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Abstract In 2002, Thailand implemented universal coverage of health insurance for the entire populg.

tion through the 30 baht scheme, which merged welfare schemes protecting the lower income groups,
and extended insurance cover to those previously unprotected. Within the 30 baht scheme, payment
for health services has been changed from a historical global budget to per capita funding for the
catchment population. Provinces were permitted to choose the provider payment method, either
exclusive capitation or inclusive capitation. Provinces could also choose the level of the
which salaries were deducted, either at contracting unit for primary care (CUP) level or at
level. The aims of this study were to understand the reasons behind the selection of pro
ment type of each province and to illustrate the impact of
hospitals. A telephone interview survey was used to explore

syslem at
provincial
vider pay-
such payment on the initial budget of

the reasons for the choice of provider
payment type and budget allocation, Cases studies are selected to explore the impact of alternative

provider payments on the initial budget of hospitals. The results of the study indicated that each
province had their own reasons to select their types of payment. The main reason for selecting
exclusive capitation were helping each other and sharing risk together and concerns about the qual-
ity of care and referral reimbursement problem from inclusive capitation whereas the main reason
for selecting inclusive capitation were improving hospital efficiency and reforming the health sys-
tem and requesting CF. The main reason for selecting salary deduction at CUP were having an
appropriate worker distribution and requesting CF whereas the main reason for selecting salary
deduction at provincial level were helping each other at all level of health services to survive as a
whole province and advocating or looking after staff during the reform situation, Community hospi-
tals are better off when they have salary deduction at CUP level. On the other hand, general hospitals
and regional hospitals are better off when they have salary deduction at provincial level.

Key words:  provider payment, exclusive capitation, inclusive capitation, 30 baht Scheme

Introduction medical welfare schemes and the health card
In 2002, Thailand achieved universal cover-  scheme and then extended to cover to those pre.
age of health insurance for the entire population  viously uninsured. Within the 30 baht scheme,|

through the 30 baht scheme, which merged the  provider payment for health services has becn:

528




Iﬂmjuu

ved from historical global budget to capi-
chang ! ’ a
jon payment for the registered population. The
ation p . | i
(s salary is also included in this capitaton rite
gaff’s salary &
rder Lo reform th

figuration of the 30 baht scheme com-

¢ system. Furthermore, the
no )

main ot
rises prnmming
ensuring quality of care by using

the use of primary care as a
I
g
\ccreditation,
centralizing fund management o provincial

atckeeper,
providing standard package and

de

;lnllmrilivs‘”-

In the firstyear of implementation, provinces
—_— [J(,,vmiuc-rl to choose the provider payment
method, either exclusive capitation (a mixture of
capitation for primary care and case-based pay-
ment for inpatient care) or inclusive capitation
(acapitation for primary care and inpatient care).
provinces could also choose the level of the sys-
tem at which salaries were deducted, either at con-
tracted unit for primary care (CUP) level (where
the whole capitation budget is allocated directly
10 CUP) or at provincial level (all provincial staff
salaries are deducted first, and the balance is allo-
cated to CUP).® As such, flexibility was allowed
in order to introduce trial and error into the pro-
cess as each method has its strengths and weak-
nesses. No empirical evidence indicates which one
is better for the 30 baht Scheme. The govern-
ment therefore allowed each province to select
Hthe provider payment method that they thought
fwas appropriate for their province.

The aims of this study were: 1) to classify
provinces by types of provider payment and to ex-
plore the variation of budget allocation within
ggroups, 2) to understand the reasons behind the
R sclection of payment type of each province and
3) to demonstrate hospital budgets under differ-
g€t payment regimes. The knowledge gain from
this study would be useful to understand the

details of the provider payment mechanisms cur-
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Methods

Data were obtained by telephone inter
viewing the head of the Public Provincial Health
Office (PPHO), the deputy of the PPHO or a
person involved in administration from every
province (75 prm-‘im'us) except Bangkok. Fach
province appointed one rvprt_.'scmillive as an in-
terviewee. The telephone interview was con-
ducted during June - August 2002. The average
time of each interview was about 30 minutcs.

The questionnaire was a close ended and mul-
tiple-choice. It was adapted from the question-
naire of the Public Provincial Health Office Com-
mittee*, which was used to survey the administra-
tions of all PPHOs during the first year of imple-
mentation of the 30 baht scheme. The response
categories were also adapted from the PPHO Com-
mittee Questionnaire.™

It was then tested on 10 directors of commu-
nity hospitals from different provinces and the re-
sponse categories of each question were revised
again. The directors of community hospital were
asked to test instead of the heads of PPHO be-
cause of the unavailability of the heads of PPHO
and the considerable roles of the directors of com-
munity hospitals through selecting process of pro-
vider payment.

The questionnaire was coded by the inter-
viewer after reading out all the response catego-
ries to the interviewee. In some questions, par-
ticularly reasons for selecting types of provider

payment, the interviewee could provide only the

*The Public Provincial Health Office Commnittee is the work-
ing group of the head of provincial health office in Thai-
land.
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MOst important reason. The detail of the contin-
gency fund (CF) was confirmed by rechecking the
Ministry of Public Health (MoPH) data.
Furthermore, the case studies of Leuamnaj
hospital and Amnat Charoen hospitals under

at Charoen PPHO were purposely selected
ASrepresentative

Amn

of community hospitals and gen-
eral or regional hospitals to demonstrate the im-
pact of payment regimes on the inital budget of

hospitals. Their sizes and number of registered

Population seemed to represent the majority of

‘ommunity and general hospitals in Thailand.

Results

General information

a) Interviewees

Representing the 75 provinces, 20 heads
of PPHOs (26.7%) and 42 deputy heads of PPHOs
(56%) were interviewed, plus 13 related persons
(17.4%) involved in decision-making. such as di-
rectors of community hospitals or the head of the
planning and development division in the PPHOs.

b) Type of provider payment mechanisms

The results of the survey indicated that 43
provinces (57.3%) opted for inclusive capitation
while 29 provinces (38.6%) used exclusive capita-
tion. Three provinces (4%) used a combination

of the two payment types.

Table 1 Summary of categorization of provinces by types of provider payment
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two, it was 50:50.

Based on these survey resulys, Proving,
were categorized by type of provider Paymen,
mechanism and level of salary deductiop into 5
groups as shown in Table 1.

Process and rationales for provider Paymen,
selection

a) Mechanisms of provider payment selection

It was found that there were 3 types of

mechanism for selecting the type of payinent ang

level of salary deduction.

Firstly, the decision was made by the pro-

vincial health insurance committee. Prior to it

meeting, a sub-committee usually prepared an
analysis of the strengths and weaknesses of alier-

natives and made recommendations. This mecha
nism was adopted by 39 provinces (52%).

Secondly, the decision was made by the

Number of type of provider payment province (%)

Silsmyeledeeon Exclusive Inclusive Mixed Total
CUP 11 (14.6) 27 (36.0) 2 (2.6) 40 (53.3)
Provincial 18 (240) 13 (173) 1(1.3) 99 (42.6)
Proportion 0 3 (4.0 0 3 (4.0)
Total 29 (38.6) 43 (57.3) 3 (4.0 75 (100)
530
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Slanning and evaluation committee, which in-
I‘Iudcs only an administration team on the pro-
vider side, for example directors of community
|IOSpil;||5 and heads of the district health offices.
This mechanism was opted by 30 provinces (40%).

Thirdly, the decision was made by the head

of the PPHO alone, which occurred in only 6
provinces (8%).
b) Reasons for selecting a particular payment type
Exclusive capitation: The most common
rationale for selecting exclusive capitation was
helping each other and sharing risk together.
Based on such rationale, 17 provinces (58.6%)
selected exclusive capitation. The second com-
mon reason was concerns about the quality of care
and referral reimbursement problem from in-
clusive capitation which was reported by 6 prov-
inces (20.6%). The third common rationale was
the “PPHO can have room for management”
which was reported by 3 provinces (10.3%). The
rest of the exclusive capitation provinces gave
other rationales. For example, Saraburi would like
to have only 2 CUPs because the province had 1
general hospital and 1 regional hospital located
in appropriate geographical areas, one in the
north and one in the south. Itis straightforward
to manage as 2 CUPs, exclusive capitation seems,
then, appropriate for 2 CUPs management.
Inclusive capitation: The most common
rationale for selecting inclusive capitation involved
improving hospital efficiency and reforming
the health system. This rationale was reported by
16 provinces (37.2%). The second common ra-
tionale was ‘requesting contingency fund (CF)".

The rationale was reported by 9 provinces

(209%). The government allowed hospitals to
request CF if they did not have sufficient budget.

A hospital using inclusive capitation may gain ad-

ditional funds from the CF compared with exclu-

meﬁznmsmmsmw wéea ﬂﬂ’u"

sive capitation because inclusive hospitals faced
the financial risk on their own, while exclusive hos-
pitals shared the risk with other community hos-
pitals in the province. The third and fourth com-
mon rationales were hospitals would like to ad-
minister the budget by themselves and emphasiz-
ing prevention & promotion and a focus on holis-
tic care. These rationales were reported by 5
(11.6%) and 4 provinces (9.3%), respectively.

¢) Reason for selecting the level of salary deduc-
tion

Salary deduction at CUP level: The most
common rationale was having an appropriate dis-
tribution of health personnel because health per-
sonnel always throng in urban area’s hospitals.
Eleven provinces (27.5%) reported this rationale.
This was closely followed by the “requesting CF”
cited by 10 provinces (25%). The third common
referred to “reforming or improving capacity of
the hospital” and “identifying the real financial
situation of the hospital”. These two agendas were
reported by 8 provinces (20%).

Salary deduction at provincial level: The
most common thrive for selecting salary deduc-
tion at provincial level was “helping each other at
all levels of health services to survive as a whole
province”, as quoted by 15 provinces (46.8%). The
second and third common reasons were “advo-
cating or looking after staff during the reform
situation” and “not ready to have salary deduc-
tion at CUP level”. These were advocated by 10
(31.2%) and 5 provinces (15.6%), respectively.
Two provinces (6.2%) reported “other” reasons
for selecting salary deduction at provincial level;
for example, Phuket prefers only one CUP man-
agement.

Three provinces adopted proportional
levels of salary deduction at both CUP and pro-

vincial level. For example, Amnajareon province

)
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mitially would like 1o have had salary deduction

At CUR devel, but their system was not yeu ready,

They had an overstatfed general hospital. A solely
capitation budget for s registered population
mightnothe sutficient for the general hospital to
operate. Thus, proportions of salary deduction
at both levels, were nsed in order 1o share the fi-
nancial risk of health service and while embark-
g onanew system. After the transitional pe-
riod, the practice was replaced by salary deduc-
tion at CUP level,

The survey results indicate that the pro-
cess of selecting type of provider payment for each
province was mainly decision-making by the com-
mittee, which comprises representatives of con-
sumers, purchasers, providers and academic per-
sons of cach province. The provider payment
method has 1o be used for all types of hospital in
A province. Each provider payment method how-
ever has strengths and weaknesses. Some types of
payment may make general or regional hospitals
better off whereas community hospitals may be
made worse off, Moreover, some types of provider
payment may have strengths such as improving
efficiency of providers whereas they may have in-
evitable drawbacks in quality of care. Provider
payment methods therefore affect the incentives

and related behavior of different types of hospital
in different ways.

Budget allocation

Although there were only two main types of
provider payment and levels ol salary deduction,
the results of the survey indicate that there was a
variation in the ways the budget was administered
across the country. This suggests that compari-
son of the impact of alternative provider payment
regimes may be affected by these variations. The

details of budget allocation are summarized as
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Another province kept 10 percent of y,

and allocated it directly

guarantee the minimum require

ments of yy,,
operaung costs of health centers
¢) Reservation of part of the

PPHO

captation frmfgwr Wl

Apart from its PP l(.)hu(lgcl. 5l Provineg
5
apration g,

amountol budge
reserved in these provinces was 9 pe

(68%) set aside some part of the
getatthe PPHOs. The average
reent, rang.
ing from 1 to 26 percent of the total capitation
budget. The objectives of this were mainly to pay
for reimbursement of out-of-province referr|
costs (45.1%) and to generate a risk-sharing fund
in the province (15.7%). The risk-sharing fund
was generated from pooling certain proportions
of the budget of all hospitals in order to support
hospitals with financial constraint within the pros-
ince.
d) Provider payment method to other public hospr
tals
The change of budget allocation method
from a historical global budget to a per capita for
the catchment population also affected hospital

outside the MoPH. Public hospitals outside the
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MoPH. such as military hospitals or university
] )qpinls received their operating budget, except
-|| 5 ‘ L]

for the sa!
for the registered

10 the MoPH hospitals. Only 31 provinces had

ary budget, based on capitation budget

populat.j(m at the same rate paid

ublic hospitals outside the MoPH participating

in the 30 baht Scheme. Twenty-six provinces

(833%) used inclusive capitation, and 5 provinces
“m%) used exclusive capitation.
¢) Provider payment method to private hospitals
The government allows private hospitals
0 pnnicip:ur in the 30 baht scheme, and freely

Allows consumers to register with them. These

|mspimls will receive a per capita budget from the

government. The two methods of provider pay-

ment used by public hospitals also applied to pri-
vate hospitals. The survey indicated that 70 pri-
vate hospitals (18.2%) out of 385 private hospi-
tals in the whole country participated in the
scheme. These were located in 28 provinces. 26
provinces (92.8%) used inclusive capitation to pay

private hospitals and only two provinces used

exclusive capitation.
/) Provider payment method to health centers

Seventy-one provinces (93.3%) allowed
CUPs to administer and to allocate their budget
to health centers at the standard rate recom-
mended by the MoPH. However, in 4 provinces

(5.3%) the PPHOs directly allocated this budget

to health centers. Furthermore, there were
various methods of payment from CUPs to health
centers throughout the country. The provider
payment method to health centers also varied
among districts within the same province. The
methods included a flat rate for outpatient, a glo-
bal budget for each health center and a mixed
method of global budget for preventive care and
reimbursement at a fixed rate for curative care.
g) Received CF

The government reserved 10 percent of
the total budget of the 30 baht Scheme for the
CF. If hospitals drained their resources, additional
budget could be requested from the CF. Exclu-
sive hospitals under salary deduction at CUP level
(group 1) had a higher probability of receiving
CF than other groups. However, inclusive hospi-
tals under salary deduction at CUP level (group
2) had a higher total of amount of CF than other
groups, and inclusive hospitals under salary de-
duction at provincial level (group 4) had a higher
average amount of CF per hospital than other
groups. (Table 2)

The result showed that hospitals under sal-
ary deduction at provincial level received CF less
than hospitals under salary deduction at CUP
level. This was because hospitals under salary de-
duction at the provincial level could help each

other to bear staff salary within the province. Only

Table 2 Comparative CF received by community hospitals in each payment group

CUP salary deduction Provincial salary deduction
Variables - - - - Total
Exclusive Inclusive Exclusive Inclusive
Number of hospitals receiving CF 51 15 6 102
Percent of hospitals receiving CF (%) 31.2 21.4 8.1 4.6 15.6
Average amount of CF per hospital (million baht) 5.8 6.2 8.4 6.3
Total amount of CF (million baht) 164.2 272.5 93.8 50.5 581
(o []]
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hospitals with severe budget constraints needed
to receive CF from the government. In contrast,
under salary deduction at CUP level, hospitals had
to use only their budget from their registered
population to pay their staff salary and operate
their hospitals. Hospitals with lower registered
population compared to their staff salary did not
have other hospitals to share their staff salary.
They had to request additional budget from the
government. Hospitals under salary deduction
at CUP level therefore had higher needs for CF

than hospitals under salary deduction at provin-
cial level.

Reimbursement rate

Based on the survey, although there were only
WO main types of provider payment and levels of
salary deduction, there were variations in the re-
imbursement rate of OP and IP services from
other health facilities across the country. The re-
sults are summarized as follows.
a) Reambursement rate for OP services
The reimbursement rate for OP services
was applied when an outpatient was referred to
other health facilities. The NHSO recommends
the standard rate to use at each level of health
facilities. The standard rate was a fee-forservice
with an upper limit. The standard rate for OP
was applied to: 1) any treatment and drug but not
more than 300 baht per visit, 2) any laboratory
testing but not more than 200 baht per visit, and
3) any medical procedure but not more than 300
baht per procedure.

Although there were OP standard rates
suggested by the NHSO, in practice the reimburse-
ment method was decided among administrators
in each province. From the survey, there were 3
types of reimbursement method. The first was the

standard rate recommended by the NHSO, which
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3), and inclusive hospitals under salary deductioy g
at provincial level (group 4) were 0, 45, 30 and 20#
baht per visit, respectively, sl
At community hospital level, the averagc;}ﬂ
reimbursement rate was 150 baht per visit. ﬂwim
rates of groups 1, 2, 3 and 4 were 160, 170, 12, gl
and 110 baht per visit, respectively. At generdifig
hospital level, the average reimbursement rate waj %ﬁl
205 baht per visit. The rates of groups 1,2, 3 andige .
4 were 250, 250, 160 and 150 baht per visil, rej
spectively. Atregional hospital level, the standard _- ?

rate of the NSHO was applied in every group.
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staff salary was 8,693,060 baht per year. Amnat
Charoen is a 400-bed general hospital located in
Amphoe Mueang. It had 23 physicians and 369
staffers and was responsible for a catchment popu-
lation of 120,000. The staff salaries amounted to
56,954,395 baht per year.

The initial budget of Leuamnaj hospital
within Amnat Charoen province under alterna-
tive payment regimes is summarized in Figure 1.

Initially, Amnat Charoen PPHO received a
total capitation budget equal to 314,987,736 baht.
For salary deduction at CUP level, this budget
would remain the same before allocating to CUPs,
For exclusive capitation under salary deduction
at CUP level, Leuamnaj hospital would receive a
capitation budget equal to ambulatory care (574
baht) and preventive care (175 baht) multiplied

by the registered population (37,591 people),
minus the total staff salaries of the CUP (8,693,060
baht). The hospital budget received would be

equal to 19,462,599 baht plus inpatient care re.
imbursed from the provincial fund.
For inclusive capitation under salary dedyg.!

tion at CUP, Levamnaj hospital would receive the
total capitation budget (1,052 baht) multiplicd h,'
the registered population (37,591 people), miny
the total staff salaries of Leuamnaj CUP (8,693, 064}
baht). However, inclusive hospitals had to pay for
referral costs. The hospital budget received for f

inclusive capitation under salary deduction a1 CU|

would be equal to 30,852,672 baht minus referrd

cost. '

In contrast, for salary deduction at provirf

cial level, the total staff salaries of Amnat Charoe

province (135,871,841 baht) would be deducteify

from the total capitation budget. The amount dff

the budget would be reduced to 179,115,895 bahuf|

After that, the remaining budget would be readf

Jjusted according to the type of services before 2
locating to CUPs. The ambulatory care, prever§l

536
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Public Provincial Health Office
Amnal Charoan Province

Tolal capilation = (OP+PP4+IP)* population
= (57441754303) 299 418

= 314,987,736
| L
]
CUP Salary Deduction Provincial Salary Deduction
Amnat Charoen Province Amnal Charoan Province
No salary deduction al this level then, Salary deduction al this level then,
Budgel remained = (OP+PP+IP)*population Budgel remained = (OP+PP+IP)"pop - Provincial salary
= (57441754303) *299, 418 = (57441754303 *209.418 - 135,871 841
= 314,087,736 = 179,115,895
Adjusted capilation = (op+pp+)‘pop
= (326+100+172)°299 418
l__| [ J 1 1
Exciusve Capiation Inclusive Capitation Exclusive Capitalion Inclusive Capitation
Leumnaj Hospital Leuamna) Hospital Leuamnaj Hospital Leuamnaj Hospital
Salary deduction at CUP level Salary deduction at CUP level Budgel = (op + pp) *pop + reim IP Budget = (op+pp+p)"pop - relemal cost
Budget = (OP+PP)'pop Budgel = (OP+PP+IP)*pop
. CUP salary « reim IP - CUP salary - raferral cost = (326+100)°37,591 + reim IP = (326+100+172)*37,591 = referral cos!
= (574 +175)°37.5H = (574+175+303)37.591
. 8,693,060 + reim IP - 8,693, 060 - referral cost = 16,010,547 + reim IP = 22 487 444 - relerral cosl
=30.852.672 - relerral cost ‘
= 19.452.599 +reim P

Note: Lower case nolaiton i§ used lo denole as adjusted capiation
of ambulalory care, prevenive care and npatien! care, respectively.

Figure 1 Budget of Leuamnaj hospital under different payment regimes

Public Provincial Health Office
Amnat Charoen Province

Total capitaon = (OP+PP+IP)* population
= (574+175+303) *299.418

= 314,987,736
J |
. |
CUP Salary Deduction Provincial Salary Deduction
Amnat Charoen Province Amnal Charoen Province
No salary deduction at this level then, Salary deduction at this level then,
Budgel remained = (OP+PP+IP)*population Budget remained = (OP+PP+IP)'pop - Provincial salary
= (5744175+303) "299, 418 = (574+175+4303) "299,418 - 135,871 841
= 314,987,736 =179,115,895
Adjusted capitation = (op+pp+ip)’pop
= (326+100+172)"299 418
i ] | : y | | ,
Exclusive Capitation Inclusive Capitation Exclusive Capiation Inclusive Capdation
Amnat Charoen Hospital Amnat Charoen Hospital Amnat Charoen Hospital Amnat Charoen Hospital
Salary deduction at CUP level  Salary deduction at CUP level Budget = (op + pp) *pop + reim IP Budgel = (0p+pp+ip)*pop - referral cost
Budgel = (OP+PP)'pop Budgel = (OP+PP+IP)‘pop
- CUP salary + reim IP - CUP salary - referral cos! = (326+100)*120,000 + reim iP = (326+100+4172)"120,000 = referral cost
= (574 +175)°120,000 = (574+175+303)"120,000
- 56,954,395 + rem IP - 56,954,395 - reterral cos! = 51,785,622 + reim IP = 71,785,622 - referral cos!
= 68,285,604 - relerral cost
= 39,925,604 + reim IP

Nole: Lower case nolaiton is used to denote as adjusted capitation
of ambulalory care, preventive care and inpatient care, respectively.

Figure 2 Budget of Amnat Charoen hospital under different payment regimes
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tive care and inpatient care per capita budgets
were equal to 326, 100 and 172 baht, respectively.

For exclusive capitation under salary deduc-
tion at provincial level, Lenamnaj hospital would
receive a per capitation budget equal to the ad-
justed ambulatory care (326 baht) and adjusted
preventive care (100 baht) budget multiplied by
the registered population (37,591 people) plus re-
imbursement of inpatient care from the provin-
cial fund. Then, the hospital budget would be
equal to 16,010,547 baht plus reimbursement for
inpatient care from the provincial fund.

For inclusive capitation under salary deduc-
tion at provincial level, Leuamnaj hospital would
receive a per capita budget equal to adjusted am-
bulatory care (326 baht), adjusted preventive care
(100 baht) and adjusted inpatient care (172 baht)
multiplied by the registered population (37,591
people). However, inclusive hospitals had to pay
referral costs. Therefore, referral costs are de-
ducted from the budget. The hospital budget
would be equal to 22,487,444 baht minus referral
COSLS.

The method used to calculate Amnat
Charoen hospital budget was the same as that for

Leuamnaj hospital. The details are presented in

u]hl S(_h[\m
€ in Thdll
ﬂn

tion at CUP level, Amnajareqy, hosp;
. Spit.

ceive a budget equal 10 32 995 604 1 Woulq "
' ahy '

imbursement of inpatient care Ply

fl‘t)m h § Tt

cial fund. For inclusive capit Prm]h

dtion un d
deduction at CUP, Amnajareon hospi T Saly,

ceive a budget equal to 69,285 604 -,:I ;‘0 ;lln
referral costs.

For exclusive capitation undey sal.ary de edy
tion at provincial level, r\ledJarcgn ficia
would receive a budget equal to 5] 785 629 o ity
plus reimbursement for inpatient care For ,
clusive capitation under salary de duction . i
vincial level, Amnajareon hospital woylq r’“@i\
a budget equal to 71,785,622 baht minys refery,
cosls. ‘

It can be seen that Leuamna hospital (con
munity hospital) was better off when it had salay
deduction at CUP level, whereas Amnat Chareg,
hospital (general hospital) was better off whe,
had salary deduction at provincial level. This sy
gests there is likely to be a conflict of interest b.
tween community hospitals and general or
gional hospitals in the choice of level of saly
deduction. Decisions makers therefore need
be aware when implementing these payme

mechanisms.

Figure 2. Furthermore, the hospital budget of the
For exclusive capitation under salary deduc-  two hospitals between exclusive and inclusive ca
Table 4 Summarized budget of Leuamnaj and Amnat Charoen hospitals under alternative scenarios for salz
deduction
CUP salary deduction Provincial salary deduction

Variables Exclusive Inclusive Exclusive Inclusive
Leuamnaj hospitals 19,462,599 + 30,852,672 - 16,010,547 + 29 487 44
{Community hospital) reimbursement of [P referral cost reimbursement of IP referral co
Amnat Charoen hospitals 32,925,604 + 69,285,604 - 51,785,622 + 71,785,622
(General hospital) reimbursement of IP referral cost reimbursement of IP referral cof
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were compared. It is unlikely to indicate
ation
hich one will eventually receive a higher budget
vic

use this depends on at least 2 factors: 1) the
hecauls i

unt and value of the RW of referral patients
hmo

hat inclusive hosp
9) the amount and value of the RW of

itals have to pay referral costs

or, and
ts that exclusive hospitals receive reim-
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rsement for from the provincial fund. The sum-
DU

Jrized budgets of these two hospitals are pre-

d in Table 4.

senlte
Discussion

Telephone interviews were used to classify
Crovinces by provider payment mechanisms, to
dentify the reasons and process for selecting types
of payment regimes and to obtain details of bud-
ot administration in each province. There was a

omplete response from interviewees of every

province.
The telephone interview seems to be an ap-

propriate tool to classify the provinces by types of
provider payment, to explore source of variation
vithin groups and understand reasons behind the
payments selection of each province because it was
he fastest way to interview the PPHO in every
province. In addition, it saves traveling cost.

This method is cheap and quick method for
pathering information across the country. How-
ever, it may have limitations in terms of the amount
of information gathered. If there is lots of infor-
ation to be gathered and the questionnaire is
omplicated, this method may not be relevant. If
omprehensive information is required, sending
he questionnaire to interviewee before interview
ay help us to remedy the problem.

There are 2 major issues of the survey that
ave to be discussed. The first one is the validity
Of responses on classification. Comparing the re-
Sults with the MoPH survey conducted in March

2002. The provider payment regimes of 11 prov-
inces differed from the reported outcome. These
results were therefore rechecked with the
interviewees of the provinces in question. The
results for 7 of the 11 provinces differed because
they changed payment regimes (between March
to June 2002) just before our survey. Four prov-
inces had different results because of a miscom-
munication with the MoPH.

Two provinces had changed the type of pay-
ment from exclusive to inclusive capitation after
March 2002 due to their applying for CF; one pro-
vince had changed from exclusive to inclusive
because of problems among hospitals after re-
ceiving CF; one province had changed from ex-
clusive to inclusive capitation becausc of sugges-
tions from a senior government officer to follow
government policy.

The second point concerns the validity of re-
sponses on reasons. There is information bias
from the choice of respondents in the survey. This
information bias is such that provinces might with-
hold the real reason for decisions made for their
own benefit. For example, some PPHOs could
have authority over budget management if they
selected exclusive capitation. Some PPHOs se-
lected inclusive capitation and level of salary de-
duction at CUP level in order to be able to apply
for the CF.

Two case studies of a community and a gen-
eral hospital were scrutinized to look at hospitals
budgets under different payment regimes. These
2 hospitals can be used as a representative of com-
munity hospitals and general or regional hospi-
tals in Thailand because they have similar ratio of
staff and registered population as the majority of
community hospitals and general or regional hos-
pitals in Thailand. The commumty hospttal was

better off whcn it had sa
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level, whereas the general hospitals was better off
when they had salary deduction at provincial level.
Thus, the alternative payment regimes affect dif-
ferent types of hospitals in different ways.
During the interview, it was found that there
were various levels of knowledge of interviewees
on the strengths or weaknesses of each payment
regime. The provinces in the first implemen-
tation phase of the 30 baht Scheme had more
knowledge than other provinces, for instance
Yasothon, Khon Kaen, Nakhon Ratchasima, and
Phayao. Most of them had participated in the
Health Care Reform Project under collaboration
with the Thai government and European Com-
mission. This project had a field development
program which had training courses for local staff
and some action research carried out in the prov-
ince'™. This probably gave them more insights

and made them more receptive to change than
other provinces.

Conclusion

The results of the study indicate that each
province had their own reasons to select their types
of provider payment. There was variation in the
ways the budget was administered throughout the
country although there were only two types of
payment and level of salary deduction. In addi-
tion, despite having a standard recommendation
from the NHSO, another two types of method

were used - fixed and adjusted rate - which were

1. 20

always applied in exclusive and inclusiye
; ' Capiy.
tion respectively. by,
The community hospital was better offag
Whe
n
|. “']"-'l'ﬁ‘i\s (Ilc

hen lhey ha d

it had salary deduction at CUP |eye
general hospitals was better off
salary deduction at provincial leve|

' Thusl lhe

: - HIR
ternative payment regimes affect Various

_ tYpes of
hospitals in a different ways, Awareness on
¢

matter is relevant prior to implcmenling proy

payment mechanism in each province,

In all, there is the potential for ondugc.wm
in the choice of payment method, variation, of hll(i

get administration and reimbursemen; rate
These may affect the performances of hOSpimh

in each payment group. The governmen shoulq

therefore be aware and find the mechanismy, |,
monitor the implications and minimize adverse

consequences of each payment mechanism.
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