CHAPTER 1
INTRODUCTION AND RATIONALE
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Figure 1.2 Trend of TB mortality rate per 100,000 (1983-1991)
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Table 1.2 Reported cases and deaths due to TB (1993)
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1.2 National Tuberculosis Control Programme (NTP) in Thailand
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1.2.1 Structure of National TB Control Programme in Thailand
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Table 1.3 The structure of TB Control Programme
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Other medical facilities with TB case detection and treatment are:

- University hospitals

- Military hospital

- Thai Red Cross society

- BVA hospital and health centers (Bangkok)

- Ministry of interior, medical and health Centers:



Figure 1.3 Organizational Chart of Tuberculosis Division
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1.3 Rationale
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1.4 Research questions

- What,is the perfarmance of pulmonary TB patients prior to
the formaq gre In argcen eP’ y e P

- What is the. economc costs \ncurreq by pulmonary TB
patients prior to the tormal care

- Is there any relationship between patjent eformance
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1.5 Objectives
General

orBdetermine the Frformance and the_ economic costs  of

?ulmopary patients in relation to theirr performance prior to the
ormal care.
Specific

1. To gssess the performangce of ulmonar B patients prior
to the ?orma? gare ma[ﬁg cent yIED P

2. To determme the economic cqsts incurred by pulmonary TB
patients prior to t?] rFormaq care. VP Y

3. anal ze the relationship between performance of pylmonar
P/ ts and economlcp C0Sts prP % ornPali carey
1.6 Scope of the study
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g the _maximum reportin erl%d was 10 weeks, (Cannell 1870 Bangkok
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In costing, only tangible costs are included. Intangible cost
like pain, TAleA tC. Are NGt nclided J
1.7 Hypothesis

. Costs incurred by patients are related to the performance prior
to seeking formaf care. yP P P
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