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usn1suutanwulu sw. 3§ (private practice in public hospitals)

1. N15HNa9AaA (Caesarean delivery)
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1. AUABIN5LYUINN5NgNENUn (supplier-induced demand)

guaeA (demand) wasusn1siinaInn1sdntalaggliuinig

2. M3 IUIN1960981A531U (two-tier provision)
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1. Asymmetric information
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2. Principal-agent relationship

AiUsN1sluaauny (agent) fagulandgsuuinis (principal)



1. N1SHINDIAADA

Risk of maternal mortality and morbidity index (at least one of: maternal mortality,
admission to intensive care unit [ICU], blood transfusion, hysterectomy, or internal iliac artery ligation)

. B

WHO Global Survey on Maternal and Perinatal Health (2007-08)

Maternal mortality and morbidity index
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Implications of Private Practice in Public Hospitals
on the Cesarean Section Rate in Thailand

Piva Hanvoravongchai, M.D.,
Jongkol Letiendumrong, M.D.,
Yot Teerawattananon, M.D.,
Viroj Tangcharoensathien , M.D., Ph.D.

Census on delivery pattern in 29 MOPH provincial hospitals, June 1998

Delivery Pattern Private cases Non-Private cases
Normal Delivery (NL) | 1080 | 33.1% 4233 | 76.9%
Range* 8.4%- 75.2% 63.5%-100%
Cesarean Section (CS) | 1512 |-46.4% | 873 |159% T
Range* [-11.9%-89.2%" -0%-26.7%_ .
FE/VE/Breech 670 | 20.5% 396 | 7.2%

Range*™ 0-50% 0-16%

Total 3262 | 100% 5502 | 100%

We conclude that private practice, whereby physicians feel obliged to provide personal
delivery services, when triggered by leisure and time conflict, leads to higher and possibly
unnecessary cesarean procedures.



Analyzing the impact of private service on the cesarean section
rate in public hospital Thailand

Podjanee Phadungkiatwattana - Naiyana Tongsakul Arch Gynecol Obstet (2011) 284:1375-1379

Table 3 Time of cesarean delivery

Time of day Private Non-private service
(n=1,187) (100%) (n = 1,654) (100%)

Office hours (8.00-16.00) 832470.1%} 691 (41.8%)

Outside office hours (16.00-8.00) 355 (29:9%) 963 (58.2%;

Conclusions Private patients had a significantly higher
rate of cesarean section than non-private patients. NICU
admission was significantly lower in the private group, but
postpartum hemorrhage was significantly higher. There
were no significant differences in maternal mortality, low
Apgar score at 5 min, perinatal death in both group. This
study suggests that a significant number of cesarean sec-
tions among private services may be unnecessary. To safely
reduce a cesarean section rate, an appropriate policy and
guideline for auditing cesarean section among private ser-
vice should be developed.
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* WHO (2007) wu Ju (finance) malulad Yaya (information) n135aiuna (governance)
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sglaanuinisniAwlneni1ssanInevasliae (patient cost sharing)

YLANYU (cross-subsidy) N15lusN1s (eneendn) wisUaesandy
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N15ANasIALa LY W, 55 Ussnelasuaun
(Bed designation system, Health Services Regulations, 1991)
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1991 8,852 (73.1) | 2,349 (19. 41\\\\\@0\“\‘ 412 (7.5)
OO
1993 9,016 (73.6) 2,50%@“‘"“‘; 739 (6.0)
SN
1999 | 8,995 (73.2% v <8 (20.6) 769 (6.3)
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** 19U intensive care, other specialist beds



Private wards in public hospitals: two-tier charging
and the allocation of resources in tertiary hospitals
in Zambia.
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The comparison of costs suggests that high cost patients have better access to hospital mnputs.

Comparison of allocation of resources of clinical significance found disproportionate use of

resources by high-cost patients in a number of areas of hospital activity, consistently

favouring high-cost patients.

HEFP working paper, 05/04, LSHTM, 2004



Two-tier charging strategies in public hospitals:
Implications for intra-hospital resource allocation
and equity of access to hospital services

Barbara McPake *, Kara Hanson?, Christopher Adam*

Abstract

Two-tier charging, the practice of offering separate qualities of service at different prices, is a growing
practice in public hospitals internationally. This paper models two-tier charging as a Stackelberg game in
which the Ministry of Health leads by setting prices and a representative hospital follows by setting quality
levels to maximise surplus in response. Whether or not two-tier charging will secure cross-subsidy from supe-
rior to basic service users depends on the own and cross-quality effects of the demand functions for the two
services. Under a range of assumptions. the policy will evoke cross-subsidy from basic to superior services.
© 2006 Elsevier B.V. All rights reserved.

JEL classification: 111 Analysis of Health Care Markets: 118 Government policy, regulation, public health

Keywords: Two-tier charging:; Public—private mix; Equity

Available online at www.sciencedirect.com
&

e~ . . JOURNAL OF
*.” ScienceDirect

HEALTH
ECONOMICS

Journal of Health Economics 26 (2007) 447462 —_—
www.elsevier.com/locate/econbase



It is not because of cost that some company
or other has open third-class carriages
with wooden benches ... what the
company is trying to do is prevent the
passengers who can pay the second-class
fare from travelling third-class; it hits the
poor not because it wants to hurt them, but
to frighten the rich.

Dupuit, 19th century
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N11: Phlips, L., 1983. The Economics of Price Discrimination. Cambridge University Press, Cambridge.



. «» . the vast
majority of
the remaining
Americans
actually have

too much

insurance
BY JONATHAN GRUBER coverage, in
that they are
induced to
?uawfgaw?m use medical
care beyond
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Jonathan Gruber is Professor of Economics at the Massachusetts
Institute of Technology and formerly Deputy Assistant Secretary for
Econoemic Policy at the Treasury Department.
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If higher
income
individuals
want to
buy more
generous
coverage,
they should
be allowed to,
but not with
government-

subsidized &

dollars.
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1. Benefit incidence analysis (BIA)

auau-Ause laslasudsslovdlusunisaanyuusnisgunimainiguinndinu?

2. Horizontal equity (HI, A2131JUs554LU251U)

AWAY-AUTIE IAslAsuUSNIsgUnIWNINNTINY sdariledendruTniu?



AUAUTUTTUUNANYTEAUFUN NN UNLI LATUNITRAUYUUINITINYINGIUIA
wuuRUguan (OP) wazeUaelu (IP) vas sw. 53 ludadiugendiausae

Government health subsidy for the poorest (Q1) and richest (Q5) beneficiaries

2003-2009
I UCS beneficiaries Total OP subsidy Il Total IP subsidy
29.8
30__ ‘&84' "25‘3.2..‘ R 290 ....
i 27. 4‘ . . : . 27 127. 2’
20
10
_ | | | | | | | I

O_

2003 2004 2005 2006 2007 2009

@: Limwattananon et al. (2012)
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(A213.JUS ULV Horizontal equity)

Inequity in health care utilization and contributing factors
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