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EXECUTIVE SUMMARY

Over the period from 1975 to 1995 the proportion of total outpatient vigits to public hedth facilities
shifted from 46 percent at regiona and genera hospitals and 29 percent at rurd health centers, to 21
percent a regiona and genera hospitals and 47 percent at rurd health centers. To agreat extent this
shift has been accomplished through the investment of the Ministry of Public Hedlth in congtruction of
additiond rurd facilities, and improving the health personnd posted to the facilities dready in place.
Nevertheless, the problem of large numbers of the rurd population “bypassing” lower leve facilities with
minor health problems to recalve services at the higher leve facilities continues. In addition, good
practice regarding the bi-directiona flow of clinical information as patients are referred from one leve to
another and back again is not followed. This paper reviews prior actions on the part of the Thai
government to address the referral problem, and proposes new approaches for the future.

In addition to improving the quanity and quaity of servicesin rura aress, there have been other attempts
to improve referrd patterns through supply-sde interventions. One example is a project aimed at
improving referrd patterns was the Networking of Multi-level Hedlth Services Facilities (NHMS). This
effort grouped dl hospitals and hedth facilitiesinto 14 groups with the regiond hospitals astertiary
referral centers. Key features of the project included the development of service standards to be met
by facilities at different levels, the use of supervison and support teamsin each group, the provison of
referrd letters from digtrict facilities to provincid/regiond hospitas, and performance monitoring by the
central MOPH. Evauation of the project showed no clear improvement in reducing “bypassing”
behavior, and the central MOPH’ s support to the project has declined. Another supply-side effort has
taken place in the Bangkok Metropolitan Authority (BMA) area where hedlth centers have been built to
reduce congestion of the outpatient clinics at BMA hospitds. Studies in Ayudhaya, Nakornrashasma
(Korat), and Had Ya found that the population that used urban public sector hedth centers were
primarily the low income population, whereas the wedthier population used private clinics and hospitds.

A more recent supply-side intervention has been the experimentation with digtrict hospita's as fund
holders to manage the source of care for those registered with their hospitd. Preiminary assessment of
the fund holder experiment did not show any improvement in referra behavior, probably because the
population knowsit will sill be able to obtain free or subsdized services from provincid/regiond
hospitalsif they go directly, even without areferrd dip. At the sametime, it is not to the advantage of
the district hospitd to refer patients for whom they have to pay fee-for-service, and this may lead
patients to “bypass’ the digtrict fund holder. Findly, it is unclear that providers and the affected
population clearly understand the purpose and functionning of the fund holder program.

Efforts to affect consumers on the demand-side have included the setting of differentid or “tiered”
charges a the different levels of the hedth system. This effort however was not redized as it was felt
that patients might believe that the services at lower level facilities were inadequate, and the tiering of
fees might have the effect of discouraging them from seeking early care & any source. Another
demand-side measure requires voluntary and low income health card holders to obtain referra dips
from digtrict hedth facilities in order to receive speedier service and avoid service fees a



provincia/regiona facilities. However, these measures are o ineffective as patients redlize that higher
level of facilitieswill provide free or subsidized services depending on their ability to pay.

Recommendations to improve the referrd system can be summarized as follows.

Create and provide more autonomy to district health systems which are more relevant to
the needs of the local community. Didrict hospitals should play akey role in improving the
quality of care provided by rura hedth centers, possibly under service contract. These systems
should be under adistrict hedth board on which there would be community representation.
Additiona funds might be sought from the community where income permitted, and from the
centra government in digtricts where funds are more limited.

Continue to experiment and develop the district fund holding model. It would be ided if
the fund holders could manage the financing for the civil servants and those covered under the
socia security scheme, as well as the financing for the voluntary and low income card scheme
members. More effort has to be made to develop understanding of the principles, expectations,
and assumptions behind the fund holding mechanism on the part of providers and patients.

Create a provincial mechanism that functions like a managed care organization. This
proposal has alarger scope that those mentioned above to create digtrict health systems, each
type of which might exist under the provincia system. The province would receive ablock
grant budgetary dlocation, instead of aline item budget, to be dlocated to priority programs
and population groups. The Provincid Hedlth Office would be reconfigured into a Provincid
Hedlth Board, with community representation, and which would play a purchasing, regulatory,
and monitoring and evauation roles in addition to their more traditiona public hedth functions.

Development of Provincial Provider Networks This option islike that directly abovein that
it organizes the service ddivery providersin the province into a coherent network. This option
however has the development of the provider network arising out of the current development to
make hospitals autonomous. In order that transforming hospitas into autonomous entities not
make hedth systems more fragmented (e.g. autonomous hospitals “cream skim” in order to
meake profit, and the poor are left with greater travel distances to non-autonomous facilities), it is
desirable that the health providers in an area develop a network to provide comprehensive
sarvices cod-effectively. This network will automatically create mechanisms for patientsto be
seen and treated at the appropriate level of service provider.  The autonomous network would
be administered under a Board including the community and other stakeholders.

Revive the NHMS Project on an even bigger scale (the 75 provincid systemswould be
under the 14 regional groups), however, severd measures would have to be introduced. Fir,
aset of “carrots and ticks’ has to be developed to provide strong management support for
adminigtration of the networks, including the evaluation of key management staff according to
standards of servicestied to the determination of their salary and promotion opportunities. In
addition, each network would be required to prepare athree year plan with targets identified for

Vi



each year. The plan would help determine the level of central support, and serveasa
management guide for key network staff.

Development of Universal Coverage. The development of universal hedlth insurance
coverage for the Tha population will lead to an improvement in the referral system when the
financing mechanism can negotiate with service providers and monitor the quantity and quality of
care provided. One gpproach would be to use progpective payment to provide providers with
an incentive to control costs. Another gpproach would be to provide retrospective payment
with global capping, if there are first contact requirements to influence patient demand.
Whatever mechanism is selected effort will be needed to control adminidtrative codts.

vii



l. BACKGROUND ON THE HEALTH SYSTEM IN THAILAND

The modern Thai hedth care system developed from the establishment of large government hospitasin
Bangkok as far back as 1883. Around 80 years ago, the infrastructure of health services for the rura
population was established with hedlth centers providing services a the tambol (sub-didtrict) level. They
were expected to provide certain preventive and hedlth promotion services, eg. focusng on materna
and child hedlth, immunization, and sanitation. These two systems of hedlth services developed gradudly
both in the urban and rurd areas, somewhat in paralel. By 1906 the centra town in each province aso
had a hospital. Hedlth centers, on the other hand, gradualy covered more and more tambols, with Level
1 hedlth centers introduced in the central tambol of each didtrict. Each Level 1 hedlth center was Staffed
by a medica doctor and a few auxilliary hedth persond. Starting in 1975, these hedlth centers were
transformed into community hospitals with a subgtantia changesin their roles and staffing petterns.

More and more large hospitals were established in the capita - Bangkok. They originaly belonged to
the Ministry of Public Hedth (MOPH) but some were later separated and placed under the
respongbility of the Minigry of Universty Affairs (MUA), and the Bangkok Metropolitan Authority
(BMA - the locd government in Bangkok). The Ministry of Interior (MOI) and Minigtry of Defense
(MOD) dso have their own hospitals in Bangkok and some in other large cities in the country. With the
edtablishment of universities in regions of the country, other large hospitals were congructed in cities
where the medica schools are located.

In most urban areas there are dso loca administrations which have been expected to play active rolesin
hedth and hedlth services. However because of the historical, sgnificant role of the MOPH, locdl
governments did not have much to contribute except for a few hedth centers in their boundaries.
Bangkok is an exception as it has hedth services facilities of various levels, hedlth centers staffed with
doctors, as well as large hospitals focusing on secondary and tertiary medica services.

The private sector has dso been an active player in hedth service provison. Generdly spesking, the
private sector cannot be clearly differentiated from the public sector as most of the hedlth personne
working in the private hospitals aso work in public facilities. Many of the big private hospitals make use
of hedth personnd working in the public sectors (see Table 1.1). Thus there are complex reationships
between the various sectors which are actively providing heath services in the country. The overdl
picture of hedth service providers, according to the ownership or direct control over their operation,
can beseenin Table 1.2.



Table 1.1: Average Number of Full time vs Part time Manpower in Different types of Private
Hospitals, Thailand

* * *

1 2 3 4 All No. of
Types Samples
F P F P F P F P F P F P
1. Doctors
BMA 8 37 23 113 | 39 143 | 2 15 12 50 | 58 46
Other Provinces | 4 17 6 16 15 123 |1 3 4 16 | 158 134
Whole Country 5 21 11 40 33 137 |1 6 6 24 | 216 180
2. Dentists
BMA 2 13 7 6 4 15 1 4 3 11 | 36 29
Other Provinces | 2 3 2 2 2 9 1 0 2 3 30 24
Whole Country 2 8 4 3 4 14 0 4 2 7 66 53
3. Pharmacists
BMA 3 5 3 7 8 15 2 3 4 7 38 28
O Other Provinces | 1 2 1 2 4 12 1 1 1 2 91 67
Whole country 2 3 2 4 7 15 1 2 2 4 129 95
4. Nurses
BMA 18 38 92 19 160 | 74 3 6 43 35 | 54 42
Other Provinces | 7 28 22 18 | 40 117 | 2 5 9 25 | 139 112
Whole Country 9 31 45 19 134 | 84 2 5 18 28 | 193 154
Notes:

1* = generd private hospitals

2* = private hopsitals operated by not-for-profit foundations
3* = private hospitals listed in the Thal stock exchange market
4* = gmd| private hospitals and poly-clinics

F =FRultime, P =Pattime

Table 1.2: Number of Health Facilitiesin Thailand, Public (1995) and Private (1996) Sectors
Public Sector (1995)

Administrative Health Facility Number Coverage
Level
Bangkok and Medical school hospitals 5 -
Periphery General hospitals 29 -
- MOPH 5 -
- Ministry of Interior 5 -

(excluding BMA)
- Ministry of Defence 6
- BMA 7 -
- State enterprises 5
- Ministry of Transport 1
& Communications

Specialized hospitals/ 24 -
Institutions
Public health centers/ 61/85 All districts
Branches in BMA
30-bed hospitals (BMA) 3
Regional Medical school hospitals 5
(4 regions) Regional hospitals (1997) 24
Specialized hospitals: 25
- Maternal & child health 8
Hospitals
- Psychiatric hospitals 8
- Neurosis hospitals 2
- Leprosy hospital 1
- Communicable disease 1

Hospital



Administrative Health Facility Number Coverage
Level
- Chest hospital 1
- Cancer Institute 1
Provincial General hospitals (1997) 68 100%
(75 provinces) Under the MOPH
Military hospitals under 51
the Ministry of Defence
District Community hospitals(1997) *703 96.43%
(729 districts Extended hospitals (1997) 3
and 81 Municipa health centers 132
Subdistricts)
Tambol Health centers (1997) 9,108 100%
(7,195
Tambol)
Village Community health posts 523
(65,277 (1996)
villages) Community PHC centers
(1996)
- Rurd **63,443
- Urban **1,389
Village drug funds 27,566 42.23%
Nutrition funds 5,688 8.71%
Sanitation funds 16,149 24.74%
Health card funds 10,837 16.60%
Notes: * Include only those that have been operational.
* Office of Primary Hedth Care, MOPH, 1996.
Sources 1 Summary of Important Health Statistics, 1994-1995, Hedth Statistics Division, Bureau of
Hedlth Policy and Planning.
2. Department of Locad Administration, Ministry of Interior
3. Provincid Hospita Division, MOPH.
4. Rurd Hedth Divison, MOPH.

Private Health Facilities, 1996

Type No. of facilities
Bangkok Provincid Totd
1. Pharmacies
1.1 Modern pharmacies 2461 2,262 4723
1.2 Pharmacies sdling only 710 4437 5,147
Reedily packaged drugs
1.3 Treditiond medicine 395 184 2,249
Pharmadies
2. Clinics (without inpatient beds)
- Modern 7,597 2804 10,401
- Traditiond 152 309 461
- Total 7,749 3113 10,862
3. Private hospitals
- No. of hospitals 136/ 316/ 452/
- No. of beds 14,211 21,656 35,867




Sources.
1. The Food and Drug Administration, MOPH.
2. Medicd Regigration Divison, MOPH.

Ownership of hedth services facilities may not necessarily lead to problems with patient referrd (e.g.
between public and private sector facilities) if other effective mechanisms are in place. For example,
financing mechanisms could be developed to alow access to hedth services regardiess of sector the
providers belong to. Previoudy under the Civil Servants Medical Benefit Scheme (CSMBS), and
currently under the Socia Security Scheme (SSS), the insured have had access to both private and
public providers. In addition, the SSS has some requirements about the point of first contact. However
there has not yet been a systematic atempt to reinforce effective referral systems and it is left to each
contractor to organize their own internd referrd system. In Thailand, the fact that hedlth care financing
has been quite fragmented and not well coordinated, has meant that the mgority of hedth service
consumers pay out of their own pocket and are therefore entitled to go and seek services anywhere
they like.

. PAST ATTEMPTSIN THAILAND TO IMPROVE THE REFERRAL SYSTEM

A. Establishing District Health Services and Changesin Service Utilization

As mentioned earlier, the Tha government has continuoudy endeavored to expand hedth service
coverage for the rurd population. Although the first modern hospita was established in Bangkok, more
and more of them were later built in the rurd provinces dong with the hedlth centers at the sub-digtrict
or tambol levd. It was intended that the health centers would provide preventive and promotive services
while the hospitds in the provincid towns would provide curative services. However, consumers
primarily utilize hedth sarvices when they are ill, and utilization of the hedlth centers was low. The
budgets of the hedth centers was smdl, and unless income could be generated from user fees, the
centers could not offer curative services, nor serve a the point of first contact for the rural population
when they needed care. Mogt patients “bypassed” the hedth centers and went draight to the large
hospitals in the provincia towns. This started to change after 1975 when the government decided to
upgrade the hedth centers in the central tambols of each digtrict to become digtrict hospitals. These
hospitals recaived quite a sgnificant budget for curative services when the government arted the
program of free medica care for the poor.

With the gradud expanson and improvement of the hedth sarvice ddivery system in rurd aress,
physical accessto health services for the mgority of the Thai population has improved. Although thereis
no systematic way of reinforcing the patients to make use of the nearest health facilities, or to set up a
system of primary medical care gatekeepers, the pattern of hedlth service utilization observed among the
ruradl population has moved from use of hospitals to greater use of rurd hedth facilities (see Figure 2.1).



Figure 2.1: Number and Proportion of OPD visits at Public Health Facilities, Thailand, 1979 -
1995

46.22% Regional H./General H.
(5.5)
1979
24.37% Community H.
(2.9)
29.41% Rural Health Centers
(.3.5)
32.36% Regional H./General H.
(10.0)
1985 35.92% Community H.
(11.1)
31.72% Rural Health Centers
(9-8)
20.96% Regional H./General H.
(14.6)
1995 32.55% Community H.
(22.7)
46.49% Rural Health Centers
(32.4)

() : Number of OPD visits (millions)

Source: Rurd Hedth Divison, MOPH.

Figure 2.1 suggests that the first contacts of the rurd population were mostly to the provincid hospitals
before the 1980s. With the establishment of digtrict hospitals, and more hedth centers, the trend has
been reversed. More and more outpatient contacts have been shifted to the didtrict level and below.
This suggests that the strengthening of the didtrict level health service system dlowed people to choose
not to travel long distances if there were acceptable hedth care providers close to their homes. The
trend has improved even through the 1990s, which coincides with the continuous efforts of the MOPH
to improve the sarvices and fadilities of community hospitals dong with the improvement of hedth
centers. This changing pettern of hedlth service utilization to  a more pyramid-like shape with more
contacts being made at lower level hedth facilities can be taken as a move towards a more cost-
effective hedth care ddivery sysem, which isthe am of the establishment of a good referra system.

However, there are il many things that need to be put in place if aredly effective referrd systemisto
be established. Evidence of the need for further action includes the fact that there are ill many
outpatient contacts at the higher levels of hedth services that could be well attended to by hedth



personnel close to their homes. Studies in Khon Kaen Hospital, which is a regiona hospital, showed
that 47 percent of outpatient contacts came from digtricts where community hospitals are present  (see
Table 2.1) and that more than 55 percent of these cases could be well taken care of by community
hospitals (see Table 2.2). The same finding was demongrated by community hospitals in Ayudhaya
which showed that over 52 percent of outpatient contacts at the hospitals could have been taken care of
by hedlth center saffs.

Table 2.1: Place of Residence of Outpatients seen in Khon Kaen Hospital’s OP Departments

Place of Inner City Suburb Other Outsde
Residence Didricts Khon Kaen Total
OP Departmen No. % No. % No. % No. % No. %

GP 31| 205 56| 371 3| 232 29| 19.2 151 100.0
Medicine 22| 183 60| 50.0 22| 183 16| 133 120 100.0
Paediatrict 16| 267 25| 47 12| 200 71 117 60 100.0
Ob-Gyn 21| 191 36| 327 24| 218 29| 264| 110 100.0
Surgary 13| 210 4 6.5 27| 435 18| 290 62 100.0
Orthopaedics 8| 140 19| 333 19| 333 11| 193 57 100.0
Eye 13| 173 25| 333 23| 307 14| 187 75 100.0
ENT 12| 261 8| 174 18| 391 8| 174 46 100.0
Specid Clinicsin Medicine 12| 194 21| 339 15 242 14| 226 62 100.0
Specid Clinicsin 12| 150 17| 213 31| 388 20| 250 80 100.0
Pediatrics
Subspecidty in Surgery 10| 125 2 25 37| 463 31| 388 80 100.0
ANC 17| 227 45| 600 8| 107 5 6.7 75 100.0
WBC 11| 458 9| 375 3| 125 1 42 24 100.0
Total 198 | 198 327| 326| 274| 273| 203| 203| 1001 100.0

Table 2.2: Types of Health Personnel who could Care for IlInesses of Outpatients at Khon Kaen
Hospital, Thailand, 1997

Total OP visits Types of Possble Care Providers (%)
Departments No. % Health | Nurse GP |Specialistsy Others
Center
Staff
GP 51,484 21.96 501 177 11.05 383 0.29
Medicine 46,540 19.85 135 0.67 1161 6.22 0.00
Pediatrics 30,787 1313 5.03 0.88 372 350 0.00
Generd Surgery 37,946 16.18 0.00 0.53 531 10.35 0.00
Ob-Gyn 18,147 7.74 349 0.00 2.35 159 0.30
Orthopedics 15,848 6.76 0.00 0.23 012 6.29 012
Eye 21,776 9.29 0.00 0.00 0.74 854 0.00
ENT 11,954 5.10 0.00 0.00 122 3.88 0.00
Total 234482 | 100.00 14.88 4.08 36.11 44.21 0.71

With the illness pattern of the Tha population shifting more to chronic conditions, it is even even more
crucid to have an effective referrd system that works in both directions (from the didtrict to the province
and back). Patients should be able to be referred back and forth between the various levels of hedth



sarvices when needed. This is different from the acute care model  when care is needed for a limited
period of time after which continuity of care will be less of a problem to the well being for the patients.

B. Primary Health Care and the Early Desgn of the Voluntary Health Card
Scheme asa Meansto Improving Patient Referral

With the introduction of the primary hedlth care program in the early 1980s, the MOPH became more
concerned about patient referral and building up linkages between communities and the hedth service
system. The firgt linkage was between the village hedth volunteers with the hedlth centers or community
hospitals. However the need for services do not stop at the level of community hospitals. Some cases
need to be referred further to higher levels of hedth facilities, the general and then regiond hospitals. The
MOPH darted to try to better involve higher level hospitals to create a better referrd linkages with the
lower level hedlth service fadilities. This became one of the key festures of the community hedlth card
funds which was the first phase of the present Voluntary Hedlth Card Scheme (see Table 2.3).

Table 2.3: Key Features of the Community Health Card Funds

Type of Card Key Feature of the Community Health Card Funds
(1) Maternity - used for free maternity care including ANC and free ddlivery
Card - priced at 100 baht per card

- vaid for one pregnancy (not limited by caender year)

(2) Hedlth Card - cover membersin one family (maximum 4 persons)

- free medicd care for 6 episodes

- first contact at hedlth centersreferra dip required

- priced at 300 baht per year, “green channd” provided
- chronic conditions excluded

- can be used for 10% discount of service fees

- maximum coverage 20,000 baht per admission

Under the community hedth card funds, the hedlth card holders paid an annua fee for hedlth servicesin
the provinces where they lived. The total amount of fees collected was managed by village committees
and used as hedth revolving funds for each village. The funds could be used for hedth development
purposes such as building of latrines, nutrition improvement, etc. At the end of the year, the remaining
funds were used to pay various levels of hedth services in the province with afixed proportion for hedlth
centers, community hospitals and provincid hospitals. The hedth card holders were also expected to
make use of hedth centers as their firgt point of contact and could use higher levels of hedth facilities
only when referred by the hedth centers, otherwise they would have to pay the user fees charged by
the facility. If they purchased the card but decided to use higher level of hedth services without being
referred they could dso ask for a discount of 10 percent of the users fees charged to them. If they
were referred to the higher leve of hedth facilities they would not have to walit in the queue.



It was expected that these measures would help improve health services utilization by the hedlth card
holders and creste a better referrad system. Unnecessary patient visits to higher leve of hedth services
would also be lowered, and thus a subsequent lower proportion of fees from the cards was alocated to
the higher leve of hedth facilities. However those expectations were not met due to many weaknesses
in the hedlth service system in the rurd areas. The most crucid factor seemed to be the relaively wesk
sarvices a the hedth center level. They were inadequately equipped to provide curative services of
good quality and thus tended to be less well accepted by the population. Second they were not
expected to work 24 hours and thus had inconvenient hours when they were open for services. Third
the queue by-pass (or green channel) was not properly organized and managed. Financidly there were
few incentives to patients to use the card and referral system, and negative incentives for providers at
the digtrict and provincid level which received lower financid alocations from the card than from user
fees.

C. Networking of Multi-level Health Services Facilities in the Ministry of Public
Health (Por-Bor-Saw or NMHYS)

The MOPH observed that many of the patients seen & the higher level of hedth facilities, namely the
regiond, generd and community hospitals could be better taken care of by the lower leve facilities. At
the same time there were increasingly more patients being seen a the provincid level despite the
increases in the number of community hospitals during the mid 1970s to mid 1980s. The MOPH then
darted the project of creating network of hedth service facilities under the MOPH with an am of
improving service qudity and building closer working reaionships among different levels so that there
will be efficient patient referral. All hospita's under the MOPH were grouped into 14 networks with one
regiond hospital serving as the tertiary referrd center in each group. The grouping was based on
provincia demarcations rather than an actud traveling distances or trangportation routes thus making it
inconvenient for some referred patients as they might reside closer to another network.

The mgjor strategies adopted by the MOPH in the Networking of Multi-level Hedlth Services (NMHS)
consgted of the following:

1 Setting service standards for each leve of hedth services fadilities including hedth centers,
community hospitals (10-120 beds), generd hospitals (120-500 beds) and regiond hospitas
(over 500 beds). Such services were classfied into three ligts: required, suggested and optional.
For services on the required list each hospital was expected to provide these to all patients and
the MOPH would estimate and provide the necessary manpower and equipment. For the
suggested ligt, hedlth facilities were encouraged to provide as much of the service asthey saw fit
and they were to receive supports from the MOPH if they establish provision of those services.
For the optiond lig, the hedth facilities are to provide them only if they are redly wdl
equipped. The listing of service standards for each level of hedth facility alowed the MOPH to
have a plan to better support the hedth facilities a each leve. It dso served to have the
facilities in each group interact and help each other to fulfill the service dandards, especidly
those in the required list. Altogether there are 14 guidelines produced to guide services



development for various departments of each levd of hedth fadilities, such as laboratory
sarvices a community hospitals, community medicine at genera and regiond hospitals, tc.

2. The regiond, generd, and community hospitals and hedth centers in each grouping organized
their own supervison and service support teams at each level. Each team visited hedth facilities
a lower levels as well as monitored the patient referrd practices both at its own level and other
levels. The teams dso held workshops and meetings to discuss problems of hedth service
delivery within their own networks. Guiddines developed by the centrd MOPH were used as
frameworks to improve services.

3. With regard to patient referral there was a requirement that al referred patients needed to be
accompanied by areferral dip and that the receiving facilities were expected to give response or
feedback only to those who were referred. It was expected that thiswould help to improve the
quality of patient referrd as many of the referras among various levels of hedth facilities were
done with no judtifiable indications and/or incomplete information to guide proper planning of
care by the receiving facilities.

4. The MOPH monitored the performance of each group through a reporting system and
presentations a annua meetings. It used indicators such as: the number of hedth facilities a
eech leve fulfilling the minima set of required sarvices, the rate of patient referrds a each leve,
and the rate of response or feedback given to lower leve facilities.

The NMHS received quite a strong emphasis when it was firgt introduced. However the emphasis from
the central MOPH weakened, although the networks persisted even up to the present. The supervision,
vidts, and interaction between the various levels are now very much up to each grouping to plan and
implement. There is no clear cut support for the networking activities nor equipment for service
improvement. Allocation of budget for equipment is not based on the service sandards. When there are
problems of unnecessary or ingppropriate patient referra within each group there is no system to ensure
thet they will be rectified.

Evauation of the NMHS gave mixed findings. On the one hand it was found to increase the interaction
and thus mutua support among the hedth facilities of different levels in the same network. It was quite
clear that this was made possible because of the attention paid by the centrd MOPH. However, there
was no clear cut budget for this purpose once the interest at the centrd level decreased. In terms of
patient referra there was no clear evidence that patient referra improved, as self-referra was till quite
common despite the project. Moreover, many of the referred cases were found to be inappropriate as
they could have been handled adequately by the lower level facilities if compared to the service
gandards in the NMHS. More recent studiesin the Khon Kaen and Ubol Rachathani regiona hospitals
showed that the percentage of improper referral could be as high as 48.5 percent in Khon Kaen and
51.4 percent in Ubol Rachatathani (see Table 2.4).



Table 2.4: Referral of Patients from Community Hospitals to Regional Hospitalsin
Khon Kaen and Ubol Rachathani according to NMHS Standards

Province Referral Case
Total Case Improper Case %
Khon Kaen 375 182 48.5
Ubol Rachathani 522 271 51.4

The NMHS, focused on supply side measures, has had very little impact on sdlf-referrd. It might have
had some indirect impact by improving the qudity of hedth services rendered at lower levd facilities.
However such an impact has not been evident. Improving quality of hedth services ddivery at lower
level facilities may need more than technica supports and provison of equipment. Besides technica
inputs and hardware, there is a need aso to address the issue of manpower and financia resources
management at each level of hedth services facilities. The best the NMHS  achieved was to creste a
period of intensve atention on service provison through the interaction of various levels of the hedth
system. If this effort had been accompanied by efforts to improve the management of hedlth facilities a
better outcome might have been achieved.

D. Differential Users Chargesin the Public Sector

During the period of the community hedlth card funds, the policy of introducing users charges to those
bypassing the hedlth service referra chain was established. Due to the relatively low price of the hedth
card, and the conditions of the fund management under the initial phase of the project, the issue of
charging bypassng patients who were otherwise expected to receive free care was not an issue of
concern. Moreover hedlth personnd at higher level facilities had to accommodate those who came for
service but who could not pay the fees.

In the mid-1980s, when the first hedth care financing study was carried out, it was determined that
public sector financing for hedth might not increaese a a rate sufficient to absorb the additiona costs of
the hedlth sector plan. It was suggested that inefficient use of public hedth services facilities should be
curbed through the introduction of differentid users charges for those bypassng lower level hedth
facilities. It was expected that the patients charged higher fees would be more likely to use lower leve
hedlth fadilities, thus lowering the number of unnecessary contacts a the higher level of hedth facilities,
and bring greater efficiency to the system.

The MOPH was rdluctant to implement the suggested differentia users fees One of the reasons was
that patients who bypassed did so because they believed they faced unacceptable health services at the
lower level. Thus charging them with higher fees would not help them to change their care seeking but
might deter them from seeking care a dl. It was believed that a better approach would be to improve
the qudity of hedth services at the lower leve to atract people to use facilities closest to their homes.
This concluson was supported by the finding in evaugtions of the community health card scheme that
people went to higher level hedth facilities without referrd dips only because the lower leve facilities
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were not functioning well. The proposal of introducing differentid users charges for those paying out of
their own pocket was never implemented. Likewise, the policies of charging those bypassing lower leve
facilities by those covered by the low income health card (LICS) and the voluntary hedlth card (VHCS)
schemes have been attempted severa times but have never been sustained. Hospital staff do not wish to
place additiond financid burdens on those aready in economic difficulty.

E. Referral Chain in the Bangkok Metropolitan Authority (BMA)

The provison of hedth services by the BMA is highly complex both from the perspective of consumer
and provider behavior. The BMA, the loca governmental administration authority, has taken charge of
providing services for those residing in the BMA by establishing a network of hedth services facilities.
This network conssts of hedlth centers with at least one medica doctor providing ambulatory curative
services and preventive and promotive health services within regular working hours. There are also two
community hospitas in the suburbs of Bangkok where there are few hospitas, private or public. The
BMA aso has its own hospitas which are generd and tertiary referral hospitds, despite the fact that
there are o quite a number of genera and referrd hospitals in Bangkok under public adminigtration or
the private sector.

Hedth services provision in the BMA was quite chaotic. Poor people are left to the mercy of various
public facilities. These same facilities are dso overloaded by large numbers of patients referred from
various parts of the country. Those who can to pay usudly seek care at the private sector. The hedth
department of the BMA was determined to ensure that they provided more efficient services for thosein
the BMA. Starting from the early 1990s the BMA tried to work with the MOPH to establish a network
of referral hospitas so that patients could be easly referred between the two mgor hedth services
providers in the BMA. At the same time it tried to establish networks of hedlth centers that could be
linked up with some hospitals so that they could have more efficient patient referra from lower leve
fecilities. Efforts were also made to increase the quaity of health services rendered to those coming to
hedlth centersand they could be referred to higher level of care when needed.

There was no systematic effort to evauate the attempt of creating such networks. It was believed that
with an improved network of health centers providing good primary medica care, the needs for hedth
savices of those living in BMA, epecidly the lower income group, would be better met. The
establishment of a good referral chain with hospitas under public adminigtration, and even with the
private sector, could then help to improve the qudity of patient referra without having to rey on
hospitdls operated by the BMA which have a low number of beds. However, establishment of this
network would be next to impossible if dl of the patients referred were expected to pay for services
out of pocket payment rather than under a more coherent system of financing.

1.  EFFORTS TO IMPROVE THE REFERRAL SYSTEM UNDER VARIOUS
FINANCING SCHEMES
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The efforts mentioned above are those which have been carried out on the supply- sde and mainly by
nationa or loca hedth services authorities who tried to improve the networking of various levels of
hedlth facilities under their direct control, or under the control of parts of the adminigtration from which
cooperation was easly achieved. There were few attempts to address the issue of the patients
bypassing or shopping around for care which is another important aspect of the needs to improve the
patient referrd system. However there are a few examples where populations can be well defined, and
where there is a collective financing mechanism in place that could be used to influence both the
behavior of providers and consumers for better patient referral.

A. Mandating First Contacts under the Low Income Card Scheme

The Low Income Card Scheme (LICS) was introduced in 1975 with no clear policy on patient referrd.
It was only in the early 1980s that it became mandatory to identify the first point of provider contact for
each card holder. The firgt contact could be either at a hedlth center, or acommunity hospitd, or even a
generd hospital, depending on the exact place of resdence of the card holders. The point of first
contact was written explicitly on the card when issued. If the card holders went to other hedth facilities
without a proper referral dip they would not be able to get free care. The hedlth centers or hospitas
receive budget from the MOPH in proportion to the number of card holders (Type A patients)
registered with them, as well as for those receiving free care despite lack of the indigent card (Type B
patients). The fact that those without cards could aso be exempted from paying has weakened the
implementation of this referrd policy. In most cases, the heglth personnd give advice to patients without
charging them the users fees, even if they have bypassed their primary care provider. There was never
any sysemdic evauation of the effectiveness of this policy for the improvement of patients referrd.
However the overall percentage of outpatient contacts by the LICS holders suggests an increase in the
number of contacts made at health centers and community hospitals (see Table 3.1).

Table 3.1: Utilization Pattern of OP visits by Level of Care by LICS Patients, Thailand, 1994
and 1996

Typesof Facitities OP vists 1994 OP vidts 1996
Person Vidts Person Vidts

Total 25,812,394 41,290,658 NA NA
Hedth Centers 51% 54% 57% 57%
Community Hospitd 26% 27% 32% 3%
Generd/Regiond Hospitd 11% % 1% 10%
Other  depatments in 2% 2% NA NA
MOPH

Non-MOPH % 7% NA NA

Source  : 1994 Rurd Hedth Division
1996 Hedth Insurance office

B. Voluntary Health Card Scheme and Reinforcement of the Referral
Requirement

The Voluntary Hedlth Card Scheme (VHCS) was designed with one of its gods to improve patient
referrd (the origins of the scheme as a community hedth card were described above). When the
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VHCS was turned into a voluntary hedth insurance scheme in the early 1990s, the need for patient
referra became one of the core issues regarding how to achieve cost containment or financid sufficiency
of the scheme. An early evaluation of the hedth card showed that it was financidly non-vigble a the
prices at which the cards were sold. However, to date, the MOPH has not increased the price of the
card to a level sufficient to cover costs. Thus, hospitas cross-subsidize the care provided to voluntary
hedth card holders. This gave rise to the hospitals concern about the need to follow a drict referra
chain. At the same time the centr MOPH was concerned about the popularity of health cards, and
did not want to raise the price or enforce requirements that would reduce the card’' s popularity. Unlike
the low income card holders, the first contact mandated by the voluntary hedlth card scheme was ather
community hospitas or hedth centers, while the first contact for the low income card was only with
hedth centers. The overdl leve of first OP contacts of voluntary hedlth card holders shows the highest
proportion of use at the health centers, and for 1P care at community hospitals (see Table 3.2).

Table 3.2: Utilization Pattern According to Level of Care, VHC Scheme, Thailand, 1997

Types of Provider OP visits In-Patients Total
Expenditure
No. Expense No. Days Expense
Total 16,854,684 | 1,667,992,614 | 706,242 | 3,657,918 | 2,054,983,153 | 3,674,337.115
Health Center 54% 21% NA NA NA NA
Community 33% 46% 65% 48% 31% NA
Hospital
General Hospital 11% 23% 75% 38% A7% NA
Refer to GH 1% 2% 5% 5% 7% NA
Regional Hospital 2% 5% 4% 6% 8% NA
Refer to RH 0.4% 2% 2% 4% 7% NA
Total 100% 100% 100% 100% 100% NA

The proportion of first contacts made by low income card holders at various levels of hedth services
shows that there were more contacts made & the hedlth center level while the proportion of vigts at
community hospitals was higher for the voluntary hedlth card holders. Providerstried to enforce punitive
measures againg low income card holders but eventudly had to alow them free care if they could not
redly pay. However this might have had some effect on the low income card holders as the proportion
of those using hedlth centers has aso been proportionaly grester compared to other levels of care. The
higher contacts a community hospitds in the VHC scheme showed that the people preferred
community hospital to hedlth centers for firgt vidts. This may be due to the overal improvement of the
hedth centers and community hospitds, asde from the introduction of the referra requirements of these
two insurance schemes.

C. Urban Health Centers and Patients Referral

The MOPH undertook a research project in Ayudhaya aimed at improving hedlth services provison
and utilization in the province. During the initid phase, the project carried out studies to find out about
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the pattern of health services utilization of the rurd population as well as that in urban aress. It was
found that most of the contacts made a either community hospitas or provincid hospitas could have
been adequately handled by hedth personnel a lower leve facilities, especidly those coming to the
provincid hospital from the centra town of the province. The project thus set out to establish urban
hedlth centers hoping to reduce the number of unnecessary outpatient contacts at provincia hospitals.

The project was successful to a certain extent in rechanneling some outpatient contacts from the
provincia hospitals to the urban hedth centers. This again proved the hypothesis that a system of well
functioning hedlth service facilities closer to the homes of the people is acceptable by the population, and
helps to curb use of higher leve fadilities for ample hedth needs. An in-depth evauation of hedth
sarvices utilization of those in the urban area of Ayudhaya showed this to be the case. The urban hedth
center had limited capability of attracting those in the urban town as it was popular only among those in
the immediate urban catchment area who were of low socio-economic status. For those of higher
socioeconomic status the common contact points for ambulatory services were the private clinics of
doctors. (see Table 3.3).

Table 3.3: First Contacts in Case of Minor llinesses in Different Groups of the Urban
Population in Ayudhaya, Thailand

Population Group
1) (&) 3 (4) (5

1. Rest 15.8 16.0 13.0 13.9 17.9
2. Sdf-medication 43.9 35.8 57.4 56.6 35.9
3. Traditionad Medicine 0.0 1.9 3.7 33 2.6
4. Hedlth Center 0.0 0.0 0.0 0.8 0.0
5. Urban Hesalth Center 1.8 17.0 14.8 13.1 20.5
6. Clinic 29.8 13.2 5.6 9.8 20.5
7. Community Hospital 1.8 0.0 0.0 0.0 0.0
8. Generd Hospitd 1.8 11.3 0.0 1.6 0.0
9. Private Hospitdl 0.0 1.9 1.9 0.0 0.0
10. Public Hp. in 35 1.9 3.7 0.8 2.6

adjacent province
11. Private Hp. In 0.0 0.0 0.0 0.0 0.0

adjacent province
12. Others 1.8 0.0 0.0 0.0 0.0
13. Municipdity 0.0 0.9 0.0 0.0 0.0

fadtlities
Tota 100.0 100.0 100.0 100.0 100.0

57 106 54 122 39

Notes. (1) = Commercid area (outsde direct coverge of urban hedth centers)

(2) = Average urban devdlers (in direct coverage of urban hedth centers 2)
(3) = Low Socio - economic (in direct overage of urban hedth centers 2)

(4) = Low Socio - economic (in direct overage of urban 1)
(5) = Commercid area (in direct coverage of urban hedth centers 3)
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Urban hedlth centers were condtructed in other towns besides Ayudhaya. A similar evauation of the
savice utilization patterns of the urban population were aso caried out in the provinces of
Nakornrashasma in northeast and Had Ya in the south. It was found that urban hedlth centers were
used more frequently by those with low socio-economic status while the middle class tended to use

private clinics (see Table 3.4).

Table 3.4: Service Utilization of the Urban Population in Had Yai, Thailand

Service Utilization L ow socio- Commercial | Residential Total
econ Area
1. Rest 25 (14.0%) 25 (16.3%) 23 (15.2%) 73 (15.1%)
2. Sdf-medication 50 (27.9%) 50 (32.7%) 52 (34.4%) | 152 (31.5%)
3. Hedth Volunteer - (0%) 3 (2%) 1 (0.7%) 4 (0.8%)
4 Traditiond Medicine 3 (1.7%) 1 (0.7%) 3 (2%) 7 (1.4%)
5. Hedth Center 1 (0.6%) 1 (0.7%) - (0%) 2 (0.4%)
6. Municipdity Hedth 57 (31.8%) 8 (5.2%) 21 (13.9%) 86 (17.8%)
Center
7. Clinics 42 (23.5%) 55 (35.9%) 50 (33.1%) | 147 (30.4%)
8. HadYa Hospitdl 36 (20.1%) 11 (7.2%) 39 (25.8%) 86 (17.8%)
9. Universty Hospitd 9 (5.0%) 2 (1.3%) 10 (6.6%) 21 (4.3%)
10.Private Hospital/ 10 (5.6%) 11 (7.2%) 8 (5.3%) 29 (6.0%)
Others
Tota 179 (100%) 153 (100%) | 151 (100%) | 483 (100%)

D. Digtrict Fund Holders and Referral Improvement in the EC Health Care

Reform Project

More recently the MOPH has been experimenting with the concept of fund holding in four digtricts of
Khon Kaen province. Thisis one of the provinces in the Hedlth Care Reform Project supported by the
European Community (EC). The am of the project is to find innovative ways of hedth care financing
with the view to introduce universa coverage for the Tha population. In the Khon Kaen province the
concept of fund holding was tested with four digtricts acting as fundholders for the voluntary and the low
income card holders registered within their districts. Previoudy the budget received for these two groups
of population was dlocated to each hospita according to their workload of the past year. The card
holders were dlowed to go for services to any level, with the referrd requirements mentioned earlier.
Under the fund holding experiment dl the budget for these two population groups within each didtrict is
dlocated to the digtrict hospitals which is the first point of contact for services. If there is a need for
sarvices from a higher level of care the digtrict hospital will refer the patients for services and pay fee-
for-service to the referral hospitd (in this case the Khon Kaen regional hospital). Thus, for these
digricts, the Khon Kaen hospital does not receive its share of VHCSLICS budget based on the
previous year's workload but are paid on a reimbursement basis based on the amount of services
rendered. If the digtrict hospitals succeed in taking care of the patients without having to refer them to
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higher level facilities the remaining budget can be retained by the didrict hospitas to pay for other
recurrent expenditure.

The experiment has been going on for about ayear. A vist and preliminary assessment by the TA team
showed that each didtrict hospitd had different rate of patient referral and different rate of self-referrd
(see Table 3.5).

Table 3.5: Cross-boundary or Referral rate (%) of Patients from Each of the Four
Fund holding Districts in Khon Kaen, Thailand, 1998

Digtricts OP IP IPDAY Hospital Characteristics
Numphong 1.72 17.85 44.06 30 Km from town, 60 beds
Phol 0.61 19.69 62.55 60 Km from town, 60 beds
Phuviang 0.78 18.57 46.62 80 Km from town, 30 beds
Ubonrat 0.81 10.50 28.76 50 Km from town, 30 beds

The referra rate from each of the four hospitals was quite different and shows no clear relationship with
disance. The rate of referrd aso did not show the same pattern for outpatient and inpatient referrd.
While the highest rate of OP referrd rate was seen in Numphong which is closest to the town of Khon
Kaen, the rate of IP referra rate was highest in Phol which is farther awvay. Ubonrath, the second
closest digtrict hospita, showed alowest rate of |P referra, while Phol and Phuviang being further away
showed a higher rate of IP referra. This might reflect the capability of the didirict hospitas in handling
more complicated cases. The doctors in Ubolrath are senior and have relatively more experience and
this may explain the lower rates of OP and IP referrd. The high rate of referral from Numphong might
be due to the combination of two factors, distance and higher socio-economic status whereby the
population may be more willing to trave for services a arelaively more sophidticated hedlth facilities.

Four other didrict hospitals in Khon Kaen without the fund holding intervention were chosen as
controls. They were chosen based on ther distance from the centra town thus diminating the
confounding factor of distance. For this group, the referra rate from each hospital dso had no clear
relation with the distance from the Khon Kaen hospital. When comparing the case and control digtricts,
those with the same travel distance seemed to show a large difference both in terms of OP and IP
referra rates (see Table 3.6). This may ds0 reflect the qudity and capability of the didrict hospitals in
providing services for the patients rather than the factor of distance.

The resultsin Table 3.6 do not show a Sgnificant paitern of higher levels of referrd by the fund holding
hospitals when compared to the control hospitals. There might be some dight change comparing
between 1997 and 1998 (results not shown) but it is too soon to conclude with confidence what has
been the result of creating fund holding seatus at the digtrict level on referrd patterns.
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Table 3.6: Cross-boundary Rates Comparing Fund holding and Control Districts in Khon Kaen,
Thailand, 1998

Digtricts OoP IP IPDAY
Numphong 172 17.85 44.06
Kranuan (Control) 0.91 11.47 37.85
Phol 0.61 19.69 62.55
Banpha (Control) 1.22 13.03 36.02
Phuviang 0.78 18.57 46.62
Sichomphu (Control) 0.56 19.96 54.59
Ubonrat 0.81 10.50 28.76
Nongrua (Control) 1.53 32.52 67.44

In-depth discussion with those involved with the project showed that the fund holding digtricts may have
overestimated the effect of fund holding on the behavior of the consumers. Creeting fund holding is an
agreement between providers regarding payment for services, and will only have an effect on hedth
sarvice utilizetion when there are a better quality of hedlth services a the didrict level. Even though the
referra requirement was in place, its weak reinforcement, dong with the lack of close interaction
between the providers and consumers to create confidence in the providers closest to their homes,
might have creeted the referra picture seen in these results.

Iv. SUMMARY OF THE PROBLEMS AND ISSUES FOR IMPROVEMENT OF THE
REFERRAL SYSTEM

Although there have been more and more outpatient contacts at the hedth center and didtrict levels
relative to generd and regiona hospitds, the issue of patients bypassng the lower level of hedth
sarvices fadlities is il a problem. People ill bypass the lower level hedth facilities because they lack
confidence in the qudity of care provided.

The various atempts at improving patient referrd within the hedth service delivery system has had little
impact on the utilization behavior of the people. This could be due to many different factors. As
mentioned above the lower leve facilities have not had the same attention paid to improving their qudity
of service. In addition, most efforts have strived to improve technica support without addressing the redl
issue of management improvement or creating the right kind of incentives among the providers.

Financia incentives were expected to lead to substantia change among the providers and consumers
behavior regarding strengthening of the referral chain. However the change in the financid practices so
far has been quite week or incomplete. The introduction of differentid users charge was never
implemented. The enforcement of referrd patterns under the VHCS and LICS have not been properly
monitored nor reinforced. The innovative approach of didrict fund holding has not been fully
understood by patients and thus its potentia impact on referrd patterns cannot be determined from the
current experiment.
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Petterns of patient referra between the various levels of hedth care providers could benefit a lot from
better communication and proper planning of patient care to ensure a smooth trandtion between
providers. Thisis particularly true and crucia when consdering the needs for bi-directiond referrd that
will be useful for those with chronic conditions that require services to be provided closest to thelr
homes with periodic vigts to the more specidized providers.

V. GOALSOF IMPROVING THE REFERRAL SYSTEM

The efforts of creating a good referrd system should be measured againg the following goas that
encompass both health and economic concerns.

Cost-effective use of limited resources. The more common and smple hedth problems should be
handled by the hedlth services facilities that are staffed and equipped to take care of such problems.
The less common and high cost hedlth resources should be reserved for the more complicated
problems and service needs. This requires an effective referrd system that will ensure a seamless
continum aong the spectrum of hedlth care provison.

Good quality of patient care services. A good referral system will result in a decline in the trave
and waiting time of patients. Such as system will aso alow better patient participation in care through
better communication with providers and more effective information exchange and dissemination.
The patient should feel confident with the services received.

Good preventive practices at all stages of health needs. Access to good primary and preventive
care sarvices should alow for early detection and early referrd of significant health problems, and to
areduction in unnecessary disability.

VI. RECOMMENDATIONS FOR THE IMPROVEMENT OF THE REFERRAL
SYSTEM

Given that gppropriate functioning of the referrd system involves providing qudity and continuous care
between different levels of the hedth system it seems clear that the improvement of the referrd system
cannot be viewed separately from other strategies to reform the health sector. From the experiences of
past efforts and some of the mgor reforms to be introduced in the future, especidly in the light of the
attempt to improve HRH deployment at the didtrict level and the creation of new autonomous public
hospitals, some of the measures that need to be included and highlighted to improve patient referra
include the following:

A. Creation of Effective and Efficient First Contacts in the Health Care Dédlivery
System

Although the experiences in Thailand have been with urban hedth care (i.e. Ayudhaya, Korat, Hadyai,
or even the BMA) future efforts should aim at the rurd population. Digtrict hospitas should serve asthe
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entry points and be held respongble for such development of effective first contects for the rurd
population. This recommendation is based on the fact that people prefer to use hedth service facilities
closest to their homes if they found them to provide acceptable care. The number of those bypassing
digtrict hedth services, or preferring larger hospitals because they give them better assurance of good
quality, could be minimized by a good didtrict hedth system. Under the present Stuation and trend two
different approaches might be worth trying.

1 Create a self-managed District Health System

Didrict hedth sysems would be changed to have more autonomy and flexibility in organizing hedth
services in the didrict though working with various groups especidly those in the community. There are
dready quite a number of digtricts with experienced hospital directors. However, they have been
functioning according to the programs and projects established by the central MOPH but which may
have limited relevance to loca heath needs. The experiences with the urban hedlth centers showed that
a wdl functioning unit covering a population of around 5000 could be expected to provide
comprehensive hedth services to the covered population. Such a unit serves as the effective first
contact to help the people ded with their health problems and concerns.

In rurd aress there are dready hedth centers but they might not be functioning well. Digtrict hospitals
have a higher potentia to provide quaity services and may be entrusted to oversee the overal services
delivery in the digrict including services rendered a the hedth center level. However, rather than
working in the conventiona way of creating coordinating district committee and leaving the rest of the
management aside, the new approach should am at holding the digtrict hospitals responsible for the
comprehensve sarvice ddivery in the didrict and dlow them flexibility in mobilizing the hedth centers to
join in, mogt likely through service contracts. The total budget of the district hedth system should then
be dlocated to the didtrict level with the formation of a Didtrict Hedlth Board conssting of community
members and hedlth service managers and providers in the digtrict. This Board will formulate plans to
make use of the available budget with an am to achieving good qudity, comprehensive hedth services
to the tota population in its catchment area.

The didrict hospitds will aso provide curative hedth sarvices with no financia barriers to those
protected by the government budget. Districts might introduce innovative agpproaches to resolve hedth
problems. To finance these efforts additiond funds might be sought from the loca government or
community. For the communities with lower socio-economic stetus the centra government may need to
provide additional budget. It is expected that such budget would be available from the present level of
government spending once the didricts have gradudly achieved better efficiency in the provison of
services,

Based on detailed ddinestion of the various types of services needed, a didtrict of average size of
50,000 population will require about 55 million baht per year to provide a package of comprehensive
sarvices. The present level of government spending for an average population of that size it is about 35
million baht per year. Consdering the potentia for revenue generation of the digtrict hospitals through
curdtive services provison it would not be unredlistic to expect that the new ways of financing for didtrict
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hedlth system based on the present level of government spending will be feasible, even while achieving a
new type of relaionship between the providers and the community regarding better services utilization
and patient referrd. In this modd there is no need to introduce the fund holding concept as the higher
level of hedth facilities will il receive a financid dlocation based on the amount of workload they
provided to various population groups of priority concern. The details on the types of services to be
rendered along with budget and HRH requirement for a didtrict of around 50,000 population can be
found in Appendix A. This can be used as a bass for monitoring the agreement between the district
team and the government in terms of expected outputs.

2. Introduce Fund Holding for Certain Population Groups

The other possble modd is to Introduce Find Holding for Certain Population Groups. Based on
the present system of collective financing, it would be possible to expect 3 to 4 population groups to be
covered by the fund holding where the didrict hospita is the fundholder. These population groups
include low-income card holders, hedth card holders, civil servants, workers in the socia security
system. However it should be noted that it may be difficult to shift the latter two groups (CS and SS
workers) from their present arrangements to a system which they may percelve as providing lower
quality. Another issue with adopting this approach is thet it will separate population into various groups
rather than working for a more equitable system for most of the population regardiess of their insurance
coverage. However this segmentation will be necessary as the concept of fund holding can only be
implemented under schemes of collective financing. Since at present there is not a unified system of
financing nor complete coverage of the tota population, there are limitations to  introducing the fund
holding concept as a means to improve the referral system for the mgority of the population.

There is a need to cdearly define the modd of district hospita fund holding if they are expected to
effectively bring about good quality hedth services for the target population dong with efficient use of
hedlth services provided by the various levels of the hedth system. Fird, digtrict hospitas have to
understand that the funds alocated to them at the digtrict levels are meant for providing comprehensive
sarvices to the target population. The better they perform in terms of reducing the unnecessary use of
hedth services while kegping the target population hedthy, the less expenses they will have to bear.
Second, the digtrict hospitals aong with their heglth center counterparts, have the advantage of being
close to the population with a reasonable ratio of hedth staff to the target population and thus should
establish good contacts and communication for effective provison of information and services for good
hedth, rather than creating limitation to access as the means to minimize their hedlth care cost. Third,
they will be respongible for the hedlth care cogts of those registered beneficiaries when thereis aneed to
refer them for care a a higher level of the hedth care system. The didrict hospitas should be
respongble for communicating with the target groups that any unreferred cases will have to bear the
cods of the medicd care they receive at provincid or regiond hospitas. Didrict hospitals should work
closgly with higher levels of hedlth facilities to ensure thet there will be the optima level of care provided
within a reasonable cost. They should aso ensure that the needs for care will be provided by the best
use of resources mix between the various levels of service providers. In order to implement an effective
fund holding scheme there is a need to darify some of these principles, expectations and assumptions
among those involved rather than merely changing the resource alocation methods.
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B Create a Provincial Mechanism(s) that Functions Like an Effective Managed
Care Organization

Cregte a provincd mechanism(s) that functions like an effective managed care organization. This
proposa is based on the belief that the present level of government budget alocated to a province
through the exiging hedlth services ddivery sysem might be used more efficiently if the budgetary line
items could be pooled and redlocated to give incentives to provide the right kind of health services to
the various population groups in the province. In this modd, the province will receive the same leve of
budgetary alocation but the operating budget will be alocated on alumpsum basis. There will be anew
provincid mechanism that will function to identify priority programs and priority populaion groups with
an am of creating as many effective first contacts as possible using the models described above for the
new didrict hedth system. The two different gpproaches to creste first contacts with didtrict hospitals
will be established in each province. However, the advantage of a provincia gpproach is that it can be
selective and can choose to combine the two approaches described above in order to introduce better
quality of care while ensuring better service utilization by the population.

The provincid mechanism will develop the contractud agreements as well as provide the necessary
support and carry out crucid monitoring functions. It will dso assess the find output and outcome
according to the plan agreed upon with each didtrict. In this case it would mean that there may be
certain digricts with block grant dlocation asin A.1, while some districts may choose to implement only
fund holding for low-income population as described in A.2, while some other digricts may be
implementing fund holding for both the low income and voluntary hedth card holders. Didricts thet
choose not to adopt a new digtrict financing mechanism may do so, but would not have the possibility of
recelving additiona financia rewards compared to the other two groups of didricts (i.e. the sdf-
managed and the fund holding).

There is a need to identify the provinces where such a programs could be tried out as they will be
important steps towards a more decentralized provincid hedth system. At the initid stage the functions
of the provinciad heath mechanism are expected to be filled by the provincid hedth office (PHO) but
these might turn into a more eaborated form of provincid mechanism such as provincid hedth board
(PHB) which would be managed with more community input. To move in this direction there should be
more representatives from the local communities, and externa resource persons, assisting the PHO to
better perform new functions related to creeting effective first contacts. The PHO might creete a new
office to provide guidance on the proper mix of various groups of stakeholdersin each province.

C. Development of Provincial Autonomous Networks

These networks will evolve from the development of autonomous hospitas. It was clearly spdlled out
by the MOPH that the creation of autonomous public hospitals should not lead to more fragmented
hedth sarvice ddivery sysem. It is therefore highly desrable that the hedth facilities within a well-
defined area form a network of providers that will be able to provide comprehensive services cost-
effectively. Such a network will automatically pay attention to creating mechanisms to alow consumers
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proper access to various levels of hedth services within the resources available. However these
networks will aso be closdy monitored by the government who will ensure that service delivery within
the network will benefit the population and not merdly minimize services and cost. The autonomous
facilities networks, operating under guidance of a governing board conssting of representative from the
community and other groups of stakeholders, are expected to be less profit oriented but rather aming to
achieve the best hedth outcome based on available resources by linking providers and the people with
health needs.

D. Revival of the NHM S Project.

Ancther option for cregting better patient referrd for the rural population is to revive the NMHS
project. However certain specific objectives and approaches need to be introduced or better managed.
Theseinclude:

1 Linking Performance to “ Carrots and Sticks’

Linking the performance of each leve of hedth fadilities with regards to the improvement of referrd
system with some carrot and stick measures. Rather than introducing the networking of hedth facilities
and managed them on a purely technica basis there is a need for strong management support from the
adminigration a various levels. An example of a specific action in this respect would be the inclusion of
performance assessment of key management staff according to the standard services and link this
assessment to determination of annua salary increases and promotion. Specific tools for data collection
to carry out the performance assessment include: routine reports, and supervison by inspector-genera
teams. There should be specific funds alocated to support the activities for NMHS based on the
planned activities developed for each network. Ten (10) percent of the budget could be added as a
reward for the good performing networks.

2. Designate a Network Manager

The management within each provincid network should be firmly established with a designated network
manager who would oversee the operation of the NHMS project within each province and
communicate with the centrd level for necessary support (i.e. technica, financid and adminidrative).
The regiona hospitals within each network should be entrusted with this job, and it should be the main
job description of the deputy director for technica development of each regiond hospita.  Higher
performance should be assessed based on the achievement of targets set for each network.

3. Develop a Three Year Plan
Each network should develop a three year plan with specific targets being identified in each annud plan.
This plan would be the basis for negotiation of supports from the centrd level as well as serve as a

framework for the network managers and other concerned key staffs in each hedlth services facilities.
The plan should aso include the establishment of fund holding digtricts or saf-managed didtricts as part
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of the NMHS development, if they are seen as crucid development to the networking process.
Performance assessment and feedback will form acrucia component of the network activities.

E. Development of Univer sal Health Insurance Coverage

Deveopment of universa coverage for hedth financing for dl Tha population, will lead to improvement
of good referrd sysems only when the collective financing mechanism involved has the cgpability to
negotiate and monitor services delivery as well as service utilization. One gpproach would be to use
prospective payment based on capitation along with effective monitoring of both service provison and
utilization as well as costs incurred. Another may be the use of retrospective reimbursement with global
budget capping. These options dl require that providers establish effective first contact requirements for
the covered populaion and close monitoring of the system to ensure that there is not unnecessary
limitation of access to services when needed. The reimbursement mechanism selected should operate on
behdf of the target population, and there may be a need to provide some control over adminigrative
cogts. Otherwise the introduction of areferra requirement may be counterproductive and detrimental to
patients hedlth rather than bring about the efficient use of resources.
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APPENDIX A

EXPECTED SERVICE PACKAGE IN A DISTRICT HEALTH SYSTEM
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APPENDIX A:

Expected service packagein adistrict health system
Services that should be provided in adistrict health system can be grouped into 4 categories as follow.

( Note: IC = individual care, FC = family care, CC = community care, T1 = primary level trestment, T2 = hospitd level trestment, PH1 = basic
public health, PH2 =Supprotive activities in the wider context, M1 = basic management in primary care, M2 = management at the digtrict level)

1. Basic services according for thetarget

2. Hogspital careand primary care

3. Special health programme according to

4. Health Management and Intelligence as

population upport local health needs wdll as Technical Supportsin thewider
context of community
(IC+FC+CC+T1+PH1+M1) (T2+A1+M2) (CC +PH1) (PH2+A1+M2)
Type of services activities
curativeservice  Out patient care + counsdling | trestment of complicated cases needs assessment of community * planning, monitoring and evauation
(acute and chronic) child deliveries planning * techanica support and quality assurance
minor surgery surgical operation implement the plan according to the needs * coordinate the digtrict information network
home care emergency care with community participation * district hedth problems surveillance
refer care of admitted patients monitoring and evauation
preventive services vaccination for pregnant women [rehabillitative services Heslth promotion *coordiante with other relating unitsto
laboratory services Disease prevention execute hedlth programs
promotive services antenata care diagnostic procedurres Mental hedlth care *oversee and coordinate the overal hedith
vaccination for 0-5 yrschildren |blood bank Alternative hedlth programsi.e. consumer protection, disease
child development check up derilization consumer protection prevetion and control, public heglth

family planning
educative servicesin centers
educative services in community

* support primary care units

* technical development and
modification to locd

HIV/AIDS preveention and control
Drug abuse prevention and control

promation , drug abuse
* technical support and development for some
specific isuuesi.e. dternative hedth care

schools health hedth screening and surveillance | * establish didtrict information network | others acccording to locd problems * others according to locd hedth needs
rehabilitative basic physical therapy * coordinating with other sectorsto executethe [* monitor and assure the qudity of overal
services counsdling planned helaht programs sarvicesin the responsible district
Home visit visit therisk group and *generd adminigtration and personnel

households manegemeant

according to the plan for care *hudgeting and financid managment

and prevention,, promotion * Logistic Support

program
Typeof health personnel needed Typeof health personnel needed Per sonnel needed Per sonnel needed
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1. Basic services according for thetarget

2. Hospital careand primary care

3. Special health programme according to

4. Health Management and Intelligence as

population upport local health needs well as Technical Supportsin thewider
context of community
(IC+FC+CC+T1+PH1+M1) (T2+A1+M2) (CC +PH1) (PH2+A1+M2)
Regigtered nurses or anotherswho have medical and | hospital manager personnd for implement this part should be Public hedlth managers
nursing knowledge with psycho-socid concern and medicd doctors, nurses integrated with the basic services according to Technical expertsfor hedth promotion,
good communication laboratory technicians populationin part 1. diseese prevention, hedlth service

* have ability to work with communities

* can assess the Situation of individua , family and

communities of their catcchment.

generd adminigrators
hedlth system specidists
public hedlth specidists

management, consumer pretection,
information system, quatiy assuarance, and
evauation.

derksand financia staff

Budgeting method for supporting adistrict health system

1. Basic health services by groups of
population

2. Hogpital care

3. Local health needs

4. Public Health Programsand district
health management

* The budget support of these services
should be based on capitation of the
responsibled population with age and risk
adjustment.

* Additiona remuneration for those who
can execute good outcome

* Budget for service and personnel
development

* Minimum bloc budget for basic hospital
services as defined by contracts.

* Budget for addtiona servicesbased on
DRG system

* Other bloc budget for supporting
primary care development under the
network with this hospital should be
caculated basad on the number of primary
care units and adjusted with their
performance.

* Minimum bloc budget i.e 50 baht per capitaor 2.5
millions baht for 50,000 population and then adjust
by the detail proposal of loca health unitsfor 1, 3,
and 5 yearsplan

* Additiond budget according to gpproved
proposals

* Minimum bloc budget for basic minimum
srvicesin adigrict

* Addtiona budget can be requested through
the detailed proposa approved by the
provincia and centrd level.

* Budget for hedlth promotion and local hedlth
needsisincluded in the proposa of part 3.
which should be differentiated for primary care
units and district health units

* Budget for research, service development,
evauation and personnel development.

* Specid bloc budget for solving personnel
shortage in Some remote aress

HRH required for primary care services
By cdculating tota time used for each service and full time equivaent per one personnel, then the number of total hedlth personnd required in aprimary unit is estimated

asddail in thefollowed table.
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Type of services services Target Target serviceslyr Time timeused for | no of FTE required
population used/visit hrgFTE
5000 pop. 50,000 5000 pop. 50,000 pop.
pop.
curative service Out patient and counsdling every 2 visits/person/yr 10 minutes 1,666.7 16,666.7 | 8x 240 09 87
population
minor surgery 1,920
home care prev. of chronic diseases
refer 5% of OPD
cass
preventive services  vaccindion to pregnant birthrate 1.7% | 4 times/pregnant 40 minutes 2267  2,266.7] 1,920 01 12
women, antenatal care
promotiveservices  vaccination to 0-5 yrschildren |birth rate 1.7% 4times/child |1 hour 3400 34000 1,920 02 18
check child development
family planning 50% of fertility | 4times/person |15 minutes 4000 4,000( 1,920 02 21
women
educative sarvices in center 50 % of sck 3 minutes 2500 25004 1,920 13
01
educative sarvices in community one/com/month integrate with community work
schools health hedlth screening and suveillance| 40 dementary | 1time/lsemester |6 days 3 person 7200 6,0480 1,920 32
schools, 2 /schoool per school 04
secondary
schools
consumer protection
rehabilitative basic physical therapy prev. of disease* ave.days integrate with
services counsdling 10 % of usars oP
Homevist vidit the risk group and households 1 /house/month
according to the plan
community work needs assessment 2 per year 1 timelweek foom. |4 hrs/com./wk 2,080 20,800 1,920 108
11
planning 1 per year 8hrs/com./wk 4160. 41,600 1,920 22 217,
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Type of services services Target Target serviceslyr Time timeused for | no of FTE required
population used/visit hrgFTE
5000 pop. 50,000 5000 pop. 50,000 pop.
pop.
implement the plan according  (~5 programs/yr
to the needs with community
participation
monitoring and evauation every 1,3
months
officemanagement  information, HRH 2hrs/ day 5300 53004 1,920 28
management, finance, stock 0.3
Grand total 6,2133 60,9813 1,920 32 43 318 426
vacation 2 days per month
10 % more for rotation 0.3 04 32 43
Total HRH required 35 47 349 469
50 % of tota are register nurses 18 24 175 234
the other are technica nurses or smilar qudification 18 24 175 234
Total HRH required for 45 millions
pop.
RN 16019 21,381 15722 21,084
other staff 16,019 21,381 15722 21,084
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HRH required in adigrict hospital

'Il\'I;k:r)ls:?\Iumber of nuresrequired in adigtrict hospital with various population covered
population covered 30,000-50,000 60,000-80,000
30 beds 60 beds
Services Rotation GN TN&PN other Total GN TN&PN other Total
In patient ward 4 for morning session, 3 for afternoon and night 10 5 15 20 10 3
5 person for rotation and 1 GN for every sesson
Ddivery room birth rate 1.7%, therefore 2-3 ddiveries/day 3 3 3 1 ¢
1 person per session
Emergency room 2 person per session, 1GN1TN 3 3 6 5 5 [
Major operation room 1GN 1 TN for morning, afternoon and night useon call 1 1 lanees 3 1 11-2 anaes. ¢
1 anaesthetic nure
Out patient services 30 % of tota sickness of population 1 1 1 1 ‘
1 nure for management
General administration 1 1 2 y
Total 19 9 lanaes 29 32 18 1-2 anaes. 5
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Doctors
Estimation number of generd practitioners required in adistrict hospital calcuation by time used for tota services and full time equivaent asfollow:

Activities Freguencies timeused per case FTE hours Number of GP required
for 1 doctor 50,000 60,000
OPD50% OPD30% OPD10% |OPD50% OPD30% OPD10%
1| Curdive sarvices
1.1 Out patients total sickness = 2 visits/popl/yr 5 minutes 1920 217 130 043 2.60 156 0.52
1.2 In patients 7 % of tota sickness per year (8 x 240 days)
3 hospita day / 1L 1P 10 min./pt-day
1.3 Care before death Death rate 6.7/1000 pop.
Out patient 60 % of these go to hospitds 20 mins.
80 % of these admitted 60 ming/1 pt-day
use 7 hospital days

1.3 Mgor operations 3/1000 pop. 2 hours
1.4 Complicated 5% of births(17/2000) 1 hour
Odiveries
totd 1.2-14 201 201 201 242 242 242

total 1,920 4.18 332 245 5.02 398 294

2| Health promotion and disesse prevention
2.1 Antenatd care 5% of totd preganants
(5%o0f 1.7 %) 10mins 0.015 0.015 0.015 0.018 0.018 0.018

22 WHdl baby dlinics |5 % of totd children




Activities Frequencies timeused per case FTE hours Number of GP required
for 1 doctor 50,000 60,000
(5%of 1.7 %) 10mins 0.015 0.015 0.015 0.018 0.018 0.018
2.3 other hedlth 4 days/month 0.20 0.20 0.20 0.20 0.20 0.20
promotion
3/ primary care support and devel opment
supervison 1 vist/month x no.of primary care 1 day
units
generd adminigration |10 daysmonth
Tota 1 1 1 11 11 11
4 Academic and training |30 days/person/yr
Grand totdl 541 4.55 368 6.36 531 427
** Add 1 moredoctor for rotation and replacement during vacation and sickness 7 6 5
Total GPrequired
number of beds (ave. say 3 days) 43 43 43
number of beds (ave. stay 5 days) 72 72 72
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HRH required in adigrict health management unit
Number of health personel and remuneration needed for a digtrict health management unit

population
Activities Frequencies person-time no. of FTE 50,000 60,000
Supervision 1 vigt/primary care/month  1* 12/240* PM C.* 2perso 0.1
planning 2 monthg/yr-2 person 2/12 *2 0.33
evauation 2 months/yr-2 person 2/12%2 0.33
implementation the programs 3 days/'wk - 2 person (3*52)/240*2 0.87
research and service development 1 day per wk (1*52/240)* 2 043
generd adminigtration 2 hrd/days- 2 person (2*2*240)/1920 05
megtings 5 days/month 5%12/240 0.25
2.72

Tota 2.72+0.1*no.of PMC 37 39
number of personne required 4 4
Type of personnd monthly remuneration (baht)
Public hedth manger 30000 1 1
Assidant manger 20000 1 1
technical experts 15000 1 1
supporting staff 8000 1 1
Budget required for personne remuneration
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Public hedth manger 30000 30000
Assistant manger 20000 20000
technica experts 15000 15000
supporting staff 8000 8000

Tota 73,000 73,000

Total number of personnd needed in each level of services
The number of personnel needed in each unit is calculated based on types of services and the size of population under responsibility as follow:

Number of responsibled population

10,000 20,000 30,000 40,000 50,000 60,000 80,000 100,000 120,000 140,000 160,000

1 Pimary care unit

*registered nugrse/ technica nusres/or smilar

capabilities

Totd ( minimum-maximum) 8,10 1620 21-24-30 3240 354050 42-4860 64-80 70-80-100 84-96-120 98-112-140 107-128-160

2 Hospital care and supporting serviesby

hospitals

*doctors (OPD 10-30-50 %) 2,23 334 3,45 455 566 56,7 6,89 8911 911,13 10,12,15 11,2417

*register nurses 1 11 19 19 19 2 R4 45 57 57-69 69

*technica nusres 8 8 9 9 9 18 1825 25 32 32-38 38

* others (anaesthetic nurses) 0 0 1 1 1 2 2 2 2 2 2

total nuses (only for curative) 19 19 29 29 29 52 52-72 72 91 91-109 100

* dentists 1 1 1 1 2 2 2 2 2 3

* dentd nurses 1 1 2 2 2 2 2 2 2 3

*number of hospital beds (length of stay 3-5 7 14 22 29 36 4372 5896 72120 86-144 101-168 115192

days)
3 Public health management

*Public hedth managers 1 1 2 2 2 2 2 2 2 2

*Technica experts (1) 1 1 1 1 1 1 2 2 2 2

*supporting staff 1 1 1 1 1 1 1 1 1 2

Note: (1) technical expertsfor health promotion, disease prevention, consumer protection, health service management, evaluation and infor mation system.

33



Buget for primary care services
Based on the unit cogt of the urban health center (1 medical doctors 3 nures) that heve been implemented in Thailand, the total cost for primary care servicesis

cdculated asfollow.

Table Cogt of basic services by groups of population (1C + FC +CC+ T1+PH1+ M1)

Type of services services unit cost ( Urban hedlth center) cost for 5,000 pop. cost for 50,000 pop.
curative service Out patient and counsdling LC 50 500,000 5,000,000
minor surgery MC 40 400,000 4,000,000
home care Total 0 900,000 9,000,000
refer baht/vist
preventive services vaccination for pregnant women LC 122 41,480 414,800
promotive services antenatd care MC 28 9,520 95,200
Total 150 51,000 510,000
vaccination for 0-5 yrs children LC 43 16,320 163,200
child development check up MC 92 31,280 312,800
Totd 140 47,600 476,000
family planning LC 70 112,000 1,120,000
MC 65 104,000 1,040,000
Total 135 216,000 2,160,000
individua and family education LC 1 5,000 50,000
in the centers MC 5 25,000 250,000
community education Totd 6.00 30,000 300,000
School health heeth scresing and education LC 14 14,000 140,000
Rehabilitation physical therapy and basic rehab. MC 14 14,000 140,000
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Type of services services unit cost ( Urban hedlth center) cost for 5,000 pop. cost for 50,000 pop.
counsdling Total 28 28,000 280,000
Community work home visits according to the plan LC 85 42,500 425,000
MC 2 1,000 10,000
Total 87 43,500 435,000
Total cost for basic primary care services LC 731,300 7,313,000
MC 584,800 5,848,000
Total 1,316,100 13,161,000
Budget for adistrict hospital
Table:Cod for hopital servicesand supporting services by hospitals
services frequencies unit cost cost perl capita  total costfor  total cost for 60,000
50,000 pop. pop.
1 Curdtive services
1.1 Out patients 30 % of tota sickness seen by hedlth 0.6 LC 63 40.8 2,040,000
ingtitutions (.3* 2 visit/yr) 06 MC 74 444 2,220,000
1.2 In patients 7 % of tota sickness per year 021 LC 44 86.94 4,347,000
3 hospital day / L 1P 021 MC 303 63.63 3,181,500
1.3 Care before death Death rate 6.7/1000 pop.
Out patient 60 % of hospitd visits 0.00402 LC 128 0.51456 25,728
0.00402 MC 83 0.33366 16,683
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services frequencies unit cost cost perl capita total costfor  total cost for 60,000
50,000 pop. pop.
In patient 80% of out patient admitted 0.022512 LC 414 0.319968 465,998
7 hospital days 0022512  MC 303 6.821136 341,057
1.3 Surgica operation 3/ 1000 pop.
1.4 Complicated ddliveries 5% of totdl births
2 Hedlth promotion and disease prevention
2.1 Antenatd care 5% of total preganants 0.00085 LC 14 0.1139 5,695
(5%0f 1.7%) 000085 MC 24 0.0204 1,020
2.2 Wl baby dinics 5% of total children 0.00085 LC 40 0.034 1,700
(5%0f 1.7%) 000085 MC 23 0.01955 978
3 Dentd care dentd nurese care 42 % of dementary 0.132 LC 108 14.256 712,800 855,360
students
depending on number of Dentists care 10 % of pop. 0.132 MC 79 10.428 521,400 625,680
available personnd
Tota LC 152.0 7,598,921 9,118,706
Totd MC 1257 6,282,637 7,539,165
Totd 0.970 2776 13,881,559 16,657,870
4 Support primary care 0.004167 LC 100000 416.67 50,000 60,000
supervison and development 1 time/month x number of priamry care MC 25,000 250,000 300,000
units
5 Technica support and information 5 days per month LC 30000 bht/month 180,000 180,000
Generd adminidraion 5days per month MC 2% of basic 55,526 277,631 333157

budget




services frequencies unit cost cost perl capita total costfor  total cost for 60,000

50,000 pop. pop.
Grand total LC 7,828,921 9,358,706
MC 6,810,268 8,172,322
Grand total TC 14,639,190 17,531,028
6 Additiond budget for extra services X X

Note* budget for primary care services under the responsibility of the hospital is caculated seperately in budget for primary
care JVices

Total Amount of Budget Required for a Digtrict Health System
Amount of budget required for adistrict health system is summed up from buget for each group of expected servicesin adigtrict systemi.e priamary care services,
hospital care, primary support and development by a hospita and public health management a the didtrict level.

Number of responsibled population

L eve of services/ type of services 5,000 pap. 50,000 paop. 60,000 pop.
1 Primary care
1.1 Basic services for every group of populdion Total Cost 1,316,200 13,161,000 15,793,200
Labor cost 720,000 7,200,000 8,640,000
Material Cost 584,800 5,848,000 7,017,600
1.2 locd problem solving program 20 % LC+MC 263,220 2,632,200 3,158,640
1.3 Adminigtration and Information system 5 % LC+MC 65,805 658,050 789,660
Total LC 720,000 7,200,000 8,640,000
Tota LC+MC 913,825 9,138,250 10,965,900
Total TC 1,633,825 16,338,250 19,605,900
2 Hospital careand supporting services by hospitals
2.1 Basic hosptid care MC 6,282,637 7,539,165
2.2 support primary care MC 250,000 300,000
2.3 administration and information system MC 277,631 333,157
2.4 Additiond hospita services
30 beds4 drs. 60 beds 4 drs.
2.5 Totd labor cost for ahospita Total LC 13,002,000 18,528,000
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Number of responsibled population

Leve of services/ type of services 5,000 pop. 50,000 paop. 60,000 pop.
* Total materia cost for a hospital (2.1-2.4) Total MC 6,810,268 8,172,322
Total TC 19,812,268 26,700,322,
3 Public Health Services (PH2+M2+A1)
3.1 basic personnd LC 73,000 73,000
3.2 planning 1% of total LC+MC 361,505 463,062
expense
3.3 evdudion and quality
assurance
3.4 locd problem solving 5%of totd [LC+MC 1,807,526 2,315,311
programme expense
3.5 Research, service and 1% of total LC+MC 361,505 463,062
personnel devel opement expense
3.6 generd adminigtration and 1%of tota  |[LC+MC 361,505 463,062
support expense
Total LC 73,000 73,000
Total LC+MC 2,892,041 3,704,498
Totd TC 2,965,041 3,777,498
Grand Total TC 1,633,825 39,115,560 50,083,720
Total LC 720,000 20,275,000 27,241,000
Total MC 913,825 18,840,560 22,842,720
Average expense per capita per 327 782 835

year

38



