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Abstract Healthcare financing in Thailand has been substantially changed, from a retrospective pay-
ment system (RPS) to a prospective payment system (PPS). Before late 2001, only health care
services for social security patients (about 7.2% of the total) were pre-paid, leaving the majority to
be under a fee-for-service retrospective payment system. Since late 2001, under the Universal Health
Care Coverage Project, one of the state main policies, the budget payment mechanism for health
facilities, has moved in the opposite direction. Only civil service and state enterprise patients still
have been covered by RPS.

In this situation, hospitals received a fixed budget. The study hence, focused on the effects of
the changed method of budget payment on the efficiency and quality of inpatient care, and the
reduction in length of stay in community, general and regional hospitals in Thailand. This research
was combination of three sub-studies: 1) a comparison of the changes to inpatient length of stay and
service outcomes, together with analyses of hospital efficiency, 2) an evaluation of the administra-
tive environment of efficient hospitals; the reasons behind reduced length of stay were also ana-
lyzed, and 3) an evaluation of opinions about hospital services and the success of their treatment of
patients discharged from the efficient hospitals, within a month after discharge.

The study showed that inpatient length of stay under every medical benefit scheme was re-
duced. Most of the hospitals had not only lower case fatality rates, but also higher early readmission
rates. Forty percent had high inpatient service efficiency while the others had moderate and low
efficiency levels. The qualitative study in the efficient hospitals revealed that the hospital adminis-
trators had strong abilities to adapt their performance. The reduction in average length of stay was
caused not only by the intention to reduce costs, but also by efforts on quality improvement. Most
discharged patients from the efficient hospitals were satisfied with their treatment outcomes.

This study identified the policy implications of setting up an organization for evaluating and
monitoring the efficiency and quality improvement of hospitals. There should be a service agree-
ment between the person paying and the service provider for conscientious improvement in service
quality. The hospital must also provide for premature discharge, and co-payments may be required
for additional services.

Prospective payment system, retrospective payment system, length of stay, efficiency
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Introduction
Healthcare financing in Thailand has
changed substantially since tate 2001
Healthcare welfare was distributed to a large
group of Thai people under the Universal
Health Care Coverage Project, under the slo-
gan “30 baht for all diseases”. This government
medical welfare project was different from the
previous ones, in that it used the prospective
payment system (PPS) with health facilities de-
pending on registered capitation. Moreover, in
Thailand, the salaries of hospital personnel were
included in this prospective payment budget.
This budget has affected the morale of health
personnel because of uncertainty with the wage
structure.
In the past, Thailand has adopted many types
of public and private healthcare financing
schemes that paid health facilities on a cost-
based or retrospective payment system (RPS)
and a prospective payment system (PPS) by gov-
ernment and private agencies'”. There were
five main types of healthcare financing; 1) civil
servants’ medical benefit, 2) welfare for low-in-
come and social-support groups, 3) social secu-
rity and workmen's compensation fund, 4) vol-
untary health insurance, private insurance and
health card, and 8) out-of-pocket expense
scheme.®* Each scheme differed in healthcare
financing, beneficiaries, and medical benefits.
The objectives of the Universal Health Care
Coverage Policy were to relieve the financial bur-
den of individuals impoverished by the eco-
NomIcC Crisis, to remove overlaps in coverage,
and to improve the equity and efficiency of
health service production.*® The target groups
for the project included people in the social
welfare scheme, health-card scheme, and people
who did not previously have public health in-
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qubstudies: Sub-study I was a quantitative re-
search comparing the changes in inpatient
length of stay and service outcomes, case fatal-
ity and early readmission (the return of inpa-
li;.‘l"lls to the same DRG within 28 days), between
one year before PPS (FY 2001) and two year af-
ter PPS (Fiscal Year 2002 - 2003). Case fatality
and early readmission data were used as indica-
tors to adjust the negative outcomes of inpatient
care. Furthermore, the hospital efficiency lev-
els were derived from two methods of analysis,

1. Decrease in length of stay and negative
outcomes were used as indicators of efficiency.
In order to be an efficient hospital, the ALOS,
case fatality rate, and early readmission rate had
to be decreased in the PPS period."®*" Using
these criteria, the hospitals from which the in-
patient sample groups were selected, assessed
and classified into six levels using a plus sign
(+)

1.1 The hospitals that could con tinually
duce the ALOS, case fatality rate, and early
readmission rate in the first year of prospective
Payment (PPS1) and the second year of prospec-
Uve payment (PPS2), were labeled with the high-

est cﬁiciency. and given a G-plus (+6).
1

re

‘ 2 Ifany indicator was higher than that
nthe ayear before prospective payment (PPS0),
Lplus (+1) would be taken off,

- 2. Hospital efficiency was adjusted by ap-
Plying the Pabon Lasso graph;'>1% the analysis
about the main relationship between bed occu-
Planq- fate (BO) and bed turn over rate (BT).

i -

) S graph was divided into four quadrants by
Werage valye of B
of BT for Y axis.

Slﬁlistical

O for X axis and average value

analysis that used for predicting

s Poisson regression analysis.
[ The rese

arch population was inpatients dis-

charged from all levels of public hospitals lo-
cated in every region in the Kingdom, includ-
ing regional, general, and community hospitals
comprising 50 hospitals representing cuch re-
gion of Thailand. These Inpatient data wi
divided into three periods; PPSO: 1 vear, or onq
period, before the hospitals launched the |
versal Health Care Coverage Project

2001), PPSI: the period since (l

he first da
the hospitals launched the 1 niversal H
Care Coverage project untl the last das
2002, and PPS: o 15, Fol
trolling the differences in mpl i}
among the three stud periods, inpatient cases
only from the firs . DRGs were
selected. The DRGs of () mal tgeneral
l'l()SpiEillh WEre omposed ol major lens pro-
cedure, no complicati 2) C/Sno omiplica-

uon; 3) appendectomy, no complication; 4) oti-
tis media and URI, no complication; 5) respira-
tory tract infection, no complication; 6) COPD,
no complication; 7) esophagus, gastroenteritis
>9 years, no complication; 8) gastroenterius <
10 years, no complication; 9) bronchitis and
asthma, no complication; and 10) Kidney and
urinary tractinfection, no complication. Mean-
while, the first ten most common DRGs of the
community hospitals were composed of 1) oti-
tis media and URI, no complication; 2) respi-
ratory tract infection, no complication; 3)
COPD, no complication; 4) esophagus, gastro-
enteritis > 9 years, no complication; 5) gastro-
enteritis < 10, no complication; 6) bronchitis
and asthma, no complication; 7) Kidney and
urinary tractinfection, no complication; 8) vagi-
nal delivery; 9) poisoning, toxic agent; and 10)
disequilibrium. The cases numbered 99 904,
126,365 and 104,934; or 17.37, 22.65, and 18.45

percent of total inpatient cases in each study

5905
3?7" S50y weew Tt ot avit o

43




PR

———

Prospective Provider Payment : Efficiency and Quality for Inpﬂtienl Ca |
re i

period, respect ively. These data were accompa-
nied by hospital and financial data.

Sub-study 11 was a qualitative evaluative re-
search, conducted in Fiscal Year 92004 after the
sub-study 1 finished, focusing on the adminis-
iative environment of the efficient hospitals
previously identified. The researchers needed
to elicit clear answers for the other important
factors that affected and could predictinpatient
length of stay. The samples were selected from
the hospitals with highest efficiency in each hos-
pital level.

Sub-study III, conducted at the same time
as sub-study II, was quantitative research; an
evaluation of the opinions about hospital ser-
vices and the success of their treatment of pa-
tients discharged from the efficient hospitals
within a month after discharge. These patients
were appendectomy cases discharged from re-
gional and general hospitals where the research-
ers could follow-up 57 of 149 cases, or 38.25
percent. The cases of kidney and urinary tract
infection (no complication) who had ALOS of
3.8 days were a tracer for the community hospi-
tal. The sample group was selected from the
discharged patients who had Length of stay
(LOS) less than two third of ALOS or 1 or 2
days. Nine out ten cases could be followed up.

These colleted data were analyzed by using de-
scriptive statistics.

Results

Sub-studyI: Among the three types of hos-
pitals, the regional hospitals had the highest
ALOS (3.44 days), while the general and the
community hospitals had shorter ALOS (3,39
and 2.65 days, respectively). During PPS],
ALOS declined in general and regional, while
during PPS2, ALOS slightly increased but re-
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Figure2 ALOS comparison
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mained lower than thatin PPSi' ' here wasasig
nificant difference of ALOS among each hospi
tal type, as shown in Figure 1.

The ALOS of hospitals in each region dif-
fered. The hospitals in the South had the long-
est ALOS, while those in the North had the’
shortest ALOS. (Figure 2)
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CSMBS (Civil servant medical benefit scheme)

d 8SS (Social security scheme) clearly in-
ar

creased in the
inpatents in (¢
aninsured groups decreased.

There were different ALOS in each group.

patients in the CSMBS had the highest ALOS,
while those in the SSS had the shortest ALOS
throughout the study periods. During the PPS

The highest rating for the general hospt
+5, while the highest for the regional hospital
PPS period, while the number of ~ was +4. In contrast, one regional hospital and

out-of-pocket expense and  three community hospitals had only +1, as
shown in Table 1.

By applying the Pabon-Lass« ;raph, service
hown by

regiona! 1)

efficiency in PPS1 was analyzed &
the following: In PPSI
reduced hospitalization ¢

and still provided seve:

periods (PPS1 and PPS2), patients in different
medical benefit schemes had different ALOS. the general hos
(Figure 3)

In the PPS period, the case fatality rate in i
every hospital type decreased. The case fatality [
rate in the regional hospitals was higher than 35 -
that of the other hospitals. Interestingly, the S s f-r--co
early readmission rate was higher in the PPS1 | § "7 -
and PPS2 compared with the rate in the PPSO. g gel ’>_ﬁ_ | :"
Especially in regional hospitals, the early read- —
mission rates were 12.85, 19.65, and 22.35 per- 2
cent in the PPSO, PPS1, and PPS2, respectively.

The results of efficiency analyses showed i P— PPS1 PPS2

PPS period

that most hospitals ranked between +2 and +4.
Some community hospitals were ranked +6,
which meant that they could continually reduce

LOS, case fatality and early readmission rates.

Figure 3 ALOS comparison among patients differen-
tiating medical benefit schemes in each PPS

period

wﬁfﬁﬂt‘nc}’ level of hospital classified by plus sign (+)
Efﬁciency e Hospital type (number) ' s
Regional General Community
a 0 0 4 (12.12) 4 (8.00)
B 0 3 (25.00) 3 (09.09) 6 (12.00)
™ 2 (40.00) 9 (16.67) 6 (18.18) 10 (20.00)
= 2 (40.00) 5 (41.66) 8 (24.24) 15 (30.00)
= 0 9 (16.67) 9 (27.27) 11 (22.00)
N 1 (20.00) 0 3 (09.09) 4 (8.00)
r L 5 (100.00) 12 (100.00) 33 (100.00) 50 (100.00)
|
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ho-.pu.\lu.umn and length of stay. The commu-
nity hospitals (3) were in quadrant 1, indicat-
ing that it had excess bed availability.

The hospitals in the North (1) fell from
quadrant 3 (in PPS0) to quadrant 4, since they
reduced hospitalization and patient length of
stay. Also, they reduced bed turnover rate and
had predominantly chronic cases. (Figure 5)

The hospitals in the Northeast (2) in quad-
rant 3 reduced hospitalization, but increased
bed occupancy rates. Likewise, the hospitals in
the East (3) and in the Southern (5) substan-
tially reduced hospitalization and length of stay.
The hospitals in the Central (4) and in the East
(3) continually reduced bed turnover rates (Fig-
ure 5).

For predicting inpatient length of stay,
Table 2 showed the regression analyses for three
overall PPS periods, PPSO, PPS1, and PPS2,
where every factor significantly affected the
length of stay, with different positive and nega-
uve effects (at column 4). Columns 1 and 2,
the PPS period variables, PPS1 and PPS2, had

7?.8‘2" 3

bt45

58684 2

g 100.93
bod5

B145 = Bed turnover rate in FY2545
BO45 = Bed occupancy rate in FY2545

Figure 4 Pabon-Lasso Scatter Plot Graph, PPS1 data
classificd by hospital type
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BO45 = Bed occupancy rate in 1) 2545

Figure 5 Pabon-Lasso Scatter Pjo Craph, Pps) 4
classified by region '
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of-stiay regression for hospital, including before and alter prospective payment systerm

quble 2 Length

|mlcpvm'f‘:{!-:‘:‘:'jﬂ:l‘,:ig, e ————— (‘_"md'i“ e S Z
i;ps period
Ppst =025 002 10, 5#e#
PpsY =048 002 R.6G4%%%
HUSP““I ype
Regional hospital (REG) A4l 006 22,09+
General hospital (GEN) JAHY 003 47. 76 %%
chit‘rl\
Northern (NOR) 065 003 20.08%%*
Northeast (NOE) -84 003 20,7550
Eastern (EAS) 117 004 20,184+
Central (CEN) - 151 003 -37.28%#%*
Location
General area (GER) 071 005 13.98%#+
Hospital factors
Doctor-inpatient ratio (DOR) 054 002 922.16%**
Nurse-inpatient ratio (NUR) D08 .000 23.07***
Bed occupancy rate (BOR) 000 000 5. Dgwen
Financial factor
Crosssubsidization (CRO) =069 005 -11.85%*#*
Patient factors
[Patient benefit scheme
Civil servant (CIV) 089 .004 20.03%**
Social security (SOC) -121 006 -19.36%**
State welfare (UC) (UC + low-income card) -022 003 5, 74%%%
Outol-pocket payment (OUT) -074 004 -16.34%%*
tage 2 60 (AGE) 004 000 112.36%*#
lnl(‘l‘\‘cp[ 746 ,008 88.16%**
Pseudo R* 0.026
L 819,772

***Significant at 001 level

ween the case number of CSMBS/UC, 2) cost
subsidization; the income from the contingency
fund, 3) salary paymentl; the salary paid at the
central office, 4) salary payment 2; the salary
Paid at the health service network, 5) inclusive
CApitation; including the inpatient budget for

. ‘he.gum. operating budgets, and 6) exclusive
, 'V_Caphmon; excluding the inpatient budget ol
.'Q\‘t.ry hospital for one collective fund. The re-

sults are shown in Table 3.

These results were transformed into a re-
gression equation for predicting inpatient
length of stay by coclficient.

LOS = 1.05 + .36 REG + .29 GEN + .04 NOR
.10 NOE - .07 CEN + .02 CRO — .08 COS -.03
SAR2 - .10 EXC + .17 CIV = .12 SOC - .06 OUT

Although this equation could predict with

statistical significance, the significance was low.
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ted only high coefficient value in the firsy year of pp
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Table $ Length of stay regression for hospi

Coefficient Standard error
Independent Variables
Hospital type .359 005 61
Regional h. (REG) 291 405 5 S,
General h. (GEN) 6.250s
Region 006 '
egl:'-ormem (NOR) _[:4011 .006 5.?0‘“
Northeast (NOE) _' 000 009 15850
Eastern (EAS) -.066 006 0z
Central (CEN) ) 9.75%4,
Financial factors
Cross-subsidization (CRO) 021 " 2.79+
Cost-subsidization (COS) =002 008 0.70%+
Salary paymentl (SAR1) -012 010 -1.29
Salary payment2 (SAR2) -.034 006 -5.24%2s
Inclusive capitation (INC) -.020 .014 141
Exclusive capitation (EXC) -101 015 -6.38%xx
Patient factors
:Patient benefit scheme
Civil servant (CIV) A73 .007 99 5()x+s
Social security (SOC) -121 011 -10.62%*+
uc .004 007 0.7
Out-of-pocket payment (OUT) -062 .007 1,874+
;ntcrseppt.q 1.052 016 65.47***
seudo R*
) 0.019
113,297
**Significant at. 01 level

“**Significant at. 001 leve]

Sub-study II: The finding from the quali-
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e re . Yy showed that LOS reduc.- nomic change is an important factor causing?
not a direct effect of PPS, but there .
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The hospital directors had to implement
st-saving measures. The monthly in-
penditure statement was regarded

Cost studies internally com-

many €O
come and ex
as a warning sign.
pared within the hospital, and externally com-
pared between hospitals. All of these measures
and new activities resembled a cloud of smoke
in the hospital, and finally the hospital officers
had to saturate, comply, and change their ser-
vice operations.

For service quality improvement, the effect
of the project was quite an important force sup-
porting the hospital accreditation procedure
(HA); the result of quality improvement via the
HA process generated successful management
and service provision, to enable the hospital to
Endun_.' acritical situation and survive. Improve-
Ze;t:;:]:i(:lrma;mn technolos-gy we're utilizefi
alare c]aimsatgo or example, 1.n-p'anent medi-
improye [hei,-'l me hea.lth facilities cmfld n(.)t
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The method for reducing costs

Some efficient hospitals clearly declared a
c.ost-reduclion policy. Medicines on the Na-
tlo‘nal Essential Drugs list were considered first
priority, while other medicines could only be
prescribed by a committee with three authoriz-
ing signatories. These difficult and strict meth-
ods annoyed the clinicians, so they avoided us-
ing them except in essential cases. Medicines
and medical items were bought co-operatively
by the hospitals. Furthermore, the medicines
and item reserves were shorter-stocked than
before. Electricity and fuel saving were moni-
tered. The hospital staffs, including the physi-
cians, pharmacists and nurses, conducted stud-
ies to identify more effective methods of treat-
ment and care, for example, using one antibi-
otic medicine to replace a dual regimen with
the same outcome, reducing medical prescrip-
replacing them with Thai traditional
nder the scrutiny of a family doc-
tion by boiling instead of using
substances. Some hospitals
obea health-promoting
n of unnecessary cases
e hospital admission
by relatives and

tions and
medicines u
tor, and steriliza
expensive chemical
developed themselves t
hospital. The admissio
reduced by following th
a, because home-care
the PCU was deemed

vice was provided form
arge, with continual care

was
criteri
nurses at a better service.

Quality ser

covery and €a

ore mpid re-

rly disch
Je PCU until the patient could

by a nurse at tl
return to a normal life. Furthermore, medici-
nal herbs used in Thai massage replaced some
modern medicines and treatments.
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creased, and alternative medicines were pro-

moted in order to increase revenue.

Factors affecting LOS reduction

Improving hospital quality by implement-
ing HA generated a process of more rapid treat-
ment and reduction in work conflict, contri-
buting 1o speedier recovery. Some hospital de-
veloped lower-level facilities for providing con-
tinuous care for early discharges. Hospitals had
policies for reducing lengthy stay. Physicians
had to early discharge inpatients immediately
once they got better because of a long waiting
list. Some wards that served chronic cases or
long length-of-stay cases intentionally reduced
periods of hospitalization. These patients were
discharged for ongoing care in the community.
For the patients and their relatives, rapid dis-
charge allowed them return to their normal live-

lihood.

Policy recommendations for the hospital
administrator’s perspective

Hospital administrators had policy recom

mendations contributing to hospital self-relj

der Payment - Efficiency and Quality for Inp

ance and providing quality service l
eS8 1 o
under the PPS; 1) the Ministry of p ) Pe

should allow hospitals to be more

e —

ublic Hey
- . ;lul(m(”m
to improve efficiency and compete wig, - ) |
hospitals; 2) adjust the rules that mtmi::j:‘;,
pitals closely and create a new medical ¢y, llf
efit package. These two methods woyq m;;
hospitals to charge additional fees of Copg
ments; 3) some people, when affordable, shoul
co-pay for capitation, such as those whq |,
been under the health card system. As gy
their self care and individual healthy life sty
become direct incentive; 4) the UC card shouy
only cover the poor. Those with private insug
ance should not be covered; 5) the 30-baht cg
payment should step into a hierarchical rat
based on chronicity or severity of disease; 6) fo
hospital efficiency improvement, each hospitz
should pay for referred inpatient claims by i§
self. Only high-cost services would be guaran
teed and paid centrally by the global fund; 7)
the PPS should not be used for the civil servan
medical care group, and should designate ase
vice system using public facilities in the first
choice; 8) the downsizing public policy should
not apply to organizations or facilities already
nts; 9) health per
cording © duty
or service output. Community hospitals P
s should have ]
rstaff as !

feer thel”

serving a large number of clie
sonnel should be allocated ac

viding services for chronic cas¢
medical physician included in thel
centive for those wish to remain therc
specialized training.
Although these policy
were concluded from only the €
tals, they still should be worth disct
broader scale. essme™
Sub-study I “ddl"-‘-‘-‘“'dqlm]ily:;;::'].utrgﬂ |

for inpatient cases when they wel
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4 ome. DiSCharged patjentsfrom the
Pul;’ and sayed y eneral hospitals had ALOS of 4.10
Hb\. rt-gionalal‘ ’ respective] y. About 96.49 per-
%ﬂ« and 413 d?:] :.vere discharged with the physi-
‘Pf?“\ ccnt‘Of ;missiol’l; 91.23 percent of them felt
j‘t C.::;},s[z return home, bl.lt O-UIY 8.77 p-elrcent
% :ferf uneasy because their ailments still per
‘% sisted o
b They became healthy within 30 da_ys
mé (i=30-15), and could return to work 40 days (X=

rge. Most of them (92.98 per-

43) after discha

cent) thought highly of medical care. Some

§,  patients admitted their un-satisfaction with the

quality of care and temperamental nurses yet

didnotattempt to seek services elsewhere. Most

:m of them had recovered within a month after
i discharge but a few of them had unsatisfactory
w  Signssuchas abdominal pain (31.58%), weak-
g ness (22.81%) and dry cough(19.30%).

i The discharged patients from the commu-
" nity hospitals, who were diagnosed with kidney
P and urinary tract infection without any compli-
:zf cation, were discharged with the physicians’ per-
;¢ "ision, and satisfied with their post-discharge
v ;eco"‘ir)’v They felt healthy within one or two
y s (%=1.52) and could resume normal activi-

ties with;
[uCrS \.vuhm one to three days (X=1.58) once re-
n
¥ qua]fng home. All of them acknowledged good
1 .
Wservice and the technical capacity of the

i ins[thte

s.
7 tomg . However, some unfavorable symp-
4 €maine Lo .
71 charge d within one month after dis-

» Such a5 e 2
frequent urination, vomiting,

ang
lower abdoming] pain.

S Discussion
g © fesearchers fo,
- ¥or ‘-ﬂevam Tesearch

eindependen

und that some theories
as a conceptual frame-
near relationship” be-

tvariable and the output

or public health budget payment and the medi-
cal care that the patient received. Besides, pub-
lic health budget provider payment and medi-
cal care, some variables are always ignored, es-
pecially in the context of the overall linkage.
Overseas literatures confirm the observa-
tion,"®! that the mechanism of budget alloca-
tion was the main motivation for physicians’
behavior. The result of this study showed that
reducing the length of stay was not only a result
of the fixed budget allocation, but was also af-
fected by other relevant factors, for example,
the characteristics of the hospitals, physicians’
ethics, medical innovation, and the social and
political environment. Theories and concepts
from other countries have strongly confirmed
that they were not applicable to the Thai con-
text because of differences in time, other envi-
ronments, and the characteristics of public
health policies. For this reason, the research-
ers believed that the conceptual framework was
not suitable, in both flexibility and sensitivity.
Although this framework is supported by quali-
tative research, which is much more flexible
because it can change some variables during the
data collection process, sample size remained a
problem because of its invalidity. For these rea-
sons, an unclear result has been produced re-
garding the main reasons in physicians’ deci-
sion-making for reducing the length of stay of

patients in Thailand.

Furthermore, the nature of the healthcare
sector and the healthcare financing system in
each country has also directly generated differ-
ent effects on physicians’ behavior and hospital
revenues, respectively. Other variables, such as
the mixture of different financial provider pay-
ment systems, financial status before launching

the PPS, socialization and the commitment of

cana
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EXpectation

Administrator’s response
*Increase revenue *Reduce costs *Reform organization *Provide exira scrvices
*Create measures for changing pmvidcrs' behaviors
- Make regulation to reduce service of high-cost medicine and examination
- Announce the policy of hospital on treatment-cost reduction

- Encourage officers to be aware of financial status of the hospiml'x

Perception of continual

SCIVICe

Behavioral change in

healthcare team

A4
Physician < PhyﬁiCifln $ perception of hyg.
* Aware aboul cost/income of physician get policy change
* Accept and comply with quality improvement
-
process i

Legal provisions for pro-

tection of patients,

A

Improvement measures
for service quality

Physician's behavior adjustment

Examination
- reduce high cost examinations
- reduce waiting time
Treatment

Change in inpatient cases
when PPS was launched

- Use medication instead of operation
- Reduce high-cost medicine
- Reduce medicine not on national essential drugs
list
- Reduce duplication in medicines
Records
- complete and more detail

v

*On-time treatment
*Reduce time for prolonged treatment
*Shorter time span from admission to discharge

*More communication between patients and physicians

Reduce length of stay and unit cost

Figure 6 Recommended conceptual framework

the physicians’ ethics, and the community finan-
cial support for the hospital have substantial in-
fluence on physicians’ behavior patterns. The
methodology of qualitative research will provide
a suitable process for collecting the concerned
variables as much as possible based on reality,

and not merely based on the 01)

logy: It
Regarding the methodology: s

e resear
that starting with quanumu\t
it €
main strong pomt, as 1t )
o
complete reprcscnmuon

me ¢
It may be assumed that S¢
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1

aduct redundant costs
R h revenue as possible

ect 1S muc! o .
C:::ucc inessential investigation, especially
R

in high-cost processes '
ide medical services for patients due
i .

i their needs, not by revenue received
10

get quality standards |

Set Slrong standards for protecting from
infection

Try 10 achieve quality standard

Promote and support lower potential facili-
lies .

Plan for patient discharge

Have a unit for contracting with commu-
nity care

Co-ordination between lower health facili-
ties and the community care unit in
hospital in providing relative care after

Inpatient

Have basic-essential knowledge for tak-
ing care of themselves and their fami-
lies

Seek hospital services according to their
necessities

Receive fundamental screening from
lower health facilities

Receive speedier diagnosis and treatment

Receive standard treatment and safety
from infection

Compliance in treatment process, par-
ticularly in chronic cases

Receive all necessary care and recover
before discharge

Receive continual care
Co-payment in some cases

patient discharge.

Inpatients receive highest benefit from medical services

Hospitals can provide inpatient care efficiently

Figure 7 Conceptual framework: the components of efficiency and quality in inpatient services

points of criticism could be clarified in the next
stage of the qualitative research. All answers,
incident.a]ly. cause the researchers to conjecture
about the situation in other hospitals in Thai-
land. However, further research should start
with enquiry with administrative teams based
on the framework obtained from a literature re-
View. Sharing ideas with experts in administra-
tive teams may be a good and practical way for
Checking that the variables based on interna-
liona] research are suitable for the context of
Thaj society,

Atany rate, it was found that incomplete
Gata fécording was common in most of com-
unity hospitals, Although this is a weak point

for any research, these hospitals should not be
left out. On the other hand, data should be
collected by researchers on the ground thatim-
provements in community hospitals could re-
duce the number of patients in general or re-
gional hospitals. This reduction could be very
beneficial for the national public healthcare.
After launching the PPS, it was found that
the number of inpatients could be reduced be-
cause of the physician judgment in treatment
for reducing hospital costs. However, the hos-
pital cost-reduction policy should be more con-
cerned about ambulatory and other costs than
dealing only with length of stay, because some

illnesses could normally required costly treat-
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Recommendations

To promote PPS as 2 wo.rkable }?ohcyh f:;
generating high-quality hospital ,Ser\:;:ise’hold
pital officers and patients, as the key s .
ers. must be reoriented in many ways (Figure
1k )

Serving the ultimate purpose, hospitals
should not only use routine data for evaluation,
but also establish a special unit for monitoring
long-term performance. Improvements in the
service network, development of an information
system, and improvements of medical care for
patentsin hospitalsand in the community must
become progressively available. This measure
should function in the area of evaluation, con-
sultation, and advice for preventing damage to
the health service system. The progressive mea-
sures should be practical tools for reducing re-
source loss due to increasing early readmission
cases. At the same time, new innovative research
for medical care cost control, such as reducing

medicine overuse and adjusting nursing care

techniques, must pe strongly promoted for the
betterment of (he whole system,

. Capitation should be divideq into an inpa-
tentfund ang Prepaid to every service network
a.s the eame budget amount Provided for inpai
uerfLs M Previous years anq adjusted by the ip.-
paue.n? €osts of efficient hospitals, Inpatients
:eq;::;fr:;z:ment above the standard must
i a;dl::oi\l:pltals, and the inpatients

i S€rvices, beyond what is
Norma| treatmeny must cqo
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some chronic cases that will be refe
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care. The main contracted hospitals
tors to improve the quality of facilities and _j

ronment, medical €quipment, medicine ap

medicinal supplies, and the treatment skills g

should set up an incentive system for com
pliance with the quality criteria; furthermore
the service agreement between healthcare pus
chasersand healthcare providers should addres

service quality improvement.
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