
CHAPTER 5
POLICY IMPLICATIONS AND RECOMMENDATION

5.1 P o licy  Im p lic a tio n s

T his study cou ld  be used  as a basic  guideline for hosp ita l d irectors, 
health  adm in istra to rs and  policy  m akers to m ake a po licy  p lan n in g  on u c  
schem e. F rom  the resu lt o f  this study, som e policies m ay n eed  to be 
reconsidered.

5.1.1 C om bination  o f  U tiliza tion  rate and U tilization  rate

T ab le  5.1 show s com bination  o f  u tilization  rate  and  u tiliza tio n  rate o f 
tw o C H s. F rom  the T able  5.1, com bination  o f  u tiliza tion  o f  K rasung  CF1 is 
equal to  0 .93 in OP and  0 .07 in  IP, and  L am praim ach  C H  0.70 in  O P and  0.30 
in IP. F o r percen t u tiliza tion , K rasung C H  has to tal u tiliza tion  rate  o f  38.82%  
o f  total popu la tion  and  L am praim ach  C H  has total u tiliza tion  rate o f  36.54% .

U n it cost o f  L am praim ach  C H  is h igher than  tha t o f  K rasung  C H  due to 
not only  the sizes o f  C H s b u t also the d ifferen t com bination  o f  u tiliza tio n  rate. 
B ecause L am pra im ach  C H  has h igher p roportion  o f  IP patien ts, then  the  TC  o f  
L am praim ach  w ill b e  h igher.
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Table 5.1: U tilization  rate o f  tw o CH in FS 2001.

Number of patient Number of Population in 
district %  Utilization Proportion

K rasu n g  C H 104,457.00
OP (visit) 108,203.00
OP (capita) 37,622.74 36.02 0.93
IP (capita) 2,925.00 2.80 0.07
Total 38.82 1.00
L a m pra im ach  C H 132,148.00
OP (visit) 97,772.00
OP (capita) 33,995.83 25.73 0.70
IP (capita) 14,291.00 10.81 0.30
Total 36.54 1.00
Note: The number of OP capita come from OP (visit) *2.876 (Utilization rate of health facilities (OP)). 
See more detail of Utilization rate of health facilities in Appendix I, Table 1.2.

I f  the com bination  o f  u tilization  rate or u tilization  ra te  changes, the TC 
w ill change, too. For instance, i f  com bination  o f  IP becom es h igher than  the 
current data  in  Table 5.1, the TC will increase (because u n it cost p er case o f  IP 
is h igher than  unit cost p e r case o f  OP). Then, the cost-recovery  ratio  will 
decrease. T herefore, hosp ita l directors should  be aw are in  these factors and 
should  p repare  them selves for these transitional factors especially  for 
L am pra im ach  CH  (because the ratio o f  cost-recovery  o f  L am praim ach  C H  is 
low er than  tha t o f  K rasung CH).

5.1.2 R eim bursem en t rate o f  CH s o f  d ifferent sizes

B ecause  the sizes o f  the hospitals in  T hailand  correlate w ith  the 
com plexity  o f  their serv ices, larger hospitals w ill have h igher per u n it cost. 
H ealth  adm in istra to rs and po licy  m aker shou ld  strongly  consider in this factor. 
The hosp ita ls that p rov ide  m ore com plex  services have m ore chance to 
confront w ith  financial bankrup tcy  o f  under the sam e re im bursem ent rate
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5.1.3 N um ber o f  people  reg istered  w ith  u c  schem e in  each  hospital

B ecause the m ajor p roportion  o f  revenue o f  con tracting  unit u nd er u c  
schem e com es from  num ber o f  people reg istered  in  the catchm ents area, the 
num ber o f  peop le  reg istered  w ill be extrem ely  im portan t for financial survival. 
Policy  m akers should  reconsider about A R R  or o ther factors (such  as the 
num ber o f  people  registered) in case o f  CHs sim ilar to K rasung C H  and 
L am praim ach  C H , w hich  have num bers o f  people  reg is tered  under u c  less 
than 29,428 person  for K rasung CH and  81,630 person  for L am pra im ach  CH.

A lso , fo r those sim ilar CHs w ith  K rasung CH  and  L am praim ach  C H  that 
have h igher num bers o f  people  reg istered  under u c  P olicy  m akers should 
reth ink  abou t A R R  and (+) D V  from  T R  and  TC. I f  (+) D V  is too  h igh , policy  
m akers shou ld  have m echanism  to m anage this m oney. F or exam ple, i f  a 
hospital has m ore than tw enty  percen t profits, the h ea lth  adm in istra to r can 
collect the surplus and  return  it to  M O PH . T he heath  adm in istra to r m ay  also 
put this surp lus into the com pensation  fund (for bankruptcy  problem ).

5.1.4 B ankruptcy  p roblem

In 1994, the health  expenditure in  T hailand  com es from  th ree  sources: 
52%  from  pub lic  facilities, 27%  from  p rivate  facilities and  16% from  p rivate  
pharm acies (P annaruno thai, ร., et al. 1999). I f  pub lic  facilities are bankrupt, 
T hailand  w ill face a serious p roblem  o f  scarcity  in  h ea lth  facilities. M any  other 
p roblem s w ill fo llow  such as equity  in health  services.

A ctually , m any factors can cause the bankrup tcy  problem . Policy 
m akers shou ld  clarify  that chance and  shou ld  p reven t th is p roblem .

condition. The health administrators should have other sources of fund to
compensate this problem. Policy makers should set clear criteria for using this
fund.
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B efore the p ro b lem  o f  bankruptcy  occurs, the first th ing  that policy  
m akers shou ld  th ink  is the p roblem  o f  bankruptcy  panic. This p rob lem  leads to 
o ther problem s. F or exam ple, a hospital d irector m ay change the m anagem ent 
policies o f  the hosp ita l such as decreasing  the num ber o f  transitional w orkers, 
o r p rov id ing  d iffe ren t treatm en t packages for patients under d ifferen t schem es. 
To p reven t th is p roblem , po licy  m akers should  have clear po licy  and  m ethods 
for the rem edy  o f  the bankruptcy  problem .

5.2 R e c o m m e n d a tio n s

In this study, there are som e d ifficulties w ith  the raw  data. W hile the 
raw  data are a lm ost com plete , the lack  o f  a good data co llection  system  m akes 
it tim ely  to  c larify  them . W ith  a good data collection  system , it w ill be  easier 
and m ore tim e effic ien t to  conduct a research  study. H ow ever, som e data are 
still m issing . I have to  om it som e data, fo r exam ple, in the case o f  capital costs, 
purchased  dates o r values o f  equ ipm ent or build ing  are no t recorded. A lso  for 
a llocation  criteria  o f  laboratory , instead  o f  recording  the num bers o f  patien ts in 
term  o f  O P visits o r IP visits, the hospitals record  the num ber o f  visits for each 
lab o ra to ry ’s d iagnosis. I have to  adjust these figures using  the in terv iew  and  the 
data tha t I have.

S ince, th is study  is conducted  during  FS 2002, lack  o f  the data to 
calcu late u tiliza tio n  ra te , I h ave to  use retrospective data  o f  FS 2001. H ence, I 
cannot ca lcu late  the abso lu te  num ber o f  un it cost p er case o f  OP (because  this 
study  analyzes the costs in  the first quarter o f  FS 2002). I f  u c  schem e in 
T hailand  h ad  b een  im plem en ted  in  the w hole country  for one year, I w ould  
have been  able to  ca lcu late  the u tilization  rate o f  patien ts u nder u c  schem e 
com pared  w ith  that o f  the total popu lation  reg istered  u nder u c .  T he resu lts o f  
u tiliza tion  ra te  w ill b e  m ore  accurate.
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A N P in this study  is calcu lated  b y  d irect m ethod. In reality, TC depends 
on m any factors. F o r exam ple, TC w ill change i f  u tilization  rate changes. Thus, 
i f  fu rther studies include o ther factors that affect the value o f  A N P, the value o f  
A NP w ill be m ore convincing.

Public hospitals are non-profit organizations. T herefore, this study 
calculates A R R  and A N P based  on p rofit equal to  zero. In practice, public 
hospitals should  have som e profit to cover som e expenditure. The policy  
m akers shou ld  have m ore aw areness in this condition.

U nfortunately , because o f  tim e lim itation, th is study  has to use data for 
the period  o f  only  three m onths o f  the first quarter o f  FS 2002. A nd  due to the 
u c  schem e has been  im plem ented  in the w hole coun try  fo r only  six  m onths, 
the costs data  o f  tw o C H s (in this study) do not cover som e item s o f  TC  that 
m ay occur under u c  schem e such as the cost o f  p revention  and control d isease 
program  in core package o f  u c  schem e (see m ore detail in C hapter 2, 2.2.2 
W hy d id  T h ailan d ’s G overnm ent im plem ent the u c ? )  F or b etter results, further 
รณdies shou ld  analyze data o f  at least one year after the im plem entation  o f  u c  
schem e in all o f  the hosp ita ls, w hich that are the contracting  units o f  u c  
schem e.

H ow ever, this รณdy does not indicate the pattern  o f  referral system . 
U nder u c  system , i f  the hospitals, w hich  are the con tracting  units o f  u c  
schem e, re fe r patien ts u nd er u c  (w ho are reg is ter in  th e ir catchm ents area), 
they  m ust p ay  that treatm en t cost by  them selves. So the pattern  o f  re fe r cases 
m ay  be change. F or instance, the hospitals m ay  a ttem pt to  treat the patients by 
them selves. T herefore, th is fac to r should  be in  consideration  as w ell.

L astly , T hailand  u c  system  should  be single system  or m ultip le system s 
is another question . W H O  lead  aw ay from  a form  o f  universalism  that has 
governm ent a ttem pting  to p rov ide  and  finance every thing  for everybody (W H O
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1999). This “c lass ica l” universalism , a lthough seldom  advanced  in extrem e 
form , shaped  the form ation  o f  m any European health  system s. It achieved 
im portan t successes. B u t c lassica l u n iv e rsa lism  fails to  reco g n ize  b o th  
re so u rc e  lim its  a n d  th e  lim its o f  g o v e rn m e n t. W H O  advocates a “new  
u n iv ersa lism ” that recogn izes g ov ern m en ts’ lim its bu t re tains governm ent 
responsib ility  for the leadership  and finance o f  health  system s. T he new  
universa lism  w elcom e diversity  and, subject to appropriate  guidelines, 
com petition  in the p rovision  o f  services.
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