improve | notimproved | referred dead Total
d

able-to-pay 1342 10 29 0 1381
(97.2) (0.7) (2.1) (0) (100.0)

unable-to-pay 333 5 10 2 350
(95.1) (1.4) (2.9) (0.6) (100.0)

Total 1675 15 39 2 1731
(96.8) (0.9) (2.3) (0.1) (100.0)

Note: * statistically difference, P-value=0.016

Clinical outcomes as classified by 4 categories were shown in Table 2.21. They were
statistically significant between able-to-pay and unable-to-pay groups.

10). Survival Analysis: Results

Payment status of the patients regarding the current admissions were classified as
able to pay and unable to pay (either able to pay some or pay none). Since the study

was designed according to stratification by hospitals, stratified analysis was

performed. All 258 cases from Rajyindee Hospital were excluded from this part of
analysis because all in this hospital were able to pay (no failure event) for the bills and
gave no information as predictor of ATP within the hospital. A total of 1472 cases,
thus, were used for survival analysis. There were 350 cases with failures data and
1122 cases with censors data. The amount of upper limit out-of-pocket payments
(maximum affordable level) that were able to pay was treated as survival money

instead of using survival time as conventional survival analysis.
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Table 2.22: Survival analysis results
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# of cases Maximum affordable limit logrank
(Baht) test™®
able unable 25% 50% 75% P-value
Age group 0.206
<15 year 89 26 3,295 20,647
15-30 493 144 3,000 11,880
31-45 299 90 3,661 20,145 .
46-60 162 63 3,000 9,625 44,987
>60 79 27 4,800 12,111
Sex 0.561
male 380 132 3,403 10,430 44,987
female 742 218 3,362 18,173
Education <0.0001
primary school 721 262 3,000 9,313 44,987
secondary 266 68 4,000 21,542
> secondary 135 20
Occupation <0.0001
skilled 105 22 44,987 | 44,987
unskilled 580 152 3,600 15,853 .
jobless 438 176 3,010 8,885 21,542
Residence 0.056
urban 528 150 4,300 44,987 .
rural 594 200 2,600 8,258 21,542
Religion 0.092
Buddhist 965 285 3,500 18,173 .
Islam 149 63 2,000 5,794 9,313
others 9 2 4,400
Family size 0.119
<=2 persons 222 64 3,354 .
3-4 486 133 3,640 20,145
5-6 322 104 4,000 10,430 .
>=7 92 49 2,184 4,980 20,647
Income earners <0.0001
0-1 person 314 153 2,170 9,313 44,987
2 586 145 4,641 14,700
>=3 222 52 4,000
Income class <0.0001
(Baht)
<3000 75 55 1,000 3,900 7,757
3001-6000 322 168 1,885 5,000 18,173
6001-12000 396 102 4,000 20,145
12001-30000 283 17
>30000 46 8
Charges (Baht) <0.0001
<=2500 713 127 2,200 .
2501-7500 256 121 3,500 7,250
7501-15000 113 65 5,014 .
>15000 40 37 6,266 21,542
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# of cases Maximum affordable limit logrank
(Baht) test™
able unable 25% 50% 75% P-value
Length of stay 1251
<=3 days 522 67 5,100
4-6 399 122 3,775 . .
>6 199 161 6,266 8,350 44,987
Case-mix index 0.5496
<lL.5 959 272 3,415 18,173
1.5-3.0 78 30 3,811 . .
>3.0 12 18 2,800 11,039 44,987
Total 1472 cases 1122 350 3,363 14,700

Note * = logrank test stratified by hospital

Table 2.22 showed results using life-table method. Several categorical variables were
explored and tested by using logrank test. Ability to pay in the subgroups of various
independent variables were compared. The second and third columns were crude
counts of those who were able vs. unable to pay (i.e. neglecting level of charges but
concentrating on final payment status). The next three columns were the upper limit
of affordable level or maximum affordable limit at 25, 50, and 75 percentile. The
explanation of ability to pay for each subgroup of independent variable are as follows:
among patients aged less than 15, 25 percent of the subjects would be unaffordable if
charges exceed 3 295 Baht, and 50% would be unaffordable if charges exceed 20 647
Baht, and there was no third quartile of maximum affordable limit in this age group
because more than 25 percent were still able to pay the bills. In contrast, among the
patients aged 46-60 years, 25 percent of the subjects had reached their maximum ATP
at 44 987 Baht. The last column was the results of logrank test. The logrank statistics,
which has a chi-square distribution, was used to test whether the difference in the
survival profiles for various subgroups was statistically significant. For age group, p-
value of logrank test, after stratifying by hospital, was 0.206 (Chi-square of 5.92 with
4 degree of freedom). It was concluded that ability to pay was not significant
difference among age groups.

According to the last column, several explored variables had statistical difference
among subgroups except patient’s age group, sex, religion, place of residence, family
size, LOS and case-mix index. As expected, the upper class always had better ability
to pay as shown by 25% and 50% of upper limit of affordable level. On average, half
a sample were unaffordable at expenses of 14 700 Baht.

All results above were crude estimation of family’s ability to pay. Life-table analysis
showed that we did not have evidence of an association between ATP and biological
factors (such as patient’s age and sex), and some demographic variables (such as
place of residence, religion, and family size). On the other hand, hospital charges and
some socio-economic variables such as patient’s education, occupation, income class,
and hospital charges were consistently shown to be associated with family’s ability to

pay.

All the variables in Table 2.22 were used to test as independent predictors of family’s
ability to pay in multivariate analyses using Cox regression. Since hospital charge and
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LOS are highly correlated, only hospital charge was entered in the modeling
(Correlation coefficient, r=0.4852).

As patients under 15 years old, whose payment status was dependent of their families,
we also excluded 115 records in this part of analysis to avoid their effect to family’s
ability to pay. A total of 1357 cases remained in the multivariate regression analysis.

Table 2.23 showed the results of various modeling using Cox regression. On the
leftmost column, all variables in Table 2.29 were included. The second column is a
full model including all variables with a log likelihood of —1354.3078 as a referent
model. The remaining models had fewer variables than the full model. For example,
Model 1 in the third column, age group was omitted, the log likelihood value changed
to —1355.5779. When the difference of this log likelihood value and the log likelihood
of the full model is multiplied by -2, it is a log (likelihood ratio) of 2.54 with 4 degree
of freedom. Consequently, this gives a P value of 0.4681 that is not statistically
significant. Thus, we concluded that age group was not a significant predictor after
adjusted by the remaining variable in the model. All the remaining models were tested
in similar fashion. In conclusion, education, occupation, income class, and hospital
charges were the significant predictors of ATP.

So far, we have explored the association between multiple explanatory variables and
the survival outcome by using Cox regression models. The Cox’s proportional
hazards model assumes that the hazard rate for an observation is proportional to exp(f3
ix;) for each independent variable x; over the entire time span of the data. In other
word, the hazard proportions observed in one period agree with the hazard proportions
observed in another. This may not be a valid assumption. It is therefore necessary to
check whether the data suggest a significant departure from the assumption of
proportional hazards. This can be do by using STATA software. The Global test, a
test for checking the valid of proportional hazard assumption, has Chi-square
distribution. The P-value for the Chi-square indicates the probability that the data
could have been obtained under the null hypothesis of proportional hazards. If the P-
value is very low, then we should accept that the data suggest significant violation of
the proportional hazards assumption. Based on the fitted or full model in Table 2.23,
we check for our data-set whether our model conformed with proportional hazard
assumption or not. The test , giving Chi-square of 33.77 with 25 degree of freedom
and P-value of 0.1129, means that the assumption was valid for our data.

In conclusion, both life-table and Cox regression analysis show that patient’s
education and occupation, income class, and hospital charges seemed to be highly
associated with family’s ability to pay.
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Table 2.23: Multivariate analysis using Cox regression
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Variable Full model | Model 1 Model 2 | Model 3 Model4 | Model 5 | Model 6 | Model 7 | Model 8 | Model 9 | Model 10 | Model 11

age group (4 levels) + + + + + + + + + + +

sex (2 levels) + + + + + + + + + + +

education (3 levels) + + + + + + + + + + +

occupation (3 levels) + + + + + + + + + + +

residence (2 level) + + + + + + + + + + T

religion (3 levels) + + + + + + + + T + T

# income earners (3 + + + + + + + + + T +

levels)

# family size (4 levels) + + + + + + + + + + +

income classes (5 levels) | + + + + + + + + + + +

case-mix index (3 levels) | + + + + + + + + + + +

hospital charges (4 + + + + + + + + + + +

levels)

Log likelihood -1354.31 -1355.58 | -1354.97 | -1360.78 | -1357.68 | -1355.26 | -1355.05 | -1356.73 | -1356.85 | - -1355.24 | -1360.26
1377.79

Likelihood ratio test, Chi | - 2.54 (4) 1.32 (1) 1294 (2) | 6.74(2) 1.90 (1) 1.48 (2) 4.84 (2) 5.08 (3) 49.96(4) | 1.87 (2) 11.90 (3)

square (df)

P-value - 4681 2498 .0015 .0344 .1676 5246 .0890 .1660 <.0001 3932 .0077

Test of proportional 33.77 (25) | - - - - - - - - - - -

hazard assumption,Chi- | 0.1129

square (df)
P-value
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11. Inability to pay and FCI incidence in Songkhla Province

a) Weighted calculation for proportion of FCI

A total of 1,731 cases in the FCI-1 study was completely collected from 6 types of
hospitals in different times. Community hospitals completely collected within 4
months. Songkhla, Hat-Yai and Songklanagarind collected in 5 months. Rajyindee
and Friendship Unity Hospital completed data collection in 6 months. Since the data
were obtained from out-of-pocket in-patients different time duration of study, we used
the reciprocal of time duration as weighting factor to calculate the weighted
proportion of FCI.. Explanations are as follows: In the hospital 1, the proportion of
unable-to-pay cases is ui/n;, where u; = numbers of unable-to-pay and n; = sample size
in the hospital i. In each hospital, the sample n; is recruited in m; months; thus, the
contribution of the hospital i is nj/m;, where m; = total months of the study.

(i)

T (%)

Therefore, the weighted average of ui/n; is 2

e

ni

z ()

b) The incidence of FCI among out-of-pocket in-patients in Songkhla Province

As shown in Table 2.24, the incidence of FCI depended on the definitions. By the first
definition, FCI as inability-to-pay cases, FCI incidence was 21.5%. According to
second definition of FCI, on one hand, if we considered that school dropout as an
indicator for financial catastrophe, the magnitude of FCI was 0.36%. On the other
hand, if we considered indebtedness as indicator, the FCI incidence was 4.85%. By
the last definition, FCI as case whose admission incurred out-of-pocket expenses
greater than 15% of annual family income, the incidence was 7.5%
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Table 2.24: Weighted proportion of FCI in various definitions
SIZE | MON | WEIGHT UNABLE-TO-PAY (U) UNABLE-TO-PAY & UNABLE-TO-PAY & >=15% OF INCOME (Z)
TH (W) SCHOOL DROP-OUT(X) | INDEBTEDNESS (Y)
Hosp n; m; n;/m; U Pl = W*P1 X; P2 = W*P2 Vi P3 = W*P3 Z; P4 = W*P4
ui/ n; Xi/ n; yl/ n; Z;/n;
Comm. | 332 4 83 79 238 19.75 1 .003 .249 23 .069 5.73 5 .015 1.245
SK 300 4 75 77 257 19.28 2 .007 525 20 .067 5.03 10 .033 2.475
HY 295 5 59 76 258 15.22 2 .007 413 14 .047 2.77 27 .092 5.428
PSU 299 5 59.8 110 .368 22.01 1 .003 124 29 .097 3.99 44 147 6.05
RYD 258 6 43 0 0 0 0 0 0 0 0 0 48 .186 11.123
FU 247 6 41.17 8 .032 1.31 0 0 0 0 0 0 5 .020 .86
All 1731 350 6 86 139
W= Z(W*P1) Z(W*P2) Z(W*P3) Z(W*P4) =27.18
360.97 =77.57 =1.31 =17.52
Weighted proportion = X(W*P) / XW =21.5% | 0.36% 4.85% 7.53%

Note: The unit of data is number of cases. Month =study month, Size n= sample, size N= total out-of-pocket, Unable-to-pay = in-patients who are unable to pay the whole
bills, >=15% of income = Out-of-pocket expense >= 15% of income.
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12. Computation of financial requirements for protection against FCI among out-of-
pocket admissions in Songkhla Province

In FCI-1 study, our sample were assumed to represent a population of out-of-pocket
admissions in Songkhla during 6 months period. The assumption in our calculation is
that there are no seasonal variation in a year and very few readmission rate. The
subsidization is the amount of what the hospital charged minus what the patient or
family paid. For better understanding, the data are displayed by graph in Figure 2.3,
and Figure 2.4.

Current hospital subsidization = 3,450,748.00 Baht per year
100000 — ‘
.
10000 '
oo rr Ll
© 1000
A
100
10
1 —

\ \ \ \ \
1 1731
Id sorted by hospital charges

Figure 2.3: Charges, paid and hospital subsidization

In Figure 2.3, a smooth curve line represents total charges for admission. The order of
subject is sorted by hospital charges A vertical line joins two variables of each
subject. The upper end is the charges and the lower end is the amount of money paid
to the hospital. Thus, the line reflects the subsidization from the hospital. Since Y-axis
is in logarithmic scale, the length does not represent the amount. The total amount of
subsidization in current situation is 3,450,748 Baht per annum.
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Subsidization if charge > 15% income

100000 —| Total budget = 6,566,592.00 Baht per year

10000 |
S 1000 -
@
i
100 | -
10 -

\ \ \ \ \
1 1731
Id sorted by hospital charges

Figure 2.4: Subsidization amount & FCI prevented

It was evident that some of these patients had to cope very hard with the payment
before getting hospital support. If we consider that each patient or family should not
pay more than 15 percent of gross annual income for a single admission, the
subsidization would change into Figure 2.4. All subjects with low charges (~ 1000
Baht per admission) will have no subsidization because this level of charges would be
covered by their own family income. In contrast, there is a dense subsidization in the
right-upper side of the curve. These actually cost a lot of money because they are in
the upper part of the logarithmic scale. The total amount of subsidization becomes
6,566,592 Baht per year.

The total population in Songkhla are 1.201,801 in 1999 with approximately 30
percent (355,321 population) of the uninsured. To protect FCI among the insured, if
health insurance is considered as source of funding to raise 7 million Baht per year,
every currently uninsured should contribute about 20 Baht premium per year and pay
user charges of not more than 15 percent of annual income for each hospitalization.

Summary Of The Chapter

A sample of 1731 was collected in 6 types of hospitals in Songkhla during November
1998 to April 1999. Out-of-pocket inpatients who were Songkhla residents ranged
from 4-38% of total admissions in the study hospitals. The distribution of the sample
varied from 14-19% among 6 types of hospitals. Medical cases, Obstetrics &
Gynecology and Surgical cases accounted for 42.3, 26.5 and 17.1% respectively.
Most of respondents were patients themselves. They were mainly middle aged,
female, married, low educated, poorer employment status. Most of them were
unskilled employees, jobless and dependents. They resided in urban and rural equally.
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Average monthly income of the families in each hospital varied from 7145 to 33502
Baht. The patients who sought care at private hospitals had higher average income
than those of government hospitals. As a first step, most families used any available
cash or savings as source of finance to pay for the bills in the current admission. 89%
used their cash or mobilized savings and 8% borrowed cash as finance source to pay
the first bill. Whilst 21 percent of cases had to borrow cash as one of finance sources
and 20 percent negotiated with medical social workers for waiving the bills in this
admission. Among those who reported financial implications after payment, 37
percent of total suffered to reduce essential consumption in daily life, nearly 1 percent
faced with school leaving of the children, and 11 percent were indebtedness.

Finding from time-series data also showed that family resources used for paying the
bills mainly derived from intra-household. Eighty-eight out of 144 time-series patients
(61%) were completely covered by intra-household resources. 10% of cases used their
intra-household resources first and then asked for discount at the day of discharge.
Nearly 5% of cases first postponed the bill but could finally pay by intra-household
resources. The other 5% used intra-household resources followed by asking fee
exemption at the day of discharge.

Reported ATP during hospital stay was less than actual ATP at the day of discharge.

It seemed that individuals’ self report ATP tended to be under reporting. According
to medical uncertainty, the families suffered to financial insecurity over the time. The
sufferings to the costs ended when the treatment was over. Higher ability to pay at the
end of admission was not straightforward. It should be interpreted with caution, either
ability-to-pay was due to hospitals demanding them to pay all or they coped
themselves by mobilize extra resources to pay all the bills. Ability to pay for this
admission might be reduced due to the patient / family sought care elsewhere before
admitted to this hospital. However, subgroup analysis showed that reported ATP
among the patients who ever sought care prior to admission were slightly poor than
the whole subjects

Family’s ability to pay increased by income quintile. Higher income patients had
much reported and actual ability to pay than lower income. Family’s ability to pay
was different from one hospital to another. Those who could not afford for hospital
bills either in part or the whole bills accounted 0%, 3.2%, 23.8%, 25.7%, 25.8% and
36.8% for Rajyindee, Friendship Unity, Community, Songkhla, Hat-Yai and PSU
Hospital respectively.

Our analysis showed that some important socio-economics determinants of the patient
such as education, occupation, and household income were highly associated with
family’s ability to pay for hospital bills. Whereas we did not have evidence that some
social factors such as place of residence and religion had an association with family’s
ability to pay. On average, half of out-of-pocket in-patients were affordable at the
expenses of 14700 Baht (life-table method).

Hospital charges and LOS among government hospitals were increased when level of
facilities increased. Whilst out-of-pocket expenses to charges ratio declined when
level of facilities were higher. In other words, average out-of-pocket expenses
decreased as charge increased. Charges as % annual income by income decile ranged
from 3.8% in the richest to 13.5% in the poorest. While out-of-pocket expense by
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income decile ranged from 3.7 to 25.8 % of annual income. The gap of difference
between charge/income and out-of-pocket expense/income provided us about
requirement of financial assistance. Charge as percent of income in unable-to-pay was
3 times higher than able-to-pay group. Case-mix index, LOS, and charges were
statistically difference between able vs. unable-to-pay group.The share of out-of-
pockets, out-of-pocket expenses as percentage of annual income varied from 1.8 to
13.4 percent of annual income(average 6.1).

Nearly 72 percent of all sample had out-of-pocket less than 5 percent of annual
income. Out-of-pocket expenses exceeding 5, 10, 15, and 20 percent of income
accounted for 28, 14, 8, and 5 percent respectively. It was evident that there was a
disproportionate share of total billings among the patients with high out-of-pocket
expenses relative to income.

Ten most common DRGs were Esophagitis & gastroenteritis age >17 (DRG 183),
Vaginal delivery (373), Caesarean section (371), Other antepartum diagnoses (384),
Fever of unknown origin age>17 (420), Kidney & Urinary tract infection age>17
(321), Esophagitis & gastroenteritis age 0-17 (184), Poisoning & drug toxic effect age
>17 (450), Viral illness age>17 (421), and Otitis media & URI age>17 (69)

Ten most high-cost DRGs by charges were Tracheostomy except for face, mouth &
neck diagnoses (DRG 483), Craniotomy age 0-17 (3), Lymphoma & Leukemia (400),
Urethral stricture age 0-17 (330), Cerebrovascular disorder except TIA (14), Uterine
& Adnexal procedures for non-malignancy (358), Endocrine disorders (301),
Poisoning & drug toxic effect age 0-17 (451) , Lower extrimity & Humerus
procedures except hip, foot, femur age >17 (219), and Craniotomy for trauma age>17
(2). However, it was not appropriate to consider high-cost DRGs by charges because
only 4 DRGs had relative weight greater than 2.

The incidence of FCI among out-of-pocket inpatients in Songkhla Province varied by
the definitions. If defined FCI as inability-to-pay cases requesting fee exemption, the
incidence was 20.5% If we considered that inability to pay and school dropout as an
indicator for financially catastrophe, FCI incidence was 0.36%. If inability-to-pay
and indebtedness is considered as an indicator of financial catastrophe, FCI incidence
was 4.85%. If out-of-pocket expenses incurred greater than 15% of annual family
income for a single admission is considered as FCI, the incidence was 7.5%.

According to the fee exemption policy for those who are unable to pay, total hospital
subsidization among out-of-pocket in-patients in Songkhla was 3.45 million Baht per
year. If we consider that each patient or family should not pay more than 15 percent of
gross annual income for a single admission, the government or the hospitals have to
subsidy about 6.56 million Baht per year. To protect FCI, if health insurance is
considered as source of funding to raise 7 million Baht per year, every currently
uninsured should contribute about 20 Baht for premium per year and pay for user
charges of not more than 15 percent of annual income for each hospitalization.
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Chapter 3: FCI-2 STUDY

Rationale Of This Study

This study aimed to complement the FCI-1 study in two aspects. Firstly, it helped to
increase FCI subjects in case of a few FCI in-patients was found in the FCI-1 study.
Secondly, this study selected the patients who needed financial assistance from
medical social workers. These kind of patients tend to be more inability to pay, more
financial catastrophe than the selected out-of-pocket in-patients in the FCI-1 study. It
would give us a good understanding about FCI in the Thai context.

Specific Objectives Of FCI-2 Study

1) To document about family’s ability to pay and the socio-demographic
characteristics among unable-to-pay, out-of-pocket in-patients in Songkhla
Province who ask for waiving the bills in the study hospitals

2) To identify and describe financial coping strategies of the families for the costs of
illness.

3) To explore family’s coping strategies in terms of types and sequence of resource
used and financial consequences after strategies adopted

4) To document about disease profiles (diagnosis by DRG), clinical outcome, length
of stay, hospital charges, and affordable out-of-pocket expenses among FCI
patients.

Methodology

1) Study design

Both qualitative and qualitative methods were employed in this study. Quantitative
research was prospectively hospital-based survey which aimed to conduct completely
within 2 months of May and June 1999. Study hospitals were purposively selected in
the two large hospitals of Songkhla Province, namely, Hat-Yai Hospital and PSU
Hospital. Whilst qualitative research was conducted between April and June by
using in-depth interviewing technique in PSU Hospital.

A. Hospital based survey

1) Subjects

Study patients were currently admitted patients who negotiated with medical social

workers for waiving the bills in the study period.

e Inclusion criteria; admitted patients who resided in Songkhla and paid out-of-
pocket for medical bills

e Exclusion criteria; admitted patients who were CSMBS, SSS&WCS, TAPS and
Health Card beneficiaries and those who received PWS benefits (LICS, children
under 12, elderly above 60, handicaps, and etc.) in MoPH hospitals

2) Sample size was calculated based on hospital’s statistics. There were

approximately 100 and 50 Songkhla residents per month who negotiated with

medical social workers in Hat-Yai, and PSU Hospital respectively. A total of 300

cases were recruited.

3) Method and data collection; The same structured-questionnaire used in the FCI-1

study was used in this study. All patients who admitted in the study period and fitted
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to selection criteria were recruited. For PSU Hospital, Index cases were identified by
medical social workers at the day of consultation for waiving the bills and interviewed
by trained nurse at ward before discharge. While Hat-Yai Hospital, according to its
system, most index cases had consulted medical social workers at the day of
discharge, so the interviews took place in the social department by trained medical
social workers.

4) Outcome variable of interest is Ability to pay (ATP). Independent variables were
socio-demographic characteristics, family resources, disease profiles (DRG), clinical
outcome, length of stay, affordable out-of-pocket expenses and hospital charges

5) Data analysis; descriptive statistics were employed.

B. Qualitative research (in-depth interview)

Subjects were in-patients who incurred medical expenses above 40000 Baht, resided
in Songkhla Province, and declared not being able to pay the bills. Eligible patients
were identified from social department of PSU Hospital. 25 patients residing in
Songkhla Province who currently admitted during April to June 1999 and 13 patients
residing in Hat-Yai District who recently discharged from the study hospital during
January to March 1999 were recruited. The investigator used the first registered
address to meet the eligible patients’ home. Only 8 new patients who resided in Hat-
Yai District were asked for permission to visit their home too. The interviews took
place both in admitted wards and patients’ home. Home-visit technique was aimed to
triangulate the quality of data collected. An open-end semi-structured questions were
used to guide the interviews. The in-depth interviews were taken from the patient or
relatives who deal with medical expenses.

Results

A. FCI-2 Study (Quantitative) Results:

1) General descriptive
Table 3.1: Numbers of inability-to-pay cases by department in the study period

Department \ Hat-Yai PSU
Hospital
NI nl nl/NI1*100 | N2 n2 n2/N2* 100
OBGYN 2320 48 2.07 931 12 1.29
SURGERY 1107 96 8.67 946 26 2.75
MEDINE 1035 52 5.02 1133 [ 17 1.50
PEDIATRICS 564 1 0.18 899 24 2.67
ORTHOPEDICS | 411 2 0.49 248 11 4.44
EENT 480 2 0.42 531 9 1.69
OTHERS 2 0 0.00 34 0 0.00
Total 5919 201 3.40 4722 | 99 2.10

Note: N1 and N2 = total hospital admissions in Hat-Yai and PSU. nl and n2 =
eligible cases

Inability-to-pay events in Hat-Yai Hospital varied from 0-8.67 percent of total
admissions while those in PSU Hospital varied from 0-4.44 percent. Surgical and
medical cases of Hat-Yai Hospital, and surgical, orthopedics, and pediatrics cases of
Songklanagarind Hospital were frequently faced with inability-to-pay.
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2) Socio-demographic characteristics
Table 3.2: Demographic characteristics

Demographic characteristics Patient Relative
Respondent; cases (percent) 108 (36%) 192 (64%)
Age in year; mean (SD) 35(18) 38 (12)
Sex; male % (female %) 36 (64) 50 (50)
Education; primary school & below 76% 80%
Education; secondary school & above | 24% 20%
** Only patient’s characteristics **
Marital status, percent married 67, single 17 and others 16
Occupation, percent unskilled employees 50
no job / housewife / student / aged 44
others 6
Place of residence, percent urban 34 and rural 66
District-specific, percent Amphur Hat-Yai 41, Sadao 11, Ratthaphum 8,
Others 40
Religion Buddhist 88.0, Islam 11.7 and Others 0.3
Source of revenue, percent Employment 69, Agriculture 20
Trade / merchant 8 and Others 3

36 percent of the respondents were patients themselves and 64 percent were their
relatives. Only 24% of patients and 20% of relatives had their education above
secondary school level. 67 percent of the patients were married, while 17 percent were
single and dependent. Unskilled employees accounted for 50% while the groups of
jobless, housewife, students, children and elderly were 44%. They were most likely
to reside in rural area. Most patients stayed in Amphur Hat-Yai, Sadao, and
Ratthaphum. Buddhist were 88.0% and Islam were 11.7%. The principal source of
revenue of the families were from employment (69%) and agriculture (20%).

3) Family income
Table 3.3: Average monthly family income

Average family income Freq (cases) Percent
=<1000 Baht per month 15 5.0
1001-2800 51 17.0
2801-5000 169 56.3
5001-10000 55 18.3
>10000 Baht 10 3.3
Total 300 100

Using cut-off income of 2800 Baht as poverty line for Low-income card issuance,
22% of cases had their family income below absolute poverty. Only 3% of inability-
to-pay sample had monthly income above 10000 Baht.
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Table 3.4: Family income
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Family income (Baht/month) Hat-Yai Hospital PSU Hospital
Minimum 500 200

at Percentile 10 2,300 833

at Percentile 25 3,000 1,917

at Percentile 50 4,000 3,000

at Percentile 75 5,000 4,833

at Percentile 90 6,500 8,000

Maximum 20,000 30,000

Mean+/-SD. 4,551 +/- 2,500 4,141 +/- 4,163

Most of the patients in PSU Hospital had average monthly income less than those in
Hat-Yai Hospital. Median income were 4000 and 3000 Baht in Hat-Yai and PSU

Hospital respectively.

4) Current admission
4.1) Seek care behavior

Table 3.5: Seek care behavior before this admission (>1 answers)

Frequency (cases)
Ever seek care 100 / total 300 cases
Seek care at
-health center 7
-clinic/polyclinic 19
-government hospital 87
-private hospital 5

*Note that the sum of percent is greater than 100% because the questions asked are

non mutually exclusive choice.

One-third of cases sought care prior to this admission. 87 percent of cases sought
care at government hospitals while 19 and 5 percent sought care at private clinic and

private hospital respectively.

4.2) Resource use

Table 3.6: First source of money used for paying the bills

First money use Freq Percent
Cash /Savings 135 52.3
Borrowing 94 36.4
Sales of store / stock 8 3.1
Sales of value assets 6 2.3
Networks 15 5.8
Total 258 100

Note: Networks refer to resources from family’s network and/or social networks

Cash / Savings was the most common resources use to pay the first bill. 36.4
percent of cases had no enough cash for payment, they had to borrow cash from
informal money lenders, friends and their kin.
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Table 3.7: Source of finance for paying all the bills in this admission (>1 answers)

Source of finance Freq Percent
Cash 221 73.0
Savings 40 13.3
Sale of value asset 14 4.7
Sale of store / stock 11 3.7
Borrowing 187 62.3
Networks 27 9.0
Partial/ Full fee exemption 300 100.0

All sample had to ask for exemption either partially or fully hospital bills. 73 percent
of cases used their case flow while 62 percent had to borrow cash as one of payment
source for paying the bills in this admission

4.3) Financial implications
Table 3.8: Financial implications due to payment for hospital bills

Impact of payment

Freq. (case)

Percent of sample
(total=297)

Reduction of essential 204 68.7
consumption

School leaving 8 2.69
Indebtedness 85 28.6

69 percent of cases reported that they had impacts on their future food consumption.
Approximately 28% stated that their income would be reduced due to indebtedness.
Nearly 3% of cases reported that children would leave school due to payment
although they got exemption from the hospital.
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5) Length of stay, hospital charges, and affordable out-of-pocket expenses
Table 3.9: Average LOS, hospital charge, and out-of-pocket expenses

Hat-Yai. (201 PSU. (98 cases) Total (299
cases) cases)
1. LOS
mean 9.9 19.2 12.9
SD 15.3 19.6 17.4
min 2 3 2
max 140 132 140
2.CHARGE
mean 13,873 19,659 15,769
SD 31,705 31,834 31,811
min 991 1605 991
max 277,831 222,274 277,831
3. Out-of-pocket expense/ charge ratio
mean 43.3 26.0 37.6
SD 22.6 20.3 233
min 0 0 0
max 93.0 87.9 93.0
4. Out-of-pocket expense as % annual income
mean 9.7 12.7 10.7
SD 16.5 25.1 19.8
min 0 0 0
max 149.3 213.8 213.8
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The patients in the PSU Hospital stayed two-fold longer and were charged higher than

those in Hat-Yai Hospital. Out-of-pocket to charge ratio of Hat-Yai was higher than

PSU, 43% compared to 26%. The reason might be due to Hat-Yai patients had higher

average income and relatively lower charges. The share of out-of-pocket payment
accounted for 9.7-12.7 percent of their annual family income. On average, inability
to pay patients have to pay 10.7 percent of annual income for this admission.
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Figure 3.1: Charge/income and out-of-pocket expenses/income

Charges as % annual income by income decile ranged from 17% in the richest to
123% in the poorest. While out-of-pocket expense ranged from 4 to 30 % of annual
income. The gap difference implied the level of financial assistance needed. The
lowest two income decile carried a very great financial burden than than other decile.

6) Out-of-pocket expenses as percent of family income

Table 3.10: Total hospital charges incurred by all sample and patients with out-of-

pocket expenses exceeding 5, 10, 15 and 20 percent of Family income
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Out of pocket expenses | Number of | Percent of | Total charges | Percent of Total
as % family income |sample (case)| sample (Baht) charges
more than 5% 155 52 3,469,738 74
more than 10% 75 25 2,411,030 51
more than 15% 49 16 1,926,096 41
more than 20% 37 12 1,603,834 34
All sample 300 100 4,717,981 100

Nearly 48 percent of all sample had out-of-pockets less than 5 percent of annual
income. Out-of-pocket expenses exceeding 5, 10, 15, and 20 percent of income

accounted for 52, 25, 16, and 12 percent respectively. The patients with high out-of-
pocket expenses relative to their income incurred total hospital charges that represent
a disproportionate share of all charges of all sample. For example, patients with out-

of-pocket expenses exceeding 15 percent of income constituted 16 percent of all
sample, yet accounted for 41 percent of total hospital charges.
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7) Hospital charges, LOS and clinical outcome by department
Table 3.11: Hospital stay by department
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Length of stay (LOS)
Department N mean SD. min max
OBGYN 60 7.5 8.7 2 53
Surgery 122 14.4 21.3 2 140
Medicine 69 10.3 10.9 2 79
Pediatrics 25 20.1 22.3 2 98
Total 276

Only 276 out of 300 inpatients admitted in 4 major departments are re-explored.
Pediatrics and surgical cases stayed longer than others in the 2 study hospitals.

Table 3.12: Hospital charges by department

Hospital Charges (Baht)

Department N mean SD min max
OBGYN 60 5,784 5,467 1,136 32,337
Surgery 122 20,798 36,720 1,624 277,831
Medicine 69 13,401 34,740 991 222,274
Pediatrics 25 15,783 25,579 2,581 126,978
Total 276
Surgical and Pediatrics cases were more costly than others.
Table 3.13: Clinical outcome by department
Clinical outcome, case (percent)
Department improved not improved referred dead Total
OBGYN 60 (100) - - - 60
SURG 113 (92.6) 2(1.6) 2 (1.6) 5(4.1) 122
MED 59 (85.5) 5(7.3) 3(4.4) 2(2.9) 69
PED 25 (100) - - - 25
Total 257 (93.1) 7 (2.5) 5(1.8) 7 (2.5) 276

Among 276 cases of 4 major departments, 93 percent had good clinical outcome.
Approximately 2 percent had to refer to higher facility level while 2.5% were death.
All OBGYN and Pediatrics cases had good clinical outcome. Surgical cases had more
chance to die than others whereas medical cases tended to had more chance to refer.
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8) Disease profile and DRGs

All unable-to-pay cases were re-grouped by DRG grouper software. There were 116
numbers of DRG with relative weight ranging from 0.1 to 6.57. Approximately 9
percent of cases, 28 records, had no meaningful DRG (RW=0)

Table 3.14: Ten most common DRG, mean charges and average LOS (FCI-2 study)

RW DRG DRG Description N Charge | LOS

.30 373 Vaginal Delivery W/O Complicating 20 1,865 |4
Diagnoses

.85 371 Cesarean Section W/O CC 17 8,914

2.49 468 Extensive O.R. Procedure unrelated to 17 20,291 | 17
Principle Diagnosis

57 167 Appendectomy W/O Complicated 15 6,923 |5
Principal Diag W/O CC

3.39 486 Other O.R. Procedures for Multiple 14 29,712 | 13
Significant Trauma

.39 384 Other Antepartum Diagnoses W/O 7 3,073 |4
Medical Complications

1.99 489 HIV W Major Related Condition 6 3,670 |5

75 90 Simple Pneumonia & Pleurisy age >17 5 7,932 |38
W/O CC

1.29 165 Appendectomy W Complicated Principal | 5 11,794 | 13
Diag W/O CC

1.15 367 Malignancy, Female Reproductive 5 9,226 |14
System W/O CC

Total 271 Cases 111 =41%

Ten most common DRGs were shown in Table 3.14. It accounted 41% of cases.
DRG486 were substantially high charges. DRG90 had longer hospital stay than
others but not high charges.

Table 3.15: Ten most high-cost DRGs by mean charges and average LOS (FCI-2
study)

RW |DRG DRG Description N |[CHARGE| LOS
6.57| 484|Craniotomy for Multiple Significant 2| 202,480 77
Trauma
5.71| 483|Tracheostomy except for Face, Mouth & 1| 191,427 79
Neck Diagnoses
1.62| 443|Other O.R. Procedures For Injuries W/O 1| 134,412 140
Cc
1.45| 180|G.I. Obstruction w CC 2 71,371 34
1.14| 388|Rematurity w/o Major Problems 1 47,675 55
.85| 236|Fractures of Hip & Pelvis 1 44,293 31
91| 222|Knee Procedures w/o CC (No Longer 2 41,597 53
Valid 98)
91| 219|Lower Extrem & Humer Proc except Hip, 2 40,668 15
Foot, Femur Age >17 w/o CC
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2.77) 217|Wnd Debrid & Skn Grft except Hand, for 1 37,037 39
Muscskelet & Conn Tiss
1.24| 407|Myeloprolif Disord or Poorly Diff Neopl 1 36,748 30
w Maj O.R.Proc w/o CC
Total 271 Cases 14|14/271=5.
2

Ten most high-cost DRG by charges accounted for 5.2 percent of cases. Relative
weight ranged from .85 to 6.57. All DRGs had charges greater than 36000 Baht. Only
7 DRGs had relative weight greater than 2. Thus, if defined high-cost DRG by
charges, there would be a lot of low-RW DRGs falling into high-cost DRGs.

B. Qualitative Study Results:

1. General background

Twenty-six male and 12 female out-of-pocket in-patients were recruited in the in-
depth qualitative interviews. All were unable to pay in-patients residing in Songkhla
Province, whose admission incurred medical expenses more than 40,000 Baht, and
was negotiated with a medical social worker for waiving of the bills. Patient’s age
ranged from newborn to 81 years old. Numbers of family members varied from 1 to
15 persons. Family income ranged from 0-20,000 Baht per month: 13 cases had a
family income between 3000 and 8000 Baht per month, 9 had less than 3000 Baht,
and 8 had no income. The majority of cases had neither savings (30 cases) nor land or
house ownership (29 cases). Principal source of income came from wages
employment (20 cases). Injury-related illness, infectious disease, and cancer were the
three most common leading causes of admissions in this group. The outcome of
eighteen cases was improvement or free of the illness, followed by 13 cases not cured
or disabled and 7 deaths.

2. Coping strategies

Financial coping strategies were analyzed in two dimensions: type of coping strategies
and sequence of resource use. Table 3.1.6 summarizes 6 coping strategies to deal
with the costs of treatment. Twenty-two families chose more than one strategy and 9
families chose more than two strategies to cope with the costs. The majority of cases
used cash or savings as the first coping strategy.

Table 3.16: Type and frequency of coping strategies

Types No. of cases (total
= 38)

Cash / Savings 25

Family networks 22

Loans 12

Asset sales (+ pawn + mortgage) 6

Free care “No pay” 5

Community support 1
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The following section explains each type of coping strategies in more detail.

(1) Using cash / savings

At first, most families used any available cash or savings to pay for hospital bills. The
amount was generally insufficient. If cash or savings were not available, other
resources were considered. In our sample, 13 cases had no cash / savings to pay.

(2) Family networks

Help from family networks, such as kin or ones who were outside and closely linked

to the families, was the second most common response if the cash was not sufficient

or lacking. Fourteen out of 38 cases relied on their family networks and half of these

used family networks alone.
“ My wife and I held health card but it expired one month ago. I must pay the
fees myself. I paid 400 Baht cash from out-of-pocket. I have sold 3 cows for
7000 Baht. My two sons who have their own families gave me 5000 Baht for
care. All the money was prepared to buy medicine for my wife and for daily
expenditures. I don’t know how long she would have to stay at the hospital. I
keep the money and pay just 300-500 Baht each time. That is why I am
indebted to the hospital too much. ” (husband of a 45-year-old female patient -
JE encephalitis)

“ My husband and I have no income. Usually, we depend for everything for
daily living on my eldest daughter. Her family taps the rubber tree and earns
approximately 8000 Baht per month. She took responsibility about my medical
fees since I was admitted in Hat-Yai Hospital last year. In recent admission at
PSU, she paid cash to buy medicine several times. We have 4 sons and
daughters. Other sons and daughters find it hard to bear the medical costs.
However, all of them try their best. (a 60-year-old female patient - carcinoma
of cervix)

“ My wife and I have many brothers and sisters. But nobody can help each
other. Now, we have no money, we don’t know where we will find money.
We expected that only our Chinese boss could help us. We worked with him
in the rubber plant for a long time. He knew about the accident since the first
day. He agreed to bear the costs. ” (husband of a 40-year-old female patient -
traumatic avulsion scalp wound)

(3) Loans

Taking loans was one of the responses for those who had credit or a guarantee that
the families were in a position to pay back. Usually the interest rate was 10-20% per
month except for loans from kin which were interest-free.

“I have used up all my savings. I have to borrow from my relatives and
neighborhood 10000 Baht with 10% interest rate for paying the fees. I want
my son to be cured. I don’t care how much I should pay ” (father of a 19-year-
old male patient - JE encephalitis)

*“ In the usual situation, I may borrow cash from my relatives if [ need to use it.

Because of recent economic crisis, many companies around here are closing
their business. The customers who buy curry and rice have decreased. My
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income has decreased very much. I don’t dare to borrow from anybody
because I am afraid that I could not pay them back. My relatives are also faced
with the same problem. ” (mother of a 12-year-old female patient - SLE with
visual involvement)

“ My daughter does not dare to borrow from anyone because she is not
confident that she can pay back to the creditors. ” (a 60-year-old female
patient - carcinoma of cervix)

“ Since the economic downturn, it is hard to gain income at a regular level. |
am not sure about my business (sale of second-hand clothes). If [ am not in a
position to pay back, I will lose my credits and trusts. I don’t want to break my
promise. ” ( a daughter of 61-year-old male patient - carcinoma of esophagus)

Taking loan was inhibited in Islam families due to sin.
“ Taking a loan with interest is a sin to both loanees and creditors in our
society. You can borrow from neighbourhoods / non-kin free of interest, but
there will be repaid by other way. However, you cannot ask for help from
anyone clearly (openly) , for example, through the mosque. It is a sin, you
cannot do it. ” (a brother-in-law of a 42 year-old male patient - necrotizing
fasciitis with sepsis & Diabetes Mellitus)

(4) The sale of assets

The sale of assets in the form of agricultural stocks, valuable ornaments and furniture
was a widespread response to financial crises if the family did not possess sufficient
cash / savings. Land sales and sale of productive assets were not found in our study.

“In a rural community, people frequently raise animals as a saving bank. If
one had animals, that was better to sell them when cash was short. It is more
convenient than withdrawing from a savings account. I kept one cow and one
pig for breeding. Recently I got one calf and a cattle of pig. Since my son was
ill, I paid all my deposited money and sold all these new generation animals
too. ” (father of a 19-year-old male patient - JE encephalitis)

“T intended to raise 3 cows for sale whenever I needed money. I have sold
them all since my wife was ill ” (husband of a 45-year-old female patient - JE
encephalitis)

“Tintended to bring land to sell or mortgage, but nobody bought it because it
is in the name of my son. ” ( mother of a 15-year-old female patient - brain
tumor)

(5) Community support

Help from non-kin was not an uncommon response. Most assistance was from their

friends and neighbours.
“ The financial officials told us that all medical expenses were more than
100,000 Baht. According to the road-traffic accident Act, insurance company
absorbed at least 50000 Baht. This case is still in the court. We paid more
than 20000 Baht and asked for fee exemption for the remainder. We could not
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afford it unless we got a lot of assistance from friends and neighbors ” (wife of
a 42-year-old male patient - head injury, road traffic accident victim)

A wide-scale community support which always was community-initiated was not
common unless the families were suffering from a large medical expenditures. Not
everyone could get community support unless they were good enough in society’s
view.
“ I have had end-stage kidney disease since March 1998. I have to visit
hospital to have hemodialysis very often and pay the costs of about 2000 Baht
for each visit. This time, the doctor made an appointment to do kidney
transplant using my son’s kidney. I knew that the costs were expensive
because we were both operated upon. Far and near neighbourhood knew this,
they were willing to help me to collect extra money by holding a Thai
vermicelli party. The donation was more than 90000 Baht. > (a 38-year-old
male patient - end stage renal disease)

“ At the party, which seldom happens, the neighbours will tell one another.
One brought the curry and the other brought the vermicelli to the party.
Everyone will use such opportunity to donate some money for them to meet
the expenditures. He and his family were very kind and were associated with
other in the community. He always helped other people nearby and far.
Therefore, when peple heard that he and his son would take major operative
procedure, everyone was willing to help them. ” (The president of health
volunteers who know the 38-year-old male patient - end stage renal disease)

In urban area of large city, access to community support seems to be difficult,
especially in the case of immigrants.

“I came to see the Mayor of Hat-Yai municipality. I thought that he could
help me but he was out. The secretary suggested that I meet the social welfare
workers. The officials told me that he cannot help because we have no address
in Hat-Yai District ” (wife of a 36-year-old male patient - head injury, road
traffic accident victim)

(6) Free care
There were 5 cases who had neither cash / assets nor family networks and received
free care in this study.

“1 did not pay any medical fees because right now I have no money (she is
crying). I asked to make allowances for paying by instalment if the hospital
would permit me to do so.” ( mother of a premature baby, one-day-old, older
twins - twins & prematurity)

In summary, all the types and possible sequences of resource mobilization are
depicted in Figure 6.1. Cash or savings if available was the first resource used to meet
hospital bills. If medical expenses were not large relative to patient / family income,
cash / savings completely covered the bills. However, it was generally insufficient so
that the families had to look for other resources. Exchanging the assets for cash,
asking help from family networks, and taking loans were the second line of resource
used if cash / saving was not enough. Community support was the other optional
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resource used in the case of insufficient cash to meet large medical bills. For those
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who have only cash / savings, no kinship and /or assets, they could get waiving of the
bills exceeding their ability to pay.

Figure 3.1: Flow of resource use
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3. Consequences to the families

Several consequences ensued along with the illnesses. Immediate effects were stress
and emotional disequilibrium among family members such as loss of household
production in case of no labor substitutions, loss of family members / head of the
families if the illness was too severe, and loss of income / asset due to payment. For
short-term effects, production loss still persisted if the patient who was an income

earner was in the period of recovery. Moreover, those who were indebted and whose

assets already pledged / mortgaged, needed to find an extra sum of money. Longer

term effects were imposed on those who became disabled depending upon the amount
of family and social support sought. If the patients were the heads of the families or

the principal income-earners, the situations after illness were even more severe than

ones who were just the family members.

“ After operation, both my husband and my son came back to rest at home. I

struggled and worked hard to earn money for the families. I could not tap my
own rubber plants because it was far from home. I usually went there with my

husband. I was hired to tap neighbour’s rubber plants to earn 150 Baht per

day. However, I earned only a little in this period because it was raining very
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often. Now, my husband is better. He can drive a car to buy second-hand
clothes with me and go to sell at the fair market. At the same time, my son
goes out to work to gain money to pay his creditors. > (wife of 38-year-old
male patient - end stage renal disease)

“ After amputation, I suffer a lot. In the past, I had two legs. Although my eye
could see only a little, I could move from one place to another and was able to
sell the things in my home. Now, I cannot earn by myself. I cannot go to meet
the doctor because I have no money and riding the motor-bike is very difficult
at this moment. ” (a 56-year-old female patient - diabetes mellitus with foot
ulcer)

“ Lacking my husband, I have become the principal income earner instead of a
housewife. I earn money from sewing the clothes (a dress). I never did it
before. I wish that I could learn more about sewing and tailoring at the
vocational school. One of the uncertainties is that I must move out as the
sister-in-law insisted. ” (widow of 48-year-old male patient - head injury)

4. Exemption policy in the government hospitals

In the current situation, exemption policies exist in the government hospitals, but in
practice most of the needy do not know until they cannot pay any more out of pocket.
There are 2 reasons that stimulate the families to negotiate with medical social
workers. Firstly, the costs of treatment generate financial insecurity in the families.
The patients / families are afraid that they could not pay the bills. However, only a
few cases fall into this category. Secondly, the patients / families are faced with
payment difficulty. They have paid out all their family resources and could not yet
find any other resources.

“T asked for social welfare by myself. [ am afraid that I will not have enough
money to pay the fees because I have stayed at the hospital for many days. ” (a
57-year-old male patient - liver abscess)

“T have asked for social welfare because I am afraid that I cannot pay all the
bills. The doctors told me that [ need operation and have to stay many days. ”
(a 36-year-old male patient - appendiceal abscess)

The majority of cases met medical social workers because they were indebted to
hospitals (27 cases). They often came to the social department when they received a
notice. Those who asked for waiving of the bills always came by themselves (5
cases). Some came after getting information about exemption policy from their
relatives, friends, or the relatives of the in-patient in the next bed (7/38 cases). Since
the exemption policy was not well known to everybody, only those who knew either
by themselves or were told by someone would get the benefits. This exemption policy
prevents income / asset loss in case of expensive medical care. On the other hand, the
process of negotiation could not filter those who were the needy or really had no
available resources.

“ I did not pay medical expenses for a few days because I had no money. The

nurse informed me that medical social workers have a notice for me to see
them. ” (mother of 7-year-old female patient - non-Hodgkin lymphoma)
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“ 1 am indebted about 30,000 Baht. The officials called to see and ask me to
pay at least 8,000-10,000 Baht. The hospital will support the remainder.
(mother of 15-year-old female patient- brain tumor)

“ Social official called me when I was indebted to the hospital about 30000
Baht. Now the business is worse. I don’t dare to ask for loan from anyone. I
tell her the truth. She agrees and asks me to pay 10000 Baht. The hospital will
subsidize the remainder. I am so happy because my relatives can help me with
the rest. I would like to thank the medical social officials. We are indebted to
the hospital. ” (a daughter of a 61-year-old male patient - carcinoma of
esophagus)

“ I have never known that the hospital has a social welfare unit. I was greatly
worry about medical expenses during my husband’s serious illness. I consulted
the nurses in the ward. They advised me to meet the social officer. I own 3 rai
of land and grow Long Kong plants. I thought that I would have to mortgage
the land to meet the expenses. After visiting the social officer, I cancelled the
idea because the official agreed to help me. ” (wife of a 48-year-old male
patient - head injury)

“ T used my savings for the medical fees of my step father. The first bill was
more than 40000 Baht. I was anxious very much. I told everything to the
nurses. They suggested that [ meet the medical social workers. The official
guaranteed to help me. I was very happy. ” (a daughter of a 69-year-old male
patient- congestive heart failure & COPD)

A few families could not access free care when resources became exhausted because
they felt ashamed of themselves to ask for waiving of the bills.

“ The doctor told me that I need to have operation. If I insist on refusing, I will
be blind. He advised me to meet the social welfare if I do not have enough
money. At first, I felt ashamed to tell them. ” (a 33-year-old male patient -
penetrating injury of the eye, macular hole)

Negotiation process depends on the total amount of debt-bill and the timing whether
the patients would be discharged soon or not. Practically, financial negotiation is done
based on two approaches. Firstly, social workers would negotiate with the families to
pay for a set amount as much as they were able to pay. Beyond a set amount, the
hospital would subsidize the remaining costs. Secondly, social workers would
negotiate the families to pay as much of the bills as they could. If the remainder was a
large amount, social workers would demand the families pay a little bit more before
making a decision to subsidize. The latter method is applied more often than the
former.

“ The amount of subsidization is decided on a case-by-case basis. However,

we interview them to learn of their family’s background and negotiate with
them to pay as much as they are able to pay. ” (a medical social worker)
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Summary Of The Chapter

A total of 300 out-of-pocket inpatients residing in Songkhla were collected between
May and June 1999. PSU and Hat-Yai Hospital were purposively selected. All were
inability-to-pay cases asking for fee exemption. Surgical and medical cases frequently
faced with inability-to-pay in Hat-Yai Hospital while orthopedics, pediatrics and
surgical cases were common in PSU.

Most of the respondents were the relatives because they were more likely to be those
who negotiate with medical social worker. Nearly 80% of them educated lower than
secondary school. Major occupation of the patients were unskilled employees, jobless
and dependents. They resided in rural rather than urban area. The principal sources
of income of the families were from employment and agriculture. Median monthly
family income were 4000 Baht in Hat-Yai and 3000 Baht in PSU. 22% of cases had
their family income less than 2800 Baht or below poverty line.

Finance sources for paying the first bill mostly derived from cash/savings and
borrowing, 52 percent and 36 percent respectively. 62 percent of cases borrowed cash
as one of finance source in this admission. Among those who reported financial
implication after payment, 69% had to reduce their essential consumption, nearly 3%
that the children left from school, and 28% resulted to some degree of indebtedness.

Surgical and paediatric cases definitely stayed longer and more costly than others
cases. The share of out-of-pocket payment, or out-of-pocket expenses as percentage
of annual income varied from 9.7 to 12.7 (average 10.7)

Nearly 48 percent of all sample had out-of-pockets payment less than 5 percent of
annual income. Out-of-pocket expenses exceeding 5, 10, 15, and 20 percent of income
accounted for 52, 25, 16, and 12 percent respectively. There was a disproportionate
share of total billings among the patients with high out-of-pocket expenses relative to
income. For instance, patients with out-of-pocket expenses exceeding 15 percent of
income constituted 16 percent of all sample, accounted for 41 percent of total billings.

Ten most common DRGs were Vaginal delivery (DRG 373), Caesarean section (371),
Extensive O.R. procedures unrelated to principal diagnosis (468), Appendectomy
without complicated principal diagnosis (167), Other O.R. procedures for multiple
significant trauma (486), Other antepartum diagnoses (384), HIV with major related
problem (489), Simple pneumonia & pleurisy age>17 (90), Appendectomy with
complicated principal diagnosis (165), and Malignancy of female reproductive system
(367)

Ten most high-cost DRGs by charges were Craniotomy for multiple significant
trauma (DRG 484), Tracheostomy except for face, mouth & neck diagnoses (483),
Other O.R. procedures for injuries (443), GI obstruction with complication / co-
morbidity (180), Prematurity without major problem (388), Fracture of hip & pelvis
(236), Knee procedures (222), Lower extremity & Humerus procedures except hip,
foot, femur age >17 (219), Wound debridement & skin graft except hand (217), and
Myeloprolifeative disorder or poorly differentiate neoplasm with O.R. procedure
(407)
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Qualitative findings confirmed that cash / savings were the most common resource
use. Family networks played an important role if cash / savings were not available.
Taking a loan was limited because economic crisis led to difficult to earn money or
lose confident of capacity to pay back. Community support was not common unless
medical expenses was great. The patient / family who got community support should
be guarantee as a best socialized person. If any resources were exhaustive, asking
support from the hospitals was the last option. Usually, more than one strategies were
used to cope the costs of illness. In addition, several impacts hit to the families.
Financial consequences occurred not only at the time of illness but also during
rehabilitation period or after being discharged. In particular, ones who borrow money
or pledge assets for paying the illness costs, they have to find additional income to
pay back the moneylenders.

Exemption policies are not well known by those who need it. A large number of
families did not know whether the fee exemption policies existed until they were
notified by medical social workers. Only a few, always old case were directly applied
for exemption. The rest were introduced by the patients / relatives next to them when
payment difficulty arose.
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Chapter 4: COMPARISON OF THE RESULTS OF TWO STUDY

Some comparisons between FCI-1 Study and FCI-2 Study

Both studies have unable-to-pay cases getting fee exemption from medical social
workers but in different hospital setting. The following aspects are used to compare
among able-to-pay group of FCI-1 study, unable-to-pay groups in both studies.

1) Socio-demographic characteristics
Table 4.1 : Differences in socio-demographic characteristics in the two studies

FCI-1 study, Percent

FCI-2 study, Percent

able-to-pay unable-to-pay unable-to-pay
Respondent
Patient 77 79 36
Relatives 23 21 64
Age (average in year) (33) (33) (35)
<=15 year 10 8 11
16-30 42 44 34
31-45 26 24 24
46-60 14 17 22
>60 year 8 7 8
Sex
male 37 38 50
female 63 62 50
Marital status
married 69 70 66
single 22 19 17
others 9 11 17
Education
primary school or below 62 75 76
secondary school 23 19 19
> secondary school 15 6 5
Occupation
skilled 14 6 6
unskilled employee 47 43 50
jobless 39 50 44
Residence
urban area 53 43 34
rural area 47 51 66
Religion
Buddhist 87 81 88
Islam 12 18 12
others 1 1 <1
Source of income
Agriculture 25 28 20
Wages employment 44 57 69
others 31 15 11

Family income
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FCI-1 study, Percent FCI-2 study, Percent
able-to-pay unable-to-pay unable-to-pay
<=1000 Baht/month 1 2 5
1001-2800 4 13 17
2801-5000 23 46 56
5001-10000 32 31 18
>10000 40 8 3

The respondents in both studies had somewhat difference because of the study design.
In FCI-1 study mainly were the patients who admitted in the ward whereas the
relatives were always the cases that negotiate with medical social workers in FCI -2
study. Comparing to able-to-pay group, unable-to-pay patients tended to be lower
income, lower education level and employment status. They were also more rural
residents. Furthermore, inability-to-pay patients were more likely to be male and
older aged. Considering family income <2800 Baht as absolute poverty. Both studies
showed that a great number of unable-to-pay patients fell into poverty line.
Approximately 15% of unable-to-pay cases in FCI-1 study compared to 22% in FCI-
2 study. These patients could not access to be the low-income cardholders.

2) Resource use for paying hospital bills
Table 4.2: First money use in two studies

FCI-1 study FCI-2 study
able-to-pay | unable-to-pay unable-to-pay
First money use: case (Percent)
cash /savings 1065 (92) 196 (80) 135 (52)
borrowing 69 (6) 43 (17) 94 (36)
others 24 (2) 7(3) 29 (11)
Total 1158 (100) 246 (100) 258 (100)

The patients in FCI-2 study definitely use more borrow money, less cash as first
money used for paying the bills in comparison with those in FCI-1 study. Using
borrowing as first resource in this admission accounted 36% in FCI-2 study
comparing to 17% and 6% in FCI-1 study. The findings indicated that unable-to-pay
cases had poorer liquidity or poorer cash flow than able-to-pay cases.

3) Length of stay by department
Table 4.3: Length of stay by department in two studies

FCI-1study (cases, Day) FCI-2 study (cases, Day)
Department able-to-pay unable-to-pay unable-to-pay
OBGYN 316 (5) 113 (7) 60 (7)
SURGICAL 210 (6) 87 (10) 122 (14)
MEDICINE 625 (5) 105 (9) 69 (10)
PEDIATRICS 102 (4) 21 (11) 25 (20)
ORTHOPEDICS 42 (8) 11(11) 13 (25)
EENT 46 (5) 11 (8) 11(12)
PSYCHIATRY 8 (22) 2 (23) -
Total cases 1381 (5) 350 (9) 300 (13)

Comparing to able-to-pay group, unable-to-pay patients tended to stay longer.
Psychiatry patients stayed the longest in FCI-1 study while Pediatrics and
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orthopedics unable-to-pay cases stayed longer than others in both studies. The
patients in FCI-2 study substantially had longer hospital stay than FCI-1 study.
Pediatrics and orthopedics, as well as surgical patients were most likely to be

inability-to-pay.

4) Hospital charges and affordable out-of-pocket expenses
Table 4.4: Charges and affordable out-of-pocket expenses

FCI-1 study FCI-2 study
able-to- | unable-to-pay | unable-to-pay
pay

Charge (Baht) 7,360 7,622 15,769
Out-of-pocket expense/charge ratio (%) | 100.0 42.3 37.6

Total subsidy as % Total charges (%) 0 57.7 62.4

Charge as % annual income (%) 6.1 18.6 46.4
Out-of-pocket expense as % annual 6.1 59 10.7

income (%)

Average hospital charge in FCI-2 study was higher than FCI-1 study. The out-of-
pocket to charge ratio indicated that unable-to-pay cases could afford around 40
percent of total charges. Both charge and out-of-pocket as % annual income in FCI-2
study were higher than ATP study. The main reason was that the patients in the FCI-2
study had less family income, but higher average charge than those in FCI-1study.
The hospitals subsidy for these unable-to-pay patients ranged from 58% to 62% of
total charges in both studies . There were a very wide range of charges as percentage
of income varied from 6 to 46 percent in this two studies. The percentage differences
between charges and expenses as percentage of income were the amount of

subsidization so far.

5). Common DRGs among the cases incurred catastrophic expenses( out-of-pocket
expenses greater than 15% of annual income )
Table 4.5: High probability DRGs which result to catastrophic costs from 2 studies

Study

DRG (RW)

FCI-1, whole sample

39(.99), 357(1.20), 365(1.10), 371(.85), 468(2.49), 485,
486

FCI-1, able-to-pay cases

39, 162 (.44), 357, 365, 371, 468, 485 (3.26)

FCI-1, unable-to-pay cases

171(1.16), 371, 486(3.39)

FCI-2

182(.56), 219(.91), 222(.91), 371, 468, 484(6.57), 486

DRGs corresponded to the cases that had out-of-pocket expenses greater than 15% of
income were shown in Table 4.5. Relative weight was dispersed. Only 3 DRGs with
RW above 3 (DRG 485, 484 and 486) were found in case of high out-of-pocket
expenses relative to income. Thus, it was not uncommon that unable-to-pay cases
suffering from low relative weight DRG.
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6) Ten most common DRGs
Table 4.6: Ten most common DRGs

Able-to-pay Unable-to-pay
Rank | DRG |N Charge LOS | DRG N Charge | LOS
1 183 147 1,663 3 373 36 1,703 6
2 373 118 2,273 5 371 34 6,420 6
3 371 62 11,847 6 183 14 1,182 4
4 384 52 3,130 4 167 10 8,241 6
5 420 46 2,697 4 486 9 10,002 |13
6 321 38 3,437 5 384 8 5,841 6
7 184 30 2,866 3 490 7 8,291 9
8 69 28 5,482 3 321 7 1,732 5
9 450 27 2,085 3 281 7 621 2
10 421 27 2,777 4 365 6 12,649 |11
Total | (1381) | 575 (350) 138

Out of the ten most common DRGs, there were five DRGs in common between able-
to-pay and unable-to-pay groups. Mean hospital charges and length of stay in 5
common DRGs were not substantially difference. Four of this five common DRGs had
the average charges of the unable-to-pay groups lower than the able-to-pay. This
proved that charges do not strongly matter family’s ability to pay. Ability to pay was
influenced by other factors like family income. It was worth noting that DRG 371
(caesarean section) had high risk of being unable to pay [34/(62+34) = 0.35] in our
sample.

7) High-cost DRGs

As charges were influenced by types of hospitals, Relative weight provided more
advantage to reflect the severity of disease and resource consumption. The high-cost
DRGs using DRG relative weights (RW) among inability-to-pay cases in the two
studies were summarized in Table 4.7 The table displays 20 DRG lists, the volumes,
RW, and LOS (compare to standard LOS). Standard LOS, like relative weight, was
the products of previous DRG research in Thailand documented in DRG handbook
version 1.0.
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Table 4.7: High-cost DRGs by relative weight (RW)

FCI-1 Study (inability-to-pay cases ) | FCI-2 Study (inability-to-pay cases)
DRG [N RW | LOS (LOS | DRG N RW LOS (LOS

Std.) Std.)
302 1 7.54 |10 (25) 484 2 6.57 77 (23)
172 1 411 |33(14) 483 1 5.71 79 (20)
2 3 3.83 | 21 (15) 1 1 3.87 11 (16)
486 9 3.39 | 13(23) 2 1 3.83 7(15)
201 2 3.29 | 14 (22) 154 1 3.63 21 (12)
485 2 3.26 | 16 (15) 486 14 3.39 13 (23)
398 1 2.86 | 11 (6) 110 1 2.97 13 (25)
111 1 2.78 |19 (13) 217 2 2.77 39 (18)
217 1 2.77 | 8(18) 416 3 2.62 8 (17)
170 1 2.72 |9 (11) 204 2 2.52 12 (12)
215 1 2.59 | 13 (18) 468 17 2.49 17 (15)
468 2 249 [ 19(15) 126 1 2.43 14 (25)
194 1 225 | 7(14) 459 1 2.31 5(17)
417 1 2.15 | 10(11) 400 1 2.17 14 (16)
399 1 2.13 1 10(8) 173 1 2.15 . (6)
489 6 1.99 | 12 (10) 212 1 2.01 24 (18)
263 1 1.98 | 12 (21) 489 6 1.99 5(10)
208 2 1.94 | 6 (10) 20 2 1.92 21 (14)
20 1 1.92 |3 (14) 12 2 1.92 13 (20)
16 1 1.85 | 3(7) 16 1 1.85 5(7)

39/350 60/300

The 20 high-cost DRGs sorted by relative weight accounted for 11 and 20 percent of
inability-to-pay cases in the FCI-1 and FCI-2 study respectively. Most of DRGs had
relative weight greater than 2 (15 and 16 out of 20 DRGs). But the volume of each
DRG were few except DRG 468 (Extensive O.R.. Procedure unrelated to principal
diagnosis), DRG 486 (Other O.R. Procedures for Multiple Significant Trauma), and
DRG 489 (HIV with major related condition). Among these high-cost DRGs, 7 out of
20 DRGs in both studies had longer hospital stay than standard mean LOS. In
conclusion, resource-intensive DRGs (indicating by high RW) and longer stay cases
in the hospitals influenced family’s ability to pay and might lead to financial
catastrophe.

Table 4.8: Clinical outcome among the 20 high-cost DRGs

20 high-cost DRGs
Clinical outcome unable-to-pay cases in FCI-1 study | unable-to-pay cases in FCI-2
study
Improved (percent) 16 DRGs (89) 12 DRGs (63)
Not-improved - 2 DRGs (11)
(percent)
Referred (percent) 1 DRG (6) 1 DRG (5)
Dead (percent) 1 DRG (6) 4 DRGs (21)
Total 18 DRGs (100) 19 DRGs (100)
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High-cost DRGs among inability-to-pay cases were likely to have good clinical
outcome (improve). Not-improved, referred and dead cases were considered as bad
outcome. Not-improve cases were DRG 154 (Stomach, Esophageal, Duodenal
procedures) and DRG 489 (HIV with major related condition). Referral cases were
DRG 486 (Other O.R. Procedure for multiple significant trauma) and DRG 489. Dead
cases were DRG 172 (Digestive malignancy with complication), DRG 173 (Digestive
malignancy without complication), DRG 484 (craniotomy for multiple significant
trauma), and DRG 486. DRG 484 and DRG 486 were most likely have bad
PFrOgnosis.

Summary Of The Chapter

The respondents in both studies had somewhat difference because of the study design.
In FCI-1 study most respondents were the patients who admitted in the ward while the
relatives were always the cases that negotiate with medical social workers like in FCI-
2 study. Comparing to able-to-pay group, unable-to-pay patients tended to be lower
income, lower education level and poorer employment status. They were also more
rural residents. Furthermore, inability-to-pay patients were more likely to be male
and older age. Considering family income <2800 Baht as absolute poverty, a great
number of unable-to-pay patients fell into poverty line: 15% of unable-to-pay cases in
FCI-1 study compared to 22% in FCI-2 study.

The patients in FCI-2 study definitely use more borrow money, less cash as first
money used for paying the bills in comparison with those in FCI-1 study. Using
borrowing as first resource in this admission account 36% in FCI study comparing to
17% and 6% in FCI-1 study. The findings indicate that unable-to-pay cases have
poorer liquidity or poorer cash flow than able-to-pay cases.

Comparing to able-to-pay group, unable-to-pay patients tended to stay longer.
Psychiatry patients stayed the longest in FCI-1 study while Pediatrics and orthopedics
cases stayed longer than others in both studies. The patients in FCI-2 study
substantially stayed longer than FCI-1 study. Pediatrics and orthopedics, as well as
surgical patients had high tendency to be inability-to-pay cases. Average hospital
charges in FCI-2 study were higher than in FCI-1 study. The out-of-pocket to charge
ratio indicated that unable-to-pay cases could afford around 40 percent of total
charges. Although the setting was different in this two studies, it was worth noting
that unable-to-pay cases in FCI-2 study were less affordable. Most out-of-pocket in-
patients, on average, were able to pay the bills at the expenses of 6-11 percent of
annual income.

DRGs weights among the cases that have out-of-pocket expenses greater than 15% of
income were dispersed. Several low-RW DRGs (Relative weight less than 3) except 3
DRGs (DRG 485, 484 and 486) resulted to catastrophic expenditures. The ten most
common DRGs showed that unable-to-pay cases suffered to higher charges in the
same DRGs than able-to-pay cases. Most of high-cost DRGs had relative weight
greater than 3 and stayed in the hospitals longer than standard LOS. It would conclude
that resource intensive DRGs and longer stay cases influenced family’s ability to pay
among inability-to-pay cases.
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Chapter 5: CONCLUSIONS, DISCUSSIONS, AND RECOMMENDATIONS

This chapter concludes the findings according to the objectives, discusses the
important issues related to ability to pay, coping strategies in dealing with the costs of
treatment and financial catastrophic illnesses, makes recommendation for policy
implementation, suggests further study in this area.

1) Characteristics of out-of-pocket in-patients residing in Songkhla

Conclusions & Discussions:

Out-of-pocket patients tend to be a mixture of upper, middle, and lower
socioeconomic status. Those who seek care in the government hospitals have
inability to pay problems while those who seek care in the private hospitals
almost always have no such affordability problem. Those who were unable to
pay are most likely to be lower income, lower education and poor employment
status than those who were able to pay. Besides their family income, network
supports played an important role to help the families to cope with the costs of
illness.

Recommendation:

Different levels of need among these out-of-pocket patients who have a wide
variety socioeconomic status (SES) have to be considered. The middle to low
SES class are vulnerable to face with payment difficulty. Extended health
insurance coverage should be set up in the high priority ranking for this
uninsured. Ability to pay and willingness to pay for insurance premium should
be studied if universal coverage policy is used as a means to extend the
coverage to the uninsured.

2) Family’s ability to pay for hospital bills and fee exemption system in the
government hospitals

Conclusions & Discussions:

Several socio-economics determinants of the patient such as education,
occupation, and household income are highly associated with family’s ability
to pay for hospital bills. Whereas we do not have evidence that some social
factors, for example, place of residence and religion have an association with
family’s ability to pay.

On average, half of our out-of-pocket in-patients have a maximum ability to
pay at the expenses of 14700 Baht (life-table method). It is evident that the
families used several coping strategies to pay for 14700 Baht. Beyond these
amount, the government hospitals play a role to subsidize the remaining of
bills. The subsidization accounts approximately 60% of total charges. Thus,
the unable-to-pay cases can afford only 40 percent of total charges.

In conclusion, nearly 20 percent of the out-of-pocket patients in this study are
unable to pay for the bills. Hospital charges among these patients are currently
covered by their family income, family and social networks. There is fee
exemption policy in the government hospitals for those who are unable to pay.
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For those who have limited ability to pay, either shortage of income or no
strong kinship, charges will subsidize by the hospitals. However, the
exemption policy is not well-known for everyone. Those who need it have to
declare themselves and negotiate with medical social workers during
hospitalization or whenever payment difficulty arise.

Recommendation:

There should be a clear policy that to what extent the charges would be
responsible by the family, the networks, and the hospitals. The role of hospital
covered the excess is debatable. According to the limited budgets, the
hospitals have to cross-subsidize from the existing health insurance schemes
or substitute by other source of hospital revenue to meet the expenditures.
Health insurance should consider family’s ability to pay. Setting the insurance
premium should take some important factors such as family income,
education, and occupation, into account.

Fee exemption policies should be strengthened and stated explicitly because
they provide a good safety net for those who were unable to pay at the time of
illness. Adequate budgets should be considered. Further study is needed to
evaluate the effectiveness of such exemption policies and the level of
subsidization among the government hospitals.

3) Financial coping strategies to deal with the bills (Resource mobilization) and the
onsequences due to payments to the family

Conclusions & Discussions:

As a first step, most families use any available cash or savings as source of
finance to pay for the bills in the current admission. Findings from time-series
data suggest that family resources used for paying the bills mainly derived
from intra-household. The sequences of resource use have a number of
patterns depending on the hospital costs and numbers of bill days (hospital
day). Qualitative findings also confirm that cash /savings is the most common
resource use. If cash / savings is not available, additional resources from
assets, loan, and family networks are sought. If any resources are exhaustive,
asking support from the hospitals are the last option. With regard to the coping
strategies adopted, more than one strategies are in used.

In FCI-1 study: 37% have to reduce essential consumption, 1 percent causes
children leaving from school, and 11 percent results to indebtedness. In FCI-2
study: 69% reduces essential consumption, 3% causes school leaving, and 28
suffers to indebtedness. Findings from qualitative research show that illnesses
lead to loss of labor substitution and income earning capacity in the families.
In particular, if principal income earner is a case, the impacts hit to the
families are more severe.

In conclusion, various kinds of coping strategies and sufferings are found.

Those with strong kinship, having enough family resources, and getting non-
kin / community networks support are shown to be protected from financially
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catastrophic cases. Whilst those without such safety net e.g. immigrants,
homeless, unemployment may need more contributions from the government.

Recommendation:

Special arrangement of medical assistance should be encouraged to ensure
access to quality care in this specific group. In addition to financial assistance
for hospital bills, some short-term or immediate social impacts after payment
such as school leaving, severe indebtedness, loss of earning capacity should be
averted. It is worth to follow-up to see how financial consequences will last
long to such families after discharge. Social welfare should be in place to
assist them until the problem is free.

4) Charge and Disease profiles
Conclusions & Discussions:
Average hospital charges in unable-to-pay groups are higher than able-to-pay
groups. Resource intensive (high-cost, high relative weights) DRGs and longer
hospital stay cases influence family’s ability to pay. However, there is no
striking common DRGs that result to unable to pay or FCI cases. Thus, it is
more important to consider family’s ability to pay in the aspects of socio-
demographic determinants such as family income, education and occupation
status than disease type and hospital charges.

Recommendation:
Insurance should cover any medical expenditures exceeding family’s ability to
pay regardless of the disease types and the severity of disease..

6) Inability-to-pay & FCI incidence
Conclusions & Discussions:
Inability to pay is a common problem among inpatients who are not covered
by any health insurance schemes. If considering inability to pay cases as FCI,
the magnitude of (weighted) FCI is 21.5%. However, there is not strong
evident to show that they are in financial catastrophe. If school dropout or
indebtedness is considered as the indicators of financial catastrophe among
out-of-pocket in-patients, the incidences of FCI is 0.36 and 4.85 per 100 out-
of-pocket admissions respectively. If out-of-pocket expense exceeding 15
percent of annual income is considered as catastrophic medical expenditures,
7.5 percent of out-of-pocket admissions were financially catastrophic cases.
Based on this economic definition of FCI, a large number of sample patients in
FCI-1study who incurred catastrophic costs were still able to pay the bills
because there were difference in ability-to-pay across SES.

Recommendation:

Some criteria for financially catastrophe above are somewhat subjective. It is
difficult to set up a good criterion since some criteria might stem from
multiple factors. The definition of FCI using 15 percent cut-off annual income
1s not appropriate because many cases with catastrophic costs are still able to
pay the bills. Moreover, in reality, a large amount of hospital bills is covered
by family and social networks, instead of family income. To document FCI
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cases, several cut-offs as percent of annual income should be varied from 5-
20%. For instance, medical expenses exceeding 5 percent of income should be
considered as FCI in the first income quartile or the lowest SES, medical
expenses exceeding 10 percent of income should be considered as FCI in the
second income quartile, and so on.

a) General Discussions

Out-of-pocket patients are mixtures of upper, middle, and lower socioeconomic
status. Family’s ability to pay depends on not only on SES but also coping strategies
adopted to deal with the costs of illness. Higher SES and strong kinship and social
networks are better ability to pay for the bills. Real need for health insurance coverage
among these patients varies because of different ability to pay.

Out-of-pocket patients either marginally poor or non-poor are vulnerable to FCI
event. Particularly, an expensive medical care or a large medical expenditures relative
to their ability to pay might lead the families to impoverishment. Health insurance
provides access to health care services when needed, and protection of family income
and assets from the costs of medical care. Financial protection against the risk of
incurring very expensive medical care is concerned by many countries.

Experience in developed countries with national health service, national health
insurance or universal coverage system, there is no attempt to set catastrophic health
insurance policy. Except compulsory saving model of Singapore, National health
insurance of the Netherlands, and system of the United State, specific catastrophic
health coverage are clearly implemented.

The United State of America has been developed many catastrophic health insurance
and proposals. Out-of-pocket expenses exceeding 10-20 percent of gross annual
income are used to determine catastrophic expenditures.

The Netherlands sets up clearly what benefits include in basic health services (non-
catastrophic risk) or in catastrophic risk (expensive long-term care). But nothing deals
with the cut-off of catastrophic threshold because there is a national health insurance
system covering comprehensive package.

Singapore has MediShield Plan to cover high-cost care which incurs catastrophic
expenses. One has to pay deductible amount that not exceeding 20% of annual
expenditure before getting benefit. Basic medical care package is explicitly stated.

In Thailand, several issues should take into considerations for introducing catastrophic
coverage. Definitions of several pairings of high-cost and catastrophic attributes:
High-cost case vs. financially catastrophic case, High-cost illness vs. financially
catastrophic illness, and high-cost threshold vs. catastrophic expenditures or costs,
should have a consensus. Catastrophic health insurance is essential and specific to
protect income / asset loss of the families incurring a large medical expenses relative
to income. Based on experiences in developed countries, such catastrophic health
insurance must be operated on compulsory basis. Traffic Accident Protection Scheme
(TAPS) is an example of catastrophic illness coverage specified to road-traffic injuries
that has been approved and enacted by law in Thailand. Specified proposal / program
for cost-effective, high-cost illness, for example, end-stage renal disease, may be
relevant in the situation that catastrophic coverage law can not pass or it is too costly
to add specific disease / condition into catastrophic package.
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Basing on current health care system, financial requirements for protection against
FCI among out-of-pocket admissions in Songkhla were computed. In FCI-1 study,
hospital subsidization for those who were unable to pay was about 3.45 million Baht
per year. If the expenses were considered that the patients should not pay more than15
percent of gross annual income for a single admission, the government or the
hospitals had to subsidy 6.56 million Baht per year. To protect FCI, if health
insurance is considered as source of funding to raise 7 million Baht per year, every
uninsured should contribute about 20 Baht for premium per year and pay user charges
of not more than 15 percent of annual family income as deductible amount for each
admission.

b) Policy recommendations

Our findings suggest that low SES, out-of-pocket in-patients are vulnerable to be
unable to pay for hospital bills. Non-poor or marginally poor uninsured are being
faced with financially catastrophic event if medical expenses are large relative to their
ability to pay.

1) Extend coverage of health insurance or welfare scheme to the uninsured is the most
important issue. Universal coverage should be used as a means to extend health
coverage to all citizens. The universal health care system should be implemented.

2) Without regard to a maximum household liability, the expenses of health services
should be collected from health insurance premium or health tax or medical saving
scheme like Singapore. The government take responsibility for subsidizing the
indigent who are unable to pay their premium and insurance tax. The subsidy is
spent from the general tax. In this way, insurance functions could guarantee access
to health care and the concept of risk pooling provides financial protection against
the risk of incurring expensive medical care. In addition, the out-of-pocket patients
at least are able to pay for insurance premium. It is feasible to increase insurance
coverage through the existing insurance schemes, in particular, in the umbrella of
the Social Security Scheme or the Health Card Project.

3) The decision should be made regarding what benefits should be covered in the
existing publicly organized health insurance and medical welfare system, and
under universal coverage policy whether basic essential package, catastrophic and
expensive chronic illnesses only, or comprehensive care is covered.

4) Catastrophic health insurance is appropriate to implement for providing both
access to health care and financial protection especially for expensive medical care
if comprehensive package of medical care is not possible. There are two feasible
ways to achieve catastrophic coverage in the Thai society.

a) In the existing health insurance system, a new compulsory catastrophic
health insurance would be introduced to cover a specific health service
so-called catastrophic package.

b) During the path to achieve universal coverage (if universal coverage is a
policy objective), the issues of basic essential package vs. catastrophic
package should be identified and discriminated. A compulsory national
health insurance would emerge along with financing reform which
centers to merging funds or expand social security scheme to self-
employed and agricultural sector. What are not included in a list of basic
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package or a list of catastrophic coverage may encourage the needy to
buy private indemnity insurance.
Details for financial requirements for protection against FCI, catastrophic health
insurance, and universal coverage above need to be worked out.

5) The government hospitals play a significant role to support those who are unable to
pay for the bills. It is also a good safety net to prevent income / asset loss among
those who face with financial insecurity. The fee exemption system should be
available whenever universal coverage is not achieved. At the moment, the
appropriateness of this exemption policy and the effectiveness of the waiving
mechanism are questioned. Therefore, the policy and the role of cross subsidization
in the government hospitals should be evaluated..

6) Among those who need financial assistance, attempts should be made to assist the
families to overcome financial consequence from FCI, not just waiving the bills.
For instance, if appropriate measure is generated for screening the vulnerable case,
it would protect income/asset spend-down at the time of illness and other social
impacts could be averted.

¢) The limitations of the study

1) Both studies are limited to family’s ability to pay and financially catastrophic
illness among out-of-pocket, uninsured inpatients. The definition of out-of-pocket
patients refer to those without any health insurance benefits. Practically, children
under twelve and the elderly (over 60) should have health benefits from Public
Welfare Scheme to seek care at MoPH hospitals. But they are not in some MOPH
hospitals unless they declare themselves to have the entitlement. To avoid this
confusing practices, our studies therefore confined such cases only in university
and private hospitals. In addition, the selected patients who admit and stay less
than 48 hours are excluded from the study. This will result to dilute the proportion
of out-of-pocket admission in both studies.

2) The definition of FCI considers only out-of-pocket expenses in one episode of
admission. The studies do not intend to deal with FCIs over the lifetimes, FCIs
which are specific to chronic patients, out-patient FCIs. Thus, our findings cannot
infer to such FCI cases.

3) Hospital-based study will lack the information of those who cannot access to care
because of no purchasing power to afford traveling and living expenses

4) Out-of-pocket in-patients who are Songkhla residents in our study range from 4-
38% of total hospital admissions. This figure may be somewhat under-estimate.
Because the numerator, out-of-pocket in-patients, are those who had interviewed.
Some in-patients fitted to selection criteria discharge without performing any
interviews due to our limitation and the study design.

5) Results of our studies might over-estimate family’s ability to pay and FCI
incidence because the studies were conducted during the economic crisis. It is hope
that the impact of economic crisis would shape the patients having a reasonable
utilization of health services. Assuming that there is a good adjustment after crisis,
the results may not deviate from the true estimate. Thus, generalizability is still
acceptable to the target population. Moreover, only Songkhla sample may not
represent country as a whole, the inference should be taken into account.
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APPENDIX

Questionnaire 1: (FCI-1 & FCI-2 STUDY)
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Questionnaire 2: Question guidelines (Qualitative study)

In-depth interviewing: Familiy coping strategies to deal with the costs of treatment

Notice: The cases are currently admitted or recently discharged patients who resided
in Songkhla Province, whose admission incurred medical expenses above 40 000 Baht
and declare not being able to pay the bills. The respondents to be interviewed are the
family head, the patient, or the family member who takes responsibility for financial
resources. The main interest is going to in-depth interview about familiy coping
strategies to deal with the costs of illness when the patient and family face with
payment difficulty

The sequences of in-depth interview will be follow as the guideline below:

1) General background of informant and patient characteristics: age, sex, education,
occupation and religion

2) Socio-economic background of family: family size, number of employed or who
are income-earner?, principal source of income, family income per month, monthly
expenditure.

3) Family resources and the coping strategies adopted to mobilize resources for
hospital bills

Questions to be asked:

1. How did your family cope with the problem of unable to pay the bills? Why did
you do that? What was your coping strategies? Why did you choose that choice?
How success was each of coping strategies?

2. Who informed you to meet medical social workers? Why did you seek support
from the hospital? How did you negotiate with social welfare workers? How did
they request the family to do? What were the factors determining the success of
negotiation? Why did you think that?

3. Did your family have any impacts or consequences due to the payment? How did
the payments effect to your family? How dis your family cope?

Triangulation process:

To verify the reliability and validity of data collected from both quantitative and
qualitative study, we will triangulate the information from other sources. The
questions, for instance, how the hospital help the patient or how feasibility the subsidy
be make to the most vulnerables, will be taken an interview from hospital director,
head of finacial officers and medical social workers individually. Among home-visit
cases, we try to compare the information what the patient told the social workers to
what we see and get from the actual environment.

Questions to be asked

1) How do they identify / ascertain the cases with “unable to pay”? By what basis?
2) How do they cope with the cases? To what extent and how subsidisation will be
provided for the case with large medical bills?
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