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Introduction

In 2002, the Thai government implemented
the Universal Coverage Scheme (UCS) on the
basis that all Thai people have equal rights
to receive standard healthcare services without
any financial barriers.' This insurance scheme
administrated by the National Health Security
Office (NHSO) replaced two existing schemes:
1) Medical Welfare Scheme for low-income
people, senior citizens, children under 12, disa-
bled, veterans and their family members, and
monks, and 2) Health Card Scheme for people
who pay an annual premium of 500 baht.

The UCS also covered the previously uninsured

mﬁ’nﬂﬁu*’qum 5:uuﬂi:ﬁ'uqmmwﬁmﬂi'1 FUunuFuen

population® of at least 45 million people or
around 77.7 percent of the population in 2006.°
Funding for UCS comes from general tax
revenues. The NHSO purchases ambulatory and
hospital care, preventive care, and promotion
services from healthcare providers through
a capitation contract model.

Contracting units for primary care (CUPs)
provide standard types of services not requiring
special treatments under the UCS. A primary
care unit (PCU) per 10,000 beneficiaries in
designated area is designed as a frontline care
or gatekeeper unit. Currently, all public facilities

and some private hospitals serve as CUPs in
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the UCS. Private clinics could voluntarily become
healthcare provider networks under the UCS
as well. PCUs that provide all medical services
and are fully staffed with physicians and
healthcare professionals with standard practice
are called main contractors. Subcontractors are
PCUs that cannot provide complete medical
services or do not employ all types of healthcare
professionals.

In 2005, the NHSO issued an announce-
ment that defined methods and criteria for
registration of healthcare providers and networks.*
The announcement was implemented to address
problems with access-to-care, long waiting
times, and shortage of healthcare staff especially
in public facilities. It also identified independent
professional clinics, community pharmacies,
dentists, nurses, and other health professionals
as participants in the UCS.

Community pharmacies in developing
countries are important distribution channel
of medications and healthcare.® Pharmacists are
recognized as a providers for health advice,
management of minor illness, long-term care,
health promotion, and education.® For example,
more than 80 percent of people in Vietnam go
directly to community pharmacy when they
become ill.” Community pharmacies are primary
source of health services because of eassy access,
availability of medicines, quality of services
(defined as no waiting times), convenient hours
of operation, and products at low costs.’

Community pharmacies in Thailand

TMsmanFEnTulaInena

provider first-line care for patients with minor
ailments and common illnesses. In 2006 the
National Statistical Institute reported that 25.1
percent of Thai people use the community
pharmacy as the primary care provider.’ This
percentage was greater than reported in clinics
or hospital visits and was proportionate to minor
ailment cases. Additionally, several studies
reported that Thai people, especially in low to
medium income brackets, generally self-medicate
before accessing the healthcare system.” Com-
munity pharmacies also play an important role
in drug distribution in Thailand. Between 1994
and1997, drugs distributed by community
pharmacies accounted for about 30-40 percent
of the overall drug market with nearly equal
proportions in public and private hospitals.®

In 2005, the Thai Pharmacy Council, in
cooperation with the Thai Food and Drug
Administration (Thai FDA), established the
“Quality Drug Store” project for improving and
developing the community pharmacy as an
excellent healthcare provider with standards of
service.” The Thai Pharmacy Council accredits
community pharmacies as Quality Drug Stores,
which comply with criteria that were adapted
from Good Pharmacy Practices (GPP). The
International Pharmaceutical Federation de-
veloped guidelines for GPP to help developing
countries with health promotion and improve
pharmacists’ services.'

In Thailand, community pharmacies are

not classified as healthcare units and, therefore,
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cannot participate under the UCS. Chalongsuk
et al.”" reported that patients and other stake-
holders want community pharmacies to become
subcontractors under the UCS. The results also
showed that patients were satisfied with phar-
macy services provided in the community
setting."®

A model of community pharmacy under
the UCS is a new concept for the healthcare
system in Thailand. If community pharmacies
become subcontractors for the healthcare pro-
vider network under the UCS, patient would
have moreveasy access to care and main con-
tractors would have their workload. Physicians
would have more time to provide better quality

of care to patients especially in public facilities.

Research Objectives

The main objective of this research was
to exploré ideas from stakeholders regarding
a community pharmacy model under the USC
in Thailand. Their perspectives helped to
propose a feasible model for CPUC and identify
the most appropriate pharmacy services under

the UCS.

Materials and Methods

Purposive selection and snowball samp-
ling was used to identify stakeholders who
represent various sections in the Thai healthcare
system. These stakeholders were policy makers
who are directly involved in the UCS and com-

munity pharmacy policies (the NHSO and the
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Thai Food and Drug Administration; Thai FDA,
and provincial public health office); healthcare
providers in private and public sector (hospitals,
and community pharmacies); academicians; and
health profession representatives (the Thai
Pharmacy Council and the Medical Council of
Thailand).

In-depth interviews were conducted bet-
ween March and May 2006. The structured
open ended questionnaire was sent to partici-
pants at least one day prior to the interview.
Participants agreed to allow every interview to
be tape-recorded. Each question asked for
an opinion rating score on a 0 to 10 scale,
where 0 indicates disagreement and 10 indicates
agreement. Average opinion score was calculated
of all participants and for each group of
stakeholders. For quality data, the key stake-
holders were asked for their opinion about
quality assurance of CPUC, accrediting body,
and existing Quality Drug Stores as CPUC.
Content analysis was used to extracted important
information and CPUC models and pharmacy
services were proposed and participants selected
the ones they felt would be best suited under

the UCS.

Results

Fourteen stakeholders were identified and
asked to participate in the study. The majority
of participants were from the public sector (71.4
percent) with an equal representation of phy-

sicians and pharmacists. (see Table 1) The length
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of interviewing time ranged from fifteen minutes

to more than sixty minutes; with an average
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time of thirty-eight minutes. Followings are

the key aspects of the results.

Table 1 Profession and healthcare sector representation of stakeholders

Pharmacist

Policy maker -

Physician

Physician

Pharmacist

Academic

Physician

Pharmacist

1. Quality Assurance of CPUC. Most
participants felt accreditation of community
pharmacies was needed because there are
varying qualities of services provided in the
community setting. They felt that standardized
pharmacy services will ensure that all patients
receive the same quality of care at CPUCs.

Policy makers strongly agreed that to
become CPUCs, community pharmacies must
pass a quality test conforms to the Thai FDA
policies. Academicians strongly agreed that
a community pharmacy must pass a test because
they are regarded as a profitable business instead
of healthcare providers. Some community phar-
macies have tried to change the public’s attitudes
by focusing on providing quality services. The

professional group strongly agreed that an

accreditation would help establish standardized
community pharmacy services, which are cur-
rently very diverse. However, one participant
felt if the Thai FDA would strictly enforce
compulsory laws regarding community phar-
macy operational licenses, a quality test would
not be necessary.

“Currently, every community pharmacy
in Thailand has already passed inspection
by the Thai FDA or the provincial public
health office. So another quality assessment
is not necessary.” by the Thai FDA or the
provincial public health office. So another

quality assessment is not necessary.”

When asked to identify an organization
to accredit CPUCs, some participants felt that
more than one organization would be appropriate.

No single organization was identified to be
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solely suitable for accredittation. Overall, the
participants felt that the Thai FDA should be
the accrediting body and pharmacists felt
the Thai Pharmacy Council should be included
in the process. Policy makers identified the
NHSO as the main coordinator for accrediting
CPUC because the NHSO currently manages
the UCS. Some participants suggested the ac-
creditation of CPUC should be overseen by
a committee so that there would be cooperation
from several organizations involved.

“NHSO should oversee the overall accre-
ditation process. They might contract other
organizations that have expertise in com-
munity pharmacy or form a committee of

experts.”

Despite the pharmacists’ comments, some
participants suggested that the Thai FDA and
the Thai Pharmacy Council should not be
involved in accreditation because they provide
support for the profession. It was felt there
might be a conflict of interest from the two
organizations.

“The accreditation body should be a
separate entity from any organization that
is involved with professional development
and practice. The Thai Pharmacy Council
and the Thai FDA should not have accre-

ditation responsibility.”

Participants had different ideas regarding
whether a community pharmacy that is accredited
as a “Quality Drugstore” should automatically
qualify under the UCS. Policy makers, profes-
sionals, and healthcare providers felt that

an accredited Quality Drugstore should be able
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to participate under the UCS without additional
accreditation because it has already passed
a quality control test.

“An accreditation process should be per-
formed only once. The Quality Drugstore
project could adjust criteria to conform
to the UCS.”

Academicians did not agree with the
question.

“Some Quality Drugstores do not provide
quality service and appear to be more
concerned about the physical and business

environment than professional practices.”

2. Possible CPUC Models. Three pos-
sible models of CPUC were proposed based
on documentation analysis. A subcontractor
model describes a community pharmacy that
has an agreement with a main contractor.
A network model describes a community phar-
macy that subcontracts like other healthcare
professionals. A main contractor model describes
a community pharmacy as a main NHSO
contractor with a capitation budget for provi-
ding healthcare under the UCS.

All participants agreed that any model
should conform to the 2005 NHSO announce-
ment and all felt that community pharmacies
could not be main contractors. The subcontrac-
tor model was selected by most participants
to be a best model of CPUC.

“Community pharmacies are not consi-
dered primary care units, in terms of
structure, but they provide primary care
and could be subcontractors under the
Ucs.”
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The network model, in which the com- 3. Services of Pharmacist in CPUC
munity pharmacy builds network services with ~ Three proposed roles of community pharmacy
other health professionals as a subcontractor  under the UCS were discussed with and rated
with NHSO, was recommended by some par- by the stakeholders, although there appeared
ticipants. There were two opposing views about  to be a lack of knowledge by some about
the main contractor model where the com-  the current role of community pharmacy in
munity pharmacy directly contracts with  the Thai healthcare system. The services of
NHSO. One group of participants, mainly phar-  pharmacists in CPUC described in the interviews
macists, felt this model would allow pharma-  included dispensing medications for minor
cists to practice independently to promote  ailments without prescriptions, monitoring ap-
rationale drug use for the benefits for patients.  propriateness of and dispensing medications
The other group of participants felt if NHSO  per physicians’ prescriptions, and dispensing
directly contracts with each health professional  refills for patients with stable chronic diseases.
group (e.g., physicians, dentists, nurses, phar- The service with the highest rating was
macies, and other professionals) that com-  dispensing of refills for patients with controlled
prehensive healthcare services might not be  chronic diseases (Table 2). Academicians were
consistent since all groups may not have similar ~ the only stakeholders that felt the preferred
concerns about budgeting national healthcare  duty should be dispensing medications for

costs. minor ailments without prescriptions.

Table 2 Stakeholders’ average agreement scores and rankings regarding proposed CPUC services

Di pens :

for minor ailments 781 2 6.33 2 650 - 2 8.84 1 10.0 =1
Dispensing: and: review

prescription 7.58 3 6.00 3 8.50 =1 6.67 3 8.83 2
Dispensing refills 9.08 1 9.33 1 8.50 =1 8.67 2 10.0 =1

Note: Ranking in order of highest scores.

Pharmacists ranked dispensing medica-  patients with chronic diseases was the most
tions for minor ailments as the best role of  suitable role (Table 3). The private sector felt
pharmacists in CPUC while physicians and those  pharmacists in CPUC should provide all three

from public sector felt repeat dispensing in services under the UCS.
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Table 3 Average agreement scores and rankings regarding proposed CPUC services by profession

and healthcare sector

Dispensing medication

for minor ailments 10.0 1 5.25
Difspensing and review

prescﬁption 9.21 3 5.67
Dispensing refills 9:71 2 8.33

3 7.55 2 8.67 =1
2 7.25 3 8.67 =1
1 9.20 1 8.67 =1

Note: Ranking in order of highest scores.

Dispensing medications for minor ail-
ments without prescriptions received an average
agreement scores of 7.81 from the participants.
Patients can currently purchase many medications
without prescriptions at community pharmacies
but at their own expense. This service is not
covered under the UCS; with the CPUC concept,
the scope of minor ailments and formularies

of medications would need to be determined.

“This is a current role of community
pharmacists but a list of minor ailments
and a formulary of medications should be
provided.”

“A pharmacist is an expert in medications
and should be able to dispense proper
medicine to patients with minor ailments.
This service would decrease the number
of patients seen in outpatient pharmacy
departments of primary care units and the

physicians’ workload would be reduced.”

During the interviews, some of the
participants expressed concerns that patients
may overuse or misuse CPUC services if they

are not required to see a physician or go to

the hospital prior to receiving medications.
Some suggested that criteria should be deve-
loped for using the community pharmacy for
treatment of minor ailments and patients should
not be allowed to select the medications.

“I agree with the idea because minor
ailments can be easily treated without
hospital visits and this would decrease
hospital occupancy with patients who have
minor ailments. My only concern is that
there are laws for physicians and phar-
macists regarding who performs the diag-

nosis of the medical problems.”

Some participants thought the scheme
should cover only high healthcare expenditures
that patients could not normally afford. If health
insurance covers minor ailments treatment in
community pharmacy, the healthcare budgets
will be insufficient to cover overall scheme

benefits.
“I strongly disagree in cases of self medi-
cation; patients should be responsible
because it is not expensive. If NHSO is

accountable for this expenditure, it will



118 snamadwnssulsaneng (Usandlng)

affect the budget and they will not be able

to control healthcare system expenditures.”

The level of agreement average score
was 7.58 for the concept that beneficiaries under
the UCS can fill their prescription outside the
hospital or main contractor without a follow-up
visit. Community pharmacists would review
a prescription, identify any drug- related pro-
blems, and determine the rationale of drug
usage before filling the prescription.

“Pharmacists can collaborate with other
health profession and take responsibilities
in reviewing prescriptions for drug interac-

tions or drug allergy.”

Some participants strongly disagreed
swith this role of CPUC due to concerns that
the patient would be burdened with filling
prescriptions. CPUC would require patients to
go to the physician in the hospital or clinic
and then find a community pharmacy to fill
obtaiﬁ medications. With the current system,
patients get their prescriptions filled at the same
place of physician visit and do not have additional
traveling.

“This role of community pharmacy makes
sense academically and we hope it could
be happen. But the problem is user’s con-
venience. This role adds another contact
point for the patient and may create addi-
tional inconveniences. It may also increase
cost of providing healthcare services. We
have to be concemed about professional
conflict from check and balance system.
These three factors will affect this role
of CPUC.”

“Compared to other CPUC services, these

role does not match with the current

M RNEInITN IR

situation. Although it should be the
appropriate professional service, this role

seems more complicated.”

In Thailand, there are many patients and
a shortage of physicians. Patients with chronic
diseases must see their physicians frequently
and usually visit their primary care doctor every
two or three months. In between physician visits,
patients are responsible to care for themselves.

In hospitals, patients spend several hours
for medical services and medications. There are
noncompliance issues because of long waiting
hours at the hospitals. The roles of CPUC
dispensing refills for patients with stable
chronic disease would help resolve this problem.
If a patient is identified with any complications
or symptoms outside clinical guidelines, com-
munity pharmacists could make a referral to
the physician. This role was accepted by all
stakeholders and received a combined average
agreement scores of 9.08.

“Patients with chronic diseases have to

visit the hospital in order to receive their

medicines. They waste time waiting for

hospital services which leads to noncom-

pliance. Therefore, refill prescriptions

should be processed in community phar-

macy and a referral system should be im-

plemented in cases when patients develop

disease complications.”

“Repeat dispensing is the responsibility

of pharmacists. Patients would still have

to visit their physician for medication

review.”

Participants felt CPUC should have other

roles in the scheme. Most participants (42.9
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percent) felt that CPUC should provide health
promotion in addition to providing health and
drug information to patients and other health-
care professionals. Some of participants felt
CPUC should focus on heaith prevention.

57.1 percent of the pharmacists felt health
promotion should be one of CPUC services
while 57.1 percent of the physicians felt the
CPUC role should be provision of health and
drug information. The public sector participants

were split in agreement with these two services.

Discussions

The majority of healthcare services in
Thailand are provided in the public sector.
Although the Thai government encourages all
providers in the private sector to participate in
government health insurance programs, currently
some private hospitals and private medical clinics
are included.” Community pharmacies have
never been under any health insurance scheme
even though they are important providers and
located in many communities. The results of
this study helped develop a community phar-
macy model under the UCS.

The use of in-depth interviews is an
suitable data collection method used in planning
and evaluating new programs.’ Purposive
selection was used to identify participants from
groups of stakeholders representing academi-
cians, healthcare providers, and health profes-
sionals. At the policy maker level (senior admi-

nistrator of the NHSO and the Thai FDA),
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results of this study were more valuable than
those from a random selection because each
participant was selected among the highest
authoritative position in each organization.

A major concern of all stakeholders was
the varying qualities of pharmacy services and
types of community pharmacies that currently
exist in Thailand. By law, only community phar-
macies that are operated by licensed pharmacists
are allowed to provide medications that are
classified as “Dangerous Drugs.” Accreditation
via a quality mechanism from a trusted organi-
zation should allow community pharmacies to
be healthcare providers under the UCS. This
concept was very well accepted among stake-
holders. However, one physician stated that if
the Thai FDA would be stricter in enforcing
compulsory laws regarding community pharmacy
operational licenses, a quality test would not be
necessary.

The Thai FDA would be the most suitable
accrediting organization selected by most
stakeholders specially those from the public
sector. Pharmacists felt the Thai Pharmacy
Council should accredit CPUCs. Policy makers
felt the NHSO should be responsible for the
accreditation process and other organizations
with expertise in community pharmacy or
a committee of experts could be consulted.

The Quality Drugstore project was im-
plemented by the Thai Pharmacy Council and
the Thai FDA in order to improve and develop

community pharmacies as excellent providers
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for the Thai society and people. Most stake-
holders, especially pharmacists, agreed that
an accredited Quality Drugstore should auto-
matically qualify as a CPUC. Physicians only
slightly agreed with the concept. During the
interviews, some physicians were not aware of
the Quality Drugstore project, this indicates
that the project was recognized mainly by
the pharmacy. Academicians did not agree since
some Quality Drugstores do not provide quality
services and some appear to be more concerned
about the physical environment than professional
practices. One academician believed that an
accreditation organization should be a separate
entity from any organization that is involved
with professional development and practice.
NHSO policy is an important factor that
could affect pharmacy participation in the
CPUC model. Stakeholders were concerned
that the 2004 NHSO announcement, regarding
methods and criteria of registration of health-
care units and their networks, was a significant
issue when proposing a suitable model of CPUC.
Community pharmacies do not fulfill the criteria
as a main contractor conforms to this announ-
cement. The subcontractor model was the best
model of CPUC although both the network
model and the subcontractor model were pos-
sible. The network model would be difficult
to implement because a community pharmacy
would have to build network services with other
health professionals, especially in physician

clinics. This is necessary if community pharma-
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cy were to join together as a “person” in statute
and contract with the NHSO.

Some policy makers suggested that in
order to establish trustworthiness in society,
community pharmacies should pass a quality
performance process before becoming a CPUC.
Participation as a CPUC should start in the
geographic areas where there are pharmacies
providing services within the community, and
slowly extends to other areas because a com-
munity pharmacy has never participated under
the UCS.

Dispensing prescription refills for patients
with stable chronic diseases was the pharmacy
service of CPUC with the highest rating by all
stakeholders. This pharmacy service was widely
accepted because patients would receive maxi-
mum benefits especially convenient access to
care. Patients would still be required to see their
physicians periodically.

Convenient access to care at CPUC would
improve quality of care for chronic patients that
require maintenance medications. Approximately
7 percent of the Thai population suffers from
diabetes mellitus but 60 percent are uncontrolled
due to many factors such as inconvenient access
to care, long waiting time at the hospital, and
non-compliance.” These problems would be
reduced if patients could receive their medications
at a CPUC.

Pharmacists felt all proposed services
were suitable in the model of CPUC, particu-

larly dispensing medications for minor ailments.
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These services are currently available in the
community setting and are the important roles
of pharmacy in the healthcare system. Policy
makers and academicians were not comfortable
to the idea that UCS cover minor ailments
treatment at community pharmacies; they felt
patients should be responsible for self-care or
self-medication and the NHSO does not have

sufficient budget to cover the related costs.

Limitations

During the purposive selection process,
some declined the interview, and snowball
sampling was used to identify consenting par-
ticipants. Therefore, the perspectives collected
may not represent general viewpoints of the
Thai population. In addition, the study focused
on health treatment and maintenance. Pharmacy
services that include health prevention and
promotion activities may alter perceptions of

the CPUC concept.
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Conclusions

Community pharmacists have the poten-
tial to provide valuable primary care services
under the UCS. The subcontractor model is
the proposed model of CPUC with pharmacists
dispensing refills for patients with stable
chronic diseases. CPUCs should pass quality
accreditation in order to become services pro-
vider under the UCS. The NHSO shoulc'l |
oversee the accreditation process with the
assistance of the Thai FDA, the Thai Pharmacy
council, or a committee of expertise. This model
provides accessibility to care and quality
treatment to patients that will improve the

Thailand healthcare system.

Acknowledgements

The authors would like to thank the
National Health Security Office for their partial
funding on the research and thanks to all

participants for their valuable thoughts.

Registration of Healthcare Providers Unit and
Their Network 2004. Available at: www nhso.go.
th Accessed on February 14, 2007.

5. Goel P, Ross-Degnan D, Berman P, et al. Retail
pharmacies in developing countries: A behavior
and intervention framework. Soc Sci Med 1996;
42: 1155-61.

6. Felicity S. Community phanmacy in Ghana: enhan-
cing the contribution to primary healthcare.
Health Policy Plan 2004; 19:234-41.

7. Chalker J, Chuc NTK, Falkenberg T, et al. Private
pharmacies in Hanoi, Vietnam: a randomized trial
of a 2-year multi-component intervention on

knowledge and stated practice regarding ARI, STD



i

122  snaundnssulsswenna (Yssinalng)

10.

and antibiotic/steroid requests. Tropical Medicine
& International Health 2002; 7: 803-10.
Technical Working Group for Analysis of the
Thai Drug system. Bangkok: Thai Drug System,
2002.

The Thai Pharmacy Council. Community Pharmacy
Development and Accreditation, 2005. Available
at: www.pharmacycouncil.orgAccessed June 26,
2007.

International Pharmaceutical Federation. Good
Pharmacy Practice in Developing Countries!
Recommendations for step-wise implementation,
1997. Available at: www.fip.org/files/fip/State-
ments/latest/Dossier% 20003% 20total. PDFAcces-
sed March 21, 2008.

Chalongsuk R, Lochid-amnuay S, Santimalee-
woragun W. A study of a refill prescription service

system comparing a hospital pharmacy and an

12.

13.

IRIA E'nnﬁaﬂnw yIue

accredited pharmacy. Journal of Health Systems
Research. 2007; 1: 249-62.

Chalongsuk R, Lochid-amnuay S. Client satisfac-
tion in pharmacy under the Thai Universal Cover-
age Scheme: A case study at the Community
Pharmacy of Sawang Dan Din Crown Prince
hospital. Thai Journal of Health Research 2006;
20. 41-58.

Chunharas S. Public and private for healthcare:
concept, caution, and suggestion. Journal of Health
Systems Research 1997; 5. 271-81.

Guion LA. Conducting an in-depth interview,
2006. Available at: http://edis.ifas.ufl.edu/FY 393
Accessed May 11, 2008.

Health Research System Institute. Report of health
survey of Thai people by physical examination
(2003-2004). Nonthaburi: Health Research System

Institute, 2005.



