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Bac‘(ground

Since 2001 it has been the stated aim of the Thai government to ensure that all Thai subjects had
access to healthcare, this is being implemented through the creation and gradual expansion of a new
health insurance programme available to all Thai's known as “Universal Coverage” (UC) which provides
a baseline minimum level of healthcare funding which is being gradually raised year-on-year.

Figure 1 outlines the most recent National Health and Security Office (NHSO) data on the coverage of
the population by all 3 of the public health insurance programmes in operation today: the Civil Servant
scheme is reimbursed generously according to the fee charged by the healthcare provider that the
patient selects, the Social Security scheme is funded by government subsidised payroll contribution
and is paid through a slightly more restrictive reimbursement-based approach; the UC programme
requires no copayment by the individual and the healthcare provider is paid directly according to flat
tariffs according to Disease Related Groupings (DRGs); the estimated 1% who remain uninsured
generally comprise the refugee population in Thailand.
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Figure 2: Breakdown of the Public [Healthcare |nsurance Programmes According to Proportion of the Population
[ ligible as of October2010'

In 2008 the government expanded the * Blindness of the patient and no carer able to

Universal Coverage scheme to include
End Stage Renal Disease (ESRD) *Skin lesions which prevented the use of a
treatment, which at the time was Tenchoff catheter (eg psoriasis),

delivered predominantly by Centre-based *Extensive adhesions within the abdominal cavity
Haemodialysis (CHD) in Thailand. The
logistics of having patients brought to the
hospital 3 times a week as well as cost of
providing this CHD, was deemed unworkable within the UC programme so the National Health and
Security Office (NHSO) announced that ESRD treatment would be funded as a “PD-First” therapy

perform exchanges.

or poor peritoneal membrane function sufficient
to prohibit CAPD
Figurc 1: E_xccptions from the "PD First Po[icg

! Source NHSO Powerpoint Presentation
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whereby a cheaper, home-based alternative dialysis therapy (Continuous Ambulatory Peritoneal
Dialysis - CAPD), would be the only dialysis modality funded for patients under the Universal Coverage
programme, except in circumstances where CAPD could be considered impossible which need to each
be approved by the NHSO, (see figure 2).

| arranged to use my elective to spend time with the department of Dr Piyatida Jeungsmarn who is the
NHSO medical consultant for their dialysis policy and is also the Director of the Renal Department of
Thailand’s only publicly-funded private hospital: given this status by the Prime Minister Abhisit Vejjajiva,
while he was still Minister for Health, (and his father was a Professor of Neurology there).

Aims of my fi_[ective f’ixpcrience

The stated aims for my elective were:

1. To immerse myself in and learn about the work of a Nephrologist in Thailand, (including but not
limited to Peritoneal Dialysis), and to explore how cultural and economic differences influence
on the way health care is provided in Thailand.

2. To contribute wherever possible to the provision of care for patients at Banphaeo Hospital,
(whilst acknowledging the limitations of my own competence).

3. To gain an insight into the impact that national political policy has on clinical practices, decision
making and patient care at a local level.

4, To share with Dr Piyatida’s team my perspective as a student who has experienced the
provision of care in the NHS and has spent time with Professor Wang Tao in Beijing.

5. To contribute to any ongoing academic or clinical governance work or to design and implement
a small project for myself to complete during my time in Bangkok.

| was fortunate to have been awarded a bursary by the British Renal Assiciation to help fund my
Elective experience. What follows is a reflective piece of my experiences during my elective.

Mq ]mpressions on the Work of Doctors in | hailand,

Having previously spent more than a year in a hospital in the Peoples’ Republic of China (PRC), | feel
that | had anticipated and was emotionally prepared to see the massive differences in wealth which is
S0 conspicuous in developing countries, and indeed my impression of Bangkok was that the level of
absolute poverty and individual abandonment was not as stark compared to that which | noted in the
PRC: | feel that this may be a reflection of the difference in priority placed by the government on social
rather than economic development goals.

| spent most of my clinical time with a young Consultant called Dr Apishat who was a humble, yet
clearly intelligent man. He was originally from a poor family in a poor North Eastern province and at a
young age he was identified by his local education authority as being a very high achiever: they
sponsored for him to travel to Bangkok at the age of 12 to sit an exam for a scholarship to attend a
prestigious school, which he won and then continued the rest of his education away from home.
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]:igurc 3. A Chincsc New Year Lunch with (from left to right) Dr APishat, (Consultant Ncphrologist); Wipada,

(CAFD Nursc); Kancla, (cha| Head Nursc) and m35c|F

Dr Apishat’s day started at 0730 when he would conduct a general medical ward-round (there are no
junior doctors at the hospital branch where we were based therefore he usually conducted this alone,
usually seeing around 15 patients before 0900. This contrasts starkly with the ‘monster’ ward rounds
conducted by NHS hospital Physicians. In my view the main reason for this was because he saw them
all daily and the average stay of patients in Banphaeo appeared greater than patients in the UK so ke
knew most very well. | think that ths longer inpatients stay could be explained by a number of
differences between out countries:

Most of the patients in the wards were UC patients and from rather impoverished backgrounds,
and the general impression was that many patients would be discharged into unhygienic,
chaotic poorly nourished environments and so were kept in to avoid the possibility of more
severe re-admission.

There was no emphasis on early discharge as there is in the UK or the Kaiser Permanente,
therefore discharge planning was not something ingrained in the culture through admission,
rather something to do at the end.

| felt there were no clear pathways for treatment of any condition, and things were handled in a
case-by-case basis, which | think resulted in a delay in treatment completion.

Whilst Thailand did have ‘GP-analogues’ known as “Family Physicians” in the community, (I
spent a day with them), and also some social service network growing | got the impression that
primary health care was still rather sparse and not treated as the foundations of the healthcare
system as it is here. As a result:

o There was no outside professional to liaise with regarding ongoing management
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o Often more work had to be done at a hospital level to initiate treatments, for example
all of the counselling and education.

o discharge had to be delayed until it was felt that patients were relatively stronger than
in the UK

Another notable difference was that there were no ward based pharmacists to check prescriptions so
there was less margin for error for Dr Apishat (who didn’t have a BNF, and relied on MIMS instead).
Other notable omissions included the lack of Oxygen Sats being used routinely and the ICU made little
use of ABGs (when | visited).

Perhaps the greatest frustration for Dr Apishat, was the
constant consideration of finance that he had to make, if there
was any patient that he considered unsuitable for CAPD he
had to deal directly with the beurocracy of the NHSO to obtain
funding, which often made variable decisions, furthermore the
NHSO would only fund Bampaeo hospital for “tertiary ESRD
services”, which comprised CAPD fluid, renal-related

| admissions and (more recently) erythropoietin injections. Any
i | other treatment the patient required (officially) had to be
provided by the patients “primary” hospital rather than

# Bampheao, (the patients “tertiary” hospital). In practice this
meant that Dr Apishat was not funded to prescribe
antihypertensive or diabetic medication, (two forms of

Fiéurc 4 This Branphaco Patient [Had medication which possibly 95% of ESRD patients require), but
what Appeared to be |cthyosis (with the primary hospital often was unable or unwilling to obtain
Total Body Coverage as in the funding and provide this treatment — it was routine in the

Photograph) but was Not [ xempted department to use second hand medication (for example

from the D First Policy, highlighting the  medication donated after a patient died), in order to provide

Routine Inconsistencies in the NFISO  hoor patients with something, if not a sufficient amount. At first
| was shocked by this, (particularly as the patient received perhaps only enough for 6 days, which | felt
gave them the false impression that it was curative), however over time | realised that it was better than
nothing. Out of date medication was never dispensed, and a great amount of work went into sorting out
these donated medications.

| enjoyed discussing patients with Dr Apishat, and | do feel that my experience from a healthcare
system that is much more ‘proforma driven’ benefitted him somewhat also — | was astounded to note
how little use was made of local guidelines — for example he was very surprised to hear that each
hospital would have a different guideline for which antibiotics to prescribe for common problems and
that it was emphasised that this must be followed at all times. Figure 5 describes two brief case reports
which exemplify the challenges for Dr Apishat to be an effective doctor in the Thai system.
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Patient A

58 year old woman with disseminated \/arice“a infection, sent to
Banphaeo bg her Frimarg rfospital to receive rescue haemoc{ialgsis)

however Whllst Sl"lC was at Banphaeo S}TC CXPCFiCﬂCCCI a new onset

of confusion requiring a (T head, which would onlg be funded })3
the Nf’]\(jo if it was Pcncormecl in her Frimarg r‘lospital‘

Banphaeo agreecl to waive the fee for the CT scan and made a
loss treating this Patient.

Unportunately, after this de!ay the (/T was unremarkable.

5!’16 died a few clags later on 20-2-2011 - autopsg revealed chronic
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Patient referred to Banp}waeo hospital for clialgsis after 30

years Poorlg controlled hﬂpertension which had led to causing

blindness and chronic glomerulonephritis. T his was Prior to the

NHSO ESRD Po]icg 50 he chose to use his Social

Security |nsurance to co-pay (his 500 PBaht to 1500 Paht from

to the Nf’]\(jo Policg which he was also eligible for and who

would fund CF}D due to his blindness.

T!’]e Nr]\(jo refused to accept his claim, and said that they
would only fund Cf’]D if he was first trialed (as a blind man) on

CAFD, unclergoing a | enchoff incision oPeration.

I:igurc 5: Two BricF Cascs to Demonstrate the [Frustrations of a Doctor in Thailanc{
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]:igurc 6: Buddhist Monks Were |nvited to Bless the DcPartmcnt on the 3rd Annivcrsary of the OPcning of the
CAFD Ccntrc on Fcbruary 11 h 2011

Managing the Exp!osion in Patient Numbers

The other great challenge for hospitals with the new NHSO ESRD policy was the avalanche of patients
who would wish to use the services newly available to them. In the space of 3 years the number of
CAPD patients at Banphaeo hospital increased from less than 30 to more than 600. Not only has there
been a challenge to employ enough adequately qualified staff, but the challenges that these new
patients present are different in nature than the wealthier population that existed before. The CAPD
department continues to employ the same 2 doctors that existed in the beginning and the growth in the
workforce has come from bringing in and training up 9 nurses, 3 dieticians, one two district health
nurses, one social worker, 4 support staff, 5 patient-volunteers and 2 full time drivers.

]:igurc 7: Frovicling Faticnt E_c]ucation whilst Faticnts Arc Waiting> to be seen in the OutPaticnt Clinic, with Dr
Fiyathida Writing on the Whiteboard
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All patients are seen in clinic at least monthly (as before) and as the time with the doctor is more sparse
the waiting time that patients spend has been used as an effective way to promote patient education
with a programme of talks from the dieticians, doctors, nurses and guest speakers. It is also a chance
for patients to meet other patients and receive peer support.

Figure 8: The Home Visit Team Helping a Patient to Improve the Cleanliness of the Area he used to Carry Out his
Exchanges

To augment clinic visits, there are 2 home visit teams, consisting (variably) of a social worker, nurse,
public health nurse and PD nurse. All patients are visited at home at least once every 3 months to
inspect the area where they carry out their exchanges and to counsel them one-on-one: this is hugely
popular with the patients. The second team was brought in to focus on giving a higher intensity of
support to patients who are at high risk, identified thorough careful paper record taking.

523 b
594

g

5

1
= laaa e A

Figure 9: The Board Used to Triage CAPD Patients According to Intensity of Health Input Required
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[inal Reflections

| was overwhelmed with the hospitality of the department, and considering it was a place to help people
who suffered from a severe condition it was a remarkably happy, low stress environment.

f.KN
]:igurc 10: A Young, E nthusiastic Staff is Crucial to Managc the Recent E_xplosion in Patient Numbers

| would like to end this reflective piece by
telling you about a patient story that
happened before | arrived at the unit.
There was a patient who attended the
Peritoneal Dialysis clinic who lived in such
poor conditions home visit team were
concerned that it would fall down
imminently, (figure 11). A few members of
the department were so concerned about
this that they posted the plight of this
patient online, publicised it and managed
to raise enough money to repair the house.

The patient actually lived with her daughter
and son in law, so once collected it was
given to the son-in-law to repair the roof of
his house amongst other things.

Unfortunately as time passed the home
visit team did not notice any change in the
home whatsoever, and even now, more Figure 11: The Shared Family Home of one of the
than a year later no alterations have been Poorer CAPD Fatients

made to the house. Nobody at the centre
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knows what happened to the money that they raised, the son-in-law won't say. Whilst the team who
raised the money are sad, they don’t appear to bear any lasting malice about it, indeed now the same
patient is invited to the department to have a free every day, they said to me the reason for this is
because they realise that perhaps they cant change the home she lives in, but at least by giving her an
incentive to come in daily they can control the place she does at least one of her exchanges. For me,
this story represents to me a very characteristically Thai psychology.

The patient remains in relatively good health.
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