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The Thai government has made improving
the quality of life for all citizens through health
system strengthening a priority. We aim to give
Thai people access to quality services and
financial risk protection — two main aims of the
2016-2030 Sustainable Development Goals
(SDGs).

The Universal Health Coverage (UHC) is
one of the primary policies to improve efficiency
in health financing under the principle of
“less suffering translates to more happiness” and
“the strong strengthens the weak; the wealthy
enriches the poor”. Although achieving UHC for
Thailand has been internationally recognized as
a role model for other developing countries,
continuous development and better management
for the benefit of the citizens and the health
system as a whole are still important missions.
The mission to improve the Thai citizens’ quality
of life whilst being able to control long-term health
expenditure for sustainable health security is
complex. It includes improving efficiency in
administration and resource management and
improving accessibility to quality health care at
every level with the involvement of all relevant
sectors. People should have the right to standard
quality services at all levels especially those who
currently lack access, while still optimizing health
spending to sustain long-term health protection.

In 2016, the National Health Security Board
focused on expanding cooperation and
collaboration between the Ministry of Public



Health, as the main provider of the National Health
Insurance System, and the NHSO as a service
provider to affect a more mutual support. Also,
accelerated the important progresses, which
were:

1) Improving efficiency in health security
fund management, the development of
compensation schemes, and the continued
efforts to address the problem of managing
service units funds;

2) Coordinating government health
insurances to improve equity and efficiency in the
health system through the development of EMCO;

3) Continued development of current
healthcare services including long-term care for
dependent elderly and improvement of disease
prevention. These should be reflected in both
new and existing benefit packages in order to
give added accessibility and efficiency of the
healthcare system;

4) Promoting consumer rights protection
in the health security system for beneficiaries of
other small government health insurance
schemes such as management of the central
database of health care registration. Also,
providing the information, registration and
administration of complaints; and

5) Developing support systems forimproved
universal health coverage byrevising guidelines
for the annual general meetings, updating to
announcements, notifications, regulations and
orders to be consistent; In order to accommodate
changes in recruiting and screening the Secretary-
General of the National Security Service for the
term of office.

The achievements made so far have been
successful due mainly to good support and
collaboration with stakeholders and other
alliances. | would like to thank both executives
and staff from the Ministry of Public Health
(MoPH), other related ministries, National Health
Security Board, health facilities and hospitals both
government and private, health professional
institutes, local administrative organizations, civil
society, and other related organizations including
the NHSO for their involvement in universal health
coverage development and support in the
implementation of the government’s universal
health coverage policy. As a result, citizens are
ensured an accessible standard quality of care;
health equity; and benefit packages that cover
more of the targeted groups, especially the
disadvantaged.

| hope that all stakeholders and other
alliances continue to give their support,
involvement, and be a part of universal health
coverage development, as they have done in the
past, thus increasing the benefits granted to our
citizens. | also wish you and your family all the
best of happiness.

(Clinical Prof. Emeritus Piyasakol Sakolsatyadorn, MD)
Minister of Public Health
Chair of the National Health Security Board



The Year 2016 sees the commencement
of phase 4 (2016-2019) by The Health Service
Standard and Quality Control Board. The
operation of The Health Service Standard and
Quality Control Board during phase 4, founded
on Section 50 of the National Health Security Act,
2002, is stillin progress and is. The Health Service
Standard and Quality Control Board under
phase 3 reviewed the framework guideline
implementation, the goal of which was to provide
people with access to quality health services. The
goals of phase 4 are:

1) Set the direction and strategy for
service quality and standards;

2) Strengthen the management
mecha-nisms for service standards and
quality at a regional level;

3) Create partnerships within all sectors
to maintain the quality of service and standards;

4) Build awareness and understanding
among providers to reduce conflict; and

5) Develope the quality of services and
standards through information technology.

To assist the Health Service Standard and
Quality Control Board in implementing Phase 4,
a subcommittee on Protection of Rights and
Promotion of Participation and the Legal
Subcommittee on Basic Payments and
Compliance were formed under The Health
Service Standard and Quality Control Board. It
has an important role in proposing and developing



mechanisms for controlling the quality and
standards of service units and networks for the
protection of rights in the national health insurance
system in every sector. It must review and
comment on the legal issues related to financial
matters, as well as the standardization of service
units to improve service quality of service units
and service networks.

In relation to quality control and service
standards at the regional level, the Health Service
Standard and Quality Control Board have been
appointed to serve for another term. The Health
Service Standard and Quality Control Board play
an important role in supervising and monitoring
the provision of services in the National health
insurance system both in terms of standard and
quality of services provided. This methodology
integrates the various mechanisms in this area,
for example, a new subcommittee for the
preliminary ruling of the 77 provinces has been
appointed to replace the existing one. An
independent body has been formed to review
and process issues and complaints outside of
the other parties involved. There are Health
service centers in service units for public health
coordination including the subcommittee on
health coverage area (OPC).

The Health Service Standard and Quality
Control Board in phase 4 will focus on the
development of new and existing partnerships
with professional organizations, associations,
related organizations and the individual consumer.
Such collaborations contribute to the wellbeing
of the all involved and ensure system retains its
quality and sustainability.

My thanks and continued supports go to
members of The Health Service Standard and
Quality Control Board, members of working
groups and subcommittees at central, regional,
and provincial levels, other related stakeholders,
and the National Health Security Office for their
continued involvement in our goal to benefit the
people of Thailand in accordance with the
National Health Security Act BE 2002

(Dr. Chatree Banchuen)
Chairman of the Health Service Standard
and Quality Control Board



On November 19th, 2002 the National
Health Security Act came into effect, introducing
Universal Health Coverage in Thailand. From that
day Thai people who, previously, had been
ineligible for medical treatment or social security
subsequently had access to universal health
insurance.

Thefirst phase focused on the establishment
of rights and giving the public service units. The
early work has been focusing on achieving these
goals continues today. The NHSO has since
expanded its coverage to more than 99.93% of
the population. However, Compairing the number
of people exercising their rights in 2015 to in 2003,
it was found that in-patients increased more than
seven points from 79.85% to 87.58%, while
outpatient usage increased by only four points
from 71.48% to 75.30%.

In addition to public access to health
services, medical expenses causing Thai
households financial hardship has decreased
from 5.74% in 2003 to 2.01% in 2015. Another
relevant figure from surveys is the percentage of
households suffering poverty due to prohibitively
expensive medical treatment which decreased
from 2.01% in 2003 to only 0.34% in 2015.




Patients requiring organ transplants or
those with very high medical costs from chronic
diseases such as CKD and HIV who previously
had very limited access to services currently have
substantially more options available to them.

Due to budget constraints on the National
Health Security Fund and the national budget
minimization, the NHSO has sought to increase
the efficiency of fund management through
various measures. One such successful measure
has been the administration of medicines and
supplies covering some of the more expensive
and problematic items. Results from 2012-2015
showed savings of more than 30,000 million baht.

Furthermore, the NHSO takes into
consideration the contributions and
recom-mendations of the various sectors
involved in public healthcare. One channel
the NHSO operates is the NHSO Hotline 1330
which currently has 1400 lines. Average service
statistics in 2016 showed that the majority
(74.79%.) of inquiries, and complaints were
resolved within 25 days.

This annual health coverage report includes
the results and statistical data from the National
Health Security Office, under the jurisdiction of
the National Health Security Board. The surveys
were conducted by the National Bureau of
Statistics and the National Health Insurance
Service database. Hopefully, it will also be helpful
to those who are interested in studying the
implementation process and to give an insight
into the obstacles and challenges that need to
be overcome during health insurance system
development.

«8#‘!@9#/ ”DM LpTdng .

(Dr.Sakchai Kanjanawatana)
Secretary-General
National Health Security Office



The National Health Security Office (NHSO)
was established under the 2002 National Health
Security Act. Section 24 stipulates that NHSO be
a government agency, fall under the jurisdiction
and supervision of the Minister of Public Health,
and serve as the administrative body of

Executive Summary

be achieved by the careful development of a
comprehensive benefit package of quality that
can be accessed by everyone without undue
financial hardship. This achievement rests on
multi-stakeholder collaboration and partnership
founded on trust, respect and compassion.

the National Health Security Board and the Health

Service Standard and Quality Control Board. The budget is government subsidized. It is

used to support and promote public health
services for the 48.79 million people eligible for
the universal overage scheme.

The vision that “every Thai citizen in the
Kingdom of Thailand is assured of access to
quality care without undue financial hardship” can

1. Capitation budget

1.1 Health service: THB 107,629.76 million
1.2 Salary for health workers: THB 40,143.14 million
1.3 Total: THB 147,772.90 million

The per capita rate (including salary) is THB 3,028.94

2. Budget for specialized care

2.1 HIV and AIDS: THB 3,011.90 million

2.2 Renal replacement therapy: THB 6,318.10 million

2.3 NCD THB 959.00 million

2.4 LTC THB 600.00 million
3. Budget for remote and hardship areas

3.1 Three southern border provinces THB 1,490.29 million

3.2 Health workforce THB 3,000.00 million

Total (1+2+3): THB 163,152.18 million (6.0% of the national budget). The administrative budget
(excluding salaries) accounts for THB 123,009.04 million. The budget for the central office and 13
branch offices was THB 1,414.09 million (0.87% of the Universal Coverage Fund)
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The 2016 performance of the Universal
Coverage Scheme (UCS) is briefly summarized
as follows:

1. Population coverage

65.81 million Thais are eligible for health
insurance (as of 30 September 2016), of
which 65.78 million (99.95%) are registered
beneficiaries of one of the three schemes.

Of the 48.37 million eligible for the UCS,
48.33 million are registered. The 0.03 million are
as yet to register (0.05%) while 0.13 million
people awaiting confirmation.

2. Healthcare Providers
Healthcare units registered under the UCS
consist of:
2.1. 11,665 primary care units (94.36% are
under the Ministry of Public Health);
2.2. 1,301 service units (68.95% under the
Ministry of Public Health; 18.52%
private); and
2.3. 1,109 referal units (84.58% under
the Ministry of Public Health, 8.21%
otherwise)

3. Access to care
3.1. Basic services under the capitated

budget

e Outpatient services amount to
173.23 million episodes at 3.589
times per person per year

¢ |npatient services amount to 5.78
million episode at 0.120 times per
person per year.

e Specific services

e Emergency services outside the
referral network 1.30 million cases

e 3895in 3955 STEMI and 2889 in
2901 stroke patients can access
thrombolytic drugs, respectively.
154,561 cataract patients lens
replacement. 78388 tuberculosis
patients received care. 10755
terminal patients receive palliative
care.

e Access to expensive drugs includ-

ing orphan drugs and antidotes

via the VMI

e 34,434 patients can access
high-cost drugs. 7,141 patients
can access orphan drugs and
antidotes. 232,052 patients can
access compulsory-icensing
agent (clopidogrel).

e Vaccination 2,369,796 people in the

target group receive the flu vaccine
Disability

Of the 1,183,474 registered disabled
persons, 32,997 are provided with
assisted disability aids (34,670
equipments), while 264,008 persons
receive rehabilitative care (764,438
times). The 332,635 elderly and
424177 patients receive rehabilitative
care. The 2399 visually impaired
receive orientation and mobility
training.
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¢ Thai traditional medicine. There are
1,713,769 recipients of the traditional
Thai herbal massage; 35,855 women
receive post-partum; and 3,067,295
patients are prescribed herbal
medicines.

3.2. Specialized care

e HIV and AIDS There are 270,993
HIV-infected patients (94.52%)
receiving antiretroviral therapy.
234,834 people receive antiretroviral
treatment (86.66%). 172,095 patients
(73.28% of those receiving therapy)
have viral load less than 1,000 copies/
ml.

¢ Renal replacement therapy 45,629
patients receive renal reaplcement
therapy: 24056 for CAPD; 24,056 for
HD; 4626 for EPO; 172 for KT; and
15627 for KTI

¢ Diabetes mellitus and hypertension
3,603,840 DM patients undergo
screening for DM complications.
1,702,378 patients suffer from
diabetes and hypertension; and
1,901,462 have only hypertension.

e Dependent elderly There is an
integrated program for the 80826
dependent elderly (of the 10000
targeted). 889 primary care units and
1,752 community health funds are
involved.

10 | NHSO Annual Report fiscal year 2016
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4. Service quality
The NHSO collaborates with the Hospital
Accreditation Institute to ensure the continuous

improvement of services through the Hospital
Accreditation (HA) system. Of the 1060 referrals,
992 are accredited (93.58%): 585 (55.19%) are
at step-2 and 11 (1.04%) are at at step-1.

5. Protection

Sl

5.2.

5.3.

Protection of rights

Both consumers and service providers

have various channels for inquiries,

complaints, and referrals. These include
the 1330 Hotline, letters, fax, e-mail or
direct contact. In FY2016 there are

579,338 contacts.

1) 560,293 inquiries from consumers
(526,092) and service providers
(84,201);

2) 4,405 general complaints

3) 11,035 care-related complaints
related to care; and

4) 3,605 referral coordination.

Compensation

Of the 1,069 petitioners, 885 (82.79%)

were compensated and received

THB212.952 million.

Participation of civil societies

To support the establishment of a

network of civil societies in the UHC,

there are 818 facilitation centers

and 146 coordination centers in 146

health facicilties across 77 provinces.



Furthermore, there are 115 independent
complaints units spread over 76
provinces to ensure fair judgements, as
stipulated in Article 50 (5).

6. Participationfrom non-health sectors

7,755 local administrative organizations
(99.73% out of 7,776) contribute to the local
health insurance fund. This amounts to THB1,214
million for public health activities aimed at the
most vulnerable such as schoolchildren, the
elderly and working-age groups.

7. Satisfaction of consumers and health-
care providers

The survey received very positive feedback
from beneficiaries. Their satisfaction level was
89.50% (average satisfaction score 8.95), while
that of service providers was 70.00% (average
satisfaction score 7.00). The satisfaction
of partner agencies was 79.60% (average
satisfaction score 7.96).

8. Problems, obstacles and challenges
for the UCS implementation
8.1. Problems and obstacles
e Management of the UCS fund that
allows the beneficiaries to continue
receiving essential and quality care;
e |ncreasing demand for health services
due to the demographic shift towards
the ageing society;
e Health problems arising from
behavioral choices and beliefs; and

e Oversight by the State Auditing
Office and the Government Budget
Expending Monitoring and Reviewing
Committee.

8.2. Challenges

e Seek other sources of revenue to
ensure financing sustainability;

e Harmonize disparate health schemes
to ensure fair and equiatable access
to needed care;

e Foster better understanding between
health providers and insurers;

e |ncrease access to care for the
vulnerable groups; and

® |[ncrease availability of care for
avoidable or preventable illnesses.
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Highlight activities

1. Development of a dependent elderly care system.

Between 2014 and 2015, the National Health
Security Board appointed a subcommittee. The
goal was to, between 2014 and 2018, develop
and establish a long-term care strategy for the
dependent elderly, which included setting up a
management system and the development of
tools for screening and evaluation, service
activities, allocation of human resources for
elderly care in the community (care givers)
and managing long-term care in community
(Care management). Regulations, standards and
management guidelines were established and
a scheme was piloted to aid families and
communities in 11 areas in 9 provinces with the
emphasis on integrating health services and
social services at a grassroots level (District/
Villages/Families). This operation is supported by
providing local administrations with assistance
from the primary care unit network.

In 2016, an agreement was signed between
the Ministry of Public Health, the National Health
Security Office, the Municipal League of Thailand,
and the Subdistrict Administrative Organization
Association of Thailand as a driving force in
“a combined effort to understand the needs of
the dependent eldery”. A committee was

12 | NHSO Annual Report fiscal year 2016

established to develop a set of benefits and
compensation rates for public health services and
to focus on a long-term care system for the
dependent eldery. An announcement was made
by the National Health Security Council (No.2) in
FY2016 defining the criteria by which local
administrative organizations should operate and
manage local health insurance funds, effective
from January 4, 2016. Local administrations
together with the district health insurance offices
in 13 districts have successfully implemented
pilot schemes for the long-term care of the
dependent elderly. The Barthel ADL index was
used as an assess for the elderly who were
dependent for their daily needs by 1,752 local
administrative organizations. In 2016, care plans
and provisions of public health services to aid the
dependent elderly assisted 80,826 (of the
100,000 targeted) people in 64,660 households,
of which 16,166 were bedridden. The cost of
services provided was 404.130 million baht.
Primary care units in each area provided 889
public health care services (each service
unit receives a budget of Baht 100,000 each,
totaling THB88.9 million for service and
academic development, in addition to service
compensation).



2. Management enhancement, financing, human resources and health
information to support health reform.

In order to effectively maintain and manage
the National Health Security Fund, several
subcommittees have been set up by the Ministry
of Public Health (MoPH). These include the
National Committee on Universal Coverage Fund
Allocation for hospitals affiliated with the MoPH
(7x7), the Regional Committee on Universal
Coverage Fund Allocation for hospitals affiliated
with the MoPH (5x5) and the Monitoring and
Evaluation committee on Universal Coverage
Fund Management. Their responsiblilities are
to ensure the guidelines for the management of
the National Health Security Fund are followed,
and to track progress and success rates,
working together on five issues: working
mechanisms, finance, shared services,
information management and ensuring quality of
service. The National Health Security Fund’s
spending, under the MoPH, for health services
in FY2015 and FY2016 laid down budget

guidelines for the allocation of minimum
revenues for outpatient (OP) services, inpatient
services (IP) and disease prevention services,
PP-non-UC (PP), shared pay management for IP,
OP and PP payment systems, and minimum
unit requirements including adjusting for
compensation and a limit for service units that
serve people in a remote area, high risk and the
3 southern border provinces. Detailed guidlines
have been proposed to help manage the
National Health Security Fund in FY2017. The
development of data collection systems ensure
information sharing and fund management at
national and district levels of the public health
service. The type and scope of health promotion,
disease prevention services (PP), covering other
rights (Non-UC), integration of service plans to
improve service, and access and quality problems
of service systems are being considered along.
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Improving Universal Health
Coverage Overview

1. The Concept of Universal Health Coverage
2. Health Financing and Budgeting for Universal Health Coverage
3. Improving Coverage and Household expenditure for Health Care
4. Healthcare Service Provision and Accreditation
5. Accessibility, Efficiency, Quality and Effectiveness of the Healthcare System
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1. The concept of Universal Health Coverage

The basic concept of Universal Health
Coverage (UHC) is to extend health coverage to
the entire population, allowing citizens access to
health services when needed without financial
barriers. Health financing systems are important
mechanisms for equity building, especially to
promote universal health coverage and thus
removing or reducing financial risks and barriers
when accessing health services. Universal Health
Coverage needs to extend coverage in at least
3 dimensions (Figure 1) shown below:

1) Expansion of health insurance system to
cover the public.

2) Expansion of health insurance system to
cover health services.

3) Expansion of health insurance system to

cover health costs.

According to the World Health Organization
(WHO), these proposed three dimensions need
to be considered when moving towards universal
coverage. The desirable target is 100% of

population in the country covered; every social
group. Whereas covered service means service
benefit packages focusing on essential services
up to, and high cost services to protect the poor
from high expenditure. The benefit packages will
vary depending on the socio-economic situation
of each country, however desirable universal
health coverage should, at a minimum, include
services for health promotion, disease prevention,
curative care, and rehabilitation. However,
extending health service coverage in one direction
will invariably affect the coverage of the other
dimensions. One of the obvious problems is long
waiting lists. Therefore, some services may not
be covered or, in many countries, require
co-payment by service users, that means the
covered cost in UHC is not 100%, some people
will still have to pay out of their own pockets, for
some services.. Itis difficult to cover 100% of the
3 dimensions even for developed countries. The
target of extending covered cost should be
“minimizing people’s expenditure for essential

Figure 1 Three dimensions to consider when moving towards universal coverage
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services, to protect the poor” rather than “trying
to eradicate people’s out-of-pocket payments
altogether”.

Extending coverage in any or all of the 3
dimensions requires increased expenditure.
However, to keep running a minimum cost is also
of great importance. Therefore, funds have to be
allocated to benefit the system most efficiently.
There are other factors to take into consideration
when expanding accessibility, such as quality,
and equity in health service usage. The extension
of accessibility will also cause an increase in
workload which affects quality of service and may
affect equality among certain groups of people.
Therefore, moving to UHC needs to adjust the
balance among at least 4 dimensions of effective
outcomes in healthcare system (Figure 2) to
prevent negative impacts to the overall health
service system

Moving towards full implementation of
universal health coverage does not consist of only
financial mechanisms to extend health coverage
but by also promoting new relationships within

The concept of Universal Health overage

Figure 2 Four dimensions of effective outcomes
in healthcare system
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the key stakeholders of the system. The key
stakeholders of universal health coverage include
purchasers, service providers, and consumers.
The roles of the purchasers are reimbursing health
care cost to service providers in accordance with
service agreements, preparing optimal benefit
packages to promote effective outcomes,
removing financial risks from the beneficiaries,
and ensuring appropriate distribution of services
between regions. Furthermore, consumer rights
protection and stakeholder participation are also
important to ensure a good relationship with
stakeholders. This relationship is summarized in
Figure 3

Figure 3 Relationships of key stakeholders in universal health coverage
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The above concepts create the framework
for improving UHC. It has been divided into the
following 5 linked sections; as represented in
Figure 4

1. Health Financing and Budgeting for
Universal Health Coverage

2. Coverage, Healthcare uses, and household
expenditure for health care

3. Healthcare Service Provision and
Accreditation

4. Accessibility, Efficiency, Quality and
Effectiveness in Healthcare System

5. Consumers’ Right Protection and
Stakeholder Participation

Figure 4 Framework to represent the Annual Report for the UHC
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The conceptual framework for the
implementation of national health insurance starts
with the financial health and budgeting of the
National Health Security System. The main
mechanism for building a national health
insurance is an adequate budget which is
correctly allocated to optimize the use of health
services. This, by extension, benefits those
exercising their right to public health services.
It helps to reduce health expenditure of the
household and protects them from financial
problems caused by use of health services, thus
making access to health services better. It also
allows the National Health Security System to
support health service through the mechanism
of purchasing health services and making
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essential health services readily available. This
combination of potential development and
quality control mechanisms allows health
service units to maintain adequate standards
and quality of service for when people exercise
their rights. It is always important to take into
consideration the issues of efficiency, quality,
fairness and effectiveness to produce the right
balance within a health service system. Lastly,
the system has to include a protection mechanism
that covers both its service providers and the
consumers. These protections and subsequent
punishments or wrongdoing compensations are
prerequisites for both service providers and the
consumers’ confidence in the system.



Health Financing and Budgeting for Universal Health Coverage

2. Health Financing and Budgeting for Universal

Health Coverage

2.1 Overview of National Health Expenditures

The introduction of national health insurance
schemes brings some obstacles and problems.
The government has to take responsibility for
health expenditures. The health care system
funds have to be well managed, otherwise it will
impact the coverage and services which available
by the system. To expand public coverage and
services, the government has to increase the
budget and/or collaborate with the private sector.
To this end, the National Health Account (NHA),
which is the index of the resources used by both
the public and private sectors for the health of
the population, has been established. It indicates
the burden of household and government
spending, including the proportion of health
expenditure per capita or health expenditure per
national income.

Health financing policies are important
mechanisms, for universal health coverage (UHC)
implementation, to protect households from
financial risk. The government is an important
part of the UHC, so the careful management for
sustainable implementation is needed.

Health expenditure per capita per year
between 1994 and 2013 increased and
decreased. The annual per capita health
expenditure increased from THB2,160 in 1994
to THB3,110 in 1997 and then reduced due to
the country’s economic crisis. After 2002,
with the introduction of Thailand’s national
health insurance scheme, health expenditure
per person per year increased to THB 7,354 by

2013 (Figure 5)

Figure 5 Thai National Health Expenditure, FY 1994 — 2013

2 3
8,000 N 2_ 2~ 400
~O ™~
. s 2 8 5
— S
o Health expencedure (dollar per person per year) o < w 2 o
= 6,000 & w — 300
0 3 2 2
o o g 2 N c
IS [=+) (ST o
9 0 < 237 239 2
5 4,000 — @ 097 — 200 8
= %
—
5 -
= ie]
S 2,000 — — 100 5
foa) o
75 81
68 69 67 61
0 T T T T T T T T T T T T T T T T 0
w0 © ~ © o~ o — ~ o) ~ [¥0) 0 ~ © o~ o — o~ ™
o o o~ o o o o o S Q = Q = Q = = = = =
e & o o o 9 9 9 9 & & & & & &8 &8 & & §®
Source:  Thai National Health Account FY2013, International Health Policy Program (IHPP), Ministry of Public Health, Thailand

NHSO Annual Report fiscal year 2016 | 23



Health expenditure is divided into public and expenditure increased from 1994, from 45% to
private sectors. The proportion of public health 77% in 2013 (Figure 6)

Figure 6 National Health Expenditure ratio between government and private sectors, FY 1994-2013
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2.2 The Universal Coverage Scheme’s budgeting

All budgets for implementing the UHC in (2003-2016). For most years, the UCS budget
Thailand through the Universal Coverage Scheme has increased in relative to overall government
(UCS) have been subsidized by the government. spending except in 2010 when the national
The proportion of UCS Budget compared to the budget decreased, but the UCS Budget
national budget was between 5.26%-6.94% increased to 6.94% (Figure 7)

Figure 7 Government budget for the UCS and ratio to the overall government budget, FY 2003-2016
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Note: 20083-2006 were allocated additional budget of 5,000 million baht, 3,845.33 million baht, 4,993.33 million baht and 14,761.83
million baht respectively.
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Health Financing and Budgeting for Universal Health Coverage

The UCS budget includes the salaries of
health staff under the Office of The Permanent
Secretary, the Ministry of Public Health (MOPH)
since FY2002. The total amount of these salaries
has ranged from THB2.6-THBS.2 billion per year.
However, the percentage of the salaries has

decreased from 45.6% in FY2003 to 24.93%
in FY2015. The net budget for the UCS after
government salary deductions has increased
from THB30.538 billion in FY2003 to THB114.964
billion in FY2016, about 3.06 times of the salary
as shown in figure 8

Figure 8 National Health Expenditure, FY 2003-2016
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Note:
as follows:

The rate for salary deduction from the national health security budget has been reviewed a few times since UHC implementation

1. Revisions for health staffs under the office of permanent secretary, MOPH were done in FY2004 and FY2007.

2. Revisions for health staffs under other affiliated departments or ministries were done in FY2004 and FY2011.

3. During FY2003 - 2006, central budgets of the government were added in the amount of THB 5,000 mil., THB3,845.33
mil., THB4,993.33 mil., and THB14,761.83 mil., respectively. The reason for the additional budgets included increasing

in capitation rate or the number of beneficiaries.

Over the past 13 years, the net UCS budget
for general health services has increased from
THB1,202.40 per capitain 2002 to THB3,028.94
in 2016, an increase of 2.5 times. This has
created greater benefit for both consumers and
providers. In 2006, 2009, 2010 and 2016; many
other services saw increased support including
HIV and AIDS services, Chronic Kidney Failure,
the prevention and treatment of chronic diseases
(diabetes and hypertension), and the dependent
elderly.

In the FY 2016, the National Health Security
Office continued to support and promote
people’s right to access health services. For the
48.79 million people eligible for national health
insurance, the budget was 123,009.04 million
baht (excluding public sector health insurance of
40,143.14 million baht) (Table 1).

The amount of 3,028.94 baht per capita was
allocated to national health insurance, covering
7 types of services (Table 2).
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Table 1 National Health Security Funds Report by ltem FY2012-2016
Unit: Million Baht

mmmmm

. Medical Services flat rate /per person 133,186.41 133,495.04 141,430.92 140,718.75 147,772.90

1.1 Expenses for medical services 100,391.13 100,699.76 103,049.63* 102,530.72 107,629.76
1.2 Wages of public service units in 32,795.28 32,795.28  38,381.29 38,188.02 40,143.14
the national health insurance
system.
2. Services for HIV Infection and AIDS 2,940.06 3,276.83 2,947.00 2,811.90 3,011.90
patients

3. Chronic Kidney Failure patients services  3,857.89 4,357.79 5,178.80 5,247.22 6,318.10

4., Chronic Disease Control and Treatment 437.90 410.09 801.24 908.99 959.00
services

5. Psychiatric Services 187.14 = = = =

6. Additional costs For service units in - - 900.00 464.80 1,490.29

a remote area. Risk Area and 3
Southern Border Provinces

7. Compensation for Human Resources in - - 3,000.00 3,000.00 3,000.00
Public Health ( Service Unit under the
Ministry of Public Health)

8. Health Services for the Dependent - - - - 600.00
Elderly

Source:  Announcement of the National Health Security Council on Criteria for the Implementation and Management of the National
Health Security Fund for those who have the right to health insurance.

Note: *Including the request for the National Health Security Fund Balance Sheet as of 30 September 2012 amounting to Baht
700 million. FY 2014
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Health Financing and Budgeting for Universal Health Coverage

Table 2 Capitation budget classification, FY 2016

| sevics | Capitationrate (Baht/head)

1. General out-patient services 1,108.92
2. In-patient services 1,060.14
3. Specific vertical programs, e.g., high cost care, disease management programs, 305.29
OP refer out of province

4. Health promotion and disease prevention for all Thai citizens (UCS and other 398.60
government schemes)

5. Rehabilitation medical services 16.13
5. Rehabilitation medical services 10.77
7. Depreciation cost for building and medical investment in registered hospitals 128.69
8. compensation budget to consumer for losses from health services in 5.40

accordance with Section 41 of the Act

9. compensation budget to health provider for losses from health services in -
accordance with to Section 41 of the Act

Source:  The NHSB announcement on Operation guideline for UCS budget management, FY2016

2.3 National Health Security Fund allocation

In the FY 2016 the National Health Fund allocated 122,881.24 (99.90%) of its THB123,009.04
million budget (Table 3).

Table 3 National Health Security Fund budget allocation FY 2016

Budget Budget Budget Percentage
List Received ' Paid? Paid
(million baht) (million baht)

1. Medical Services flat rate/per person for medical 107,629.76 107,738.83 100.10
services

2. Service charge for HIV infection and AIDS patients 3,011.90 2,571.83 85.39

3. Service charge for patients with chronic renal failure. 6,318.10 6,627.03 104.89

4. Service charge for prevention, treatment and 959.00 960.14 100.12
treatment of chronic diseases.

5. Additional charges for service units in a risk, remote 1,490.29 1,490.29 100.00
area and 3 Southern Border Provinces

6. Compensation for Human Resources in 3,000.00 3,000.00 100.00

Public Health (Department of Health Services,
Ministry of Public Health)

7. Health Services for the Dependent Elderly 600.00 493.13 82.19

Included budget 123,009.04 122,881.24 99.90

Source: 1) National Health Security Board Notification on Criteria for the Implementation and Management of National Health
Security Fund For those who have the right to health insurance FY 2016.
2) National Health Security Fund Report FY 2016 as of September 30, 2016.
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3. Improving coverage and household expenditure

for health care

The main goal of national health insurance is
to create equitable access to essential services
for all Thais. Since its introduction 14 years ago,
the indicators of its success include an increased
fairness in access to quality health care services,
the reduction of household medical expenses
and protections given to prevent households from
suffering financial crisis or bankruptcy due to
medical expenses.

3.1.1 Universal Health Coverage situation

Universal Health Coverage (UHC) covering
the whole of Thai society is one indication of
improved equity in health service accessibility. In
the past decade, UHC in Thailand increased
dramatically from 71.00% in FY2001 to 99.95%
in FY2016. As of September 30, 2016, 65.71
million of the 65.81 million people eligible for
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health insurance were registered in the system.
Of the 48.37 million people eligible for national
health insurance, 48.33 million people have
registered for the right to health coverage.
(Universal Coverage Scheme: UCS) the
equivalent of 99.93%. Approx. 0.030 million
people or 0.05% were still not registered and
about 0.13 million people were waiting for status
confirmation. (Table 4)

When comparing proportions of population
utilizing UCS or other government health
insurance schemes, classified by gender and age
group, the findings showed that most of the UCS
patients were children and elderly (0-19 years-old
and people over 58 years old) while most of the
other schemes were being utilized by the working
aged group 25-49 years old. Government and
civil servants’ rights are distributed in all age
groups, especially 40 years old. (Figure 9)



Improving coverage and household expenditure for health care

Table 4 The Population of Thailand classified by health insurance status, FY 2012-2016
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Source:

National Health Security (UCS)
Social Security (SSS)

Civil servant/state enterprise (OFC)
Local employee (LGO)

Person with status issues (STP)
Private teacher (VPT)

Veterans (VET)

Qualified non-registered UCS

Total number of coverage
(1+2+3+4+5+6+7+8)

Total number of UCS (1+2+3+4+5+6+7)

Total number of those entitled to health

insurance (1+8)
Percentage of coverage (10/ 9100)
Percentage of UCS (1/11*100)

Unknown citizen status
(Waits for confirmation) *

Thais living abroad (FRG) **
Foreigner (NRD)

Foreigner with insurance (NRH)
Total of others (14+15+16+17)

Total population

48,620,104 48,612,007

10,327,129 10,689,260
4,967,675 4,878,258
99,780
343,583 413,549
102,834 100,265
164,027 163,684
65,113 81,983

64,590,365 65,038,786

64,525,252 64,956,803

48,685,217 48,693,990

Lo 99.87
99.87 99.83
791,008 624,552
15,641 15,733
106,941 124,871
913,590 765,156

65,503,955 65,803,942

Bureau of Registration Administration, NHSO, September, 2016

48,312,428 48,336,321 48,330,473

11,065,325 11,266,495 11,630,205

4,837,927 4,836,208 4,742,823
578,525 611,982 615,157
489,275 400,333 384,592
72,159 78,387 73,683
105,184 50,148 34,684

65,460,823 65,579,874 65,811,517

65,355,639 65,529,726 65,776,933

48,417,612 48,386,469 48,365,057

99.84 Qe 99.95
99.78 99.90 99.93
214,382 140,760 125,945
17,119 16,889 15,967
192,379 218,701 324,689
= 94 86
423,880 376,444 466,687

65,884,703 65,956,318 66,278,204
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Figure 9 Proportions of the population using UCS or other government health schemes classified by
gender and age group FY 2016
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3.1.2 How patients accessed Healthcare accessing out-patient services (OPS) and
via the Universal Coverage Scheme in-patient services (IPS) had both increased. The

According to the health and welfare survey results in Figure 10 show that the percentage of
by the National Statistics Office in 2015, analyzed UCS beneficiaries accessing out-patient and
by Prof. Supon Limwattananonta of Khon Kaen in-patient services in FY2015 were 75.30% and
University, The amount of UCS beneficiaries 87.58%, respectively.

Figure 10 Utilization of out-patient services and in-patient services, 2003-2015

percent
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Source: Health and welfare survey, National Statistics Office, analyzed by Associate Prof. Supon Limwattananonta of Khon Kaen
University

Note: There was no survey in 2008, 2010, 2012, and 2014.
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Improving coverage and household expenditure for health care

In order to achieve full UHC implementation,
it is important that the beneficiaries are not only
covered by related government health insurance
schemes but also are reimbursed for health
services in accordance with their benefit
packages. However, a health and welfare survey

out-patient services were “symptoms are minor”,
“long waiting time”, and “inconvenience during
office hours”, respectively. The top three
reasons for not using in-patient services were
“long waiting time”, “unreliable or absent
diagnosis”, and “services are not covered by my

by National Statistics Office in 2015 found that
some beneficiaries did not utilize their benefit
packages and were willing to pay out of pocket time”, and “service not covered by benefit
for services. The top three reasons for not using package.” As shown in Figure 11

benefit package.” The most common reasons in
health promotion services were “long waiting

Figure 11 Reasons for not utilizing a UCS benefit package when accessing health services, FY 2015

o 0.66 Outpatient
thers I1-% B [npatient
7.98

Services are not covered by my package I 36.01

8.55
Too far/ Inconvenience of traveling B 10.09
) 22.33
Symtoms are minor D 1487
60.47
long waiting time/not sure for quality D 3708
percent
0 20 40 60 80

Source: Health and welfare survey 2015, National Statistics Office.

Analyzed by Bureau of Executive Information Administration, NHSO.

According to the same survey, the chosen
alternative options of consumers when they were
sick and did not admit themselves to hospital

(15.42%), “health promotion hospitals or health
centers” (18.41%), and “community hospitals”
(14.42%), respectively as shown in Figure 12

were “drug stores” (27.84%), “private hospitals”

Figure 12 Choices consumers made when they were, FY2015

Community
Hospital, Others hospitals
14.42 bigger than
Health . .
Centers, _— <:ommu1néty8 gospltal,
18.41 :

W ———— Others, 037
Private Hospital, ers, 0.
15.42

Not be treated,

6.67 Source:  Health and welfare survey,
National Statistics Office, 2015

Analyzed by Bureau of Plan and Policy, NHSO
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Health financing means the managing of
resources, i.e. the budget, contributions and
health expenditure of a household. In the long
run, governments and households can invest in
health and prevent households from experiencing
financial crisis or even bankruptcy due to medical
expenses. Therefore, reducing the burden of
a household’s medical expenses reflects the
success of national health insurance. Based on
the committee’s recommendations, the National
Health Security System mobilizes resources
for sustainability’ set for 2022. Incidences of
household bankruptcy from medical expenses
should not exceed the current level (2013) of 2.3%
of all households. The incidences of households

that have suffered hardship after the payment of
medical expenses should not be more than the
current level (2013) of 0.47% of all households.
Based on data analysis, socio-economic surveys
of households by the National Statistical Office
found which households suffered financial crisis
from medical expenses. By analyzing the health
expenditures of more than 10% of all households,
it was shown to decline fourfold from 7.94% in
1997 to 2.01% in 2015 (Figure 13). Households
that suffered hardship due to medical expenses,
having dropped below the poverty line after the
payment of medical expenses to 2.36% in 1997,
went down to 0.34% in 2015 (Figure 14).

" Ordinance of the Ministry of Public Health No. 1020/2015 dated June 24, 2015, appointing a committee to develop guidelines
for mobilization of resources for the sustainability of the national health insurance system, according to the order of the Prime
Minister, date April 20, 2015; to study and synthesize proposals for sustainable resource mobilization and resource management in an
effective and equitable health insurance system. Mr. Ammar Siam Vala is the consultant. and Mr. Suwit Wichepholprasert is the
chairman (Source: The Committee for Guidelines for Raising Resources for the Sustainability of National Health Security System.
Health Financing Proposals for sustainability of National Health Security System, Targets, Indicators and Goals, Nonthaburi; Pages

1-3)
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Improving coverage and household expenditure for health care

Figure 13 Percentage of households experiencing financial crisis due to medical expenses:
1997-2015
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Source:  Supon Limwattananonta analyzed from Household socio-economic survey of the National Statistics Office, FY1988 — 2015
Note: 1) Household health expenditure is more than 10% of total expenditures.
2) Since 2006, the National Statistical Office has been surveying the socio-economic situation of households every year (b
efore 2006 surveyed every 2 years)

Figure 14 Percentage of households experiencing impoverishment due to medical expenses. 1997 -
2015
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Source:  Supon Limwattananonta analyzed from Household socio-economic survey of the National Statistics Office, FY1988 — 2015
Note: 1) 2015 uses the poverty line 2004 as the base year to measure poverty. Consumer price index (CP)
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(before 2006 surveyed every 2 years)
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4. Healthcare Service Provision and Accreditation

4.1 Healthcare Service Provision

In moving to the universal health coverage,
besides providing health benefit packages,
providing qualified health care units for
beneficiaries is an essential factor. Another
important factor is assisting people exercise
their health insurance rights.

To help provide care services in to eligible
individuals in FY2016 registered hospitals under

the UCS are classified into three categories:
primary care facilities, main contracting units, and
referral units. Most of the providers and hospitals
were dffiliated to the Ministry of Public Health:
94.36% of the 11,565 primary care facilities;
68.95% of the 1,301 main contracting units; and
83.95% of 983 referral hospitals (Table 5)

Table 5 The number of registered hospitals & percentages under the UCS, FY 2016

Types of
hospitals

. Main
Primary care
units :
units

Affiliation

contracting

Referral
hospitals

Units Units Capitaton Non- Units
Capitation

Ministry of Public Health 10,913 94.36 68.95
Other gov. affiliations o5 0.82 74 5.69
Private 263 2.27 241 18.52

Local Administrative org.

84.58 11,056 O2401%
69 22 8.21 143 1.20
39 28 6.04 300 2.52

B I I T T T

Source:

Bureau of Registration Administration, NHSO, September 2016

Note: 1) Number of service units counted by type registered service. One service unit can register more than one type.
2) Capitation is a payment arrangement for health care service providers
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Healthcare Service Provision and Accreditation

4.2 Quality Audit and Hospital Accreditation

4.2.1 Quality Assurance for Service Units

The NHSO has continued to promote quality
and improvement for its main contractors and
referral hospitals by supporting the hospital
accreditation (HA) processes. During FY 2016 of
the 1060 referrals received for quality assurance
992 HAs (93.58%) were given. 585 (55.19%)
certified quality and 396 (37.36%) for quality

oooooooooooooooooooooooooooooooooooooooooooooooooooooooo

assurance. In addition, 34 (3.21%) were in the
process of accreditation (Figure 15). When
classified by NHSO region, the UCS registered
hospitals in FY2015 with the highest proportion
of accredited hospitals were in Region 2
Phitsanulok, followed by Khon Kaen (70.27%)
and Songkhla (12.6%) (Figure 16)

ooooooooooooooooooooooooooooooooooooooooooooooooooooooo

Figure 15 UCS registered hospitals percentages classified by level of hospital accreditation

(HA): FY 2003-2016
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Figure 16 UCS registered hospitals percentage classified by level of accreditation and by

region in FY 2016
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4.2.2 Service Unit Assessment

In order to guarantee an acceptable standard
of quality from health care units, hospital
assessments were performed. The evaluations
are divided into categories based on the type of
registration. The FY2016 outcomes, based on
the type of service unit meeting the required
criteria (either conditionally or unconditionally),
were 97.13%, 99.92% and 96.55% respectively
(Table 6).

When affiliation of the hospitals is considered,
the primary care units and the main contractor
hospitals under the Ministry of Public Health and
the other government affiliation passed more than
other types of affiliations. However, more referral
hospitals under other government affiliations
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passed than ones under the Ministry of Public
Health. Details of the assessment classified by
hospital’s affiliation are shown in Figure 17

When hospitals’ locations classified by the
NHSO regions are considered, the primary care
units and the referral hospitals located in the
NHSO Region 13 (Bangkok) passed more often
than other regions. The main contractor hospitals
located in the NHSO region 4 (Saraburi) passed
more than other regions. Overall, it was found
that the main contractor hospitals in every region,
except the NHSO region 8 (Udon Thani), passed
in a higher proportion than primary care units and
referral hospitals. Details of these results are
shown in (Figure 18).



Healthcare Service Provision and Accreditation

Table 6 Results of hospital assessment classified by level types, FY 2016

Types of hospitals

Results

Passed
Passed with conditions

Not passed

Main contracting units | Referral hospitals

3,046 26.34
8,187 70.79
2.87

66.26 123 11.09
438 33.67 981 88.46
0.07 0.45

S T T TR T RN KT

Source:

Bureau of Registration Administration, NHSO, September 2016

Figure 17 Results of hospital assessment classified by type of service unit, FY 2016

Primary care unit

Gov. LAOs | 36.39  58.16 I5.44
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32.32  67.68
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Gov. PS MoPH |25.74  71.38 | 2.88

0% 50% 100%
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Gov.-special
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Gov. outside MoPH

Gov. others in MoPH

Gov. PS MoPH

Passed

Source:

Main contracting unit

94.38 5.62

33.33  66.67
33.20  66.80

60.56 39.44

100.00

72.76 27.14 0.11

0%
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Bureau of Registration Administration, NHSO, September 2016

Referral hospital

Gov. LAOs (7,69 92.31
Gov.-special 62.50 37.50

Private | 26.87  73.13
Gov. outside MoPH |18.07 80.72 1.20
Gov. others in MoPH | 49.38 49.38 1.23
Gov. PSMoPH 513 94.52 0.35

0% 50% 100%
[ Not passed
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Figure 18 Hospital assessment results as percentages classified by type of service unit and
jurisdiction FY 2016
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13.Bangkok

Source:
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Accessibility, Efficiency, Quality and Effectiveness of the Healthcare System

5. Accessibility, Efficiency, Quality and Effectiveness
of the Healthcare System

5.1 Medical and public health services for national health

Key performance indices (KPIs) of the UCS management were set in several dimensions. Details
of FY2016 goals and performance for each KPI are described in Table 7.

Table 7 NHSO key performance indices, FY 2016

Targeted population '
- Thai citizens (Sept.2015)
- UCS benéeficiaries (Sept.2015)
1. Out-patient services (OP)
- total OP visits

- utilization rate

2. In-patient services (IP)
- total admissions

- utilization rate

3. Disease management or vertical programs
3.1 Accident and Emergency (AE)

- AE in hospitals located outside their
registered province, and service outside
registered hospital in disabled people

- Birth delivery in new SSS less than 3
months of contribution (IP)

- number of non-registered UCS
accessing to service in the first time

- OP refer out of province or OP refer with-
in province where having university
hospital in province

- referred cases with transportation cost

Person

Person

Visits

Visits/
person/year

Admissions

Admissions
/person/yr.

Visits

Visits

visits

Visits

Visits

Target
(according

to budget
allocation)

65,323,148
48,787,000

154,796,161
3.170

5,726,787
0.117

900,550

619,454

15,666

269,829

221,437

65,776,933
48,330,473

173,228,285
3.589

5,781,554
0.120

1,304,801

581,435

9,397

320,987

225,438

Performance
(% of
output)

100.69
99.06

111.91
113.21

100.96
102.56

144.89

93.86

59.98

118.96

101.81
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3.2 confidence in quality of care improvment

- Number of dialysis/hemodialysis In case
of acute renal failure (Peritoneal dialysis and
Hemodialysis for acute renal failure) ®

- Medicinal treatment for opportunistic
infections (Cryptococcal meningitis &
Cytomegalovirus retinitis) in HIV-patients:
Cytomegalovirus retinitis) 2

- Stroke fast track

- ST-elevated Myocardial Infarction fast
track or STEMI fast track ®

- cataract surgery
- Laser treatment for diabetic retinopathy 2

- Orthodontics services for cleft lip and
cleft palate ®

3.3 financial risk of healthcare providers reducing
- Hemophilia ®

- Hyperbaric oxygen therapy in
Decompression sickness ®

- Corneal transplantation ©

- Heart transplantation ”

- Liver transplantation in children ”

- Hematopoietic stem cell transplantation
3.4 Services required closed monitoring

- Methadone maintenance treatment
(MMT) in drug addicts®

- Essential, high-cost drug (E(2) category
drug list of the NLEM)

- Orphan drugs
- Compulsory Licensing: CL(Clopidogrel)
3.5 Disease management or vertical programs
- Transfusion-dependent thalassemia : TDT °
- Tuberculosis °
- Morphine treatment in palliative cases °
4. Health promotion and prevention

- Seasoning influenza vaccines '

40 | NHSO Annual Report fiscal year 2016

Visits

Visits

visits
visits

Visits

Visits

Cases

Cases

Cases

Cases
Cases
Cases

Cases

Cases

Cases

Cases

Cases

Cases

Cases

Cases

Cases

Target
(according

to budget
allocation)

27,077

5,620

2,267
1,813

112,200
12,075
274

1,487
40

390
51
138
24

2,428

22,448

5,216
179,200

2,820
56,900

11,490

3,154,507

38,391

3,654

2,901
3,955

154,561
9,578
1,277

1,158
11

306
78
189
22

6,308

34,434

7,141
232,052

11,940

78,388

10,755

2,369,796

Performance
(% of
output)

141.78

65.02

127.97
218.15

137.75
79.32
466.06

77.87
27.50

78.46
152.94
136.96

91.67

259.80

153.39

136.91
129.49

423.40
137.76

93.60

75.12



Accessibility, Efficiency, Quality and Effectiveness of the Healthcare System

Target
(according

Performance
(% of

to budget output)

allocation)

5. Rehabilitation 12

- disables Cases 1,148,668 1,183,474 103.03
- instruments for disables Cases 44,349 32,997 74.40
- rehabilitation services for disables Cases 187,800 264,008 140.58
- rehabilitation services for elderly Cases 243,787 332,635 136.44
- rehabilitation services for others Cases 308,060 424117 137.67
- rehabilitation Services for disabled persons Cases 6,294 8,301 131.89
- Orientation and Mobility (O&M) for disables Cases 3,430 2,399 69.94

6. Thai Traditional Medicine Service

- Massage, hot compress, herbal stream Visits 4,975,371 4,217,406 84.77
- post-partum care Cases 35,576 35,855 100.78
- prescribing herbal medicines in national Visits 4,414,819 4,826,880 109.33

essential drug list

7. Preliminary Assistance to Service Providers @

- Preliminary compensations in accordance Cases 1,142 885 77.50
with section 41 of the Act

Source:

1)
2

3)
4)
%)

6)
7)

8
9)

10)
11)

12)

13)

Office of the National Statistical Office, as of September 30, 2016.

Outpatient Services Information - Individuals UCS Rights Administration Bureau of Insurance Information, analyzed
by the Bureau of Plan and Budget Administration. As of September 30, 2016, processed as of January 2017.

M & E for Payment (H0401) Information and Evaluation Center for Health Care Information as of September 30,
2016, processed as of December 14, 2016.

OP reference database, e-claim, Information Management Office, HOSP. Data as of August 31, 2016 (11 month
data) processed as of November 2016.

Office of Administration, Allocation and Compensation of NHSO. Data as of September 30, 2016, processed as
of November 2016.

Bureau of Quality and Standard Support Services, as of September 30, 2016, processed as of November 2016.
Program Support for Kidney Disease Rehabilitation Services Data as of September 30, 2016 Processing as of
December 2016

The Office of Drug and Alcohol Information Services Support as of September 30, 2016.

Database of Health Promotion and Disease Prevention Services by Primary Health Service Support Center. Data
as of September 30, 2016, processed as of December 2016.

TB Information System (TB Data HUB) is an analysis of the TB and HIV-infected service plan. Data as of September
30, 2016, processed as of November 2016.

Reported data 43. Ministry of Public Health file, as analyzed by the Office of Primary Care Systems Support, as of
September 30, 2016, processed as of January 2017.

Record-keeping programs for disabled persons and rehabilitation services. Bureau of Insurance Information
Administration, Analytical Bureau of Community Health Services, NHS. Data as of September 30, 2016, processed
as of December 2016.

Bureau of Insurance Information Administration, Analyzed by The National Institute of Standards and Technology
Information as of September 30, 2016
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5.2. Evaluating service access, quality performance, and service

results.

5.0.1 Out-patient and In-patient Services
QOut-patient (OP) services are the preferred
mode of services of a majority of people so it can
be a strong indicator to the overall use of health-
care services. It was expected that accessing OP
services would increase with the implementation

of UHC. Data between FY2006 and FY2016 has
shown that the number people using OP services
under the UCS increased from 114.77 million
visits or 2.416 visit/person/year in FY2006 to
173.23 million visits or 3.589 visit/person/year in
FY2016, as shown in Figure 19

ooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooo

Figure 19 The number of out-patient visits and utilization rate per person per year of the

UCS, FY 2006-2016
million visit
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1) Out-patient data of FY2006-2009 are from 0110RP5 Report, Ministry of Public Health

2) Compensation Database Outpatient Individuals’ Rights UCS 2010 - 2013 Office of Administrative Allocation and
Compensation for Services as of December 2013, Analysis by the Office of Planning and Budget, NHSO

3) Outpatient Services Information Individual UCS Rights 2014-2016 Bureau of Insurance Information Administration, as
of January 2017, Analysis by the Office of Planning and Budget, NHSO.

ooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooo

Data shows that a majority of patients
received outpatient services. At the health centers
or public health centers, utilization increased from
44.69% in 2006 to 47.58% in 2015 then went
down in 2016. At community hospitals, utilization
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dropped from 38.02% in 2006 to 33.38% in 2016.
At General Hospital/Hospital Center, utilization
slightly increased from 14.42% in 2006 to 15.22%
in 2016. (Figure 20)
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Figure 20 Out-patient services usage as a percentage, classified by type of health facilities.
FY 2006-2016
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Source: 1) Out-patient data of FY2006-2009 are from 0110RP5 Report, Ministry of Public Health
2) Compensation Database Outpatient Individuals’ Rights UCS 2010 - 2013 Office of Administrative Allocation and
Compensation for Services as of December 2013, Analysis by the Office of Planning and Budget, NHSO
3) Outpatient Services Information Individual UCS Rights 2014-2016 Bureau of Insurance Information Administration, as
of January 2017, Analysis by the Office of Planning and Budget, NHSO.

For Inpatient Services, the number increased
from 4.73 million in 2006 to 5.78 million in 2016.
The rate of inpatient services increased from
0.100 per person per year 2006 to 0.120 per
person per year in 2016 (Figure 21). In 2016,
44.85% of respondents opted for general
hospital/general hospital services, followed by
community hospitals 41.60% (Figure 22).
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Figure 21 Inpatient services under the UCS, FY 2006-2016
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Analysis by the Office of Administrative and Budget Administration,
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Figure 22 In-patient services under the UCS classified by hospital types FY 2006-2016
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Source: 1) In-patient data of FY2006-2009 are from 0110RP5 Report, Ministry of Public Health
2) UCS Annual Subsidized Compensation Scheme 2010 - 2012 Office of Administrative Reimbursement and Allocation
Service December 2013, Analysis by the Office of Administrative and Budget Administration,
3) Inpatient Services Information, UCS Rights, 2013-2015, Office of Insurance Information Management, March 2016,
Analysis by the Office of Administrative and Budget Administration,
4) Inpatient Services Information, UCS Rights, 2016, Office of Insurance Information Management, February 2017, analyzed
by the Office of Administrative and Budget Administration.
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5.2.2 Disease management and vertical
program

1) Cardiovascular diseases

One of the limitations when requiring access
to health services for heart and cardiovascular
diseases is a lack of specialists in terms of
availability and distribution. Yet access to essential
cardiovascular procedures is increasing, especially

for cardiac catheterization. Percutaneous
Coronary Intervention (PCI) for patients with
Ischemic heart disease and infusion of
thrombolytic therapy in ST-elevated acute
myocardial infarction (STEMI) increased from
3.90% and 0.45% in 2005 to 28.52% and
35.82% in 2016, respectively. Open heart surgery
is likely to be between 4.16-4.70% (Figure 23).

Figure 23 The rate of heart procedures for UCS patients ages 15 years and older: FY 2005-2016
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Source: NHSO Health Service Indicator: HO301 Information as of September 30, 2016
As of November 30, 2016, analyzed by the Bureau of Information and Evaluation of Health Care.

2) Heart disease

The number of people dying from heart
disease is increasing every year. Even for those
that survive a large majority are left disabled later,
resulting in lower quality of life. These produces
expense to both the family and the country. Stroke
patients need to be treated promptly. For patients
with Cerebral infarction in FY 2016, accessing
hospital services there was a significant upward
trend from a rate of 52.53 per 100,000 in 2005

to 170.02 in 2016. Patients receiving
thrombolytic therapy increased from 0.05% in
2005 to 4.75% in 2016. This resulted in the
mortality within 30 days after hospitalization
declining from 19.75% in 2005 to 11.30% in
2016. Hence, fast access to medical services
and efficient treatment of thrombocytopenic
purpura has decreased both disability and
mortality (Figure 24).
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Figure 24 Accessibility to thrombolytic treatment for cerebral infarction for UCS patients

aged 15 years and older: FY 2005-2016
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3) Diabetes Mellitus and Hypertension

Diabetes Mellitus (DM) and Hypertension (HT)
are preventable conditions however, prevention
is also required. Prevention and treatment of the
diseases can reduce the burden on the patient,
their family, and society as a whole in the long
term. In FY2015, the NHSO was allocated a
budget of THB909.2 million to screen patients
with complications resulting from these diseases
(Secondary prevention). A total number of
3,603,840 people (128.24% of the targeted
amout 2,810,300), with
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(1) Access to 2™ prevention services (HbA1c,
lipid profile, micro albuminuria, retinal detachment
and foot exams at least once a year). Of those,
61.32% were diabetic and/or hypertensive
patients (1,702,378 from 2,776,397), of which
36.30% were found to have good glycemic
control. HbA1c <7%) (Figure 25)

(2) Access to 2™ prevention services (Fasting
Plasma Glucose, Lipid Profile, and Urinalysis at
least once a year). Of those, 53.31% were
hypertensive patients (1,901,462 out of 3,553,376)
of which 64.60% were found to have good blood
pressure control. (Blood pressure level <140/90
mmHg) (Figure 26)
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Figure 25 Accessibility to secondary prevention for DM and HT FY2016
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Source:  Diabetes and high blood pressure Information that can access to services in 2016, Bureau of Insurance Information
Administration, Analyzed by the Program Support for Chronic Disease and Specific Disease Services and the plan and
budget of the NHSO.

Note: 1) The incidence of diabetes in the 15-year-old population was 8.9% (based on a survey of Thai population health by physical

examination No. 5: NHES V: Information as of October 11, 2016)

2) Access to 2nd prevention (calculated from the number of patients with diabetes and/or uncomplicated hypertension
multiplied by percentage of patients receiving second prevention) and good glycemic control. (HbA1c <7%). Data from
the Diabetes Care Assessment Report 2 and/Hypertension 2015: MedResNet

Figure 26 Secondary prevention services for inpatients with hypertension. FY 2016

person Patient 67.87%
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Source: Diabetes and high blood pressure Information that can access to services in 2016, Bureau of Insurance Information
Administration, Analyzed by the Program Support for Chronic Disease and Specific Disease Services and the plan and
budget of the NHSO.

Note: 1) The incidence of diabetes in the 15-year-old population was 8.9% (based on a survey of Thai population health by physical

examination No. 5: NHES V; Information as of October 11, 2016)

2) Access to 2nd prevention (calculated from the number of patients with uncomplicated hypertension multiplied by
percentage of patients receiving 2nd prevention) and good blood pressure control. (Blood pressure <140/90 mmHg).
Data from the Diabetes Care Assessment Report 2 and/Hypertension 2015: MedResNet
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Re-admission within 28 days of being
discharged is another indicator that reflects
quality of IP care or effectiveness of the last
treatment. Under the UCS patients, aged 15 years
and older requiring further treatment within 28

days had decreased slightly from 9.71% in
FY2011 to 8.8% in FY2015 for DM patients and
from 3.01% in FY2011 to 2.97% in FY2015 for
HT patients, as shown in Figure 27.

Figure 27 Re-admission within 28 days of a previous discharge for DM and HT patients 15

years and over: FY 2011-2016

12
10 P 9.54 9.27 9.50 9.7 0.08

S 8

g 6
g 4 3.01 3.12 3.01 3.21 3.15 -
g P\ o— -— = @ o

0
2011 2012 2013 2014 2015 2016

Re-admission rate of DM patient within 28 days of being discharged
—@— Re-admission rate of hypertensive patient within 28 days of being discharged
Source: NHSO Health Service Indicator: HO301), September 30, 2016

November 30, 2016, analyzed by the Bureau of Information and Evaluation of Health Care
Note: 1) Use updated status information to see the quality of the distribution plan.

2) Cannot distinguish planed or unplanned patients from inpatient data (IP) because the second admit may be scheduled

for continuous procedure

4) HIV/AIDS services

NHSO has consistently supported access to
healthcare services for HIV/AIDS patients. In
FY2016 a budget of THB3,011,901 million was
allocated, targeted at 211,100 people.

Through to FY 2019, Thailand has set the
goal of ending the country’s AIDS problem, it is
called Fast-Track-Targets 2020 or 90-90-90. This
means 90% have been checked for infection,
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90% of HIV-infected patients have received
antiretroviral therapy, and 90% of antiretroviral
users have suppressed viral load (Suppressed:
VL <1000 copies/ml). Also 94.52% of HIV
infected and AIDS patients had self-reported
status, 86.66% HIV-infected patients received
antiretroviral therapy and 73.28% of antiretroviral
recipients the virus was suppressed. (Figure 28)
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Figure 28 Healthcare service for HIV/AIDS patients in FY 2016

HIV-infected patients
94.52%

HIV-infected patients received
antiretroviral theraphy 86.66%

Suppressed viral load 73.28%

» mm
= !

porson
286,697

Estimated PLHIV self-report status

In the system  Receive the theraphy

Virus checking Suppressed

VL <1000 copies/ml

Source: 1) Information Services Report on results, treatment and follow-up of HIV/AIDS patients. Data as of September 30, 2016.
Processed as of October 7, 2016. The program supports the TB and HIV services.
2) Estimated PLHIV is estimated by the Centers for Disease Control and Prevention, Department of Disease Control,

Ministry of Public Health.

3) 2016 change of viral load criteria in HIV-infected patients with antiretroviral therapy for 12 months with undetected viral

load <50 copies/ml. (Suppressed: VL <1000 copies/ml)

According to data released by provider
follow-up services, there was an evident that a
delay in accessing health services was the main
cause of death. All patients entering the system
under the UCS are tested and classified, based
on CD4 level to ascertain the severity of their
condition before being enrolled for ART. The
number of new cases with severe immune
deficiency (CD4 < 100 cell/mm3) enrolled into the
program have continued to decrease slightly from
57.51% in 2009 to 41.13% in 2016 Patients with

impaired immunity (CD4> = 500 cells/mm3) has
increased from 2.61% in 2009 to 12.78% in 2016.
This is consistent with the policy of extending
access to antiretroviral drugs. Diagnosed HIV
positive patients should receive antiretroviral
treatment regardless of CD4 level, have access
to HIV counseling and testing services at least
twice per year to determine the status of infection.
All information is logged to ensure that care is
received faster, and to reduce the risk of the
disease spreading (Figure 29).

Figure 29 Proportion of new HIV/AIDS patients and CD4-¢eligible patients (CD4 cell level/mm3) FY

2009-2016
2.61 2.08 2.58 272 2.62 3.41
EE—— —— I I I | ]
' 17.07 13.24
: . .
[0}
S
(0]
o
57.51 54.58 49.92 51.44 46.41 46.37
2000 | 2010 2011 2012 2013 2014 2015 2016
1 CD43500 350<CD4<500 111 200<CD4<349 B 100<CD4<199 CD4<100

Source.!  Information Services Report on results, treatment and follow-up of HIV/AIDS patients. Data as of September 30, 2016. Processed
as of October 7, 2016. The program supports the TB and HIV services.
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5) Chronic Kidney Diseases

The NHSO has approved additional funds
for Renal Replacement Therapy, which is a
costly treatment that exceeds the average
household budget. Financial barriers because of
the excessive cost of treatment and after-care as
well as a limitation of suitable service facilities
have affected necessary patient care. The NHSO,
therefore, has undertaken to address this issue
not only through their benefit packages but
also by supporting related health system
developments. In order to promote quality of
care, quality of life, and health outcome, kidney

replacement therapy, i.e., peritoneal dialysis for
end-stage chronic kidney diseases has been
included in the UCS benefit packages under the
“PD first” policy since FY2008.

In FY2016, the budget allocation was
THB6,318.10 million for 44,411 patients. There
were 45,629 patients with chronic kidney disease
receiving continuous dialysis (CAPD), and 24,056
hemodialysis patients (HD). 15,248 people were
treated with hemodialysis, Only 4,626 EPO (HD
Self-pay) blood transfusions and 172 kidney
transplant recipients. (Table 8)

Table 8 Renal Replacement Therapy In patients with chronic renal failure FY 2013 —2016

1) Continuous Ambulatory Peritoneal Dialysis: CAPD)

- Old

- New

- Changed from other RRT methods

- Dead

- Patients who change treatment/cure/non-follow-up
2) Hemodialysis: HD

- Old

- New

- Changed from other RRT methods

- Dead

- Patients who change treatment/cure/non-follow-up
3) Hemodialysis Self Pay: HD Self-pay)

- Old

- New

- Changed from other RRT methods

- Dead

- Patients who change treatment/cure/non-follow-up
4) Kidney Transplantation: KT

- New

- Dead
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14,225 18,284 21,5613 24,056
7,407 10,748 13,817 16,490
5,554 7,169 7,320 7,224
1,264 367 376 342
3,233 4,066 4,590 4,991
244 401 433 1,372
7,855 10,525 13,223 15,248
5,250 6,676 9,011 11,518
2,071 2,513 2,680 2,754
534 1,336 1,532 976
995 1,484 1,669 1,678
184 30 36 71
2,513 3,389 4,067 4,626
1,356 1,992 2,629 3,112
797 1,365 1,488 1,472
360 32 50 42
431 715 816 846
90 145 139 237
86 182 182 172
86 182 182 172
3 9 15 103
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5) Kidney Transplantation Immunosuppressive Drug: KTI) 1,197 1,292 1,418 1,527

- Old 998 1,068 1,186 1,300
- New 199 224 232 227
- Dead 24 65 83 35
- Patients who change treatment/cure/non-follow-up 105

Source:  Chronic kidney disease management data, NHSO (September 2016)
Note: 1) Patients may change RRT method in accordance with their medical indications
2) The number of patients accessing RRT services does not include the number of dead patients.
8) Hemodialysis Hemodialysis (HD) is a hemodialysis service in patients with end-stage renal disease that meets the cri-
teria set by the fund. Hemodialysis Red Blood Cell (EPO) and Management Cost
4) HD self pay is the only hemodialysis (EPO) blood donation service in the last decade.

112,200 cases), 27.36% (42,282 cases). Blinding
Cataract surgery (eye level VA worse or equal to
20/400) (Figure 30)

6) Health services for Cataract surgery
In FY 2016, UCS patients underwent cataract
surgery 154,561 cases or 137.75% (target

Figure 30 Cataract Surgery classified by vision FY 2013 - 2016

case
150,000 -

42,282

120,000 -
90,000 -
50,000 - 138,727

30,000

O_

2013 2014 2015 2016

[ | Blinding Cataract surgery VA < 20/400 [ | Blinding Cataract surgery VA < 20/100

Source: 1) FY 2013-2014 data analyzed by the supportive programs for chronic and specific diseases.
2) FY 2015-2016 from the M & E for Payment (H0401) Report. Information and Evaluation Center for Healthcare Information

as of September 30, 2016, processed as of December 14, 2016.

7) Psychiatric services in the community.
In the FY2016, NHSO was given an additional
budget of THB 49.80 million to ensure that
chronic psychiatric patients, such as those who
suffer from schizophrenia, in the community are
monitored and given continuous care, a better

quality of life and can return to normal life in
society. Services are operated by a hospital
network consisting of psychiatric hospitals. These
primary care units in the community have
provided care for 8,300 chronic psychiatric
patients.
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8) Health services for dependent elderly
people.

In FY 2016, national health insurance system
spent THBB0O million on health care for the
dependent elderly. The target was 100,000
people found by 1752 local administrative were
evaluated by family doctors, using the Barthel
ADL index, who developed and provided
individualized care plans. The 80,826 elderly
dependents in 64,660 households, of which
16,166 were bedridden were cared for by 889
primary care units.

9) Health Promotion and Disease
Prevention

The Health promotion and disease prevention
policy are important strategies of the UHC that
helps curtail illness from preventable diseases
and prolongs quality of life through healthier life
choices. The importance of this strategy, which
covers both the healthy and the sick, lead the
National Health Security board to increase
its budget for health promotion and disease
prevention from THB175.00 per person in
FY 2003 to 398.60 baht per person in FY 2016.
This is an increase of 2.28 times in 14 years
(Table 9).

Table 9 Percentage of Health Promotion and Disease Prevention Classified by age group
FY 2015-2016

n“ OUtcomeS(%)

1. Maternal care

1.1 Rate of pregnancies attended the first visit of ANC within the first 12 weeks. ' 57.10 53.24
(60% target)

1.2 Rate of pregnancies attended at least 5 times for antenatal care during preg- 51.10 47.31
nancy2' (60% target)

1.3  Percentage of oral health examination of pregnant women 2 - 77.00

1.4 Percentage of women after childbirth and taken care of 3 times. ' (65% target) - 618178

1.5 Primary screening for Thalassemia in pregnant women 2 92.97 95.00

1.6 Maternal mortality rate (target no more than 15%) 27.50 26.63
Maternal mortality rate UCS Rights 2 28.07 31.14

1.7 The incidence of hypoxia of baby during labor. UCS Rights 2 26.51 25.66

1.8 Percentage of low birth weight (<2,500 grams) in UCS Rights 2 10.27 10.55

1.9  Mortality rate of infants per 1,000 live births UCS Rights? 6.92 6.46

1.10 Birth delivery rate of teenage pregnancy, age 15-19 years, UCS (per 1000 43.11 41.75
girls aged 15-19 years) ' (42% target)

1.11  Birth delivery rate of teenage pregnancy, age 15-19 years, UCS (per 1000 43.44 41.03

girls aged 15-19 years) UCS Rights 2
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Outcomes(%

2. Child health

2.1 Fundamental Vaccinations 4

- BCG (newborn) 100.00 100.00
- MMR1 (9-12 months) 98.70 98.70
- DTP3/OPV3 (6 months) 99.40 99.40
- HBVS (6 months) 99.40 99.40
- DTP4/0OPV4 (18 months) 97.80 97.80
- JE2 (12-18 months) 96.10 96.10
- JE3 (2 years) 91.90 91.90
- MMR2 (4-6 years) 93.80 93.80
- DT5 (11-12 years) 96.20 96.20
2.2  Rate of confirmation in thyroid hormone deficiency * 85.96 89.00
2.3  Children age 0-5 years grow properly ' (80% target) 81.50 91.94
2.4 Weighing and height measurement in early childhood (6-12 years)? - o7
2.5  Students with weight issues ' (10% target) - 12.92
3.1 CA cervix screening rate at least once within 5 years, women aged 30-60 69.00 69.50
years old ®

3.2  Depression screening rate 2

e Aged 30-59 years old .51 34.00

® Aged 60 years or older 84.08 60.00
3.3 DM screening rate 2

e Aged 30-59 years old 81.71 64.70

e Aged 60 years or older 74.92 81.60
3.4  Hypertension screening rate 2

e Aged 30-59 years old 82.90 78.90

® Aged 60 years or older 77.85 90.40
3.5  Denture service in elderly group aged 60 years and older 6° 101.19 99.52

(2015 targets: 35,000 people in 2016: 33,390 people)

3.6  Seasonal influenza vaccines in risk groups?® 78.47 7512
(2015 targets: 2,831,998 people in 2016: 3,154,507 people)

Source: 1) Health statistics, Bureau of policy and strategy, Ministry of Public Health, September 2016
2) National Health Security Office, September 30, 2016.
38) National Immunization Program, Thailand 2013.
4) Department of Medical Sciences, September 30, 2016.
5) Cervix Cancer screening report, National Cancer Institute, 2016, http://122.155.167.188/December, 2016
6) Denture service report 2016, http://nakhonsawan.nhso.go.th/denture/denture1.php, September 30, 20176.

NHSO Annual Report fiscal year 2016 | 53



10) Medical Rehabilitation Services

The accumulative number of disabled people
registered to the UCS increased from 361,472
cases in FY2005 to 1,183,474 in FY2016
(Figure 31). Statistics for disabled people
classified by types of disability (Figure 32) shows
that most have physical disabilities (41.12%),
deaf and hard of hearing (17.87%) and with
intellectual disabilities (14.81%) There were

32,997 of 34,670 people categorized as
handicapped (Table 10).

The demand for rehabilitation services has
increased steadily. Below they are classified by
type of service recipient (disabled, elderly, patients
who need rehabilitation) (Table 11) and types
of disability services (physical therapy,
psychotherapy, behavioral therapy, etc.) (Table 12)

Figure 31 Disabled people registered to UCS FY 2005 - 2016

person
1,400,000

1,200,000
1,000,000
800,000
600,000
400,000
200,000

0

2005 = 2006 = 2007 = 2008 2009

2010 = 2011 = 2012 ' 2013 | 2014 = 2015 = 2016

Source:  Disability Access Information and Rehabilitation Services as of September 30, 2016, as analyzed by the Office of Community

Health Service Support, as of December 2016

Figure 32 Disabled people registered to the UCS classified by types of disability FY 2016

‘ — Vs Austistic 0.17%

' learning 1.14%

behavior 9.48%

B

L Not specified 3.93%

Source:  Claim data for rehabilitation services and instruments, NHSO, December 2016.
Note: A disabled person can have more than one type of disability.
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Table 10 Access to assistive devices Classified by equipment received. FY 2014-2016

Physical Disabilities; artificial limb 13,091 15,123 8,037 8,102 8,087 8,281
Hearing impaired; hearing aid 7,774 8,165 5,806 6,096 8,824 9,167
Visual Impairment; Stick for the blind 1,352 1,352 856 856 670 670
Other aids 17,880 30,842 14,169 15076 15,416 16,552

| ol | 40097 | 55482 28863 | 30,130 | 32007 | 34,670 |

Source:  Disability Access Information and Rehabilitation Services as of September 30, 2016, as analyzed by the Office of Community
Health Service Support, the NHSO as of December 2016.

Table 11 Rehabilitation Services Classified by type of service. FY 2014-2016

| o | s | oot |
e

Disabled 189,017 656,900 232,827 649,699 264,008 764,438
Elderly people 179,762 614,438 238,090 679,319 332,635 982,114
Patients need to be rehabilitated 227,946 764,920 317,210 926,667 424,117 1,234,396
Disabled people with Paralysis 8,301 40,043

Source  Disability Access Information and Rehabilitation Services as of September 30, 2016, as analyzed by the Office of Community
Health Service Support, the NHSO as of December 2016

Table 12 Rehabilitation Services Classified by Type of Rehabilitation FY 2014-2016

| o | s | 26|
e

Physical Therapy 381,810 1,391,837 494,632 1,586,250 625,727 2,070,430
Psychotherapy 95,326 254,667 153,400 302,216 213,739 442,868
Behavior Therapy 39,010 127,952 47,710 109,972 55,619 125,393
Occupational Therapy 36,717 163,484 41,087 154,905 49,929 187,192
Hearing Rehabilitation 12,396 20,994 14,057 19,040 21,015 27,968
Early Intervention 15,398 47,118 17,608 40,054 27,293 69,267
Visual Rehabilitation 7,841 14,757 6,704 8,410 13,658 20,227
Assessment of Speech Problems 7,307 24,178 10,106 31,952 10,914 34,594
Phebol Block 610

e T g Loz oot 2assao | oreont 2arss

Source:  Disability Access Information and Rehabilitation Services as of September 30, 2016, as analyzed by the Office of Community
Health Service Support, the NHSO as of December 2016.
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12) Pharmaceuticals and Medical Instru-
ments

The NHSO in collaboration with the Food and
Drug Administration (FDA) of the MoPH has
continued to promote system development for
claims and administration, as well as drug usages
in order to improve accessibility to the necessary
high cost drugs. In FY2015, there were two
groups of drugs separately managed to promote
accessibility, i.e. essential, high-cost drugs
category of the national list of essential medicines
(NLEM)), and orphan drugs and antidotes.

1. In FY2016, there were 17 items of drugs
under the high-cost category list. Conditions
needed in prescribing these drugs including
specification of patients, authorized doctors and

developed hospitals . The number of new patients
accessed to the drugs in the high-cost category
had continually increased since FY2012,
(Table 14).

2. Orphan drugs and Antidotes To solve the
whole system orphan drugs since the drug
supply, distribution of drugs to the reserve, and
distribution of drugs throughout the country; the
drugs were managed via the VMI system of the
Pharmaceutical Organization. In FY 2016, there
was one additional benefit, Diphenhydramine in;.
(Table 15).

Since the year 2010, the government has
been able to save THB35,863.35 million on drug
costs (Table 16).

Table 14 The number of new patients accessing high-cost drugs from the national list of

essential medicines FY 2012-2016

st | 2012 | 2013 | 2014 | 2015 | 2016 _

. Letrozole

. Docetaxel

. IVIG

. Botulinum toxin type A

. Leuprorelin

. Liposomal Amphothericin B
. Verteporfin

0 N O OB 0N =

. Bevacizumab

©

. Voriconazole

-
o

. Thyrotropin alpha

—_
—_

. Peginterferon
.ATG
. Linezolid

= | =
W N

14. Imiglucerase
15. Trastuzumab
16. Nilotinib

17. Dasatinib

1,330 1,382 2,282 2,452 3,042
1,439 1,447 2,892 1,684 2,768
1,059 1,318 1,307 1,267 1,513
690 677 690 750 1,115
200 204 200 242 265
134 133 198 212 190
22 61 = = -
= 2,694 3,908 4,535 6,979
= 216 470 444 374
= 21 25 67 7
= 559 771 1,869 1,817
= 56 100 105 137
- 4 16 17 13
= 5 4 5 6
= = = 352 791
= = = 1 169

- = - 42 73
Total | 4874 | 8777 | 12,863 | 14562 | 19,320

Source:  Bureau of Medicines Medical Supplies and Vaccines Management, NHSO
Note: 1) ltem 8 — 14 were included in the benefit package since FY2013
2) ltem 15 — 17 were included in the benefit package since FY2015

3) Only new E(2) patients are admitted
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Table 15 Number of patients treated with orphan drugs and antidotes FY 2013-2016

mmmm

1. Sodium nitrite inj.
2. Sodium thiosulfate 25% inj. 32 16 8 88
3.  Succimer cap. (DMSA) 15 1 1 6
4.  Methylene blue inj. 59 14 31 69
5. Glucagon kit 3 2 0 0
6. Dimercaprol inj. (British Anti-Lewisite; BAL) 3 11 5 4
7.  Digoxin-specific antibody fragments 2 1 1 4
8. Sodium Calcium edetate (Calcium disodium edetate) 11 15 7 18
(Ca Na2 EDTA)
9.  Botulinium antitoxin 3 5 2 0
10. Diptheria antitoxin 240 105 51 94
11. Esmolol inj. 18 21 25 42
12. Polyvalent antivenum for hematotoxin) 92 509 691 1,041
13. Polyvalent antivenum for neurotoxin) 31 98 159 208
14. Green Pit Viper antivenin 355 1,754 1,952 2,227
15. Malayan Pit Viper antivenin 337 2,239 2,007 2,498
16. Russell’s Viper antivenin 8 156 165 165
17. Cobra antivenin 126 521 577 672
18. Malayan Krait antivenin 9 30 19 13

19. Diphenhydramine inj.

- - - 30
Total | 1,381 | 5505 | 5708 | 7,141 |

Source: Bureau of Medicines Medical Supplies and Vaccines Management, NHSO
September 30, 2016

Table 16 Government budget saved from central management on specific drugs FY 2010-2016

Value of saved budget
FY Total
ARV Non CL' ARV CL? E (2) and Influenza
Clopidogrel® vaccines *

2010 311,768,680 866,282,286 108,014,711 1,286,065,677
2011 625,511,700  1,732,833,511 1,738,476,361 = = 4,096,821,572
2012 1,032,628,666 2,318,995,360  1,172,558,860 65,668,964 = 4,589,751,850
2013 1,631,090,725 2,377,051,300  1,429,000,342 95,052,500 55,368,760 5,487,563,627
2014 1,827,692,222 2,870,030,790  2,382,318,247 105,750,000 23,518,810 7,209,310,069
2015 1,662,743,030  3,748,425,392 588,033,199 38,236,250 39,167,500 5,971,605,371
2016 1,680,223,293 2,655,555,463  2,886,455,372 = = 7,222,234,128

Source:  Bureau of Medicines and Medical Supplies Management, NHSO
Note: 1.) calculated based on budget spent in FY2009
2.) calculated based on drug price before compulsory licensing (CL) announced by the government
3.) calculated based on drug price before having vertical program on E(2) category list and before CL on Clopidogrel
4.) calculated based on budget spent in FY2012
5.) calculated based on value of serums that hospitals paid to the Queen Saovabha Memorial Institute (producer of serums
under the Thai Red Cross Society) and the Government Pharmaceutical Office (GPO) before having vertical program
on serums under the UCS
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1.1.3 Health service efficiency

The average length of stay (LOS) is one of the
indicators reflecting effectiveness of IP services,
as a longer LOS consumes more resources. The
average LOS for patients under the UCS during
FY2006-2016 fluctuated between 4.07 and 4.23
days. Classifying by types and affiliation of
hospitals, in FY2016, hospitals with high average

LOS were other government hospitals
(not under the office of permanent secretary/OPS)
in Ministry of Public Health (MoPH) with 11.08
days (decreasing from 15 days in 2006),
university hospitals with 6.95 days, other
government hospitals outside MOPH with 3.08
days, and regional hospitals with 3.01 days per
admission, as shown in Figure 33.

Figure 33 Average length of stay (LOS) classified by types and affiliations of hospitals, FY

2006-2016
16
12 .\.\._.\kﬂ —o—, o :
8 H*.—'._.—.-—.._._._.
Y —o—— ——0—o—0— o
0
2006 | 2007 | 2008 | 2009 | 2010 | 2011 | 2012 | 2013 | 2014 | 2015 | 2016
=@ Gov. Regional hosp. 512 | 504 | 492 | 488 | 485 | 489 | 491 | 489 | 496 | 493 | 4.83
~—@— Gov. Local hosp. 4.48 | 443 | 432 | 432 | 439 | 445 | 451 | 449 | 433 | 433 | 427
=@ Gov. Community hosp. 292 | 292 | 292 | 295 | 2.99 | 3.05 | 3.09 | 3.07 | 3.04 | 8.07 | 3.01
~—@— Other Gov. Hosp. in MoPH| 15.00 | 14.59 | 13.79 | 13.70 | 12.82 [12.74 | 12.70 | 12.57 | 11.94 | 12.01 | 11.08
=@~ Cov. hosp. outside MoPH | 712 | 688 | 6.39 | 6.16 | 5.84 | 582 | 597 | 585 | 560 | 551 | 6.09
~=@— University hosp. 924 | 897 | 852 | 817 | 795 | 782 | 768 | 734 | 7.26 | 7.19 | 6.95
Private hospital 398 | 413 | 381 | 343 | 327 [307 | 299 | 289 | 2.98 | 2.98 | 3.08
= = = Total 423 | 419 | 411 | 407 | 409 | 415 | 417 | 414 | 417 | 417 | 416

Source: In-patient data, NHSO, January 2017.
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Case Mix Index (CMI) is an indicator for Calculated with DRG application version 5,
measuring severity of diseases calculated from Adj.CMI of IP service under the UCS had increased
Relative Weight (RW) or Adjusted Relative Weight from 0.81 in 2006 to 1.24 in 2016. This increasing
(AdiRW) of all IP cases within a specific period of pattern would still be true if classified by types and
time to reflect effectiveness of service system. affiliation of hospitals, as shown in Figure 34.
Admission may be more necessary in patients with
higher RW or AdjiRW.
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2006 | 2007 | 2008 | 2009 | 2010 | 2011 | 2012 | 2013 | 2014 | 2015 | 2016
=@ Gov. Regional hosp. 119 | 1.32 | 1.45 | 1.49 | 1.55 | 1.61 | 1.67 | 1.70 | 1.79 | 1.81 | 1.91
—®— Gov. Local hosp. 0.88 | 0.99 | 1.04 | 1.10 | 1.16 | 1.21 | 1.24 | 117 | 1.23 | 1.24 | 197
=@ Gov. Community hosp. 0.47 | 0.52 | 0.52 | 0.54 | 0.56 | 0.58 | 0.60 | 0.60 | 0.62 | 0.63 | 064
=@ Other Gov. Hosp. inMoPH | 1,70 | 1.88 | 2.03 | 1.84 | 1.93 | 1.95 | 1.95 | 1.97 | 2.00 | 2.01 | 2.14
=@ Gov. hosp. outside MoPH | 123 | 1.18 | 1.34 | 1.25 | 1.30 | 1.37 | 1.42 | 1.29 | 1.36 | 1.37 | 1.45
=@ University hosp. 2.61 | 260 | 275 | 2.58 | 2.64 | 2.66 | 2.66 | 2.74 | 2.80 | 2.73 | 2.88
Private hospital 0.91 | 1.05| 1.14 | 1.20 | 1.33 | 1.34 | 1.36 | 1.41 | 1.51 | 1.63 | 1.60
= = = Total 0.81 | 0.88 | 0.94 | 0.96 | 1.01 | 1.05| 1.08 | 1.10 | 1.16 | 1.17 | 1.24

Source: In-patient data, NHSO, January 2017
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Accessibility, Efficiency, Quality and Effectiveness of the Healthcare System

Relative weight (RW) refers to the average
resources required for DRG treatment versus the
average cost of patient treatment. For patients
with a low relative weight (RW), the severity of the
disease and the need for hospitalization is low.

In cases of admission having less severity
with a Relative Weight (RW) less than 0.5 in
FY2016, most cases (49.33%) were admitted at
district hospitals, an increase from 31.27% of
cases in 2006. Next highest were other
government hospitals not under the MOPH
(30.66%), and general hospitals (30.38%)
(Figure 35).

Figure 35 Percentage of UCS admissions having RW<0.5 classified by types and affiliation

of hospitals FY 2006-2016
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2006 | 2007 | 2008 | 2009 | 2010 | 2011 | 2012 | 2013 | 2014 | 2015 | 2016
— " —Ea Feslon e 14.45 | 13.30 | 26.49 | 25.33 | 24.83 | 23.46 | 23.00 | 23.27 | 21.76 | 21.87 | 21.93
—@—Cov. Local hosp. 20.31 | 19.44 | 