Chapter 3

LITERATURE REVIEW

The main objectiv this stu IS to com

q care etvr;een ehe |nsured angy he non- msJ)
atrents herefore the literatures reIated to heaI
Csaupraenree and quaIrty of care were reviewed in thrs

3.1 Health iInsurance
3.1.1 Principles and practice

Health insurance is a system in which prospective
consumers of care make payment’ to .a third party in the
form of an |nsurance scheme, which in the event of future
Iliness will pay grovrder of .care for some of all of
the expenses |ncurre Health insurance was develoged
because’ major illness is. uneven and seldom predictabl
for individuals. When serious illness occurs, the patient
often . suffers, from large medical expenses and also faces
the risk of impairment or loss of earning ability, When
rrsks are pooled across a populatron unp redrctable
osses %an be transformed. to predrctabe Iossg In ot er
words, eat msurance Is a means of providing . members
0f a |ne Rmmunr\)/ With some prote trori against the
cost health services. . Therefore health “Insurance
|ncreases the accessib ||ty and affordability  of
population to health care services (Phua, 1994).

In Dbroader sense, . health insurance _has two
aspects: (fl) frnancrng servrces In terms _of raising all
or part o monez o heat care; aﬂd ) securrn% the
provrsron of service Hrovrdrng ealth” care henefits
under a |nsurance scheme there are 2 methods: djrect and
Indirect. In e direct method, the health Insurance
organrzatron burds its own physical facl |t|es In ,the
irect method with the thir part payme medical
care purcha sed . from exrstrng r%rrvate
pr?vrders (Abe ?mrth ,1992). Many "¢ ntrres have ade an
frort to “establish approprrate |nsurance sch emes
present, health insurance |s erated in m%re han 83
COUNtries In t e word Qrv ear ent of HeaI and  Human
Services, quoted by Siriwanarag . For developrn%
coyntries, heaIth insurance er have major role |
obtlizin unds from private sources for hea care
mobil funds f t f |th
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Services gPunuIarg 1995 quoted by An, 1996g In these
countries the alloc tron of health “expenditurés from the
State budget rs usuag insufficient, with the man
roportion health = €xpenses comrn% from household
ockets. The |h troduction "of health inSurance is also a
easure to improve, the qualrtY of care by giving .more
resources. and motivation to the health card providers

(Abel-Smith, 1992)

Health  insurance can  make  both Rosrtrve
contributions . and negative conrrbutrons to national
heal h obéectrves The thrrdg ty payment system causes
ro lem |neffrcrency Two craracteristics of market
allure in the health sector, including moral hazard and
asy metrrc rnformatron lead to cost” escalation. Both
ga ents and providers are less goncerned about the price
nd quantity of services utilized since the cost 1S born
by eaIth |nsurance agency. Conseciuehtly, unnecessary
?ervrces and qs are given, and patients visit doctors
uently gmora hazard). Moreover In the health care
mar et, srnc consumers do not have sufficient knowledge,
doctors as suppliers. of services have direct mfluence N
consumption s Irerrnduced demand)  (Yumiko,1994
Besides the |ncre in cost, some othef shortcomings can
be observed such as a tendency toward an excessive use
of tec nology emphasis oh curative medicine, the
echusron o te lgh-risk oroup etc (WHO, Health care,
gay, ) qurty in, health insurance schemes s also
argu lof, IS’ said that there 1s inequity In the
sense that it benefrts a mipority but rmgoses d cost on
the rest of society by absorbing “scarce resources In the
healh sector gPhua Kal Hong,1990), Kutzin and Barnum
(1992I) also cite that |n a system where only some of the
po ufation has _iIns rance coverage, there 1s clear
eehcten of s drff n(tjralof uttrelrzantropeOI Oand ser)vrcgi
st r Insu S|
frn??ed access taor unrnsureJW P y

—s

3.1.2 Payment methods under the health insurance
scheme.

Methods of payment and reimbursement can also
Influence the orientation. of the services,  the sne(tto

whedre servrctets are rovrdetd the ~level 'of tdec(rjr t%
yse uant uall care provide e
drstrrbu%ron of he Fth cresouyces and ?ast gt not least,
the cos heath care)_t beI mrth _Leisson

uot% n¥ ong The methos of
reimbursement were attrrbute of str ctural proacnes in
assessing quality of care (Donabedian, 1988 Different
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mechanisms of Ba ment under healh Insurance scheme were
reviewed by Anel Smith ;S 0). He Ih rnsur nce aqency
can make conractual t? men directly clors
Ros ita 'oharmacy el S also rndrcae t . "A

rt% er normal want not only to cover rts runnrnq
cost ut make sur lus wh %n insurer wants to pe
g(t)rgr,r,ty and necessary care for the insured person at fow

Accordrng to  Kuytzin and Barnum (1992), the
reimbursement  System  of rnsurance schemes can  he
classified into  two  major Ira part
retrospectiye reimbursement and prepfard caprtatron healt
care organization, The mos common orm of retrosp ectrve
reimpursement is ee orservrce payment system
which  involves cargrn% each. indjvidual service
g(on%rilmeg (Ipy a patient; such as inpatient bed-days, drugs,

In  Vietnam,  the he?Ith insurance _gency has
signed contracts with hospitals based on a mix&d payment
system. Capitation and fee-for-service combined paymen
for out atr nt care fee- ft service and flat payment per

bed ay inpatient care. It is a complicated
paymen system 1 the payment is Dbased on _real
expendrtur of health care Servicgs, actually wréh a
certain cerIrng for outpatients. The payment” based on
fee-for-service could make both of doctor, and nsured
patient be happy. The doctor is given the erxrbr Ity _{o
Increase incom by provrdrnﬁ further services. ~ The
Insured patient on ‘the other and IS provrded more free
choice, _higher, 9ua|rt hrpher Sa %sfac lon ( Abel Smith,
1992)." The"major question Yor the health “insurance agency
r

s the cost containment under this payment mechanism. The
doctor ave incentive to prescrrbe more  drugs, order
more dja nostri tes% etc. Jp addition, the” problem
concernin quarty of care still occurs here: excessive
prescrrptron of drugs, unnecessary surgery, overuse of
sotisphicated services etc.

In Brazil, health insurance is_a component of a

Ra roll- frnanceﬁt system. It covered 90% of population,
unrversa Before 1983, the. health ™ insurance

gency reimbursed physicians and hospitals on [a feg-for-

rvice basis wrthou cost-sharing. As a result S

paymp method nat countryj had suffered from Iarﬂe cgst

escalation, Healt expendrt re rncreased y more than 20%
annually during the npu rc sector neal

expenses as a share of GDP rose fro 1% | 9 to 5.6%

1982 (World Bank data, quote y Kutzrn and
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Barnum,1992). As in Brazil, prior to 1983, China
experienced  rapid cost expansion resuIrng from third -
party fee-for-service rermbursement of 100% of heth
Service char es even thour%;h coveraﬁ; health
rnsurance rn hina covers ofly 20 BOA) of the uIatron
otaI health expenditure grew at an annual averae rate
1% in rea termsfro 1980 to 1988, mcreasngfrom
26% to 3.2% of during _these years. Most of this
rowth  has resuledfrom |ncreases In patrent fee
ayments %average annual growth rate of _ 23%) and
InSyrance reimbursement  (15% annuaI rowth% The context
of health Insurance In Vietnam has man ilar features
to China. The health facilities are pub iIcly owned; the
health workers —arepaid  on a saIary basis  and
reimbursement I1s mainly based on fee-for-service.

Cost containment can he obarned with  the
apitation method or on th

C e basrs _ men

di gnosrs Carl)rtatron IS am tho % % % e number
pe ons.on a list and r}egar less f the er unr

of service rendered. This method rs common aB|e to
doctors In many countries  such K, _Denmark,

Ne herlands, and” Italy . (Abel-Smith, 1992 In  Thailand,

me ca rtaton method” is applied for sricral insyrance,
The man avantages o_ th rs ag/ment method f r insured
persons are free choice 0 ctor (up .to. the limits
rmposed on doctor's list srzes) con tinuity of care.
Cost .is predictable and controllable The advantaﬁe from
the insurer” point of view is that administration is
srmple and eas to handle. The question of poor quality
Services Jna due to too few dragnostrc tests and
overused de utrzrng Services.

gment %y dragnosrs IS an alternative to fee-
-servicé reimoursemént for hospital inpatient care.
IS method, there Is one glohal charge based on the

nt admission “irrespective the tyRe
specrfrc SEervices provrded durrng the
mo weII kngwn example of this pyment

Med|care ital pa system
Sae, gaqed Dra%ﬁosrs Zf?r r§ rous QDRGS?
%Iasfsrd‘\)/ ragr]osrs tq cert in SR h HP
ch o r ta sum |s to the nhospital for

r 0 stg/ anaeot\thrssstem IS
, srnce th hos rtas ave the incentive to
spital costs per case In order to maximize
t*income. Minimizing cost can be achreved

eral ~ways. shorter” the length of sta
? Iessyexpensrve inputs for gcos Iter oneys

<<

h se
f
r
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three (Srrrwanarangunl996(? Therefore, controls can De

|ntroduced to monitor réadmissions, in Iatron to the
honesty Erta In reporrnsg the diagnosis
correctly. The DRGs ystem may urtabe for” most
developing countries bhécause it |s complicated to develop
and difficult to administrate (Ron et aI,1990 quoted. b
Srrrwanaran(rrunl996). To controI t)he C0st scalatron
resulting from fee-tor-service reimbursement of grrvate
r NosIs
di

provrders Brazﬁ has applied payment per
(case ased }/Fnent& However his meaere

appear to be e ectr e. in controlling health care costs
because it created an incentive for prrvate hospitals to
|1n9c9r2e)ase certain types of admission ~ (Kutzin and Barnum,

Every paymen method has its advantag and

drsadvanae rs not easY to, choose an app oprra
% amen for |nsurance %stem

countr as {0 consider experrenc(? from others as weII

as heir own system "in er to adopt the most

surtab e one
3.2 Quality of care
3.2.1 Definition

uality of care cannot be measured if it cannot
be defrngd Uhforunaelx there is no single definjtion
of quality in care field. Lobr (9902 found
more . than 100 defrnrtrons of (or sets of JJaram ters to
consider in |n|n1gg? the uaIr of care (Friedman,
1995) . Donabedran 88) consrdere uaIrty of care as a
balahce of benefits mrnus risks and costs. effen (1988)
trred to give an Improved defrnr tion of q éra 0 care
reviewing current rnrtrons and ook rn
ernrtron oL quality . %enera esaeg that qualr
of care Is the ca acit o the elements o that care
ac leve egr |mae me ical and nonmedrcal goals.

t%

IsH

geste V can measured onlg/ It
erence It eg S, rom heren ers ctrve%
these oaIs wr t% ifferent. The ersp ec Ve can e
govern ent, healt rnsura ce . co anres osg |a
dministrators, patients therr fa |es or ah
care provrders (Steffen, 1988). general, these (hlrc

are classified intg medrca goaIs mvoIvrng tech ?
aspects and nonmedical goals referring to inter erso al
aspects. There IS growkng CONSensys amonrq so(qt ah
service researchers on tne use ot the n]a ty efrnrtron
of Institute of Medicine gU ), wrc states

Quality of care is the degree to which health servrces
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for individuals and population increase the likelihood of
desired_ health outcomes and are consrstent with current
professional knowledge" (Friedman, 1995).. However, the
author realized that” the following definition given hy
Racoveanu and Johansen (1995) Was broad enough, to
encompass . several traditional quartglmeasuremen rdeas
and emerging jdeas, These authors stdted tha ualrr%/

care rs consigered to be care or service eets
sgecr led requirements and, grven current knowledge and
resources, . fulfil] expectatros for maxrmrzrn? benefits
palenartr;rmrzrng risks "to the health and well-being of

Concerning defrni_tions of quality of care, health
cae of good . quality also Identified. Dopabedian
(tl 882l Jud ed it to he good uaIrty If care, at the ti
It was %r en, 1t conformed the practice that cou
have beeil expected to achieve the best results In 1986
the . American Medicine Assocratron adoPte a re ort
listing 8 elements that characterized quali ¥ care hese
eight elements are as foIIows Quality care shou

(1) Eg%dldhce optimal improvement in the patrents

(2) Emphasize the promotion of health and the

reventron of diseases;

3 Erovrded in a timely manner;

4) Seek to achieve the pdtient's informed

00 eratron and Eartrcrpatron in the care

% ess and deci rc]s concerning |

e.based on accepted principles of medical

science;

(6) Be provrded with sensrtrvrty and concern for
the adents We

(7) Makee icient documen ed to allow
continuity of care and peer evaluation.

, These elements can be used to identify care of
hrh ualit Steffe21|988). Accordjng to Racoveanu and

ans 995) | th “care of ~ good ualit IS
?raracterrz d ); J | Y
r

b
hgh degree of professional excellence;
fictency In the use of resources
nimal rrsk to the arens

atisfaction of p ati

5) A favorable impact nhealth

The components of good quality of health care. is
a basis on which to develop ‘indicators in assessing

A
E
M
S
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quality of care.

There is likely a relat ronshrp between dualrty of
care and efficie ncg of health SX tem 'In terms o ensurrng
value for the d spent and customer satrsfactro
(Fried manl 95). Theoretrca IS possr e

separ quali rom eff en/c hnical qualit
;\d)q 3 Z hed% ree 0 whrc y|evaﬁ |m rgveme ts
c beexpected to he obtarned |c|enc%/
;\u qe thedegree to which expected |mProvemens
ealth achreved in an unnecessarrly costly manner
practice Iower ual |(}/ meffrcrency coexrst
(Donabedran,l 88). ost ocors tend fo pay attention to
technical quality only hut rgnore the, costs
evertheless the practrce of_optimal care requires
adde knowfedgge cost gTorrance %uot %/
Donabedian When concerns exist a ou gr Wt
of health care cost and rrsrng utrIrzatron qua Iry
of care rs considered as a .me ns controI rn e din
rowth an Improving Service ear alk 9
uoted y Friedman, = 1995). I eth rnsurance th
third-party payment %/ste Insurer usuag as t
deaI wrth cost” escalation and overutilization of ea(t)

services. They want to get quality and necessary care
the insured person at low cost (Abel-Smith, 1992)

a
0
h
[

3.2.2 Assessment of the quality of care

, Measurrng the quality of care has traditionall
relied the structureprocessoutcome framewor
developed by Donabedian ~ (1980).  In this framework,
'structure”, " refers to  the characteristics . of the
resources in the health care delivery Xstem including
the  att rrbutes of material resources Tsuch as facilities,
equipment, and.money), of human resources (such as number

and dualrfrcatron " personnel), and  of “organizational
structure (such (as medrcaI sft aff 0[) anrzatron methods of
peer review, and methods of reimbUrsement).” " Process”
denotes what 1s actually done n grvrn(rr and recervrn
care. IJ |ncIudes the E)atrent tivities in. seekin
care an carryrng |t ou as well J rac |oner
act Vities rn ma rnrd gnosrs re ommenad md
Peme%trng rea t Out omes" are % resut
are include Improvements |n a |ent

S

knowle and chan s rn behavior, the degree of patient

sat?gfactron aﬁg other chan%es }n pat?ents Eurrent
and future health (Donabedran

Donabedian also cited the gortant linkage
between structure and process, and betw en process and
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outcome. Good structure increases the Irkelrh?od of good
progess and good process increases the likelihood of a
goo outcome, There are some arguments. about process and
utcome (?gtproac es. Persons who criticize the use of
orocess a to measure the quality of care Worry that
hese measures may not  be |moortant predrcors of
outcome, e.g the cCost. of medrca care might crease
without producing any improvement in health. Peope who
criticize the use of outcome measures beligve that most
differences in outcomes among patients receiving the same
treatment are the result of factors not under tontrol of
the health care provrder such as differences in patient's
characterrstrcs In fact, process and outcome measures
each have strengths and weaknesses, we cannot say ejther
ese two measurements has the superror validity
com(narg with the other (Donabedran 1988n) Donabedian
concluded “that it is hest to include adfy system of
assessment elements of structure, process, <and “outcome.
Thrs a”ows supﬁlement of weakness in one approach by
strength In another

In the present study, the %ualrt of care was
assessed by fwo apé)roaches rocs outcome. _The
tructure at rrbute be omitted because the comparison

% are between two groups of patients Is In
the same ospital

Accordrng to Donabedian, there are_several levels
at which qualrty of care may be assessed. The care can he
seen from performance of the doctors and other
technrcal r%rovrders from thg care recerved y patients,

munities  (Donabedian . There “are  two

eIemen rn the performance of doctors one technical .ang

the other rnterpersonal The goodness of technical

perf ormance |s gudged com arison Wrth the best
avda a in ? tice The int er grsoda performance

fo owrng the vidual . and socral

Pectatros %n standards. The contrrb%mns
lents and err families to care c e mcuded

assessrn% lit of carfe t the level of commumg

the asse sment o |ty 0 care encom asses the accgs

to  care, and %ua it care as seen both provider

and patient perspe trves (Donabedian,

In the assessment of ﬂualrty of care, it is vital
|ter|a and standards which represent the

ecify ¢r
attrr utes o% struc ure, process, and outcome, There are
two main crrter |mﬁlrcrt ang eprrcrt (Donabedian,
Donabedian,1988). e implicit pproach unspoken

criteria are used when an  expert practitioner gives
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Lnforin tion gbou a. case and r aske use personal
nowledge and experience to uge t oodness of the
process or outcome of care Iy ortan advantage of

icit criterra is abil r art|cuIa
cas% | f the revrewer IS qua?rfre)dﬁ accomp?rsh) In
However, IS . ext remey costIy rathe
Iprecrse because there is lack of accufate %urdelrne
%uantrfrc tion agd limiteq knowledge on the part o
the reviewer (Donabedian, 1988).

In the explicit approach, explicit criteria and
standardé for each cate?ory of cases are ?eveloped ang
specified in advance, often”in detail, usually. by a panel
of experts, before the assessment of individual cases
begins. . The magor advantages are ~the method 1is
standardized and €asy to. use.” The disadvantages are that
It is expensive and difficult to develop Critéria, it maY
not be relevant to the sityation of practrce It. may no
Je il 00 M RMEte I S IalactIsEs o

icu r
IOhat IS more or less effecytrve rnpprmBrovrngy ofphealth
(Donabedian, 1988).

A fte consr ering th rength and limitation of
mopligit an qrcr gmetﬁ és tgonabedran recommended
se of both in seriuence gr in_combination. The explicit
riteria are usually used to classify cases into ‘those
hrc are rkelyr t have recelved good care ang hose
are not hen the cases are reviewed % gC
rmpIrcrt critferia . In a national study of the effeCt of
the diagnosis related groups-based pras ectrve M)a ment
system on quality. of “care for hospitalized ercare
atf]ents in the Unite tates both rm%hcrt and e ||c|
ethods were used (Kahn al, 199 With ex 161t
measurement each ptrent care was compared = with
predetermined crrterra With implicit measurement, each
gatrgnts medrca record was assigned a quality of care
cgsree on a physician's judgment of the adequacy of the

[
the
[
S
f

U
C
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In his study, Jencks ~(1995) suggested that
rocess. of care rnd‘cators fhould rest on sclence-based,
Brofessronally developed clinical prac 'ﬁ quidelimes.

Accordingly, At IS ratronaI when the aut intends to
gglen atre a rnes coafre treavtlneteennttwoas roau Sstandarad“err;rfr
rnsupreo’ ar Xn insured Tqr hosthaI In

Haiphong, Vrenam
The tracer method is developed to measure hoth

| f**27-344
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process and outcome of health care. Donabedian (1988)

?sted that the samR r% technr%ue should be either
sa e or stratified rahdom sam hecause cases are
classified by disease or conditio In the tracer method,
gatrents may be first classified by subdivisions of the
rea of heglth service in general gKessner et al, 1973,
quoted by Donabedian, 1988)° Then selected categories of
gatrené identified b dradnosrs or otherwise, can be
ssume characterize clinical achievement of the
Service for the grouF The _diseases are seIected
corres ponding to the criteria. There are 6 criteria for
5@ ectrn spproprr te tracers according to Kessner et al
(Stwinarangsu

(1) Atracer should have a definite functional

Impact; ,

(2) Atrae%rgr shouId rr])gsgela ively well defined

(3) Prevaence rateg should be high enoudh to
Permrt the collection of adequate data from a
imited population sample

(4) The natura hrstory of 'the condition should
vary with ‘utilization and effectiveness of

me rcaI care:

(5) The techniques of medical management of the
condition should be well defined for >1 of
the followrng Processes: P ebnﬁron
diagnosis, treatment, or ation:

(6) The“effects of the nonmedrcal component on

the tracer shouId be understood.
thi

ana Ino tla? esrgl%dydr he tr?ecsecrr meghnod and ihpa
utpati I ipti |
JH retord. 40 It

lied to
patient

Donabedran (18) stated that all the activities
of assessment of .quality. of care depends on available,
accurate, and suitable “information.  The key source . of
information about process of care and ItS immedjate
outcomes _1s the medjcal record However, the medical
record IS often r}com% frequently omrttrng
significant elements of technical care’ and interpersonal
Pr cess. Agther handicap is Inaccuracy . of  some
r\ormatron ue to errors in dragno?trc tests, rn
clinical — observation, . and clinica assessment
Furthermoye, the  information rovrded bly medrcal records
cover only a Irmrtd seg are, r] the
hospital, ~ providing in ormatron aout what — comes
before and’ after. Regardless of those weakness, the
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medical record is generally used in quality assessment
together with other measures.

, Prescrrbrnd ractice IS a maAor element in
urative care pertormance, with potential influence on
oth the effici ncy and d ality of ¢, re rovrsron (Gilson
t 4 ..~ Assessing  prescri gprac rce was
ndertaken by Gilson and .his coworkers rn 1993 0
Wi der evaluatron of primary health unit perform nce rn
e Morogoro regign of TanZania in  terms of effrcrer]c
with respect to~ the costs and quality of care. Qualit
was examined throu%h assessment of strueture Iprocess and
community satisfaction. Process of care IS
reviewed” . by observing Ith wor ers  durin
confultatrons, using pre- establrshed checklists embodyrn
quality . criterra “and  standards. The assessment
prescribing . pract rce rs ase the rndrcaors
recommended in 1993 bY Internatronal Network for
Rational Use of rugsgNR ; prescribing is assumed to
more ratlonal If” the drcat]ors have Iower vau%s
nj| 2, quoted y Gilson et al,
uded two steg to anaIyze the
ve data - ndom ‘sample of up’ to 100
tions from 2 months In each unit based on INRUD
rs; and (2) to evaluate t gatrent care and the
ng IeveI against nat |onaI tre tment guidelies of
ospective data - the observations of consultatron a
tions. obtained for each patient. Regarding cos
uality, ~Gilspn et al S foun N
s i1 overall cost pef mance h lit
0 Prescrrbrng ractice dff%rences |¥ Cl
drug. use as an example which can both raise
S gd impair the qualrty of care, for example, by
cribing unnecessary’ drugs,. on the other hand,
s can also mmply poor dualrty where underﬁrescrrbrng
practged GLIson concluded “that assessme

:—FU)Q_
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se shou a key facet of any strategy to maintain g
%Jmprove qua?rty wyhrlst ursurn% greatge¥ efficiency ?n
resource . use.” Therefor the erng prescribing

0
attern is used in this study to assess quality of care
REthe op y Taattyy

D area.

. Indaratna  (1996) stated that the percep ion of
quality of care from “the consumer's  perspect |ve IS
crucral ad positive, reaction to .this can help sustain a
reasonable “health ~ sector  performance. In ~ outcome
assessment, the degree of patient’ sat |sfactron W Ith
care IS an appropriate measure, It may be % to_ be
one of the desired outcomes of care (Dona edran 1988)
because other outcomes are difficult to measure or
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ddvelo after treatment. The validity of a patient'
ORI RIS 6% i
(S nrwanarar%/dsun 1996). d

Satrsfaatron refers to the extent % which
indjvidual needs. and wants are met. In  health  care,
Patren t satisfaction is linked t predetermrned attitudes
oward the medical care sstem as well a o expeetatrons
perceptrons regar in nguantrtré ality of
are received (Rossiter et aIl atrsfac |on |s a
ltidimensional varrabe be trmerelated
g trme contact time) doctordoatrent e atronshrp
information-related aratna,1996). Eight

en ons that contribute to patren safrsfactron or
satisfaction with care were proposed by Ware et al
/8, quoted by Rossiter et aI 1989) the art of care,
hnrcaI quality, accessib Hb/ convenience, . finance,
ility,  continuity,  and

c
n(nu
relat
dm
d(t%
tec

hfysrca envrronment availa
efficacy and outcome.

Patient satisfaction survey, . postal
onnaire,  interview or telephone survey, is often
0 Investigate the level of satisfactiof of patient
health servrces The rdentrfrcatron of |nd|cators
%uestrons Very rmeoran when mtervrewrng %
e satrsfaetron The questionnaire  shoul e

carefully, Pre-testing it and selecting the
o rrate questrons are suggeste (Mclver1992),
charoensahren et al (199 desr%ned two sets_f
tionnaires in order to examrne consumer perspective
|fferent aspects of quality of seryices rovrded at
atient _clinics and inpatiert wards .In 9hosprta|s In
tland. The outpatient questionnaire .includes ques 1ons
t quality perception by the patient in. terms _of

timg, ~information = and communrcatron prrc

e, treatment  and  care. For inpatien
stionnaire, quality.  perception consrste
in ormatron and communicatjon, price charge Iength
stay, treatment and care. The characteristi t]
such’ as sex g region of resigence etc 0 en af
the level of satisfaction, thus the questionnaire sh
cover this information.
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, In Vietnam, the assessment of qualit of care .is
still very L ttle.  Among limited . numbe studies
concernin IS problem an evaluation _o uaIrty of
publri heaIt services was conducted by ruon dun
et al (1994) In four rural ~communitigs C%uan n|n
province. Oné of the major objectives of hrs study” was
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to develop methods for evaluating the quality and
quantity of primary health care services in the context
of Vretnam. The adthors used a checklist for assessin
the quality of health station services and some ke
rograms including respirator )6 infection and drarrhea
U f care as esse y eamrnrnga the number of
curatrve consuIatrons medical care and use
of drugs. Diagnoses and treatment recorded in the
consultation books were compared wrth national treatment
ﬁurdelrnes noted that hou[gh the commune
ealth ?atron recors are not a perfect indication 0
the heath care actuaII IJoractrsed they do reflect the
genera ttern care” provided The evalua tion on drug
se hase on INRUD indicator .

3.3 Quality of care under the health insurance scheme

_ . To evaluate the effects of any health care
frnan,crng system, there are 3 issyes that shoquld be
considergd:  equity, efrcrenc?/ and cost-effectiveness
(Phua, 1990). Phua “also stated that the emphasis has been
placed on the quality of care including b% of process
and outcome aspects. The. int ermedrate efects of the
health care processes IS measured g pro essronaI
standards or acceptable porms. The outcomes of health
status 1§ considered as the final output resulting from
Inputs of health resources and health care.

uaIrK has heen a topic of attention in
American ‘health care since the early years of this
century (Donabedian ?89 d]uoted Frredman 1995? On
the ~other hand, hea surance, |ncu ”t]\/? Pvate
health. ipsurance organized into = Health aintenance
Organization  (HVOs) and socjal rnsurance such
Medrcare Mediald play Indispensable role in the
ealt derver system |n US. It 1s often said stated
hat h paymént mechanism can influence the delivery of
eaIth services. Therefore, quality of care urder
Ifferent ga yment mec anisms has been assessed. Kahn et
I (990) N ucte a 4year na tlonwide evaI ation of the
ffect of the diagnosis rea grougs hase prospectrvg
R/la ment system onh quality ar for hospitalize
edicare P/atrents This study Waf esrgned as. 4
retrospective before- after stuay: Qua ity was” assessed b
%rocess and outcome approaches.” They used moraIrty rat
%an ags after agmission to examrned he ou come
They cond uc a mortality analysis In wh % used
linéar re%ressron to estimate how changes rn deat rates
were assoClated with each of 14 variables. The g ualrr(
process of care was measured by means of explicit
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criteria and by rm(plrcrt review by expert clinicians. In
relation to the cess-outcome Tink, better process of
care was shown to be associated with better outcomes,

addition, because 0f h prosgectrve paymen system (PPS

incentive reduce sa(y h ey als
measured fatrent rnstabr rt rsc arg{ tracer
method was_ applie h se lected

Inth rs stud
diseases. The ‘information was Yarne from medical
records of patients and from the HeaIth Care Frnancrn
admrnrstratrn frIes According . to the results, th
authors concluded tha ros ec ive payment system di
not affect the mo alit ess of ‘care in hprta
tue %%elrcoo that a patient will Db

increased
drscharged In-an ondition.

%
t

In another stud Rossiter et al, 1989), the
drfferences In patient sa/trs(factron beween benefrg arles
enrolled O plan with g tion pa ment method
ang benefrcrarres In the fee fors rvice (FF se or was
analyzed.  Telephone survey were con Two
dimensions of atient sat rs actr were ocused upon:
satrsfactr? with the technical quaIrty of care and
accessibility. No dfference in overaII Satisfaction was
found between gro p However, HVO enrollees
expressed ess satfsfaction compared with

beneficiaries regardrng specific aspects of quality such
as professrona compe ence and the erlrngness of the HWD

to  discuss rob ther hand, HWO
enroIIees were more sa trsf d than FFS beneficiaries with
waiting time and claim processrng

In Thailand, the social insurance scheme provides
health care services to the isured through networks of
clinics. with main_ contractors who aré paid on a
cagrtatron basrs The Medical Socral Securrt Centre
%MDEC B the gest rrvaée network Ipzpara 1S
the gestp or nized network. Srrrwa rangsun
? [

f

—

96) “eva ﬁ uarta/ of care in MEDSEC network by
ee approac es. cture rocess and outcome
rastructure of a]nd Rpara networ S Were
pared rn terms 0 enera admr Istration, |patren
rvrce aboratoty X-ray, ph arma\ operatr g and
livery room inp atrent ward rnfor ation waa
tarne by usrn% questronnarres sent clinics an
spitals. "Process of care vvas examrngd rn 2 aspects:
tpatient (OP) drug prescription (r]patren (IP)
re. Srrrwanarn sun u]sed th tracer metho In assessrng
ocess of 8are Diarrnea an p endjcitis were selecte

stuy Upper respiratory infection, arthritis,
nary tract diseases, and hypertension were chosen for
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0 study He anaIyzed OP drug prescription based e
Prescrr rn rn%rca ors . recommended by . WHO (1993% and
hen comé) red the detail of treatment” in each traGer_ to
g stan a treatment  adopted from, the Food and Dru%
Administration, of Thailand. ~Analysis of care wa
based on medical records and results of %uestronnarres
dﬁsrgned to. investigate the outcome of gre al treatment
The “explicit criterra were establishe panel of
experts for each disease. Patient sat rsfactron was used
to measure the outcome of care. Satisfaction of IP  of
MEDSEC and Nopparat, networks was examined Dby usin
structured questionnaire to interview IP. Five aspects o
IP satisfaction were. considered: admission _activities,
treatment and care, information and communication, ward
environment _and  facility,  discharge and  outcome
activities., Srrrwanarangsun could not™ draw an overall
concIusron on ﬂuartg care In MEDSEC networks,
however clusion was drawn for each aspect of

rgenera IP more sat rsfred with the MEDSEC
than he Noppaa networks.

. Yumiko 1994 nsrde‘red %\r lity of care as one
of crit erra of e uity when sne ev uated the experiences
of Health rnsurance rn hailand terms of equity and

effrcrencgr surve eghr technique) was
use sess thJee cur\rent schemes ealth rnsurance
hara Inclu Free Medical Care for the Low

Income ousehod% Social Security Scheme(SSS)
and the Health Card’ Program (HCP). The questronnarres
ent to ex ﬁ %contarned one question concerp g ciualrty
of care, ther the quality "of care provr 0 the
insured 1s satrsLactorJ The indicators alw

care ere are alification of hea fac tres

srtgd in terms of healh ersonpnel, supplyng materra
and drug s and the consumer satisfaction with” services.
Resul ts from response the survey showed that the

qualrt of care rovrded he Insured patients 1is reﬁarded
as reIatrveIg Iow in aII three health insurance schemes
Tte capitation payment is cited as main reason for this
situation.

uaIrtZ care WS also r%vrewed by Supachutikul
1995 when b analgzed e health Insurance schemes In
ar and hrs auth rcommented that there are yery few
studies on quality of services across various financin
schemes whrIe the equity, effrcrer]cy and quality, of car
seem universal goals’ ‘for every ’develope
coynt ry Prevrous studies related to uaIrty of SErvices
under Oh nsurance schemes (}Nere gvrewe Bennette
(1994) stu ied consumer knowledge and perceptions of
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hospitals among formal sector workers in Bangkok b usrn
In-depth- rntervrew and  found neaay %

respondents, on at least one occasron een ver
dissatisfied with the services provided osprtal
These rntervrewees are covered by . the Workmen
Comgensatron % prescri ron comearrson
between Social Securrt Patre ts and other patients are
considered by Srrrvanaran (1995). She analyzed druri
prescriptions”of ambulatory patrents in a private socia
security network. The payment mechanism to the network IS
by capitation from the Socral Securrty Office. 1t was
found | that the item P prescription  of the Social
Securrty patrent was not lower than for general patients

but the average price was lower. Some diseases had. been
sIected to rnvestgate the difference i prescrrbrnq
attern between lal - Security Ratrents and gﬁne,ra
atients. The conclusron rawn 15 that gayment mechanism
affects the change In p)ﬁsrcran practices. This change
moves toward reducrn wastage from unnecessaly
treatment in some condr tions.
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