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Abstract

In 2001, Thailand introduced the Universal Coverage of Health Care Policy (UC) very
rapidly after the new government came to power. The policy aims to entitle all citizens
to health care and includes health system reforms to achieve equity, efficiency, and
accountability. The overall question this thesis asks is how did this policy come about,
and how likely is it that the policy will achieve its goals?

Literature suggests that understanding the policy process is as important as assessing the
content of particular policies when judging policy outcomes. By using an analytical
framework to explore four elements: context, actors, process, and content, this thesis
aims to generate general understanding of the UC policy process, and to use this
analysis to assess implementation. It starts by addressing how and why universal
coverage, which had long been discussed in Thailand, got on to the policy agenda in
2001, and then explores how the policy was formulated nationally. It goes on to look at
implementation in one province, examining the inter-relationships between provincial,
district and community facilities. Data were gathered from key informant interviews,
document and media analysis, and group discussion with villagers.

The analysis suggests that Thailand’s democratization, created new actors in health
policymaking processes which had long been under control of bureaucrats and
professionals. The 1997 Constitution encouraged a more pluralistic political system.,
Universal access to health was advocated by a group of non-government organizations
who pushed to get UC through legislation and announced their campaign a few months
before the 2001 election. NGO interest was paralleled by a political party campaign,
announced in 2000 by the Thai-Rak Thai Party, and implemented as UC when the Party
came to power. UC was picked up because it was seen as legitimate, feasible under the
existing infrastructure and government budget, and also congruent with the reform
intention of the political party. Once it became the government in 2001, an important
factor in early policy formulation was the extent to which national research provided
evidence to support the policy. The research community was tightly-knit and
concentrated in medical-related professions. One member of this policy community
played an important role as a policy entrepreneur. This policy community continued to
support evidence for debates in policy-making during both policy formulation and
implementation. The implementation process was a top-down process; however, there
were some spaces for street level bureaucrats to adapt decisions to fit their context.
Implementation started through the extension of insurance coverage in four phases
uqder the execution of the Ministry of Public Health. Private providers were only
minimally involved in these formulation and implementation phases. The UC policy in
2001-2 was characterised by clear policy goals, limited participation, strong institutional
capacity, and very rapid implementation — all factors which anticipated success of the
policy. However, the complex technical features of the policy and the big change in
system reform were a brake on success. One of the implementation problems was the
mobilization of human resources, especially where bureaucrats were resistant to change.
It seems that the implementation of the UC policy in Thailand reflected both managerial
as well as political problems. Given the findings of this study, policy monitoring should
pay attention to political as well as technical assessments.
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CHAPTER 1 - UNIVERSAL COVERAGE POLICY

Rhes W@Ww

Chapter 1 - Thailand’s radical Universal Coverage policy

1.1 Introduction
The drive to public sector reform from the 1980s pushed health reform policies on to

international and national agendas. While reforms in the areas of financing and health service
delivery systems focused largely on cost containment, pro-market terms and reducing the role of
the state, some countries sought ways to exercise the state’s role to ensure their citizens' rights

to health care. Thailand is among those who have pursued and achieved universal coverage
(UCQ) in this reform era.

In 2001, Thailand introduced the UC policy very rapidly after the new Thai Rak Thai Party

(TRTP) government came to power. The policy aims to entitle all citizens to health care access

and includes health system reform to achieve equity, efficiency, quality, and accountability.

The government established a subsidized health scheme known as the ‘30 Baht Scheme’ to pool :
and expand two existing schemes. Its features included predominantly tax-based financing with
a minimal co-payment of 30 Baht per medical visit and a comprehensive benefit package .
covering both prevention and curative care. The scheme covered about 80% of the population, f
excluding only those in the formal sector who were covered by the Social Security Scheme and q
the Civil Servant Medical Benefit Scheme. At the same time, the government reformed its |
health-financing system. The UC policy shifted resources to primary care through a contracting

process and incorporated private provider collaboration. The overall question this thesis asks is

how did this policy come about, and how likely is it that the policy will achieve its goals?

The literature suggests that understanding the policy process is as important as assessing the
content of particular policies when judging policy outcomes (Grindle and Thomas 1991; Walt
and Gilson 1994). Policy process studies suggest that political factors are as important as
technical factors and can make a policy fail if neglected by policy-makers (Walt 1994).
Analyzing political dimensions, policy research scholars have looked at the experience of health
care reform in many Western industrialized countries (Flood 2000), yet there are few studies in
developing countries. There is little knowledge of what factors are important in the policy
process in developing countries and how these factors influence the decision-making and the
system change in such countries. Therefore, this thesis tries to provide some answers to these

questions by looking at the policy process of Thailand’s UC policy.

By using a policy analytical framework, the aims of this thesis are threefold. The first is to
generate general understanding of the UC policy process; to answer how and why the UC issue

got on to the policy agenda, and how the policy was formulated and implemented. The second

11



CHAPTER 1 - UNIVERSAL COVERAGE POLICY

is to explore how the process influenced the design of the policy and how far the design affected

implementation. Finally, it aims to assess implementation and the extent to which the policy is

likely to achieve its goal.

The thesis is divided into eight chapters. This chapter introduces the rationale for universal
coverage, and includes a review of the literature relating to, both health care reforms and the

Thai context. Research questions are proposed at the end of this chapter.

The next chapter provides the analytical framework of policy analysis and the research methods
used. The results are presented in the next five chapters as narrative policy analysis. Chapter 3
describes the agenda setting process; Chapter 4 explains the policy formulation process.
Chapters 5 and 6 describe the implementation process at central level and provincial level
respectively. Chapter 7 presents the operational level responses including perspectives from

villagers. Synthesizing from all results, Chapter 8 discusses the findings and provides the

conclusion and recommendations

1.2 Rationale for universal coverage
Under different health systems in different countries, varying shares of the population are

provided with adequate access to health services and protection from financial consequences of
illness. In particular, some countries ensure universal access to health care while others do not
(Abel-Smith 1994). The accepted notion of universal coverage is that it is able to enhance the
equity of the health service system (Mills 1998; Veugelers and Yip 2003). However, whether
countries introduce UC is dependent on national values, the political influence of different
actors, and economies (Abel-Smith 1994; Green 1999; Navarro 1989). The differences in

system designs to achieve universal coverage are also important to the extent of guaranteeing

equitable and sustainable health care systems.
1.2.1 Why universal coverage is important

The term ‘Universal coverage (UC)’ can be defined as ‘a situation where the whole population
of a country has access to good quality services (core health services) according to needs and
preference, regardless of income le\;el, social status or residency’ (Nitayarumphong 1993).
Where UC is introduced in the health system, it can protect citizens from the financial
consequences of health care and ensure all citizens access to health care (Mills 1998).
Underlying the concept of UC is the ethical principle that access to health care is a right of
citizens that should not depend on individual income or wealth (Green 1999; Mills and Ranson
2001). A definition of equitable health care is the extent of equal access to the available care for
equal need (Mooney 1983; Wagstaff 1993a). This could be provided basically by law; however,

other considerations should be taken in practice to promote greater equity. These include the
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extent to which resources are allocated in relation to social and health needs, the geographic
distribution of services, the quality of care (Whitehead 1992), and the efficiency of health
services (Kutzin 1998). Universal access to health care can be seen as a primary criterion of the

quality of the health service system (Mera 2002).

Where UC has been disregarded, access to health care was seen as similar to access to other
goods and services, and dependent on an individual’s success in gaining or inheriting income
(Green 1999; Mills and Ranson 2001). As a result, the state’s role was confined to the
regulation of the health care market and the provision of public health measures. Thus, means-
tested programs, for example, were provided to protect the poor who were unable to afford

health care. However, many argue that market failure in health favours a state role in collective

financing arrangements (Mills and Ranson 2001). For example, those who are not protected by
the public welfare scheme and have ill health might not be able to afford risk-adjusted private
insurance premiums. This is evident by the large number of Americans who are uninsured,
being either unwilling to pay or unable to pay for private insurance (Hsiao 1992). There are
also doubts about the effectiveness of the means-test procedure. In Thailand, the means-tested
medical welfare scheme before UC was not effective in covering the targeted persons (who
were poor) in the scheme (Na Ranong and Na Ranong 2002b). A survey in 2000 found that
only 16% of the poor had Medical Welfare Scheme cards and only 28% of cardholders (of

which the cards were for the poor) were actually poor (Bureau of Health Policy and Planning
2000).

The development of collective financing in many countries started from voluntary and
compulsory insurance and included the self-employed in the later stages. In many cases, the
state’ collective financing systems were established to respond to public demand, and the state’s
actions were facilitated by the political and economic changes and the strength of the working
class (Navarro 1989). For example, in Germany where compulsory insurance was first
introduced in 1883, the aim was, on one hand, to benefit the working class, and on the other, to
contain socialist and revolutionary pressure by creating new loyalty among workers to their
employer and to the State. In Britain, the compulsory health insurance policy of 1911 aimed to
win popularity with the working class (Abel-Smith 1994). In South Korea, the social health
insurance policy aimed to seek legitimacy of the military government during the political
transition to democracy (Moon 1998). In Taiwan (1995), the government implemented
universal coverage by law under the increasing challenge of the opposition democratic party
who had long advocated the establishment of universal national health insurance. This policy

also reflected rising public demand for better health care during economic growth (Cheng 2003).

It is clear from the above examples that universal coverage is seen by many as a legitimate state
responsibility and is likely to be supported by the public.
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1.2.2 Issues on system designs

There are at least two prototypes of the financing system for medical care that countries have
developed as mechanisms to achieve universal coverage. The first is the social insurance
arrangement (the Bismarck model), and the second is the tax based system (the Beveridge
model) (Mills and Ranson 2001). The terms ‘universal coverage of health care’
(Nitayarumphong 1998) and ‘universal health insurance coverage’ (Meyer, Silow-Carroll, and

Sardegna 1991; Saltman 1992) are sometimes used interchangeably. Which a country uses is a
political choice (Abel-Smith 1994).

From 1920 onwards, many countries developed their system to extend their citizens’ rights to
health care to the point of universal coverage. These countries include, for example, Hungary
(1920), New Zealand (1938), Soviet Union (1938), Britain (1948), Japan (1960s), Scandinavian
countries (1960s), Canada (1970s), Italy (1980s), Portugal (1980s), Brazil (1980s), and Spain
(1980s) (Abel-Smith 1994; Preker 1998). South Korea followed in 1989 (Moon 1998), Taiwan

in 1995 (Cheng 2003), and recently Thailand in 2001 (Tangcharoensathien et al. 2002b), and the
Philippines plan UC for 2010 (Tan 1998).

Some of the countries above developed collective financing systems incrementally extending
coverage with various kinds of funds to cover the self-employed. Four main ways have been
used. The first was to lower the cost of insurance to affordable levels for everyone, and provide
highly subsidized public hospitals, such as in the Scandinavian countries. The second was to
make other funds to subsidise those excluded from the compulsory insurance (low income self-
employed), such as in the Germany (Abel-Smith 1994). The third was to pass legislation to
establish a single compulsory health insurance scheme to include the self-employed and the
poor with differential subsidisation from the government, as in Taiwan (Cheng 2003). The
fourth alternative was to pass legislation to entitle the whole population to benefits, and turn the

system to one of government-financed services for all, such as in the UK.

Looking at financing system design, Kutzin (1998) suggests that the overall objective should be
‘achieving universal coverage with effective health care risk protection at the least cost’ (Kutzin,
1998:29). This relates to three main elements: (1) institutional arrangement (sources of funds,
allocation of funds and associated institutional arrangements for health care); (2) broad health
system support functions; and (3) the benefit package (Kutzin 1998). As the policy design
affects the equity and the sustainability of the financing system, the section below discusses the

debatable issues of policy design for the developing countries to achieve universal coverage.

In many developing countries, health care has already been predominately publicly financed and
provided (Zwi and Mills 1995). Therefore, the challenge for policy-makers in developing

countries is not just to ensure access to a good quality of health services, but also to redesign
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and reform their health financing and service delivery systems to guarantee sustainability. The
highly debated issues in system designs for developing countries include the pace of reform,
source of finance, regulation of the whole system (promoting proactive purchasers), number of

organisations involved, and provider payment system (Nitayarumphong 1998).

1.2.2.1 Pace of reform: big bang versus incremental change

It is possible to achieve universal coverage by a fast-track approach, but it needs major reforms
and legislative changes, strong political will and government efforts. However, the ‘big bang’
approach might have negative consequences. An example is Taiwan. In Taiwan, the National
Health Insurance merged all ten existing schemes in 1995. Though the National Health
Insurance followed a half-decade of planning, it was implemented rapidly, just two months after

the establishment of the Bureau of National Health Insurance. This hasty inauguration led to

chaos and confusion (Cheng 2003).

To avoid inadequate planning of the implementation, incremental changes have been suggested
for low and middle-income countries (Carrin, De Grave, and Deville, 1999 quoted In
Barninghausen and Sauerborn, 2002). A good historical example is the incremental
development of the social health insurance in Germany. This involved three transition phases:
from informal to more formal, from voluntary to compulsory, and from small to larger schemes.
Whether this incremental development can be adapted to low and middle income countries may

be highly contingent on the context (Barnighausen and Sauerborn 2002).

1.2.2,2 Source of finance: insurance premium collection or general tax revenue

There are many ways of funding health care. Two main methods are insurance premium
collection and tax-revenue subsidization. The social health insurance (SHI) arrangement is a
risk-sharing system in which money is collected from individuals as a percentage of income and
as such is seen as equitable and to provide greater consistency of funding. However, it can be
regressive depending on the level of the contribution ceiling and the exemption for the low-

income groups; i.e. the lower the ceiling of contribution and the amount of exemption, the more

regressive the system (Mills and Ranson 2001). Financing by tax revenues is dependent on the
government’s revenues and political priority. The degree to which a tax-based system is

equitable depends on the progressivity of the tax system and the allocation of health care
resources (Green 1999).

The income-based premium collection (in SHI) relies on the formal employment economy; thus,
it has limited potential for countries where a large percentage of the population is outside the
formal employment sector. Thus, several sources of finance may be used to finance insurance

schemes for different population groups. However, this can create duplication of the household
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contribution and might be perceived as unfair. This issue has been discussed in the case of

South Africa (Mclntyre, Doherty, and Gilson 2003).

1.2.2.3 Regulation: purchaser/provider split

In many developing countries, governments have a major role in service provision and have a
separate function in purchasing roles. The emphasis on the purchasing role has arisen due to the
increasing power of managers to balance the power of providers in order to force providers to
operate in the interest of public and technical efficiency (Mills and Ranson 2001). However, the
fact that organizations and individuals have to fulfil both purchasing roles and provider roles

can be a cause of conflict. Thus, it can be suggested to those countries that institutional reform

should be introduced to split purchasers from providers (Cassels 1995). However, whether this

can happen is subject to the relative power between the old authority (providers) and the

increasingly powerful managers (including politicians).

1.2.2.4 Single fund or multiple funds

Another debate is on whether there should be a single purchaser or multiple purchasers. For
private insurance, it is justified to promote competition among each other for clients. However,
It is questionable for tax and social insurance funded health systems whether competition leads
to positive consequences. If the insured can choose between competing purchasers, the ‘creams-
skimming effect’- the phenomenon where purchasers avoid enrolling high risk people — might
occur (Mills and Ranson 2001). If each insured is compulsorily registered to a scheme, the
duplicating administration of the multiple schemes might be considered inefficient and might

produce inequity in service provision, as has happened in Korea (Nitayarumphong 1998).

In many countries, multiple schemes existed before universal coverage and there may be

resistance to merging all schemes to one single scheme. To turn multiple schemes into a single

scheme system requires much effort from government and wider political support.

1.2.2.5  Provider payment: closed end payment versus fee-for-service

There are several ways to pay providers (Mills and Ranson 2001). For primary care, individual
providers can be paid by salary, fee-for-service, or capitation. Payment by salary is seen to be
inefficient as the amount of money is unrelated to workloads. Fee-for-service payment

encourages providers to provide more services and expensive investigations, and thus increases
the cost of the scheme (Kwon 2003; Rachel Lu and Hsiao 2003). It can be adjusted by a fixed
overall budget to lower the fee per item when the volume of services increases as in Germany

(Barnighausen and Sauerborn 2002). Capitation payment involves a fixed payment per year per
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person. This payment method has cost-containment ability. It supports continuity of care and

can encourage doctors to minimize the volume of services.

For hospital care, the payment methods are a fixed annual budget, itemized bill, daily rate,
average cost per patient, case adjusted for diagnosis, and contracts by type or volume of services.
(For the comparison of these payment methods and their incentives to providers see Mills and
Ranson, 2001:545). Each method has advantages and disadvantages, and often a mix of

methods is found in practice (Mills and Ranson 2001).

In summary, achieving universal access involves several elements in system design. Which
choice countries choose depends on the context in which it introduced. The next section

explores the context of international health care reform, which partly influences decision-

making in developing countries.

1.3 International health care reform

Health care reform was introduced in an uncertain policy environment, with considerable
conflict in values about health care. It was part of a trend of public sector reform, and was
dominated by donors and financial institutions such as the World Bank during the 1980s
economic crisis and indebted status of developing countries. Many reforms attempted to

increase the efficiency of the public sector, limit the role of state, and increase competition by

Increasing private role in health care provisions (Walt 1998).

Where health care access did not achieve universal coverage, it is questionable whether
governments reduced the state’s roles following the worldwide reform trend or converted the
reform direction to one of expanding the state’s role in financing and service provision. This

section discusses this point by reviewing the driving forces behind the rise of health care reform,

and the reform 1ssues in developing countries.

1.3.1 The rise of health care reform

The evolution of state involvement in the provision of health services has varied between
countries based on each country’s history (Abel-Smith 1994). Collective financing for health
care services was developed gradually, initially to alleviate the crisis of medical funding and
later to share risks from the expense of medical expenditure. The extent to which the state has
played roles in service provision and collective financing varies between countries, being less in

the countries in which health care has been dominated by the free market, for example the

United States (Abel-Smith 1994; Mills and Ranson 2001).

The development of the welfare state, especially in the liberal democracies of Western Europe,
increased the role of state in health care provision and in ensuring universal access. This growth

was directly related to the strength of the working class and economic instruments (Navarro
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1989). However, from the 1980s, there were more debates about the roles of state (Mackintosh
1992). Neo-liberal critiques' led to a huge shift in the whole social sector questioning, raising
doubts about welfare states, and in the health sector, cost escalation and monopoly providers

who limited opportunities for the market to exercise customers’ choice. The concerns over

public spending and questions of the legitimacy and role of government created a trend to
improve public sector performance, notably in the term ‘new public management® *, which

brought reforms in the general public sector and to the health sectors.

Various forces around the world caused many countries to search for answers to the question:
how should a nation structure its health care system (Flood 2000; Frenk 1994; Hsiao 1992;
Saltman and Figueras 1997; Segall 2000; Walt and Gilson 1994). “Health care reform came at a

time of considerable financial constraints — world economic recession, indebtedness among
many low-income countries, and rapidly became part of a wider program of economic and
structural reforms sought by the World Bank and other donors in many low- and middle-income
countries” (Walt 2001:684). Inside the health sector, concerns were expressed over the high

spending on health care services, the inefficiency of the service delivery system, and the
reducing of health care access and quality. For example, the United States and the Netherlands
rapidly escalating health expenditures and the lack of universal coverage forced the desire for

reform (Zwi and Mills 1995), and South Korea faced rapidly increasing health expenditure from
a rapid expansion of the health insurance coverage during 1980-1989 (Lee 2003).

Ideas about reform policies were disseminated worldwide. Policy conditions focused on ways
of reducing the role of the state, by, for example, encouraging the private sector (including
NGOs) to undertake services previously provided by governments, and mobilizing additional

domestic resources. Aid policies were also linked to notions of “good governance”, democracy,
and the growth of civil society (Walt 2001).

1.3.2 Reform issues in developing countries

In developing countries, economic crisis and countries® health and health sector problems were
the underlying roots of health care reform, but the reform approaches were partly imported from
other countries. The progress in reform in industrialised countries (OECD 1992) called to some

developing countries to reform their health systems along the reform trend of the developed

! Neolibefal critiques promote the ideas of economic liberalisation, privatisation, competition reform, labour market
deregulation, reduced government spending, and lower taxation by arguing the problems of interest group capture of
the welfare state, labour market regulation, and welfare dependency (Mendes 2003).

*New Public Management is a point of view about organisational design in the public sector that usually involves:
management styles to improve employee performance; breaking up the command and control of public sector into
decentralised corporatised units; and separating public funding from delivery of services (Ferlie, Ashbumer, and

Pettigrew 1996; Segall 2000). Also see Hood C. 1991. A public management for all seasons? Public Administration,
69, 3-19.
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world, particularly to encourage competition. The World Bank and bilateral donors had

dominant roles in exporting the health care reform theories recommended in the 1993 World
Development Report. The components of reform proposals in developing countries were; (1)
reorganizing national ministries of health and improving the performance of civil service, (2)

organisational heterogeneity and decentralisation, (3) improving the functioning of national
ministries of health, (4) broadening health financing options, (5) introducing managed

competition® and (6) working with private sector (Cassels 1995; Collins and Green 1999; Zwi
and Mills 1995).

1.3.2.1 Reorganizing and improving the performance of national ministries of health

This 1issue involves organizational restructuring, improving human/financial resource

management, reducing staff numbers, and strengthening the functions of ministries of health.

Restructuring plans have been made in a number of developing countries but many met delays
in implementation or are unimplemented. For example, Uganda carried out a comprehensive
restructuring of the Ministry of Health in 1995. It changed the function from the ministry for
health services to the ministry for health policy development. The size of the civil service was
supposed to decrease but it increased, as a result of strong bureaucratic pressure and resistance
to decentralization. However, the reform was in progress again after 1997 due to strong
political pressure from the President with support from donors (Jeppsson, Osterngren, and

Hagstrom 2003). Colombia was also interested in transforming its ministries of health but there

was strong resistance. As of 1998, there was no actual implementation (Bossert et al. 1998).

In Zambia, the political change in 1991 opened an opportunity to reconstruct the Ministry of
Health (Gilson et al. 2003). The reform decided to transform health staff to become employees

of Federation of Health Boards (1996) and to decentralise service provision management to
District Health Boards and Hospital Management Boards (Cassels 1995). However, the reform
was undertaken from 1993 to 1998 without achieving its goals because of opposition mainly

from big hospitals and the political uncertainty, including a coup attempt in 1997 (Blas and
Limbabbala 2001).

In Cambodia, reconstruction consisted of gradual infrastructure development and capacity-
building especially to monitor and evaluate the implementation of new health systems,
operationalising district health systems, and extending and monitoring health care financing

schemes (Phua and Chew 2002). The post-conflict environment might partly force the country

W

3 Managed competition is a term of health care management, which is a blending of the competitive anc! regulatory
strategies. It involves the ways a sponsor manages the market for competing health plans, establishes equitable rules,
creates price-elastic demand, and avoids uncompensated risk selection (Enthoven 1993).
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to reconstruct its health system. In Central Asia including Kazakstan, the Kyrgyz Republic,

Tajikistan, Turkmenistan, and Uzbekistan, reforms focused on primary health care as the

mechanism aiming to strengthen primary care, hospitals, and the financing system (Rose 1999).

1.3.2.2 Organizational and management changes and decentralisation

Reforms included such policies as the separation of funding and service provision functions,
privatisation, and decentralising responsibility for the management and/or provision of health
care to local government or to agencies within the health sector (Zwi and Mills 1995). This

includes establishing self-governing hospitals or autonomous district boards.

Decentralization was used as a strategy to strengthen health care at district level to improve

access in health care in, for example, Kenya (Oyaya and Rifkin 2003) and Malaysia (Merican
and Yon 2002).

However, decentralization had also had negative effects. For example, the Philippines radically
changed its health system with the devolution of health services to local government, but this
had a detrimental effect on health system performance, with only primary care structures at
community levels remaining strong. The country has passed a law to establish a national health
insurance system and the Health Insurance Corporation, but could not develop many of its
operating structures to support the implementation of the universal coverage policy mandated
since 1995. In contrast, Vietnam's experience, with its policy centralised under a state-run

social insurance system and only operational functions decentralised, has been seen as positive
(Phua and Chew 2002).

1.3.2.3 Broadening health financing options

This issue includes the introduction of user fees, community finance, voucher systems, social

Insurance schemes, and private insurance.

Reform attempts have focused on the generation of private sources for healthcare finance to
supplement tax-based finance and improve the quality of care. Most African governments
accepted cost recovery income for health care and had introduced user fees for health services
or medicines from the 1980s (Leighton and Wouters 1995). User fee implementation was
strongly debated, especially around its impact on equity and the access of the poorest. Adverse
impacts were seen in Kenya and Zimbabwe (Zwi and Mills 1995). In 1996 South Africa
removed user fees for pregnant women, nursing mothers and children under six (Gilson et al.
2003). However, an experiment with user fees in the contract management reform in Cambodia

gave a positive impact (Soeters and Griffith 2003).
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Compulsory health insurance exists in many countries of Latin America, and has been
introduced across Asia and Eastern Europe in recent years, for example in the Philippines,
Thailand, Vietnam, Laos (Phua and Chew 2002), and Bulgaria (Pavlova, Groot, and Merode
2000). However, it has been resisted in some countries. In South Africa, concerns about
whether it will achieve equity and financial sustainability objectives have delayed progress

(Gilson et al. 2003; Mclntyre, Doherty, and Gilson 2003). Similar reluctance can also be seen

in many Caribbean countries; despite which, the national health insurance law has been passed
(Huff-Rousselle, Lalta, and Fiedler 1998).

1.3.2.4  Introducing managed competition and working with the private sector

This issue involves promoting competition between providers of clinical care and/or support
services through single or multiple purchasers. It also includes establishing systems for
regulating, contracting with or franchising providers in the private sector including NGOs and

for-profit organizations. Examples are in Chile, India, and Malaysia.

Chilean health reform has occurred since the 1920s. It introduced the National Health Fund in
1979, followed in 1981 by additional major reforms which decentralized the operational
authority of the primary health facilities to municipal governments and created private insurance
companies, With the transition of the government from military to Democratic government,
reform policies shifted in the 1990s to strengthen the mixed public-private market of health
services to meet the expectations of the public. This increased competition at primary level by

allowing alternative providers from the private non-for-profit sector to provide services (Jara
and Bossert 1995).

In India, reforms have highlighted the current and potential role of non-government health care

providers; however, problems related to quality of care and the financial burden of unregulated

fee-for-service medicine were common (Berman 1998).

In Malaysia, the government policy adopted privatisation but faced opposition. Thus, the
privatisation exercise has covered only non-medical services and drug distribution. Plans for

corporatisation of public hospitals are under development (Merican and Yon 2002; Phua and
Chew 2002).

13.3 Summary

In summary, the reforms of health financing and decentralization were at the top of the policy
agenda in many countries during the 1980s and 1990s. The nature of reforms varied, due to the
diverse contexts of developing countries (Segall 2000). Though the reform initiatives existed,
the implementation in practice was difficult due to much resistance. The countries where the

basic management improvements were necessary still continued to strengthen their
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infrastructure and the Ministry of Health’s functioning. This principle improvement should not
be ignored as it is essential for further development (Mills 1997). Some countries where health
services have not reached universal coverage are still looking for ways to increase access In
health services (Mera 2002). Ultimately, whatever donors had recommended, the reform
measures and goals (whether equity or efficiency) had been balanced by the actors driving the
reform process in the particular context (Zwi and Mills 1995). Much depends on whether the
local actors are strong or weak. Using the experience of the decentralisation reforms in
Caribbean countries, Mills et al (2002) concluded that the difference in the nature and the
timing of such reforms depended on political and economic factors, the attitude of the public

service unions and the medical profession, and external financial supporters (Mills et al. 2002).

1.4 Thai health system and context before the introduction of the
UC Scheme

In Thailand, Universal Coverage has long been a concern among academics and researchers
particularly in the Ministry of Public Health (MoPH). The vision to achieve universal coverage
was announced in the Health Financing Conference in 1993 which was held by the MoPH and
the World Bank (Nitayarumphong 1993). At that time, 50% of the population had insurance
coverage, and the proportion of population with health insurance protection has gradually
increased since then. There are many insurance schemes that have been developed
independently at different times. However, until 2000, the system could not ensure universal
access of health care to all. Whilst the new Constitution promulgated on 11 October 1997
mandated the issue of equity in health care as a right of Thai citizens, and UC was one of the

goals in the 8" National Social and Economic Development Plan (1997) (Wibulpolprasert 2002),

there was insufficient interest among policy-makers to implement UC.

1.4.1 Health care delivery and financing system

In Thailand, the MoPH has held both a service delivery role and financing management role.
The MoPH invested in the infrastructure of health units to every district and sub-district, and

hospitals and health centres were gradually built up in all areas of the country during 1981-1991.
The ‘Decade of Health Centre Development’ policy (1986 to 1996) aimed to establish health

centres in all sub-districts (Tambons) in rural areas. Consequently, by 2000 there were few

geographic barriers to health care access.

Alongside the infrastructural development, the health-financing system also expanded.

Before UC, there were four main public health insurance schemes, covering four major

population groups. They were the Medical Welfare Scheme - MWS (1975), Civil Servant
Medical Benefit Scheme - CSMBS (1978), Social Security Scheme - SSS (1991), and Voluntary
Health Card Scheme — VHCS (1983). The first Social Security Act was promulgated in 1954,
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but it was not implemented because of resistance from insurance companies and enterprises
including state enterprises (Chantaravitul 1985). Though government managed the four schemes,
administration was fragmented and the schemes could not cover the total population. In 2000,
only 69% of the total population was insured: 37% by MWS for the poor, the elderly, children
under 12 and the disabled; 11% by CSMBS for civil servants and families; 9% by SSS for
private sector employees; and 12% by VHCS for the general population, especially in rural

areas (Siamwalla 2001). Thirty-one percent of the population was excluded.

1.4.2 Problems of access to health care

Many Thais had experience of unaffordable health care. Siamwala et al (2001) reviewed these
problems. They found the problems were serious in regard to both the number of people and
severity of specific cases. A survey by ABAC-KSC International Poll (2000) found 43.8% of
the sample population experienced high health care costs or unaffordable costs. Of that group
62.5% were in debt and 16.6% asked for exemption. Another study of catastrophic payment in
public hospitals at Songkhla Province (Sujariyakul and Chongsuwiwatwong 1999) found many
factors relating to unaffordable health care costs. These factors were education, occupation and
income levels of the households’ heads or the breadwinners. Where level of education,
occupation or income was low, the households were likely to be unable to pay health care costs
when their members got ill. In some cases, people were denied treatment because of lack of

insurance coverage, and in most cases, they reported disease complications and physical

handicaps caused by delayed treatment (Siamwalla 2001).

In 1997, Pannarunothai and Mills reported health inequity in health financing in Thailand for
the first time and they suggested that the poor are more likely to pay out-of-pocket fees than are
the rich (Pannarunothai and Mills 1997). They reported an inequitable pattern of out-of-pocket
health expenditure by income quintile and per capita. For underprivileged groups, the cost of
health care formed a high proportion relative to their household income when compared to the
privileged groups. This phenomenon is supported by other studies showing the regressivity of
health financing systems to income® by income quintile group (Makinen 2000), and Kakwani
index’ (Pannarunothai 2000a). Pannarunothai et al (2000) found that out-of-pocket household
payment is the most regressive system followed by indirect tax financing (Pannarunothai et al.,
2000 quoted in Pannarunothai, 2000). Hence, the regressive financing system is a problem, and
many conclude that a more desirable financing system is payment according to ability to pay

(Wagstaff 1993b). Household health expenditure is a major source of health finance in

* The regressive health care financing system refers to the extent to which payments for health care fall as a
proportion of a person’s income as his or her income rises (Van Doorslaer 1993).

* Kakwani index is based on the extent to which a tax system departs from proportionality (Wagstaff 1993b).
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Thailand. It was 44% of total health expenditure in 1994, but decreased to 41 and 33% of total
health expenditure in 1996 and 1998 respectively (Pongpanich 2001). The reduction of
household out-of-pocket payment with substitution by other progressive sources, thus, retlects

the less regressive nature of the total health financing system (Pannarunothai 2000a).

Health care utilisation is affected by insurance coverage. Tangcharoensathien et al (2001)
described utilisation and characteristics of the uninsured derived from several sources. Hospital
admission rates of the uninsured were lower when compared to those who had insurance
coverage, no matter what the scheme (see Table 1.1). The privately insured were the highest
users of hospital inpatient care (1.5 times per year), three times higher than the uninsured (0.04

times per year), followed by those insured under other schemes.

Table 1.1 Annual hospital admission rate per capita by insurance coverage, 1996

Admission rate
Uninsured

Medical Welfare Scheme (MWS

| Social Security Scheme(SSS) |0
Voluntary Health Card Scheme (VHCS) [ 0.
B

Source: National Statistic Office 1996 cited in Tangcharoensathien et al 2001,

OO -
e o Q¥ Q0

Under-utilisation is a problem among the uninsured and poor. One study found that the poor
had inadequate access to antenatal care, and it was more common in urban areas than rural areas
(Wongkongkathep 1999). The Provincial Health Survey (1996) provides characteristics of the
uninsured by income, education and occupation. Twenty-eight percent of the poorest

households (monthly household income less than 2,000 baht), who should have been covered by

the Health Welfare Scheme, were actually uninsured. Uninsured rates were highest amongst

taxi drivers and merchants.

Pannarunothai and Renburge (1998), analysing Thai data from the 1986 Health and Welfare
Survey, measured equality in access to health care by concentration index® from the point of
view of horizontal equity (equal medical care received on equal health need). They found that
when adjusting for the same level of illness, the rich had a higher health care utilisation rate than
the poor. Another study using data from the 1991 Health and Welfare Survey (National
Statistic Office, 1991) also confirmed that the percentage of those seeking care attending a

hospital was higher in the rich quintile than the poor quintiles (Makinen 2000).

m

® Concentration index for illness rate (or health care utilisation) is the twice of area between a curve which plots the

cumulative proportion of illness rate (or utilisation of health care) against a curve which plots the cumulative
proportion of population (Pannarunothai et al., 2000).
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In summary, there were many problems of access to health care in Thailand. These were
unaffordable payments by households, inequity in financing from out-of-pocket payment, the
large number of uninsured people, and inequity in access to health care. These were the

reasons why many called for health care reform and universal access as a means to improve the

quality of the health system.
1.4.3 Context: social, political and economic

Thailand is a democratic, constitutional monarchy with a King as the Head of State. The
population is estimated at 62 million of whom 35% are urban. It has never been colonised. In
recent years Thai economy has grown at an average of 7.8% annually and Thailand is classified
as a lower-middle-income country (Wibulpolprasert 2002). The development of the political
system and the economy has highly influenced the policy decision-making. Recent important

events were the promulgation of the 1997 Constitution and the 1997 economic crisis.

The Thai political system was transformed from absolute monarchy to constitutional monarchy
in 1932, Inreality, it was a military dictatorship and underwent a transition to democratic rule
during the 1970s and 1980s. Three main groups had dominated the policy elite, namely
aristocrats, bureaucrats and military soldiers, while businessmen were their financial support.
After the fall of the military in 1973, business-based politicians increased their political power
through the parliamentary system (Phongpaichit and Baker 1995). The early period was
described as a ‘bureaucratic polity’ (Bowornwathana 2000) where power fluctuated between the
elected government and the military, and the lack of democratic control allowed bureaucrats to

hold the balance of policy decision-making (Green 2000). The latter period has seen the rise of

‘business politics’ in which corporate elites search for both capital and political authority
(Phongpaichit and Baker 1995).

The close relationship between politicians and self-interest has led to vote-buying and electoral
corruption (Callahan and Mccargo, 1996 quoted in Green, 2000). Such problems as power
abuse for self-benefit, corruption, and a lack of political ethics led to the political reform

movement during the 1990s (Wibulpolprasert 2002). Corruption scandals in 1991 led to a

takeover by the military in order to clean up the regime, with support from the middle class.
However, the middle class quickly became sensitive to the fact that their prosperity depended on
the modern economy, and support for the military takeover did not last because of the impact of
the coup on the modern economy. The middle class took to the streets in demonstrations during
the event that came to be known as ‘Bloody May’ (Nelson 2001a), and overthrew the military
regime in May 1992 (Phongpaichit and Baker 2001a). This event was followed by a political

reform movement to fully democratize the country.
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The government in 1995 appointed a committee to consider political reform and this led to the
process of constitution drafting, public hearings, and the promulgation of the 1997 Constitution
which was accelerated by the economic crisis in July 1997. The 1997 Constitution, called the
‘People’s Constitution’, reduced the King’s parliamentary control over the appointment of the
senate; created direct election to the senate; and increased the political parties’ power over the
parliament by adding the election of MPs on a party-list basis. The election rules also changed
to combat vote buying and other irregularities. The duty for inspecting political parties was

transferred from the Ministry of the Interior to an independent election commission
(Wibulpolprasert 2002).

The 1997 Constitution also increased civilian power in policy decision-making by eliminating
the bureaucracy’s monopoly over public policy formulation in favour of public participation.

For example, civilians are eligible to propose laws regarding human rights. This led to a

subsequent movement within civil society to propose new health laws.

The right of citizens to access health care and of free care for the poor was addressed in the
1991 constitution. The 1997 constitution confirmed the right by adding the principal of equity
in health care access together with confirmation of the role of both private and public sectors in
providing health services (Section 52 of the Constitution) (Council of State of Thailand 2003).
The access to health services for all was also put in the five-year 8" Socio-economic

Development Plan (1997-2001), but there was no action plan because of the economic downturn

and a lack of political support.

Thailand’s economy has developed from agrarian economy to industrial base economy (Green
2000). It grew rapidly after 1985 as Thailand opened up the market and welcomed foreign
investment (Phongpaichit and Baker 1998). The economic growth period also increased
demands for health care and private hospitals grew with the market support policy of the Bureau
of Investment (Pitayarangsarit, Wibulpolprasert, and Tangcharoensathien 2000). However, in

1997, the Thai economy faced a crisis and economic contraction by 10.5% in 1998 (National

Economic and Social Development Board 2002). Major determinants of the economic crisis
included short-term foreign debts, private sector investments in non-productive businesses (in
particular, in the real estate sector, automobile industries, petrochemical industries and private
hospitals), weak production structures and foreign capital dependence, liberalized monetary
policy without an effective monitoring and inspection system, and inefficiency of public sector
management (Wibulpolprasert 2002). To maintain overall economic stability, Thailand adopted
a managed float currency exchange system on 2 July 1997 and requested financial and technical
assistance from the International Monetary Fund on 14 August 1997 (Wibulpolprasert 2002).
The economic crisis had major social implications of unemployment, under employment,

household income contraction, changing expenditure patterns, and child abandonment. The
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crisis increased poverty incidence by 1 million, of whom 54% were the ultra-poor’. Household

health expenditure reduced by 24% in real terms. Institutional care was forfeited, especially 1in
poorer households, and replaced by self-medication. Private hospitals were clearly surplus to

need and fell into debt (Tangcharoensathien et al, 2000).

Following the crisis, Thailand began to implement deep reform of the financial sector, corporate
governance, a secured lending regime, and competition policy to strengthen the incentives for
owners of banks and firms to move towards their competitive frontiers. The flexibility of the
Thai economy facilitated a quick recovery of economic growth and the numbers in poverty
began to fall. After contracting by 10.5% in 1998, Thailand's economy grew 4.4% in 1999 and
4.6% in 2000 — and stayed positive 1.9% in 2001 (National Economic and Social Development
Board 2002), in spite of the global slowdown (The World Bank 2003; Wibulpolprasert 2002).

In response to the crisis and to international reform trend, many reforms in the public sector

were implemented before 2001, including those recommended by donors.

14.4 Coexisting reform policies before 2001

Thailand has followed the ideology of neo-liberal approaches by opening its doors to
international finance, opening its capital accounts, and promoting free market including
deregulation, privatisation and liberalisation (Phongpaichit and Baker 2000). For example, the
master plan for State Enterprise Sector Reform Program was approved by the Royal Thai
Government Cabinet on September 1, 1998 (The Royal Thai Government 1998) and several
private enterprises have been privatized including those in the telecommunication sector, for
instance. During the Chaun Leekphai administration (1998-2000), there were many Acts
introducing reforms in different sectors. The Devolution Act 1999 set a strong pace to devolve
MoPH services, such as health centre’s, district and provincial hospital services, to local elected
government by 2004. The MoPH will play a decreasing role in direct service provisions but
maintain its role in financing, policy direction, monitoring and evaluation. Within the health
sector, there were current reforms in other health themes such as the strengthening of the
National Essential Drug Lists, the payment reform of the Civil Servant Medical Benefit Scheme,

the introduction of the efficient use of drugs and supplies, and the transformation of public

hospitals into autonomous hospitals.

In 2000, there was a health sector reform movement which used three strategies: generation and
management of knowledge, involvement of civil society, and advocating for politicians’ support.
This movement was coordinated by the Office of Health Systems Reform funded by the Health

T'Ultra poor is defined as those with incomes below 80 percent of the poverty line and the poverty line in Thailand
since 1998 was based on food consumption basket which varies according to age and sex (Rodriguez 1999). By 1998,

the average poverty line for Thailand was at Thai Baht 878 per month per person equivalent to US 73 cents per day
(The Office of the National Economic and Social Development Board 1999).
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Systems Research Institute under the National Health Systems Research Committee. This
movement was to get the involvement of the whole society in the development of a knowledge-
based national health bill during 2000-2003, aiming to reform the whole health sector including
health care. The goal of universal coverage of health care was a component of that draft bill.

These coexisting reforms partly influenced the readiness for the implementation of the 2001 UC

policy.

1.5 Overview of the 2001 Universal Coverage Policy (UC)
The landslide victory in the 2001 general election of the Thai Rak Thai Party (TRTP) was

extremely important as it was the first fought on policies rather than on patronage (Phongpaichit
2001; Siamwalla 2002). The Party leader, Thaksin Shinawatra, became the Prime Minister of
Thailand and, at a press conference on 6 January, Election Day, announced his intention to
implement policies to which the Party was committed, that the party was entrusted with setting
up the government, and the party’s policies ought to be the government’s policies: “If the Party
cannot keep its promise, it would betray the electorate’s trust ® * (Shinawatra 2001). Since UC
had been part of the TRTP’s manifesto since 26 March 2000, and was promoted during the
political campaign under the slogan ‘Sam sib baht rak sa thuk rok’ [30 Baht treats all diseases],

the ‘30 Baht’ policy became the government’s policy after the election.

The government’s policy declarations on health financing and health service delivery systems
are presented in Box 1.1. The first was one of nine government priority policies: the Universal
Coverage of Health Care Policy. The second was health systems reform under the social sector

policy: declaring the intention to legislate for the National Health Security Act.

Box 1.1 Policy declaration to parliament by the Thaksin Shinawatra government on 26 February
2001

The Universal Coverage of Health Care Policy was one of nine high priority policies. The Universal Coverage of
Health Care Policy aims to ‘reduce the national health expenditures and household health expenditures with 30 Baht
out-of-pocket per episode and provide accessible and equitable quality health services’.

Health policy under Social Sector Policy aims to implement the health systems reform by establishing a National
Health Security Fund through the legislation of the National Health Security Act.

Source: Policy declaration to the parliament by the Thaksin Shinawatra government on 26 February 2001.
http://www.thaigov.go.th/index-eng.htm

The provision of the Thaksin administration’s health policy regarding health financing and

health services in February 2001 can be summarized as follows.

e All Thairesidents are entitled to accessible and equitable health services.

® Translated from the Thairatch Newspaper, 7 January 2001, page 1.
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o The policy aims to reduce national health expenditure and household expenditure by establishment of a
collective tax-based financing system and paying providers according to the number of registered
population under a new health scheme for people outside formal employment. Under this scheme,

households pay only a nominal contribution of 30 Baht per visit to a medical service.

 The 30 Baht Scheme will provide the choice for people to register with a health care provider from either
public or private sector.

o The government will guarantee a quality of health services which can be accessible geographically.

* The government intends to reform the health financing system by establishing the National Health Security
Fund through legislation. The Fund is expected to harmonize benefits, costs, and management between

several existing schemes that will lead to an equitable health care system.

In sum, Thailand chose to generate a large subsidised scheme which separated the purchaser
role from the MoPH and to control cost with the methods of closed-end payment. The system is
expected to have dual funds under a single system in the future. However, the policy was
implemented rapidly from April 2001 under MoPH execution, with four progressive steps to
expand insurance coverage. Table 1.2 shows the chronological events in the policy formulation
and implementation during 2001-2002. Under the 30 Baht Scheme, health registration covered
the whole country in April 2002, and that was before the legislation of the National Health
Security Act (November 2002). This led to the country having high insurance coverage under
three different management schemes. In 2002, the reform was still in a transition period with
the development of the 30 Baht Scheme in its infancy in respect to the resource allocation

formula, strengthening of primary care, and choice of providers.

Table 1.2 Chronological events in the policy formulation and implementation of the 30 Baht

Scheme and the National Health Security Act

Periods Events of Thailand regarding Universal Coverage policy
January 2001 Election of the Thaksin government

February 2001 Policy declaration in parliament on 26-27 February 2001:

official announcement of UC policy — ‘the 30 Baht Scheme’

March 2001 Consultation meeting chaired by PM

April 2001 Implementation of first phase of UC in 6 provinces:

extension of the Medical Welfare Scheme to cover uninsured

May 2001 Guidelines for implementation published

June-October 2001 Phase II. Private collaboration:

expansion to 15 provinces with the collaboration of private
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Periods Events of Thailand regarding Universal Coverage policy
providers and university hospitals

Phase III. Nationwide implementation.:

October 2001

expansion of coverage to all provinces except the inner

Bangkok districts started from January 2002

April 2002 Phase IV. Achieving universal coverage:

expanding coverage to the whole country including the inner

Bangkok districts and achieved universal coverage

November 2001 - 2002 Parliamentary process of the National Health Security Act

1.6 Questions regarding UC policy

The 2001 UC policy ensures that all citizens have equal access to health care without financing
barriers. While UC may decrease the severity of inequities, it may also raise new problems for
the health system. These include cost escalation of the government budget, cream skimming by
private hospitals, poorer quality and longer waiting time in public hospitals, and helping those
of higher income more than lower income families. Thus system design is important but so is

the implementation of the new policy, which may be changed by any of the participants at any
step of the policy process.

Questions regarding the Thai UC policy include: what are the driving forces to this policy
change? Why did this political party select Universal Coverage as the Party’s health policy at
this particular time? Academics and researchers had long been working on alternative solutions
to the problem of access to health services, one of which was UC to health care. Why was it
possible to introduce UC in 2001, when it had not been possible earlier? Why UC was accepted
politically, promoted and implemented so rapidly is not clear. Understanding how UC was
introduced will help to answer questions about implementation, and whether it will be

successful and reach its goal. Only an in-depth policy study can understand the process of
change.

The next chapter presents the framework of analysis, elaborated from a literature review of

policy analysis, and specifies study objectives. It then goes on to describe the methods of data
collection.
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Chapter 2 - Research Framework and Methods

This chapter develops a policy analysis framework through a review of different disciplines
relating to policy, to help explain the UC policy process. It goes on to specify the study

objectives and research questions. Finally, it explains study methods used.

2.1 Framework of policy analysis: a review
In analysing public policy, frameworks are needed to organise ideas and concepts. This section

starts with the description of policy analysis using the different views of policy scholars. It goes
on to discuss why policy analysis is useful to understand a policy and in which other aspects it
can be useful. Then it reviews how policy analysis is performed by discussing several
approaches from different disciplines, and finally, 1t identifies approaches used 1n this study.
The main argument of this section is that policy is not just an outcome of a rational process; it

involves the interaction of actors who are influenced by the social, political, economic, and
historical context in which policy is shaped and implemented; therefore, it needs a combination

of concepts and tools to understand its process (Sutton 1999; Walt 1994), which is similar to the

political economy approach’.

Policy scholars have different views on policy (Hill 1997; John 1998). It can be defined as
many things from content (Hammer and Berman 1995) to a broad course of action (Barker
1996). While a traditional model of policy views policy as a rational process or based on
causal-effect relationship, there are more explicit acknowledgements of the importance of the
social, political, economic and historical context in which policy is shaped and implemented
(Dunn 1994; Grindle and Thomas 1991; Keeley and Scoones 1999, Mooij and Vos 2003; Walt
1994; Walt and Gilson 1994). The traditional idea perceived policy as a product of a linear
process; once it is decided, it is implemented accordingly and the implementation is dealt with
by the management in the organization. This idea is based on a positivist view of the world,
which searches for links between cause and effect. However, many authors argue that any form
of absolute rationality is not realized in most policy-making settings (Dunn 1994). They

suggest that policy-making is complex and involves a political process in which potent actors
influence others in the making of policy (Grindle and Thomas 1991; Walt 1994), it involves

interest groups, policy communities or networks, not just particular responsible persons within

? Political economy approach offers tools with multidisciplines for understanding the interrelationships between
political and economic institutions and processes, including the ways the government manages the allocation of

resources and the economic system, and the behaviour of people affects the form of government and the kinds of laws
and policies that get made (Drazen 2001; Johnson 2000).
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the government (Grindle and Thomas 1991; Kingdon 1995), and the policy is shaped through

formulation and implementation (Gordon, Lewis, and Young 1977).

The approach to explore public policy — policy analysis — integrates and contextualizes models
and research from several disciplines (Parsons 1995). It has been said that policy analysis “is an
applied sub-field whose content cannot be determined by disciplinary boundaries but by
whatever appears appropriate to the circumstances of the time and the nature of the problem”
(Wildavsky, 1978: 15 quoted in Parsons 1995). The uncertainties of circumstances move the
focus from policy description to the dimension of policy which acknowledges the courses of
actions (process) and the context in shaping policy. This kind of analysis offers useful views
into why and how policies came about, are formulated and implemented, and succeed or fail
(Mooij and Vos 2003). Moreover, it is not limited to the analysis of policy'’ (i.e. to understand
policy determination and policy content), but it is able to evaluate implementation, so its results

can inform future policy development. It also can be “a tool to help influence policy outcomes”
(Walt, 1998: 379).

Several disciplines provide useful approaches to policy analysis including political science,

sociology, anthropology, and management (Minogue 1983; Sutton 1999). Sutton (1999)

reviews the main interest (often shared) in these disciplines:

e Political scientists are interested in what policy-making is. Various models have been
developed to explain the decision-making process and identify diffusion of power in policy-
making.

* Sociologists are interested in policy networks and policy communities to understand the role
of interest groups in the policy process. Looking at policy networks can identify the
dominant groups in policy-making and understand why policy is shaped in particular ways.

Networks can be identified as corporatist, state-directed, collaborative and pluralist.

e Anthropologists focus on development discourses which explore a phenomenon through
ideas, concepts and categories given to the phenomenon. Discourse analysis'' provides a

tool to understand and break down the perspectives in policy development.

" Gordon et al (1977) define the varieties of policy analysis as analysis of policy, policy monitoring and evaluation,
and analysis for policy. The analysis of policy includes: (1) analysis of policy determination, which is concerned
with how policy is made, why, when and for whom, and (2) analysis of policy content which involves a description of
a particular policy and how it is different in relation to other earlier policies. Policy monitoring and evaluation
examines how policies have performed against policy goals and the impact of the policy. Analysis for policy
includes policy advocacy and information for policy. Policy advocacy involves research and arguments, which is

intended to influence the policy agenda. Information for policy is a form of analysis, which is intended to feed into
policy-making activities (Gordon, Lewis, and Young 1977).

' Discourse analysis is an approach to analysing qualitative data that focuses on talk and texts as social practices and
on the resourses that are drawn on to enable those practices (Potter 1996).

32



CHAPTER 2 - RESEARCH FRAMEWORK AND METHODS

e Management literature focuses on the complexity of implementation including organisation
management, barriers to change, the skills required to manage change, and the importance

of power and influence, for instance.

Contemporary approaches in policy analysis have combined several single disciplines and
developed new theories or models to help explain policy process, which include four main
themes: policy as process, political interests in the decision-making process, actor oriented
approaches, and context concerns. Several review papers mention discourse analysis as an
emerging tool among policy analysts (Keeley and Scoones 1999; Mooij and Vos 2003; Sutton

1999). Theories are discussed below under the four main themes in order to decide which are

useful to help explain the UC policy.

2.1.1 Policy as process

Policy is complex and includes many courses of action. In explaining policy, several theories

use metaphors to help explain how the process occurs. These include the stages heuristic,

multiple-streams, punctuated-equilibrium, and interactive models.

The stages approach was originally defined by Lasswell (1951) in order to improve the quality
of the use of information by government. The approach views the policy-making process as
composed of a series of steps or sequences. Process in this approach usually begins with
agenda-setting and concludes with policy evaluation and termination (deLeon 1999). The
stages metaphor has been criticised for mistaking each stage as linear and giving a sense of a

top-down process (Jenkins-Smith and Sabatier, 1993 cited in deLeon, 1999).

The multiple-streams framework by Kingdon (1984) focuses explicitly on differences between
dynamic and static policy elements, giving an idea of how policy emerges once three

independent factors come together (Kingdon 1995). This framework does not divide process

Into stages but it pays attention largely to agenda setting.

The punctuated-equilibrium framework by Baumgartner and Jones (1993) describes how events
can result in policy change — that policies may remain relatively stable for long periods, and
then, because of a particular event, undergo change. They call this process ‘punctuated
equilibria’.  This framework explains both stability and change; however, it emphasises only

Issue definition and agenda setting (True, Jones, and Baumgartner 1999).

The interactive model by Grindle and Thomas (1991) focuses on the uncertainty of policy
change through the process of decision and implementation, and the way in which interested
parties can exercise pressure for change at different points. These interests are those who are
atfected positively or negatively by the change of policy, including high level bureaucrats and

managers in the implementation process (Grindle and Thomas 1991). The term ‘interactive’
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gives a clear hint of how the policy process performs, and is also a feature of the multiple

streams and the punctuated equilibrium framework.

Though the stages approach is contested, it is still widely used as a heuristic device to explain
the whole range of public policy processes. This thesis will use four common stages as a
framework to identify courses of action: (1) problem identification and issue recognition
(agenda setting), (2) policy formulation, (3) policy implementation, and (4) policy evaluation.
However, it recogniséd that the relationship of each stage is not in sequence as linear but rather
it 1s interactive (Grindle and Thomas 1991; Walt 1994; White 1997). The multiple streams

framework will be used to help explain the agenda setting and policy formulation process. The

interactive model will be used to help explain the implementation process.

2.1.1.1 Kingdon's multiple streams model

Kingdon (1995) suggests the agenda setting process is composed of three separate and distinct

streams: problems, policies and politics. He defined the word ‘agenda’ as “the list of subjects or
problems to which governmental officials and people outside of government closely associated

with those officials, are paying some serious attention at any given time” (Kingdon 1995: 3).

The problem stream

The problem stream is a condition which policy-makers perceive as a problem or something
they think they should act on. It is composed of problems on which government policy-makers
fix their attention, as opposed to those which they choose to ignore. Kingdon argues that there

are three mechanisms which serve to bring problems to the attention of policy-makers:

* Indicators: measurements which are used to assess the scale and change in problems.
Government data and reports feed into government a picture of the problem and thus have a

significant role in shaping governmental attitudes and positions;

o Events: (1.e. focusing events) which serve to focus attention on problems: crises, disasters,

personal experience and symbols;

o Feedback: gives information on current performance and indicates a failure to meet goals or

points towards unanticipated consequences.

The policy stream

The policy stream is the way of selecting amongst problems and alternative policy solutions.
Kingdon conceptualises the policy stream in terms of a ‘primeval soup’. Ideas float around,
confront one another and combine with one another in various ways (Kingdon 1995:117). The
soup changes in a process of natural selection, survival, demise and recombination. In this soup

stream some 1deas float to the top of the agenda and others fall to the bottom. Those concerned

with problems and solutions are policy communities — health specialists, politicians, academics
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and consultants. Some communities are fragmented and some are closed and tight-knit. The

fragmentation of a policy system affects the stability of the agenda within that system. Policy
entrepreneurs are important actors in the policy stream. The policy solution being promoted has

to satisfy a number of criteria if it is to survive and get to the top of the agenda. A number of

criteria are:

o technical feasibility,
o congruence with existing values,
e anticipation of future constraints, and

e public acceptability and politicians' receptivity.

The end result of this struggle is a list of policy proposals, which constitute a set of alternatives

to governing policies, and which may attract the attention of the policy-makers.

The political stream

The political stream operates quite independently from the other streams. It is composed of a

number of elements:

e National mood: public opinion, climate of opinion;

e Organised political forces: parties, legislative politics, pressure groups;
 Government: election results — change in personnel and jurisdiction;

e Consensus building: bargaining, bandwagons and tipping'*.

These developments in the political stream can have a powerful effect on agendas, affecting

which one becomes prominent. Politicians and policy specialists have different perceptions of

national mood and the way they build consensus.

These separate streams — problems, policies, and political streams — come together at certain

times. This is likely to occur when a policy window opens either by problems gaining attention
or political opportunities arising. Under such conditions a particular issue has the opportunity to
push an alternative, If the window is lost, then the policy launch has to wait for another time

when conditions and alignments are appropriate. Therefore, timing is important for agenda
setting (Glasssman 1999; Kingdon 1995; Paul-Shaheen 1998).

2.1.1.2  Interactive model of policy implementation

Grindle and Thomas (1991) present a contrast to the linear model of policy implementation.

They argue that their model is particularly useful for analysing the process of implementation,

12 Tipping is used by Thomas Schelling to describe the process of change in racial mix in neighbourhoods. It pfcsents
the 1dea of the increasing of the minority (or the idea of few people) to become the majority (or the common idea of
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and offers tools for anticipating reactions to change, considering the possibility of sustaining a

policy, and assessing the adequacy of resources.

There are several views of the implementation process — put briefly, the top-down approach, the
bottom-up approach, and the hybrid theory. The interactive model is in the third category,
which argues that policy is not linear. The top-down model perceives the policy-making
process as linear, normative and prescriptive, starting with the policy decision at central level.
The government judges what ought to be done, gets officials to undertake what they are told,
and keeps control over a sequence of stages in a system (Walt 1994; Pressman and Wildavsky
1973 cited in Parsons 1995). Behind this idea is the belief that 'perfect implementation' 1s

necessary to achieve the policy objectives. Hogwood and Gunn (1984) suggest ten

preconditions necessary to achieve a policy's objectives'.

But implementation in practice is difficult. Hogwood and Gunn’s preconditions are not usually
met. For example, it is difficult to eliminate the obstacles to implementation outside the control

of the implementers, resources are seldom sufficient, and implementation always depends on
other actors who are involved in execution of policy. Moreover, the precondition of perfect
compliance is unacceptable and also unattainable in a pluralist democracy (Hogwood and Gunn
1984). Therefore, the top-down approach has limitations. The opposite idea — the bottom-up
model — sees the implementation process as involving negotiation and consensus building.

These involve two contexts or environments: the management skills and cultures of the
organisation, and the political environment. In this model, the policy formulation process may

be altered by policy implementation (Parsons, 1995). There may be chances for lower level

actors to take decisions.

However, these two opposite models provide rather rigid approaches, understandable as linear

either upwards or downwards. Many have the same view as Grindle and Thomas (1991) that

the coﬁmuniW). See Thomas C. Schelling, Micromotives and Macrobehavior (New York: W.W. Norton, 1978),
P 99-102

Ten preconditions suggested by Hogwood and Gun (1984) include:

(1) The circumstances external to the agenda do not impose crippling constraints.

(2) Adequate time and sufficient resources are available.

(3) The required combination of resources is available.

(4) Policy is based on a valid theory of cause and effect.
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