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ยุทธศาสตรการเขาถึงยาถวนหนายุทธศาสตรการเขาถึงยาถวนหนา
องคการอนามัยโลกองคการอนามัยโลก
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National Medicines PoliciesNational Medicines Policies
(NMP)(NMP)

From formulation of the policies

To implementation
of the NMP plans



Source: The World Medicines Situation (WHO, 2004)
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การตัดสินใจใชบริการสุขภาพของครัวเรือนการตัดสินใจใชบริการสุขภาพของครัวเรือน



ความยากจนลงของครัวเรือนจากการใชบรกิารสุขภาพความยากจนลงของครัวเรือนจากการใชบรกิารสุขภาพ

อะไรคือสาเหตุอะไรคือสาเหตุ??

Source: Limwattananon et al. (Bulletin of the World Health Organization, 2007)
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Headache, dizziness, 
myalgia, dyspepsia, ARI

Diabetes and hypertension

A dilemma for tertiary care hospitals:
Symptomatic versus chronic care

Source: Author analysis based on electronic OP databases from 11 provincial hospitals



Prevalence DM: 6% male, 7% female 
All samples have FBS, >126 mg/dl  

Effective coverage of DM, adult >15yr. 2003 
Source National Health Exam Survey
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Prevalence Hypertension: 23% male, 21% female 
All  samples are hypertensive, >140/90 mmHg,  

Effective coverage of hypertension, adult >15yr. 2003 
Source: National Health Exam Survey 
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Dynamic tension of good prescribing practiceDynamic tension of good prescribing practice

Safety

Effectiveness

Value for moneyPatient/Prescriber’s
choice

Source: Barber’s prescribing model (1995)
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Efficient use of health Efficient use of health resourcesresources
Economic criteria vs. medical criteriaEconomic criteria vs. medical criteria

Quantity of resources

Value
(Baht)

Total benefit

Total cost

QEconomic QMedical

Too little ! Too much !

Q’

Marginal benefit

Marginal co
st



Penetration of Penetration of ‘‘Big TicketBig Ticket’’ Medical TechnologyMedical Technology

Economic Economic 
boomboom

Economic Economic 
crisiscrisis

(2001)(2001)

(in Thailand Health Profiles 2005(in Thailand Health Profiles 2005--2007)2007)



Is an Innovative Treatment Cost-Effective?
Economic dominance vs. Extended dominanceEconomic dominance vs. Extended dominance

Conventional Rx0

Innovative Rx1, Rx2, Rx3, Rx4

+

Rx0

Rx2

Rx3

Rx4

Rx1

Incremental cost (Baht)

Incremental effectiveness (LY, QALY)
+-

-

Cost-effective Treatment
• Rx1: Economic dominance
• Rx3: Extended dominance

• Rx2 & Rx4 are not cost-effective

IC2 =  Cost RX2 – Cost Rx0 [Baht]

IE2 = Effect RX2 – Effect Rx0 [QALY]

ICER 2
ICER3

ICER 4Incremental cost (IC)
ICER =

Incremental effectiveness (IE)



CSMBS expenditure growth, 1988CSMBS expenditure growth, 1988--2008 2008 
nominal pricenominal price
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20/80 Rule
Top 20% items = 80% total drug expenditure in a university hospital
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Penetration of Imported, SinglePenetration of Imported, Single--Source DrugsSource Drugs

Source: Drug Control Division, Food and Drug Administration, MOPH -Thailand

by current wholesale priceby current wholesale price

(in Thailand Health Profiles 2005(in Thailand Health Profiles 2005--2007)2007)



Angiotensin II receptor blockers
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% by patients PropensityPropensity
(ARB)

% ARB = 19.87 + 0.354*Mo. – 0.045*Mo.After

% ARB = 1.84 + 0.084*Mo. – 0.050*Mo.After

1      4    7    10    13       Mo.After

Baseline Pre-growth Post-growth
(%) (% pts/mo) (% pts/mo)

CS 19.9 + 0.35 - 0.05
(19.0-20.7)     (+0.32 to +0.38)          (NS)

UC 1.8 + 0.08 - 0.05
(1.5-2.2)       (+0.07 to +0.10)          (NS)

Single source statins and new antihyperlipidemia
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(e.g., Atorvastatin)

% SS statins = 26.26 – 0.056*Mo. – 0.256*Mo.After

% SS statins = 2.22 – 0.006*Mo. – 0.123*Mo.After
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Clopidogrel
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Coxibs
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Angiotensin-2 receptor blockers

Clopidogrel

CoxibsSS proton pump inhibitors

SS statins
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Use by CS Expense of CS
Use by UC Expense of UC

SS: Single-source

Share of use and expense (%), 2007



Total 
Expenditures

(p*Q Baht)

No. of users
(recipients)

Propensity 
of use

Utilization 
quantity
(Q units)

Unit price
(p Baht)

Potential 
users

Intensity 
of use

(Units per user)

4. 4. Utilization management Utilization management 

4.1 Utilization review4.1 Utilization review

4.2 Prior authorization4.2 Prior authorization

3. 3. Prescription capPrescription cap
•• Limit on day supply (Rx size)Limit on day supply (Rx size)
•• Limit on refills (frequency)Limit on refills (frequency)

6. Substitution policy 6. Substitution policy 
•• Generically equivalentGenerically equivalent
•• Therapeutically equivalentTherapeutically equivalent

7. Restricted formulary 
• Negative list
• Positive list
• Preferred list

8. Reference pricing

1. Copayment per Rx
• Fixed copay
• Tiered copay

2. Co-insurance

5. 5. Behavioral changeBehavioral change
5.1 5.1 PrescriberPrescriber profilingprofiling

5.2 Academic detailing5.2 Academic detailing

9. Prospective payment systems
• Full capitation

• Disease management

• Ambulatory care group (ACG)



Evidences on effectiveness Evidences on effectiveness 
of the reference pricing policies of the reference pricing policies 

are are mostly mostly from from developed countriesdeveloped countries

The Cochrane Library 2006, Issue 2



Good governanceGood governance
Transparency/disclosure is an enemy of corruptionTransparency/disclosure is an enemy of corruption
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A long march of A long march of ‘‘small area variationssmall area variations’’ (SAV)(SAV)
1982 – Scientific American

“Variations in medical care among small areas”

– New England Journal of Medicine

“Small-area variations in the use of common surgical 

procedures: an international comparison of New 

England, England, and Norway”



Ref: Ref: WennbergWennberg et alet al., Health Affairs (2004)., Health Affairs (2004)

The system of careThe system of care is much more important thanis much more important than
the nature of the patientthe nature of the patient’’s chronic illness s chronic illness 
in determining the frequency of use of care in determining the frequency of use of care 



Adjusted RR for death during follow up across quintiles (Q)* of Adjusted RR for death during follow up across quintiles (Q)* of Medicare spending Medicare spending 

* Quintile of the End-of-Life Expenditure Index 
among residents of hospital referral regions

Source: Fisher et al. Ann Intern Med (2003)

Cost

Benefit



The close link between supply and demand variationsThe close link between supply and demand variations
Geographic variations in MDs and Geographic variations in MDs and RPhsRPhs vs. household wealthvs. household wealth

Physicians
800-3,305
3,306-6,274
6,245-9,272
9,243-12,300

Pharmacists
4,600-8,432
8,433-12,274
12,275-16,115
16,116-19,956



สัดสวนจํานวนผูปวยที่ไดรับการสั่งใชยาเปาหมายสัดสวนจํานวนผูปวยที่ไดรับการสั่งใชยาเปาหมาย ( (Propensity)Propensity)
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สัดสวนจํานวนใบสั่งยาสัดสวนจํานวนใบสั่งยา  ที่สั่งใชนานกวาที่สั่งใชนานกวา threshold threshold 30 30 วันวัน ( (Intensity)Intensity)
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สัดสวนจํานวนผูปวยสัดสวนจํานวนผูปวย
ที่ครอบครองยามากเกนิที่ครอบครองยามากเกนิ

(over possession)(over possession)
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2000

1970

User fee

1st-3rd NHP (1962-76)
100% provincial hospitals 

1. Health Infrastructure1. Health Infrastructure
& human resources& human resources

Historical development of health systemsHistorical development of health systems

LIC
1975

1990

Prospective payment system (PPS)
- Capitation for SSS (OP-IP inclusive)

- Diagnostic-related groups (DRG) for VHC/LIC (IP)

PPS expansion
- Capitation for UC (OP)
- DRG for UC (IP)

CSMB
1980

CHF
1983

SS
1991

4th -5th NHP (1977-86) 
Expansion of district hospitals 
and health centers

UC
2001-02

VHC
1994

1980

Informal exemption of user fee

Free care for the poor

- Disease management for UC
- Direct billing for CSMBS (OP)
- DRG for CSMBS (IP)
- Performance-based payment
- ACG for OP

Exodus of 1.5K new MDs
Govt.-contracted new MDs

MOPH established 1942

15 provincial hospitals
300+ health centers

2. Health payment 2. Health payment 
mechanismsmechanisms

Govt.-contracted new RPhs, DDS



Strategic purchasing for healthStrategic purchasing for health

1. Contracting

• In developing countries, mostly are trust-based, lifetime, relational contract

2. Pay for performance (P4P)

• Pay for what and to whom?
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A = ImproverA = Improver

C = AverageC = Average

E = PerformerE = Performer

Outcome indicatorOutcome indicator
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Source: WHO (2007)
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C. Crosscutting
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ระบบสุขภาพระบบสุขภาพ  (The BIG picture)(The BIG picture)

องคประกอบองคประกอบและและเปาหมายเปาหมาย

I.

II.

III.

IV.

บริการสุขภาพ

กาํลังคนดานสุขภาพ

สารสนเทศ

ยาและเทคโนโลยี

การคลังสขุภาพ

ภาวะผูนํา/ธรรมาภิบาล

√√

√√

√√

√√

√√



Drugs and drug use in health systemsDrugs and drug use in health systems

Potential research issuesPotential research issues

•• Formulation and implementation of drugFormulation and implementation of drug--related policiesrelated policies

•• Health behaviors of consumers and householdsHealth behaviors of consumers and households

•• Drug use behaviors of patientsDrug use behaviors of patients

•• Drug dispensing by informal care providers and retailed pharmacDrug dispensing by informal care providers and retailed pharmaciesies

•• Drug prescribing by physicians and in formal care settingsDrug prescribing by physicians and in formal care settings

•• Drug promotion by pharmaceutical industriesDrug promotion by pharmaceutical industries

•• Clinical drugClinical drug--related and drug use problemsrelated and drug use problems

•• Clinical and patient outcomes of drug useClinical and patient outcomes of drug use

•• Economic outcomes of health service delivery and technologiesEconomic outcomes of health service delivery and technologies

√√

√√

√√

√√


