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Abstract. The concept of the Benchmarks of Fairness was tried in Thailand before the big reform of
universal coverage policy in 2001. The first phase of the Benchmarks in 1999 involved the analysis
of the national health reform proposal as well as the analysis of ongoing field trials of health reforms
in two provinces. Though the participants were predominately health personnel, the results sug-
gested the power of combining qualitative viewpoints of participants with the quantitative indicators
within the province to move health reforms to more equitable, more efficient and more democratic
directions. The second phase of the Benchmarks of Fairness, therefore, tested the possibility of
involving wider participation of the civic groups related, and not-related to health, in assessing their
provincial health system. The health achievements of the provinces a measured by 81 indicators, in
the 9 benchmarks, were provided to the civic groups before focus group discussions in 10 selected
provinces to facilitate discussions based on evidence. More qualitative data were obtained from the
discussions as well as their judgements on the fairness of their provincial health system. Having
completed this second phase, it was recommended that the benchmarks tool could be further en-
dorsed as the basis for monitoring the progress of health reform by province and the effect of health
care decentralization. To accomplish this monitoring, the civic groups should have continuous ac-
cess to evidence, in line with the benchmarks, and they should be provided with the opportunity to

express their views, which is helpful in monitoring fairness in the long run.

INTRODUCTION

The concept of the Benchmarks of Fairness
(Daniels et al, 1996) was first tried in Thailand in
1999 when health care reform was at the pilot
phase in some provinces (Pannarunothai and
Srithamrongsawat, 2001). The first phase of the
Benchmarks involved the analysis of a national
health reform proposal as well as the analysis of
an ongoing field trial of health reform in two pro-
vinces. Though the participants were predomi-
nately health personnel, the results suggested
the benefits of combining the qualitative view-
points of participants with the quantitative indi-
cators within the province to move health reform
in a more equitable, efficient and democratic di-
rection.
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The second phase of the Benchmarks of
Fairness was proposed to test the possibility of
involving a wider range of participants, civic
groups related and not-related to health, in as-
sessing the provincial health system. Data col-
lection during the second phase occurred at the
beginning of two major innovations. The first was
the implementation of universal health coverage
2001. The second, the onset of the former
government’s policy on decentralization. These
two innovations provided a good opportunity to
evaluate the equity and democratic processes
of health system reform.

Why involve a civil group?

Civic engagement in national development
has been widely utilized (Reuben, 2002;
Loewenson, 2003a). Civil society is defined as
“the social arena that exists between the state
and citizen and is not part of the state or the
market (for profit sector)” (Loewenson, 2003b).
This involvement is not a “shadow state”,”an

417



SouTHEAST AsiAN J TRop Mebp PusLic HEALTH

extension of the state, an extension of the mar-
ket, family, friends or neighbors (Deakin, 2001).
Wise governments do not deny the role of civil
societies but promote them in order to achieve
societal goals where government action faces
limitations. Successes from civic involvement are
demonstrable at various levels, from environmen-
tal issues at the village level to access to anti-
retroviral treatment at the international health
level (Loewenson, 2003a).

Development of civil society in Thailand has
been diverse. A more democratic atmosphere
is conducive to the transparency of authorita-
tive bureaucracies and the growth of civil soci-
ety. Members of civil society are either ordinary
people or civil servants who see the opportunity
of better achieving societal goals if they work
under the umbrella of civil society (Chanthanon-
Good, 2000). From anti-smoking campaigns
twenty years ago to anti-corruption programs in
drug purchasing, these are a few examples of
young rural doctors and other health personnel
who are civil servants working successfully
through the civil society mechanism in Thailand.
Even the successes of the 1997 constitution and
the acceptance of universal health coverage
policies in Thailand are the combination of 3
components: social movements working through
civil society, knowledge produced by academi-
cians (most of whom are civil servants) and poli-
ticians (Wasi, 2000). The civil groups in this pa-
per include non-government organizations out-
side state involvement and organizations closely
linked to or run by active or retired civil servants.

Experiences during the first phase of the
Benchmarks of Fairness in Thailand proved that
health personnel involved in health system re-
form can discuss and judge changes with mini-
mal hard data support. Comparing with other
countries revealed equity not bound by religious
or cultural factors but rather experiences within
the health system (Daniels et al, 2000). The sec-
ond phase was proposed to test the possibility
of involving other groups besides health person-
nel in assessing the health system. The civic
groups selected were classified as health-related
and non-health-related. This phase focused on
the extensive use of quantitative data to sup-
port qualitative judgements.
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MATERIALS AND METHODS

Both quantitative and qualitative methods
were used to demonstrate the usefulness of
benchmarks in assessing the health system. The
nature of the benchmarks requires extensive
quantitative data for longitudinal comparison to
demonstrate trends for improvement and cross-
sectional comparison to facilitate ranking be-
tween subgroups of populations. Details of
sources of data used to produce the tables have
been presented elsewhere (Faramnuayphol and
Pannarunothai, 2003).

The quantitative element of this research
included compilation of existing health and
health-related data by province and the pre- and
post-discussion scoring by the participants of
group discussions.

The qualitative element was the focus group
discussions. The discussions were conducted
from June to December 2001, when the univer-
sal health coverage policy was officially imple-
mented for the first year.

Ten out of 76 provinces in Thailand were
selected purposely for this study to reflect dif-
ferences in region. They reflected different cul-
tures in different parts of Thailand (Chiang Mai,
Phayao and Phrae for the North; Khon Kaen and
Nakhon Ratchasima for the Northeast; Ayutthaya
and Ratchaburi for the Central; and Pattani,
Phuket and Songkhla for the South). In each
province, 8 focus group discussions were con-
ducted by the same team of facilitators. Mem-
bers of the first four groups were government
officers: health care managers at the provincial
level; health providers at the provincial level,
health providers at the subdistrict level and rep-
resentatives of the local governments. The other
four groups were civic groups: a health civic
group in an urban area, a health civic group in a
rural area, a non-health civic group in an urban
area and a non-health civic group in a rural area.
Each group discussion consisted of 8-10 par-
ticipants, the discussion lasted about an hour.

Before the discussion, each participant was
asked to fill in a questionnaire comparing the
situation of the provincial health system today
and the situation three years ago in 46 ques-
tions covering the 9 benchmarks. A score of +5
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to -5 was allowed for each question represent-
ing the greatest improvement (+5) to the worst
situation (-5), while 0 was for no change. After
the pretest questionnaire, the group was given
a 15 minute-presentation as well as a fact sheet
of quantitative data covering 81 indicators of 9
benchmarks (Table 2). Then, the group dis-
cussed the issues for each benchmark. The dis-
cussion was tape recorded for qualitative analy-
sis. When the discussion was over, the partici-
pants were asked to fill in the same 46 item-
guestionnaire to see whether they changed their
judgements for each benchmark. The 4 civic
groups in each province had freedom to skip the
benchmark 7 administrative efficiency, since they
might not know what was going on with admin-
istrative cost.

RESULTS

The results are presented in 3 parts. The
distribution of quantitative data by province, ac-
cording to the 9 benchmarks is presented first
to help understand the nature of the data used
to facilitate value judgement. Then, the scores
of the benchmarks from the pre- and post-fo-
cus group discussion are presented to highlight
variations among the different groups of partici-
pants. The next part describes the compatibility
of the qualitative and quantitative data. Details
of these results have been presented elsewhere
(Faramnuayphol and Pannarunothai, 2003).

Distribution of quantitative data by benchmarks

In order to provide evidence to demonstrate
the achievement of the health system for each
province, the 81 indicators are listed according
to the 9 benchmarks. Data from the various
sources has been compiled (Table 2). The au-
thors feel this database is the first comprehen-
sive compilation of health and health-related data
by province. Twenty-three indicators for bench-
mark 1 intersectoral public health had a low
variation [lowest coefficient of variation (standard
deviation divided by the mean) of 0.01 for life
expectancy by province]. It can be implied that
the differences between the 75 provinces (ex-
cluding Bangkok) are low. Large variations in the
indicators of the benchmark 1 were found in
population density and gross provincial product
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for geographical area (CV 1.19 and 0.89, respec-
tively).

Large variations in data were found for
benchmark 9 patient and provider autonomy,
especially in seeking inpatient care at private
hospitals (CV 1.04), for benchmark 7 adminis-
trative efficiency: cost at regional and general
hospital and the cost at health center (CV 0.90),
and in benchmark 5 equitable financing: the dis-
crimination index of household health expendi-
ture (CV 0.85).

These indicators were deemed difficult for
participants of the focus group discussion to
comprehend. Hence, simpler presentations were
made using a geographical information system
(color province map ) and league table (ranking
of province according to the direction of the in-
dicator).

Score judgement from focus group discussion
As presented earlier, the judgement of each
participant in the focus group discussion was
captured by a score ranging from +5 to -5 for
the 46 questions during the pre- and post-dis-
cussion evaluation. It was expected that many
people would increase their score after discus-
sion (Fig 1), because they had better understand-
ing of the issue in the province. Selection bias
could be demonstrated by high scores for the
health civic group (most were village health vol-
unteers who worked closely with health provid-
ers) compared to the non-health civic groups
(Fig 2). Scores given by health providers (in-
cluded health care managers and local govern-
ments) were generally lower than other groups
(except for benchmark 1) suggesting that out-
siders were more supportive of changes while
insiders were more realistic about changes.

From the overall scores in Table 1, we can
see that problem issues clustered around bench-
marks 1, 3, 7 and 9, whereas issues with high
scores were found in benchmarks 2 and 4. If we
take the average of theselO provinces, there
were 3 indicators with good scores (higher than
2.5): coverage of services, found in benchmark
1 (scored 2.92); coverage of health insurance,
found in benchmark 2 (scored 2.75) and educa-
tion status, found in benchmark 1 (scored 2.53).
The lowest average scores were also concen-
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Fig 1-Comparison of overall scores of all benchmarks before and

after discussion by different groups of participants (—e¢—
line-before, —m— -after discussion). (+5 means greatest
improvement compared to before reform, -5 means the
worst comparing today with the previous three years).

Benchmark 9

I Non-health

Benchmark 8

H Health

Benchmark 7

X Provider

Benchmark 6

=

Benchmark 5

=

Benchmark 4

=

Benchmark 3

Benchmark 2

=

Benchmark 1 ﬁ_l

050 100 150 200 250 3.00 350

Fig 2—-Average scores by benchmarks of fairness at the end of

discussion given by non-health civic groups (urban and
rural), health civic groups (urban and rural) and health pro-
viders (provincial and subdistrict levels). A full score of +5
means the greatest improvement comparing today with the
previous three years. Benchmark 1 Intersectoral public
health, Benchmark 2 Financial accessibility, Benchmark 3
Other factors affecting accessibility, Benchmark 4 Equity in
health service utilization, Benchmark 5 Equity in financial
contribution, Benchmark 6 Efficiency and quality of service,
Benchmark 7 Administrative efficiency, Benchmark 8 Com-
munity participation, Benchmark 9 Autonomy of patient
and provider.

Provider subdistrict

related to health while health system fac-
tors were more satisfactory.

Combining qualitative and quantitative
data

The scores found are in line with data
from the qualitative method. Most of the
focus group discussions agreed that so-
cial improvements provided better oppor-
tunity for the population. Education and
accessibility to necessary public utilities
provided people with better access to
health. Improvements in transportation,
health insurance coverage, and more
supply side led to better primary care
coverage and health care access. The
participants realized that many problems
were the consequence of social develop-
ments, eg environmental problems, over-
crowding, and industrial pollution. An
economic crisis also created social prob-
lems, such as crime, drug addiction,
mental health problems and HIV/AIDS.
High mortality was the consequence of
more accidents, chronic diseases, non-
communicable diseases, and cancer. The
rural areas were still faced with a scarcity
of health resources and a maldistribution
of human resources. Services concen-
trated in the hospital led to overcrowded
hospitals, and a greater total health care
cost, though people still lacked appropri-
ate health care.

DISCUSSION

The Benchmarks of Fairness study,
phase 2 in Thailand provided experiences
and tools to use for broader groups of
people. As discovered during the first
phase, sensitivity to equity was not ef-
fected by socio-cultural factors (Daniels
et al, 2000). Lay people who participated
in this phase were keen to discuss the
benchmarks and the current situation.

trated within benchmark 1: economic condition
(scored 0.13), demographic condition (scored
0.76) and environmental condition (scored 0.91).
This suggests a high awareness of other factors
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The quantitative tool compiled secondary
data from various sources, eg routine reports,
electronic databases and surveys. Simple de-
scriptive statistics were used to compare the
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Table 1
Average scores from 8 focus group discussions covering 46 questions and by province.
Province N1 N2 N3  NE1 NE2 S1 S2 S3 C1 C2  Average
1.1 Overall health status 0.99 139 081 078 178 069 120 1.68 155 194 1.28
1.2 Specific health status 1.01 198 139 141 152 1.05 141 073 224 1.77 1.45
1.3  Coverage of health service 2.76 339 290 3.08 317 237 247 240 333 334 2.92
1.4  Environment 0.78 211 147 1.02 1.16 0.59 0.62 055 043 041 0.91
1.5  Demographic condition 0.57 200 122 0.02 0.68 0.17 057 0.78 0.48 1.08 0.76
1.6  Economic status 0.55 096 -055 -0.86 -0.10 139 -0.12 -0.39 -0.24 0.67 0.13
1.7  Educational condition 2.48 283 282 243 240 2.46 159 259 247 321 2.53
1.8  Resource deprivation 2.10 224 182 194 194 212 112 212 165 244 1.95
1.9 Intersectoral collaboration 2.08 276 232 229 242 196 192 203 241 271 2.29
B1 Intersectoral public health 1.85 243 200 1.88 207 170 134 181 238 219 1.96
2.1  Coverage of health insurance 251 3.07 249 305 279 278 176 278 338 288 2.75
2.2 Coverage of health benefit 2.59 285 219 295 257 256 167 173 318 258 2.49
2.3 Household health expenditure 1.61 195 163 200 200 182 098 081 194 186 1.66
B2 Financial accessibility 1.87 208 211 238 232 225 131 145 185 216 1.98
3.1  Distribution of resource 1.33 1.77 134 153 119 121 0.60 056 1.85 2.36 1.37
3.2 Workload of health service 1.28 1.24 1.03 0.90 0.44 1.19 053 030 1.89 191 1.07
3.3  Factors affecting accessibility 1.54 207 182 219 213 181 121 1.03 203 232 1.81
3.4 Health service utilization 2.09 238 215 241 206 2.20 121 110 247 248 2.05
B3 Non financial factors affecting
accessibility 1.56 221 188 205 177 179 133 114 217 216 1.81
4.1  Coverage of utilization 1.85 261 213 271 226 221 166 161 253 264 2.22
4.2 Primary care utilization 2.45 255 228 276 242 247 1.64 225 291 278 2.45
4.3  Continuity of care 2.01 238 208 229 181 173 147 170 270 239 2.06
4.4 Comprehensiveness of care 2.29 253 217 242 231 184 118 226 286 283 2.27
4.5  Equity of care 1.75 180 194 236 187 195 068 180 219 228 1.86
B4 Equity in health service utilization 1.93 231 216 223 212 1.88 134 198 245 255 2.10
5.1  Government budget support 1.82 245 211 254 247 1.89 1.03 188 273 242 2.13
5.2  Difference of health expenditure 1.48 161 149 174 211 1.78 0.67 125 1.88 214 1.62
5.3  Out of pocket payment 1.65 193 176 191 210 2.05 1.00 175 233 255 1.90
B5 Equity in financial contribution 1.54 202 176 1.98 215 213 1.00 169 220 250 1.90
6.1  Efficiency of health care provision 1.66 178 144 211 163 1.07 097 119 170 214 1.57
6.2 Unit cost of health service 1.71 178 161 180 183 179 093 115 184 163 1.61
6.3  Standardization of care 2.33 215 200 240 190 170 1.78 090 219 263 2.00
6.4  Quality of care 2.31 213 218 273 215 191 164 162 230 273 217
6.5  Quality improvement process 2.30 236 232 271 256 179 144 187 218 3.00 2.25
B6 Efficiency and quality of service 2.12 229 213 276 221 200 146 183 218 279 2.18
7.1 Over all health care cost 0.67 1.06 141 170 132 113 129 141 163 1.18 1.28
7.2 Proportion of primary care cost 0.86 120 157 200 159 052 1.80 2.00 207 1.68 1.53
7.3 Administrative cost 0.45 1.07 150 1.24 127 0.88 135 130 115 1.93 1.21
7.4  Cost reduction process 1.21 181 167 200 164 0.96 1.60 1.74 200 250 1.71
7.5  Over provision of care 0.86 150 140 1.30 1.18 0.64 133 100 132 1.75 1.23
B7 Administrative efficiency 0.89 1.27 160 1.62 155 0.76 143 152 163 211 1.44
8.1  Public report 1.97 270 220 258 236 1.88 136 212 218 2.87 2.22
8.2  Transparency of resource use 1.26 222 159 173 185 139 079 146 1.82 1.89 1.60
8.3  Opportunity of public opinion 1.65 232 206 231 224 140 129 191 160 247 1.92
8.4  Patient right protection 1.73 1.79 177 244 198 150 1.09 112 219 227 1.79
8.5  Participation in laws 1.62 216 159 173 181 112 136 132 161 220 1.65
8.6  Empowerment 1.75 232 205 216 221 165 130 175 1.70 261 1.95
B8 Community participation 1.72 237 199 203 216 159 127 198 191 260 1.96
9.1  Choices for primary care 1.69 252 147 1.80 1.46 2.29 085 168 1.79 1.25 1.68
9.2  Choices for specialized care 1.72 202 123 183 149 233 1.07 138 1.39 1.47 1.59
9.3  Choices for public health service 1.81 237 155 182 188 228 079 141 193 147 1.73
9.4  Choices for private health service 1.52 177 104 100 149 198 0.67 038 132 2.02 1.32
9.5  Choices for traditional medicine 2.04 181 182 198 158 151 141 174 104 1.86 1.68
9.6  Autonomy of provider 1.07 156 130 1.80 191 152 125 185 124 171 1.52
B9 Autonomy of patient and provider 1.68 217 159 214 193 219 125 191 193 153 1.83
Sum  Overall fairness in health 1.82 204 196 213 225 195 1.08 195 209 2.03 1.93

N north, NE northeast, S south, C central. Score from +5 to -5 (+5 the greatest improvement, -5 the very worst,
0 no change, comparing today with the previous 3 years)
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Table 2
List of 81 indicators of quantitative data.

B Group Indicators Direction Mean SD CV  Source of data Year
1 1 Life expectancy at birth (year) + 70.89 041 0.01 Census data and mortality statistics at MOPH 2000
Standardized death rate (/1,000) - 5.82 0.92 0.16 Census data and mortality statistics at MOPH 2000
Under 5 mortality rate (/1,000) - 2.12 0.71  0.34 Census data and mortality statistics at MOPH 2000
2 Traffic accident rate (/100,000) - 2,823.40 765.8 0.27 Injury statitics, Department of Medical Services 1998
Malnutrition under 5 - 7.64% 3.87% 0.51 Monthly report from Provinicial Health Office 1999
Low birth weight 6.78% 1.85% 0.27  Provincial Health Survey 2, MOPH 1996
3 Complete antenatal care + 85.26 7.38 0.09 Provincial Health Survey 2, MOPH 1996
Complete vaccination in children 1-2 yrs + 82.17 873 0.11 Provincial Health Survey 2, MOPH 1996
4 Healthy housing + 88.6 5.7 0.06  Basic minimal need database, Ministry of Interior 1999
Safe from poisoning + 94.1 35 0.04  Basic minimal need database, Ministry of Interior 1999
Access to clean drinking water + 76.60% 13.47% 0.18  Provincial Health Survey 2, MOPH 1996
5 Density of population - 165.3 196.2 1.19 Census data, NSO 2000
Size of household - 3.90 0.3 0.08 Census data, NSO 2000
Dependency ratio 0.49 0.07 0.14 MOPH 2000
6 Monthly income per capita + 2,925 1,064 0.36 Socioeconomic Survey, NSO 1998

Household expenditure per income or
household saving - 86.40% 9.70% 0.11  Socioeconomic Survey, NSO 1998
GPP per capita + 59,403 52,898 0.89 Pocket Thailand in Figures 2001 1997
Gini coefficient - 0.352 0.065 0.18 Socioeconomic Survey, NSO 1998
Proportion of household with debt - 55.60% 13.80% 0.25 Socioeconomic Survey, NSO 1998
Poverty (with income <1,000 b/month) - 17.30% 12.10% 0.70  Socioeconomic Survey, NSO 1998
7 Index of Human Deprivation (IHD) - 0.384 0.16 0.42 United Nations Development Program Thailand 1999
IHD in education - 0.377 0.175 0.46 United Nations Development Program Thailand 1999
IHD in health - 0.380 0.16 0.42 United Nations Development Program Thailand 1999
2 8 High benefit insurance + 12.22% 6.35% 0.52  Provincial Health Survey 2, MOPH 1996
Moderate benefit insurance + 56.72% 10.91% 0.19  Provincial Health Survey 2, MOPH 1996
No health insurance - 30.14% 7.91% 0.26 Provincial Health Survey 2, MOPH 1996
9 High benefit : No insurance + 0.44 0.26  0.59 Provincial Health Survey 2, MOPH 1996
Moderate benefit : No insurance + 2.30 1.94 0.84  Provincial Health Survey 2, MOPH 1996
High : Moderate benefit + 0.25 0.21  0.84 Provincial Health Survey 2, MOPH 1996
10 %Household health expenditure - 5.12% 0.95% 0.19 Socioeconomic Survey, NSO 1998
3 11 Population to doctor ratio - 6,580 3,179 0.48 Health Resource Survey, MOPH 1999
Population to bed ratio - 607 264 0.43  Health Resource Survey, MOPH 1999
12 Bed to doctor ratio 11 3 0.27  Health Resource Survey, MOPH 1999
Out-patient visit to doctor ratio - 2,812 993 0.35 Health Resource Survey, MOPH 1999
In-patient case to doctor ratio - 757 254 0.34  Health Resource Survey, MOPH 1999
13 Utilization rate OP new case + 0.46 0.12 0.26 Health Resource Survey, MOPH 1999
Admission rate + 12.72% 3.81% 0.30 Health Resource Survey, MOPH 1999
Occupancy ratio - 73.60% 12.64% 0.17 Health Resource Survey, MOPH 1999
% Institutional care + 66.10% 7.24% 0.11 Health and Welfare Survey, NSO 1996
4 14 Utilization rate: OP visit public sector + 2.12 0.47 0.22 MOPH 2000
Admission rate, public hospital + 10.67% 2.72% 0.25 MOPH 2000
15 Utilization rate HC: Hospital + 0.84 0.33 0.39 MOPH 2000
Admission rate DH: RH and GH + 1.18 0.66 0.56 MOPH 2000
Utilization RH GH: Total OP utilization - 21% 10.30% 0.49 MOPH 2000
16 OP visit per OP new case + 2.9 0.48 0.17 MOPH 2000
Referral rate from DH - 1.86% 0.63% 0.34 MOPH 2000
17 % Surgery of total IP in RH GH + 19.44% 4.84% 0.25 MOPH 2000
% Health promotion HC + 15.71% 7.88% 0.50 MOPH 2000

5 18 Discrimination index of household

health expenditure - 2.71 231 0.86 Socioeconomic Survey, NSO 1998
6 19 Average LOS - 4 0.68 0.17 Health Resource Survey, MOPH 1999
Average LOS DH - 3.17 054 017 MOPH 2000
Average LOS RH GH - 4.89 0.8 0.16 MOPH 2000
422 Vol 37 No. 2 March 2006



BENCHMARKS OF FAIRNESS FOR HEALTH CARE REFORM

Table 2 (continued).

B Group Indicators Direction Mean SD C.V.  Source of data Year
20 Bed occupancy rate RH GH - 87.24% 12.11% 0.14 MOPH 2000
Bed turnover rate RH GH + 66.27% 11.05% 0.17 MOPH 2000

21 IPD: OP of hospital - 9.18% 1.58% 0.17 MOPH 2000
Average relative weight IP of RH GH + 0.78 0.126 0.16 Diagnosis Related Group database, HIO 1999

22 Unit cost OP at RH GH - 698 174 025 MOPH 2000
Unit cost IP at RH GH - 4523 1,210 0.27 MOPH 2000

Cost IP day at RH GH - 925 201 0.22 MOPH 2000

Cost per RW at RH GH - 5884 1,664 0.28 MOPH 2000

23 |P death rate at RH GH - 2.90% 1.06% 0.37 MOPH 2000
Abnormal : Normal labor RH GH - 0.71 0.35 049 MOPH 2000

7 24 Total cost per capita - 895.48 329.43 0.37 MOPH 2000
Cost at HC per capita - 99.83 38.78 0.39 MOPH 2000

Cost at RH GH per capita - 55498 313.12 0.56 MOPH 2000
Estimated total cost per capita - 826.9 2452 0.30 Health and Welfare Survey, NSO 1996

25 Total cost: Bed RH GH - 6,462 1311 020 MOPH 2000
Total cost: OP RH GH - 1,270 317 0.25 MOPH 2000

26 Total cost HC: Total cost + 11.85% 3.99% 0.34 MOPH 2000
Cost RH GH: Cost HC - 6.58 594 090 MOPH 2000
Estimated cost OP: Total cost + 68.60% 7.00% 0.10 Health and Welfare Survey, NSO 1996

27 % Labor cost RH GH - 50.30% 6.90% 0.14 MOPH 2000
% Management cost RH GH - 6.80% 1.70% 0.25 MOPH 2000

% Drug cost RH GH - 12.50% 5.80% 0.46 MOPH 2000

28 Real cost: Estimated cost - 1.15 0.48 042 MOPH 2000

9 29 % Seeking care at drug store - 27.20% 6.90% 0.25 Health and Welfare Survey, NSO 1996
% Seeking care at public sector + 43.50% 9.30% 0.21 Health and Welfare Survey, NSO 1996

% Seeking care at private sector - 22.60% 8.60% 0.38 Health and Welfare Survey, NSO 1996

% Seeking care for IP at private hospital - 18.00% 13.90% 0.77 Health and Welfare Survey, NSO 1996

30 Seek OP care Private: Public + 0.58 0.37 0.64  Health and Welfare Survey, NSO 1996
Seek IP care Private: Public + 0.26 0.27 1.04 Health and Welfare Survey, NSO 1996

DH=district hospital; GH=general hospital; GPP=gross provincial product; HC=health center; IP=inpatient; LOS
=length of stay; OP=outpatient; RH=regional hospital; RW=relative weight, details of sources of data can be found
in Faramnuayphol P and Pannarunothai S (Research report to Rockefeller Foundation, 2003); MOPH=Ministry of
Public Health; NSO=National Statistical Office; HIO=Health Insurance Office

ranks of the provinces according to the 81 indi-
cators in the 30 groups of questions. All 75 pro-
vinces (except Bangkok) acquired a different rank
based on the data regarding health status, eco-
nomic situation, health care resources, access
to health care, quality of health services, cost of
care and the people’s choice in health services.
Lay people further interpreted to their own situ-
ation (without hard data provided). They could
distinguish equity from equality. Benchmark 1,
intersectoral public health, which was not in the
original American version (Daniels et al, 2000),
caused more concern than the other bench-
marks.

Health system developments in Thailand
has involved lay people since 1970. During the
recent health reforms in 2000, people had more
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say in the direction and processes of reforms
(Chuengsathiensap K, Research report to Health
Systems Research Institute, 2004). Many civic
groups were observed in various fields, includ-
ing non-health related ones, trying to raise pub-
lic awareness to shape a better society with
mutual respect (Boonmee, 2005). Civic groups
are an important element of health policy devel-
opment in many countries (Lawrence, 1999;
Bryant, 2003).

The members of the civic groups proved to
be data-literate. They changed their scores af-
ter they saw data comparing their province with
the whole country and after focus group discus-
sion. Implicit weighting given to the overall score
for each benchmark was individually scored. This
was practical for lay people, inline with the pre-
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vious development phase.

Apart from the score itself, qualitative data
provided more insights into the local situation,
because the focus group discussions were un-
dertaken with local people who had experienced
the impact of reform. The score allowed com-
parison across the benchmarks. Experiences in
10 provinces showed that the overall equity in
health scores compared with the situation 3
years previously had improved slightly to mod-
erately (the scores varied from +1.08 to +2.25).
The highest achievement was equity in extend-
ing the coverage and comprehensiveness of the
service, which was first implemented nationally
during the year of qualitative data collection. The
lowest achievement was in administrative effi-
ciency, which was the concern of government
officials because the civic groups did not score
this benchmark.

This study covered both quantitative and
qualitative data. Quantitative data provided each
province with a ranking to illustrate the strengths
and weaknesses by the benchmarks. These data
can also be used to portray the absolute level of
development and the target to achieve equity in
health. Qualitative data from the focus group dis-
cussions can be used as a key for achieving the
target of health system development at the lo-
cal level. People participating in the discussions
agreed that giving opportunity to people to com-
ment on their health system, was the best way
to improve equity in health. The targets can be
at both the policy and the operational levels; to
monitor the impact of development and to mo-
bilize people’s participation in development.

This research has not yet demonstrated the
power of these quantitative and qualitative data
in the policy process and policy evaluation at the
local level. This assumption needs further study
once the health service provision is decentral-
ized to the local government (as stated in the
1997 Constitution) or once the health gover-
nance becomes more transparent by involving
lay executives in the national and the provincial
health boards as proposed in the draft of the
National Health Act (Health Systems Reform
Office, 2003).

A mechanism to ensure continuous updat-
ing of quantitative data and collecting qualita-
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tive data should be established at the national
and local health levels. This fits well with the pro-
posed function of the national and provincial
health boards. A legislative framework is essen-
tial for an ongoing process and for the rights of
civic groups to get access to health system data.
Within a legal framework, the concepts and tools
provided by the benchmarks may be used for
civic groups to prepare (annual) progress report
regarding health system target achievement; the
same process the Human Rights Commission
uses to prepare the country human rights reports
for the United Nations.

For the long term, standardization of the
content and the process of quantitative and
qualitative data generation is necessary. Quan-
titative indicators for monitoring health equity
should be more relevant, more sensitive and
more specific. These indicators should provide
ways to improve. They should be easy to collect
and should come from various sources to in-
crease acceptability. The selection of members
for focus group discussions or for other civic
group involvement needs to be carefully de-
signed to cover wider audiences and to receive
highly reliable periodic assessments. The Bench-
mark activities need to take into consideration
diversified developments in other countries
(Daniels et al, 2005).

In conclusion, having carried out this sec-
ond phase, the benchmarks tool may be used
to monitor the progress of health reform by pro-
vince and the effect of health care decentraliza-
tion. Civic groups should have ongoing access
to the evidence in line with the benchmarks and
should be provided with an opportunity to ex-
press their views, which is helpful in monitoring
the fairness of the reforms.
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