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Abstract

Objectives. This article discusses how participatory technology appraisal as part of the
Universal Coverage Scheme (UCS) in Thailand contributes to improving access to essential
health services among vulnerable populations.
Methods. Document review was conducted on health technology appraisal approaches intro-
duced by the UCS. The review involves health benefit proposals advanced by stakeholders and
also meeting minutes of relevant working groups and committees published between 2010
and 2015.
Results. From the establishment of the UCS participatory technology appraisal mechanism in
2010 until 2015, a total of 133 health interventions have been nominated. Some nominations
highlight problems in access to care among vulnerable populations. As policy advocates con-
tinue to be involved in the latter stages of coverage decisions, they have opportunities to per-
suade policy makers and other stakeholders to agree to the rationales of their proposals. Some
interventions were rejected because they did not meet value for money, affordability, and fea-
sibility criteria; however, topic nominations from stakeholders as well as relevant deliberation
throughout the technology appraisal processes have a potential to improve accessibility of
health care among the disadvantaged.
Conclusions. Through participation in the UCS policy-making processes, key stakeholders are
able to direct the attention of decision makers to significant gaps in access to services among
vulnerable citizens, a health system problem rarely brought to discussion by policy elites and
experts. The Thai experience reaffirms participatory technology appraisal as a supportive mea-
sure to providing universal health coverage.

In the universal health coverage context, decisions to include new healthcare interventions in
the benefits package are difficult, mainly because of resource constraints. Politically, public
resource allocation may result in gains and losses among beneficiaries and other stakeholders
(1). Given a reimbursable list of health services, patients afflicted by certain diseases can
receive curative treatments, while those with other disorders may receive only supportive
care. At the same time, suppliers of pharmaceuticals and medical equipment gain significant
profits when the use of their products in service delivery is financially subsidized. Owing to
these factors, decisions on life-threatening diseases and expensive interventions are highly
political (2). In reality, coverage policies are much more complex, because insurance managers
need to prioritize wide-ranging service options with varying degrees of costs, health outcomes,
and other consequences, especially the short- and long-term financial burden of the benefits
schemes. In this regard, it is proposed that health technology assessment (HTA) is helpful for
governments to systematically evaluate the effects and/or impacts of technologies and inter-
ventions (3). However, the characteristics of HTA introduction vary across settings, including
its scope and processes, as well as the translation of evidence into policy and practice (4).

In Thailand, the policy to provide universal and equitable access to essential health care was
initiated in 2002. Among the three tax-based benefits programs, the Universal Coverage
Scheme (UCS) is the largest: its beneficiaries account for almost three-fourths of the popula-
tion (67 million in 2017) (5). Managed by the National Health Security Office (NHSO), the
scheme subsidizes biomedical and public health interventions for treatment, palliative care,
disease prevention, and health promotion. Like many other resource-constrained countries,
the Thai universal health coverage faces political and economic pressures, in part because
the demand for expensive, innovative technologies has been growing over time. In response,
in 2010, the NHSO established a participatory technology appraisal mechanism, whereby
HTA organizations in the Ministry of Public Health (MOPH) and university faculties are
involved in evidence generation (6). The literature suggests that although cost-effectiveness
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and budget impact information is influential in guiding most of
the UCS coverage policies, equity, and moral aspects of access
to health services are deliberated in decision making (7).

As the Sustainable Development Goals (SDGs) cannot be
achieved if the poorest and marginalized people are left behind
(8), The Thai UCS experience will be useful for governments in
other resource-finite countries that are moving toward universal
health coverage as one of the SDGs. Document review was con-
ducted on health technology appraisal approaches introduced
by the UCS. The review involves health benefit proposals advanced
by stakeholders and also meeting minutes of relevant working
groups and committees published between 2010 and 2015, this
study aims to illustrate how participatory health technology
appraisal helps to address the needs of the socially disadvantaged,
including people in low socioeconomic groups, ethnic minorities,
persons with physical and mental disabilities, and residents of
hard-to-reach areas. Policy agenda-setting models are also discussed
to offer understanding on key factors of problem recognition and
new policy adoption. These include, among others, involvement
of stakeholders who advocate for particular policy options.

Agenda Setting and Participatory, Evidence-Informed
Health Technology Appraisal

Public policy models suggest that policy change starts from
agenda setting, the process whereby policy makers recognize
social conditions as problems for which serious attention in the
public sector is needed (9). Furthermore, most policy changes
are incremental, while substantial reforms rarely happen because
it requires a coincidence of conducive factors. Such factors include
the existence of suitable policy options and strong political move-
ment from dedicated policy advocates (10). In a policy domain,
powerful actors such as people in higher socioeconomic groups,
business corporations, and experts have relatively high ability to
manage agenda items by constraining the involvement of others
that have different ideas and preferences.

However, success in raising a problematic issue and related
interventions on the government agenda is also facilitated by
compelling problem construction and definition (11). A social
phenomenon may be defined differently by stakeholders in
terms of its severity, the responsibility of the government, and
afflicted populations. As discussed in the literature, policy advo-
cates, some of whom represent the worst-off in society, usually
try to convince the government to recognize particular problems
by framing arguments, building coalitions, and brokering their
ideas and proposals to political supporters and the public (12).
As such, empirical information, social discourse, and emotional
appeals compete with each other, and policy agendas are not
always shaped by experts, scientists, and private businesses.

The above-mentioned policy development models can be
applied to enhance understanding of the health technology
appraisal process. Although HTA is underpinned by the concept
of evidence-based policy, it is not purely technical and free from
political influences. For example, active stakeholders are likely to
propose their preferred service interventions to policy makers (2).
In the health policy sphere, medical specialists, health profession-
als, technical officers, and the health products industry largely
dominate policy decisions. This means that the preferences of
these actors have high potential for achievement, whereas the
health needs of those with less power are not well represented.
As a result, there is criticism for such an unfair and biased policy-
making process (13). To achieve a balance, in some countries such

as Australia, Canada, Spain, and the United Kingdom, governments
established formal pathways to involve lay citizens, patients, and
patient advocacy organizations; for example, in developing HTA
strategies and guidelines, horizon scanning, selecting technologies
for assessment, and undertaking HTA (14;15).

Despite restricted technical competencies in biomedicine and
public health, lay people and civil society organizations (CSOs)
have contributed to the priority-setting of health interventions
based on their value judgments and direct experiences as insur-
ance beneficiaries, service recipients, and caregivers (16). For
some services, useful information and examples of lessons learned
provided by these actors cannot be found in scientific literature
(17). Nevertheless, universal health coverage experts maintain
that public involvement in HTA and a transparent decision-
making process are useful in communicating the value of specific
health investments as well as gaining support from the govern-
ment and other stakeholders for pro-poor policies, such as finan-
cial protection (11). However, the literature suggests that ensuring
representation of relevant stakeholders, such as those who are
impacted by policy decisions to achieve a well-balanced perspec-
tive is challenging (13).

In Thailand, seven groups of stakeholders, namely government
organizations, academic institutes, health professionals, the health
products industry, CSOs, patient groups, and lay people are for-
mally involved in health technology appraisal and coverage deci-
sions (18). It should be noted that CSOs, patient groups, and lay
people are organizations registered as constituencies of the
National Health Assembly (NHA), which has been convened
annually since 2008. In the NHA system, CSOs include not-for-
profit, health advocacy organizations, while patient groups is a
type of CSO, of which the members are patients with particular
diseases and their caregivers. Meanwhile, lay people are lay
members of seventy-seven Provincial Health Boards (18).

Explicit rules were established for selection of stakeholders’
representatives and the scope of their involvement in particular
activities. In the first step, all stakeholders are eligible to propose
new benefits. Given limited HTA capacity, only some of these
proposed interventions are selected for assessment by a working
group, which comprises academic institutes, professionals, CSOs
and patient groups (6). Technical assistants provide the working
group with evidence and information on disease burden and
severity of health problems, clinical effectiveness of the interven-
tions, financial burden of households if the services are not sub-
sidized by the UCS, and ethical considerations, especially whether
the poor and other vulnerable groups are largely afflicted popula-
tions. As other elements relevant to the health problems and
interventions, such as personal experiences, may also be raised
for discussion, the selection criteria are adapted to each proposal.

In a further step, the selected interventions are assessed for
their value for money and budget impact. Subsequently, in accor-
dance with the country’s HTA process guidelines, experts, health
practitioners, and key stakeholders are invited to comment on the
research scope, objectives, and methodology, as well as prelimi-
nary results and policy recommendations (19). The National
Health Security Board considers relevant information and evi-
dence, including HTA findings, and makes the final decisions.
In some instances, HTA researchers are requested to conduct
additional studies to determine program feasibility and appropri-
ate service delivery models.

As HTA researchers involved in UCS technology appraisal
process and related evidence generation, we have observed that
lay citizens in Thailand are reluctant to participate in technical
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discussions about diseases and complicated technologies. On the
other hand, CSOs and patient associations are relatively well-
equipped to propose new benefits and exchange information
and opinions as working group members. However, active coop-
eration in HTA research has been obtained from most groups of
stakeholders. In this regard, the Thai experience is similar to par-
ticipatory health technology appraisal in some countries. Given
the benefits of public participation in policy process, understand-
ings on how and why some stakeholders hesitantly take part in
coverage decisions is helpful in finding appropriate strategy to
encourage participatory technology assessment and, therefore,
improving equitable access to essential health services.

Overview of Stakeholder Submissions to the Universal
Coverage Scheme

From the establishment of the UCS participatory technology
appraisal mechanism in 2010 until 2015, a total of 133 interven-
tions were proposed by different groups of stakeholders. These
included a wide range of interventions for disease prevention,
screening and diagnosis, treatment, rehabilitation, multiple pur-
poses, and other public health measures (20). Forty-two percent
of the proposals involved treatment technologies, and the major-
ity of submissions were made by the industry (25.6 percent), fol-
lowed by those from lay people (19.5 percent), CSOs (7.5 percent),
and patient associations (6.8 percent) (Table 1). The total number
of proposed interventions decreased over time, from thirty-four in
2010 to eighteen in 2015 (Table 2). Health products industry con-
sistently nominated five or six interventions every year. In con-
trast, academic institutes, CSOs, and patients’ associations were
active during only the first couple of years.

Out of the 133 submissions, sixty-four were selected, by
responsible working group, for assessment. As the working
group’s decisions and reasons were publicized, those who contin-
ued to support the rejected interventions can ask the secretariat
for clarification and resubmit their proposals together with sup-
portive evidence or information. As of January 2019, sixteen
interventions with HTA results were adopted as UCS benefits,
ten were rejected, and the remaining were still under review by
HTA units and appraisal by the UCS authority.

Raising Problems of Access to Services on the Universal
Health Coverage Agenda in Thailand

This article highlights the proposals that addressed problems with
access to care and suggested improvements of existing programs
in terms of effective coverage and quality of services. Table 3 pro-
vides four examples of the rationales of interventions proposed by
CSOs and the pharmaceutical industry, with support from other
stakeholders, for the UCS. The four examples were purposively
chosen by the authors to illustrate stakeholders’ proposals for
new interventions, as UCS benefits, or other types of policies to
overcome the barriers to essential health care among socially-
disadvantaged people. As shown in the table, key concerns of
the stakeholders centered on health problems, poor quality of
life, and difficulties in access to services by vulnerable popula-
tions. The four examples illustrate interventions that were
rejected, accepted, or put forward for further consideration.

In 2011, the Benefits Package Committee decided to reject the
intervention to provide adult diapers to eligible people because an
HTA study indicated that providing diapers would result in finan-
cial burden that would be unaffordable for the UCS (21). Ta
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Regarding the intervention to scale up hemodialysis (HD) services
in district facilities, it was found that this policy would not be
cost-saving from the societal perspective; however, it could reduce
traveling costs for each patient with end-stage renal disease by
approximately USD 960 per year while the costs shouldered by
the UCS would not increase. Due to this, in 2015, the UCS
Committee agreed in principle to pursue HD expansion at the
district level, and requested for additional studies to determine
appropriate service delivery models and program feasibility (22).

In a similar vein, in 2015, the Committee decided to include
transportation for terminally ill patients in the existing palliative

care package in the UCS to subsidize the costs. Such a decision
was informed by evidence, which showed a substantial cost reduc-
tion if patients were discharged to receive home-based palliative
care (22). In addition, it was recommended that the NHSO collab-
orate with the MOPH to strengthen the palliative care program to
ensure quality of service provision in the community. Lastly, an
economic evaluation was conducted on the point of care blood
coagulation tests. The study showed that providing this service
at the district level as an integral component of the provincial
health provider networks would offer value for money and,
importantly, would increase access to care among those in rural,

Table 2. Numbers of Stakeholder Submission in 2010–2015

Stakeholders

Year

Total2010 2011 2012 2013 2014 2015

Health products industry 6 5 6 6 5 6 34 (25.6%)

Lay people 5 4 5 4 2 6 26 (19.5%)

Government organizations 11 3 6 3 1 - 24 (18.0%)

Health professionals 1 1 - 7 3 5 17 (12.8%)

Academic institutes 5 5 3 - - - 13 (9.8%)

Civil society organizations 3 3 3 - - 1 10 (7.5%)

Patient associations 3 6 - - - - 9 (6.8%)

Total 34 (25.6%) 27 (20.3%) 23 (17.3%) 20 (15.0%) 11 (8.3%) 18 (13.5%) 133 (100.0%)

Table 3. Selected Healthcare Interventions Proposed to the UCS and Rationale of the Proposal

Healthcare intervention Stakeholder responsible for submission Rationale of the proposal

Adult diapers CSOs for disabled people Persons with mobility impairments and the elderly suffering from
incontinence have relatively low quality of life. They struggle to join
social events, especially when access to toilets is often difficult. In
more severe cases, staying at home requires assistance from
caregivers. For low-socioeconomic households, employing full-time
caregivers is not feasible. The proposal argued that adult diapers
would be helpful for both groups of users, but this type of absorbent
material is too expensive to use regularly.

Hemodialysis (HD) in district
hospitals (scaling up)

CSOs In Thailand, peritoneal dialysis (PD) is a first-choice treatment for
end-stage renal disease. The cost of HD is subsidized by the UCS for
patients with particular conditions for which PD is not clinically
effective. This proposal recommended the scale-up of HD at the
district level of health service delivery because regular travel to
receive this service at provincial hospitals significantly consumes
financial resources and time, proving infeasible for low-income
households in rural areas.

Transportation for terminally ill
patients discharged from
hospitals

CSOs In Thailand, most patients in terminally ill stages prefer to spend
their remaining time at home with family members and relatives.
Nevertheless, transportation to transfer patients discharged from
hospitals back to their residence is not covered by any government
benefits schemes, including the UCS. This is a challenge for the poor,
especially those that reside in rural areas.

Point-of-care (POC) blood
coagulation test

Pharmaceutical industry (with support
from medical professionals, CSOs, and
patient groups)

The use of oral anticoagulants, such as warfarin, requires regular
monitoring of bleeding time and other functions of the coagulation
system. POC testing was recommended to complement the
conventional laboratory-based tests as the latter could be provided
only in provincial and higher-level healthcare settings. Offering the
POC alternative in district hospitals would improve patient
compliance with follow-up care, since traveling costs and other
expenses shouldered by households are expected to decrease
significantly.

CSO, civil society organizations; UCS, Universal Coverage Scheme.
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remote areas (23). This proposal and relevant HTA evidence will be
presented to the Benefits Package Committee for consideration.

Lessons Learned

As a resource-limited country, Thailand’s endeavor to implement
a universal health coverage policy seemed ambitious. Over 15
years after the introduction of the UCS, this reform initiative
has been analyzed for its enabling factors, impediments, and
problem-solving approaches (24). This review contributes to the
existing literature indicating that specific strategies to address
the health needs of disadvantaged populations are indispensable,
given that equity and pro-poor financial protection are ultimate
goals of the UCS. The Thai experience reaffirms participatory
technology appraisal as a supportive measure to providing univer-
sal health coverage. The policy-making mechanism allows stake-
holders to play an important part, enabling them to direct the
attention of policy makers to significant gaps in access to services
among vulnerable people, a health system problem rarely brought
to discussion by policy elites and clinical specialists.

Although successes in agenda setting cannot guarantee achieve-
ments in further stages of policy development and implementation,
ideas and advocacy that inspired previous policy change can have
“spillover effects” on other innovations in similar or adjacent areas
(25). As such, the perceived value for health equity among stakehold-
ers and decision-makers for theUCSmay be influential inmobilizing
support for future proposals that aim to reduce the disparities in
access to health services among the poor and underserved.

Despite the positive consequences, a major challenge in the
introduction of the UCS policy-making mechanism is that stake-
holders may be discouraged from participation due to several
factors. As mentioned earlier, some groups hesitate to take part
in discussions about technical elements of health problems and
interventions. Another threat is that the process of technology
appraisal until the decisions are made takes a long time, and
only a small number of proposed interventions have been adopted
as new benefits. Without clear information on the progression
and decision on each submission, stakeholders might believe
that their involvement is wasteful.

This review aims to share the Thai experience in introducing
participatory technology appraisal and how such an approach
can contribute to improving access to healthcare among vulnera-
ble people. However, the points of discussion in this study are
restricted to the early phase of policy agenda setting. Given that
the UCS finances health services for 47 million citizens, its cover-
age policies are highly political, because they have substantial
effects on the beneficiaries, industry, health providers, and the
public. To get insight into further stages of policy development
and impact on health equity, in-depth studies to assess the influ-
ences of key stakeholders, and contextual factors on the policy for-
mulation and implementation, as well as quantitative data analysis
of health outcome among people in different socioeconomic
groups are necessary.
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