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But ……
Up to now
We still lack of good 
Information
esp. for policy 
formulation
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Building up Health 
Information for Policy 

Formulation: 
A formidable challenges



What Information is 
needed for Policy 

Formulation ?
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Information needed
to develop Health services policy

• Epidemiology
• Burden of Disease
• Health Economics
• Technology Assessment
• Health Care Resources 
• Quality of Care  



1. Epidemiology

• Prevalence
• Incidence
• Cause and Risk Factors
• Mortality Rate
• Etc.



ABOUT HIGH BLOOD PRESSURE

• Almost half of Americans 45 or older have high 
blood pressure.

• Hypertension doubles one’s risk of stroke.
• Nearly one third of adults with high blood pressure 
do not know they have it, increasing the risk of 
related complications and diseases.

• High blood pressure was listed as a primary or 
contributing cause of death in approximately 
278,000 deaths in the United States in 2003

• Hypertension decreases life expectancy for men 
5.1 years in men and women 4.9 years



DALY =    YLL  + YLD

YLL =  Year Life Loss

YLD =  Year Living with Disability

2. Burden of Diseases



The Mortality Burden in Years of Life Lost (The Mortality Burden in Years of Life Lost (YLLsYLLs) by Sex and ) by Sex and 
Broad Disease Grouping, Thailand 1999Broad Disease Grouping, Thailand 1999

Males: 4.3 millions of Males: 4.3 millions of YLLsYLLs females: 2.9 millions of females: 2.9 millions of YLLsYLLs
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The morbidity burden in Year Lived with Disability (The morbidity burden in Year Lived with Disability (YLDsYLDs) by sex ) by sex 
and disease grouping, in Thailand 1999and disease grouping, in Thailand 1999

Males: 1.5 millions of Males: 1.5 millions of YLDsYLDs females: 1.4 millions of females: 1.4 millions of YLDsYLDs
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The morbidity burden in Disability Adjusted Life Year (The morbidity burden in Disability Adjusted Life Year (DALYsDALYs) by ) by 
sex and disease grouping, in Thailand 1999sex and disease grouping, in Thailand 1999

Males: 5.9 millions of Males: 5.9 millions of YLDsYLDs females: 4.3 millions of females: 4.3 millions of YLDsYLDs
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Burden from Major Neurological Diseases



3. Health Economics

• Economic burden of diseases



Chronic Disease
The Future Cost of Chronic Disease

– Between 2000 and 2030, the number of Americans 
with one or more chronic conditions will increase by 
37%—46 million people.

Partnership for Solutions 2004, Chronic Conditions: Making the 
case for ongoing care

– By 2020, 81 million people will have two or more 
chronic conditions.

Partnership for Solutions 2002, Chronic Conditions: Making the case for 
ongoing care

– By 2030, half of the U.S. population will have one or 
more chronic conditions.

Partnership for Solutions 2004, Chronic Conditions: Making the case for 
ongoing care

3. Health Economics



Chronic Disease
The Future Cost of Chronic Disease

– It is projected that by 2020 the U.S. will spend $685 
billion a year in direct medical costs for persons with 
chronic diseases, and by 2050—$906 billion.

Hoffman and Rice 1996, Chronic Care in America

– By 2030, 20% of the population will be people age 65 
and older with chronic conditions.

Partnership for Solutions 2004, Chronic Conditions: Making the case for 
ongoing care

– Spending on long-term care services for the elderly is 
projected to increase at least two and a half times by 
2050—to $379 billion.

United States General Accounting Office 2002, Long-Term

3. Health Economics



2,313.1620.4472.339.9228.1369.71,612.70Total 

664.862.717.7910.267.5587.2579.53Stroke

61.62NANANANA100.061.62Spinal injuries
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6,522.7050.93,319.0349.13,203.68Total Cost
2,099.6836.8772.3563.21,327.33Stroke
244.9461.7151.1438.393.80Parkinson’s disease
811.2578.7638.4521.3172.80Multiple sclerosis
351.17100.0351.170.000.00Headache 
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Indirect Costs for Neurological Conditions in Canada, 2000-2001



4. Technology Assessment

• Does surgery impact the outcome in 
patients with acuteintracerebral 
hematoma

• Does surgery impact the outcome in 
patients with acute intracerebral 
hematoma

• Does intra-arterial (IA) thrombolysis 
reduce strokerelated mortality and 
disability in adults with acute ischemic 
stroke?



• Does treatment to normalize blood 
glucose levels reduce stroke-related 
mortality and disability in adults with 
acute stroke?

• Does mechanical clot disruption 
reduce stroke-related mortality and 
disability in adults with acute ischemic 
stroke?

4. Technology Assessment



5. Health Care Resources
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5. Health Care Resources



5. Health Care Resources



5. Health Care Resources



5. Health Care Resources



5. Health Care Resources



64723640112Mammography

6216381026MRI

772102362272CT scan

3915612338ESWL

%Amount%Amount

PrivatePublic
AmountMedical

Equipments

4 Expensive Medical Equipments
ที่มา: วงเดือน จนิดาวฒันะและคณะ 1999



1.01.01.01.01.80.44.50.661.1All country

0.60.60.60.41.10.32.80.38-Southern

0.40.20.50.70.70.12.20.421.2-North-Eastern

0.30.40.80.70.60.23.40.412.1-Northern

0.80.31.20.31.50.15.20.214.2-Central

0.50.40.70.60.90.13.30.355.5Up country

5.97.93.65.510.93.215.93.45.6Bangkok
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4 Expensive Medical Equipments
ที่มา: วงเดือน จนิดาวฒันะและคณะ 1999



305973131658137. Neurosurgery

13391517276528. Neurology

672501231621531842. Family Medicine

5753397911831711. GP

allSNNECentralBkkDiscipline

Medical Specialist by regions 2004
(Bureau of Policy and Strategy)



6. Quality of Care

Example of Health Care indicators
• Joint Commission for Accreditation of Healthcare 

Organization (JCAHO) USA (JCAHO, 1999) 
• Maryland’s Quality Indicator Project,

Maryland USA (MHA, 1998) 
• Canadian Council on Health Service Accreditation 

(CCHSA) 
CANADA (CCHSA, 1997; CCHSA, 1999) 

• The Australian Council on Healthcare Standards
Australia (Collopy and Balding, 1993) 



Stroke Quality of Care
• Give instruction to patients and relatives
• Early rehabilitation
• Early speech therapy
• Anti-platelet given within 48 hrs.
• Anti-platelet given on discharge
• Anti-coagulant treatment for atrial fibrillation
• CT scan for stroke suspected patients
• Appropriate vascular studies in stroke and TIA
• Screening for deglutination problem
• 7 day IPD death rate
• Rate of pneumonia in stroke patients
• CT scan within 1 hr in stroke patients coming 

to hospital within 2 hrs after onset



• IPD death rate
• Death rate during operation
• Perinatal mortality rate
• Nosocromial infection rate
• Post-operative infection rate
• Adverse drug reaction rate
• Adverse reaction from blood transfusion
• Unplanned readmission within 28 days after 

discharge
• Unplanned re-operation in single admission
• Low infant birth weight by mother appropriately 

attended the hospital’s ANC 

Quality indicators of HAI



• Medical record completeness
• OPD satisfaction rate
• IPD satisfaction rate
• Waiting time at ER
• Average LOS in top 10 DRGs
• Average DRGs-RW
• Cesarean section rate
• Rate of abnormal finding in CT scan study for 

head injury
• Rate of director attending quality steering team 

meeting
• Medical personnel retaining rate
• Bed occupancy rate
• Quick and Current ratio

Quality indicators of HAI





Information Needs



Where to get 
Information needed 

for Policy 
Formulation ?



• Few studies in Thailand
• Database (charge)

Economic Burden
“Burden of Disease in Thailand”Burden of Diseases

Age standardized 
death rate

Mortality rate
Risk factors
Incidence

• Research, Survey
• Database
• Surveillance 
• Death certificate

Prevalence
Epidemiology

Management Information
Information sourcesGroups



Indicators  and information 
system setting

Quality of Care
ResearchTechnology Assessment

• Survey
• Import data
• Budgeting information

Medical instruments

• Medical Council
• Bureau of Policy and 

Strategy 
• Medical Colleges 
• Survey

Human resourses
Health Resourses

Information sourcesGroups



Referral Systems

TA and Research results

Related standards

• Medical college, DMSCPG

Information for health care personel

Information sourcesGroups



Health care services and 
resource 

epidemiology (risk 
factors, health care 
knowledge)

Information for people

Information sourcesgroups



How to develop HIS 
for Policy 

Formulation ?



HIS development

• from existing databases
• Develop new databases
• from Research and survey



• Databases from 3 major funding 
agencies
• UC the 12 files
• Social Security 
• CSMBS

Existing databases



Expenses (Charge) AMOUNT 
Discharge modeDISCHT 
Discharge statusDISCHS 
Date of dischargeDATEDSC 
Date of admissionDATEADM 
age ุ AGE 
gender SEX 
Date of birthDOB 
Hospital numbersHN 
Admission numbersAN 

DescriptionsFields 

Common data items in 3 databases



Severity by DRG SEVERE 
Length of stayLOS 
Year of discharge YEAR 
Month of dischargeMONTH 
ProcedurePROC1-PROC4 
Diagnosis ICD-10 SDX1-SDX3 
Principle diagnosisPDX 
Adjusted RWADJRW 
Relative WeightRW 
Diagnosis Related GroupsDRG 

descriptionsFields  

Common data items in 3 databases



Partly (e.g. LOS, death rate, 
charges)

Quality of care

Can only calculate charge 
(may reflect hospital direct cost)

Economic burden
XBurden of diseases

Calculate from death informationAge adjusted death rate

Link with mortality database 
(DOI)

Death rate
XRisk factors

Count only new casesIncidence
Only those came to hospitalPrevalence

Information that can be derived from 3 databases



Other Databases

• Health Office database
• The 18 files

• Other databases
• Citizen data (DOI)
• Death certificate
• Medical instrument DB
• Human resource DB
• Etc.



Existing Databases

• Problem of sharing data and 
quality of data



All users of the NIS must take the on-line Data Use Agreement (DUA) training
session, sign a Data Use Agreement, and send a copy to AHRQ.†
Authorized users of HCUP data agree to the following limitations:‡
• Will not use the data for any purpose other than research or aggregate statistical 

reporting. 
• Will not re-release any data to unauthorized users. 
• Will not identify or attempt to identify any individual. 
• Will not link HCUP data to data from another source that identifies individuals. 
• Will not report information that could identify individual establishments (e.g., hospitals). 
• Will not use the data concerning individual establishments for commercial or competitive 

purposes involving those establishments. 
• Will not use the data to determine rights, benefits, or privileges of individual 

establishments. 
• Will not identify or attempt to identify any establishment when its identity has been 

concealed on the database. 
• Will not contact establishments included in the data. 
• Will not attribute to data contributors any conclusions drawn from the data. 
• Will not use data elements from the proprietary severity adjustment software packages 

(3M APR-DRGs, HSS APS-DRGs, and Medstat Disease Staging) for any commercial 
purpose or to disassemble, decompile, or otherwise reverse engineer the proprietary 
software. 

• Must acknowledge the "Healthcare Cost and Utilization Project (HCUP)," as described in 
the Data Use Agreement, in reports. 

Any violation of the limitations in the Data Use Agreement is punishable under Federal law 
by a fine of up to $10,000 and up to 5 years in prison. Violations may also be subject to 
penalties under State statutes. 

HCUP NATIONWIDE INPATIENT SAMPLE (NIS) 



New databases

• Surveillance or registry 
setup



Develop database from 
Research and survey

• Existing researches and 
survey

• New research and survey



• Bureau of Policy and Strategy
• DMS and other Departments
• Funding agencies (NHSO SSS 

CSMBS)
• Medical colleges and other NGO
• HSRI + HISO

Who are responsible
Should be network



HISO health information model 



How to turn 
information into 

Policy?



policy (plural policies)

1.A plan or course of action,

especially one of an organization
or government

•The Communist Party has a policy of 
returning power to the workers 



Public Policy

Thomas R. Dye's description: 

public policy is whatever 
governments choose to do 

or not do 



• Comprehensive Rationality
• Incrementalism
• Bounded Rationality
• Mixed Scanning
• Public Choice
• Government Politics
• Socio-Economic Determinants

Model for Policy making



Comprehensive Rationality
1. The decision-maker is confronted with a given problem 

that can be separated from other problems or at least 
considered meaningfully in comparison with them

2. The goals,values or objectives that guide the decision-

maker are clarified and ranked accordtng to their 
importance

3. The various alternatives for dealing with the problem 
are examined.

4. The consequences (costs and benefits, advantages
and disadvantages) that would follow from the selection
of each alternative are investigated.

5. Each alternatives and its attendant consequences. can 
be compared with the other alternatives.

6. The decision-maker win choose tha alternative and its 
consequences, that maximizes the attainment of his or 
her goals, values, or objectives.



Incrementalism

• Policies are seldom changed radically
• Policies  are changed incrementally as a 

result of “successive limited comparisons”
between the status quo and some very 
close alternatives



Bounded Rationality

Individual choices takes place in an 
environment of “givens” –premises that 
are accepted by the subject as bases for 
his choice; and behavior is adaptive only 
within the limits set by these “givens.”



Mixed Scanning

two different kinds of decisions 
• fundamental and 
• incremental 



Public Choice
• Economic study of non market decision 

making, simply the application of economics 
to political science

• The political game, the bureaucratic game, 
the special interest group game, and the 
media game. Each game has its own set of 
rules. These sets of rules constitute the 
incentive systems under which the individuals 
and teams operate

• Collective decisions votes for the party he 
believes will provide him with a higher utility 
income than any other party during the 
coming election period.



Government Politics

• The governmental or bureaucratic politics model 
sees government as composed of a number of 
different departments and agencies. each with 

its own goals and each trying to mould policy to 
further its own interests 



Socio-Economic Determinants

• Policies evolve in response to certain changes in the 

socio-economic environment of a society

• Individuals and groups scope for autonomous action is 

severely limited by the environmental constraints

• Phase 1 economic growth by resource appropriation

• Phase 2 economic growth by capital accumulation

• Phase 3 economic growth by economic stabilization



Researcher’s Barriers to Dissemination of 
Research Outputs

1. Policymaker’s Perceptions of Research

The ministers make the policies themselves, without using what we send 
them, they don’ t realize that research could help them

The resistance is big basically because most policymakers don’ t think 
that research is essential for their policies. There is a general feeling 
among policymakers that as far as policymaking goes they are the
experts. If you want to bring in researchers they are just there to 
punch in numbers

2. Emphasis on Statistics

They (policymakers) are interested in a few indicators, for example, what is 
the CPR? Which they have to report to their highers, but other areas 
that are really important such as quality and side effects are not given 
as much attention



3. Lack of Dissemination Skills and Access to Policymakers

Researchers are not trained to communicate with policy people. The focus 
is to write papers for publication for a completely different audience.
Few researchers know about the difference of writing for 
policymakers, so they submit big reports.

4. Lack of Resources

5. Donor-Researcher Relationship

These researchers get funding which has been specified to be targeted at 
specific areas, but that is not what the policymakers really need

Researcher’s Barriers to Dissemination of 
Research Outputs



1. Limited Access to Research Outputs

The research that has been conducted is usually by the academics or the 
universities, and is published in the international journals and so they 
don’t get shared at the local level or the country level.

2. Lack of Central Source of Research Outputs

3. Quality of Research

Policymaker’s Barriers to Uptake of 
Research Outputs



1. Lack of Formal Communication Channels

2. Lack of Collaborative Research

There needs to be a whole dialogue between policymakers and 
researchers at the beginning of the research study, so that it becomes 
something that programmers have a vested interest in and 
researchers understand that vested interest and try to meet it. That 
might help to facilitate the uptake of research findings in decision-
making

3. Format and Interpretation of Research Findings

Reports are in an indigestible form without adequate analysis of policy or
programmatic implications; therefore people note the findings but don’t act 

on them

Mutual Barriers to Communication



3. Format and Interpretation of Research Findings
Reports are in an indigestible form without adequate analysis of policy or
programmatic implications; therefore people note the findings but don’t act 

on them

It is the how part, how you can change things, what you should do.
Researchers usually don’ t do that, they put the research on the table 
and say now you figure out what to do

4. Political Influences
Everyone who read the report thought it was excellent, the Ministers were 

very happy with it, but no one could implement it as it was too 
politically contentious

Some researchers may recommend one way which may be the most 
effective but not the cheapest – so we cannot implement it. In 
developing countries need cheap and effective recommendations

Mutual Barriers to Communication



Conclusion 
and 

suggestion 



• Information needed for policy 
formulation are epidemiology, 
burden of diseases, economic 
burden, health resources, 
technology assessment and 
quality of care.

conclusion



• Those information are scattered 
and incomplete

• Some of Information needed are 
available i.e. epidemiology, burden 
of disease, health resource

• Information that still lack are 
economic burden, technology 
assessment and quality of care 

conclusion



• We can develop information system 
from major sources that are
• Existing databases especially those 

of 3 insurance funding agencies and 
health office databases

• Gathering from existing research 
and surveys

• Develop new research and surveys 
for information that still lacking

conclusion



• Still lack of method to use the 
existing database together

• Data verification is still needed 
since there are some 
discrepancies in the information 
reviewed

conclusion



conclusion
• Network should be setup among 

parties working and using the 
information such as Bureau of 
Policy and Strategy, various 
departments under MoPH, 
medical schools, funding 
agencies (NHSO,SSS,CSMBS), 
Medical colleges and 
associations, HSRI and HISO



conclusion
• Good information system alone 

is not guarantee to be used for 
policy formulation 

• Politicians, Professionals, Public 
health advocates and Consumers 
have to work together (may be 
from the beginning) in order to 
make use of information toward 
policy formulation


