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Abstract
Many countries have introduced pay-for-performance (P4P)Introduction. 

models to encourage health providers and institutions to provide good quality of
care. In 2013, the National Health Security Office of Thailand introduced P4P,
based on the UK Quality and Outcomes Framework (QOF), as a mandatory
programme for primary care providers. This study aims to review the first year
of the Thai QOF policy, focusing on the key features of its formulation and
implementation stages.  This study used a mix of data collectionMethods.
approaches, such as literature review, in-depth interviews with QOF managers,
and focus-group discussions with health officers and practitioners. Data were
collected between June and August 2015 and transcribed and analysed using
qualitative content analysis (interpretation of the content of text data through
the systematic classification process of identifying themes or patterns). Two
consultation meetings were organised to verify the preliminary findings. 

Based on the UK model, the Thai QOF was formulated without formalResults. 
consultation with key stakeholders. Additionally, programme managers
adopted a ‘learning by doing’ approach, since Thai authorities were already
aware of health system limitations, such as insufficient human and financial
resources and unreliable databases. There were also problems with QOF
implementation, as follows: 1) deducting the budget from the annual payment
for ambulatory care made the policy unjustified because providers did not
receive full subsidisation of their service delivery; 2) lack of key stakeholder
engagement resulted in miscommunication, and subsequently
misunderstanding and inadequate coordination, for the translation of QOF
policy into action; and 3) the unreliability of the IT system led to
inaccurately-reported data on service delivery, thereby adversely affecting
performance.  There is still room for improvement in formulating andConclusion.
implementing the Thai QOF programme. Policy makers and programme
implementers at both the national and international levels can benefit from this
study for ensuring effective policy transfer and implementation of future QOF
programmes.
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Abbreviations
UHC - Universal health coverage

UCS - Universal coverage scheme

NHSO - National Health Security Office

MOPH - Ministry of Public Health

CUP - Contracting unit for primary care

PCU - Primary care unit

P4P - Pay-for-Performance

QOF - Quality and Outcomes Framework

KPI - Key performance indicator

Introduction
Thailand achieved universal health coverage (UHC) in 2002 
through the implementation of a universal coverage scheme 
(UCS) for the majority of the Thai population (75%) in addition 
to the existing government-funded health insurance schemes: the 
Civil Servant Medical Benefit Scheme for public employees and 
dependents, and Social Health Insurance for formal-sector private 
employees1. The Thai UHC focuses on promoting primary health-
care with an emphasis on disease prevention and health promotion, 
and these are also in line with new sustainable development goals2.  
Additionally, the facilities of the healthcare purchaser, the National 
Health Security Office (NHSO), and the provider, the Ministry of 
Public Health (MOPH), were separated following the introduction 
of the UHC. With this split, the NHSO holds more than half of 
the total health budget, while the MOPH owns more than 80% of  
government health facilities.

The UCS requires its beneficiaries to register in a catchment area 
at the contracting unit for primary care (CUP). In general, a CUP 
includes one district hospital and several health-promoting hospitals 
or primary care units (PCUs). District hospitals, which are staffed 
with physicians, nurses and other allied health professionals, offer 
both primary and secondary care services. On the other hand, health-
promoting hospitals, which are staffed by nurse practitioners and 
public health officers, only provide primary care, community serv-
ices, health promotion and disease prevention services1. The NHSO 
allocates the budget for ambulatory services on a prepaid capitation 
basis, i.e. a fixed rate per population registered to each CUP, which 
is equivalent to 90USD per capita. According to the National Health 
Security Act, the NHSO is entitled to provide contracts to qualified 
CUPs3; however, the purchaser has limited choices, especially in 
rural areas where MOPH facilities are predominant.

In 2010, the NHSO introduced the first pay-for-performance (P4P) 
programme, called on-top payment, in order to reduce variations 
in quality and accessibility of care provision by encouraging CUPs 
to improve infrastructure and staffing4. Since this programme was 
criticised for not clearly contributing to the quality of services and 
health outcomes, it was replaced by the Quality and Outcomes 
Framework (QOF) in October 20135. As a P4P initiative, the QOF 
incentivises health providers to improve primary care quality in 
key predetermined areas, namely (i) health promotion and disease 

prevention; (ii) primary healthcare services; (iii) organisational 
development and management; and (iv) services targeted to local 
need (Figure 1). There are two types of QOF indicators: 1) core 
indicators, used at the CUP level throughout the country, and 2) 
local indicators, developed by regional health boards, consisting 
of NHSO and MOPH senior officers at Provincial Health Offices 
and regional, provincial, and district hospitals. The core indicators 
comprise nine quality measures in five key primary care services, 
including maternal and child health, cervical cancer screening, man-
agement of asthma, diabetes and hypertension, and the structure 
of primary care organisational development, e.g. the percentage of 
people who have access to a physician. Some of these indicators, 
such as the percentage of pregnant women that received antenatal 
care before 12 weeks of gestation, are also adopted by the MOPH 
as a key performance indicator (KPI) for monitoring and evaluating 
the service delivery in its health facilities. However, some of the 
QOF indicators, such as the percentage of diabetes patients admit-
ted to the hospital due to short-term complications from diabetes, 
are not included in the MOPH’s KPI list. Besides, this initiative 
allows regional health boards to develop regional indicators with 
the aim of decentralising decision-making power, motivating par-
ticipation of local actors, and addressing local health problems 
and health delivery factors. As a result, the numbers and sets of 
indicators differ across the 13 regions of the country.

The Thai QOF was implemented in 1,293 CUPs country-wide. 
Achievement against each indicator is calculated on an annual basis 
using national patient care databases and given a point value. In 
principle, the total points achieved are then converted into financial  
value, which is allocated to CUPs. In the first year, the NHSO 
disseminated QOF details e.g. indicators and points through its 
regional offices, regional health boards, and CUPs. Then, the 
NHSO requested each regional health board to develop regional 
QOF guidelines together with local indicators. Once providers 
delivered services, they recorded such service provision in the exist-
ing MOPH database. Thereafter, the information was transferred to 
the provincial data centre, which manages the data and submits it 
monthly to the MOPH (Figure 2). Subsequently, the NHSO extracts 
selected fields from the database and analyses the data related to 
core QOF indicators, with the analysis details reported back to the 
regional health boards. Meanwhile, local indicators are collected 
and analysed locally at the regional level. To fund this, the NHSO 
allocates the QOF budget to the regional health boards according to 
the number of people registered to the health facilities in the region 
and requests the regional health boards to allocate the payment to 
the CUPs. The reason for this is that the NHSO believes this is 
reasonable given that the QOF budget was part of the budget for 
ambulatory services.

One year after the QOF implementation, key stakeholders at the 
national, regional, and peripheral levels raised concerns about 
the mismanagement of the scheme and highlighted the need for 
improvement in different aspects of the programme. This study was 
commissioned by the NHSO to review the first year of the Thai 
QOF programme, with focus on key features of the policy formula-
tion and implementation stages. These include the policy design, 
implementation gap, impeding factors, and health providers’ 
perceptions towards the policy. This paper describes the results of 
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Figure 1. QOF indicators and point value in 2014 (total 1,000 points). QOF = Quality and Outcomes Framework, OP = Out Patient, PCU 
= Primary Care Unit.

this evaluation as well as the lessons learned and implications for 
the QOF in Thailand.

Methods
A qualitative study was performed, including a review of literature, 
in-depth interviews, and focus-group discussions. Data were 
collected between June and August 2015.

Data collection
Document review. Key international publications and unpublished 
research reports related to the UK QOF and relevant documents 
related to the Thai QOF, including published literature, research 
reports, and health policy documents, were reviewed. International 
publications were searched in PubMed (https://www.ncbi.nlm.
nih.gov/pubmed/). The search was conducted using key words, 
including ‘QOF’ and ‘quality indicators’. Papers published between 
January 1, 2004 and July, 2015 were considered. Unpublished 

research reports were identified by UK researchers (University of 
Birmingham). The NHSO and its regional offices offered rel-
evant documents in Thai, including published literature, research 
reports, and health policy documents.

Key informant interviews. In June 2015, in-depth interviews were 
conducted with 11 key informants using semi-structured interview 
guides (Supplementary File 1). Purposive sampling was performed; 
the informants were recruited according to the criteria that they 
were responsible for formulating QOF policy or managing the 
programme at the national and regional levels. Recruitment was 
performed under the supervision of the QOF programme manag-
ers in the NHSO. The informants included five executives and two 
programme managers at the national level, and three executives of 
NHSO offices and one programme manager at the regional level 
(Table 1). All QOF managers at national level were interviewed. 
However, at regional level, we categorised 13 NHSO regional 
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Figure 2. A flow diagram of service delivery data from PCUs to the MOPH databases and budget allocation from the NHSO to the 
CUPs. PCUs = Primary Care Units, MOPH = Ministry of Public Health, NHSO = National Health Security Office, CUPs = Contracting Units for 
Primary care, QOF = Quality and Outcomes Framework.

Table 1. Characteristics of 11 interviewed informants. NHSO = National 
Health Security Office, QOF = Quality and Outcomes Framework.

Characteristic Number of 
interviews

Gender

            Male 8

            Female 3

Organisation

            NHSO 5

            NHSO regional offices 6

Responsibility

            Managing QOF at national level 3

            Managing health promotion and disease
            prevention programme or secondary and tertiary
            care programme

2

            Managing QOF at regional level 6
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offices into 5 groups. The first group, Bangkok, was selected due 
to differences in context, such as population density and mobility, 
patient’s help seeking behaviours, and lifestyle, as well as  
primary care system. Therefore, Bangkok has implemented  
different QOF indicators, payment criteria and management  
strategies. Regional offices in the south, north, north-eastern and 
central part of Thailand were randomly selected (1 office per 
region) for interviews.

Focus group discussions. Two separate focus group discussion 
sessions were convened in July 2015 (one for 7 representatives 
and other for 8 representatives). A researcher (ST) led the dis-
cussion. The discussions were guided by sets of predefined ques-
tions covering the benefits of the QOF to health facilities, the 
relationship between QOF performance, scores and payment, QOF 
payment allocation, barriers, and suggestions to improve the QOF 
programme. Purposive sampling was performed. The recruitment 
of participants was carried out in two steps. First, two provinces 
in each region (12 regions, excluding Bangkok Metropolitan) with 
the highest and lowest QOF scores were selected. Second, different 
types of health facilities (e.g. district hospitals and health-promoting 
hospitals), as well as provincial and district health offices from the 
24 provinces, were selected based on consultations with NHSO 
staff in the regions. As such, 24 representatives from these organi-
sations, who had been involved in the QOF introduction either as 
supervisors or primary care providers, were invited to participate in 
the meetings. Fifteen informants agreed to participate (Table 2).

Data analysis
Interviews and focus group discussions were audio-recorded, 
transcribed, and analysed using qualitative content analysis, a 

research method for the interpretation of the content of text data 
through the systematic classification process of identifying themes 
or patterns6. A single researcher read through the transcripts repeat-
edly to derive the key issues of the text data that were then sorted 
into categories and themes based on how different issues were 
related and linked. After that, the research team discussed the 
emerging categories, made themes, and changed categories where 
appropriate.

Quality assurance
Two consultation meetings were organised in July 2015. The 
aims of these meetings were for the research team to check that 
key information had been collected and to verify preliminary find-
ings. The first meeting involved 27 key stakeholders at the national 
level, including policy makers from the MOPH, researchers from 
universities, as well as representatives from the NHSO and its 
regional offices. At the second meeting, 31 participants attended, 
including representatives from the NHSO, provincial and district 
health offices, health facilities, non-governmental organisations, 
and patient groups. Six informants in this study attended the 
consultation meetings.

Results
Four major themes emerged from our analysis from the data 
collected in this study: policy formulation, programme implementa-
tion, problems with QOF implementation, and provider perceptions 
on the QOF programme. These are described in detail below.

Policy formulation
Although P4P policies were implemented in many countries with 
all types of income levels (high, middle, low), the Thai QOF was 
based on the UK model, since the NHSO believes that the UK 
QOF is the most famous and is implemented on the largest scale. 
In addition, Thai policy makers are familiar with the UK UHC 
model due to several staff exchanges and study visits. Nevertheless, 
Thai authorities were aware of significant differences in the health 
delivery systems of the two countries, and also anticipated the 
poor performance of the Thai QOF as a result of health system 
limitations, such as insufficient human and financial resources, 
unreliable databases, and conflict in some policy areas between 
the MOPH and the NHSO. Importantly, the newly-established 
initiative had never been piloted. Despite this, the UCS executives 
maintained that they were confident in introducing this policy since 
the NHSO, health providers, and officers had gained experience in 
UCS management from the earlier stage of the P4P programme. 
Furthermore, QOF managers argued that they adopted a ‘learning 
by doing’ approach, meaning that different stakeholders could learn 
through their experiences and adapt to the programme accordingly. 
The QOF managers also perceived the policy implementation as 
a capacity strengthening exercise for NHSO staff and providers’ 
networks.

Regarding the development of quality indicators, the NHSO 
formulated indicators and associated policy without consultation 
from key stakeholders, such as the MOPH, health providers, and 
professional organisations. However, personal consultation with 
respective experts in the Ministry was carried out for some indi-
cators. Two broad criteria were used to select indicators: 1) an 

Table 2. Characteristics of 15 key informants who participated 
in the focus group discussions.

Characteristic Number of 
informants

Gender

            Male 3

            Female 12

Organisation

            Provincial health office 3

            District health office 1

            Health facility 10

Geographical location

            Northern part 4

            Middle part 4

            North-eastern part 4

            Southern part 3

Position

            Quality assurance board member 4

            Data manager 2

            Health facility director 1

            Health practitioner 8
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indicator would not increase workload on data entry and reporting 
because the performance could be measured by using data in the 
existing MOPH database; and 2) the focus of indicators was placed 
on the performance at CUP level, as opposed to the outputs and 
outcomes of each health facility.

Programme implementation: plan vs. reality
The NHSO did not start to disseminate QOF information to its 
regional offices until October 2013, which was the planned start 
date for the programme. After this initial dissemination, regional 
health boards were required to develop local indicators and criteria 
for the QOF budget allocation. As pointed out by some informants, 
this resulted in a delay of approximately three to four months in 
the development of the regional guidelines and its dissemination to 
respective institutes, including primary care providers. As such, the 
QOF could not begin until January 2014 in some regions. Aiming 
to allocate the QOF budget to all CUPs by September 2014, the 
NHSO decided to use data that the health facilities submitted to 
the MOPH between April 2013 and March 2014 to analyse QOF 
performance for the core indicators. Hence, the first-year QOF was 
based on the information during that period because it took some 
time for preparation, and the programme began later than expected. 
This means that the measurement in the first year of the QOF was 
mainly based on the performance of approximately 9 to 10 months 
before the providers had been informed about the QOF indicators.

“… QOF performance was measured based on the data of the 
3rd and 4th trimester of last year [April to September 2013] and 
1st and 2nd trimester of current year [October 2013 to March 
2014]. The scores were not associated with current work perform-
ances. Additionally, the measurement did not align with the fiscal 
year, increasing difficulties in creating work plans.” (Health  
practitioner).

As mentioned above, two disparities between the NHSO’s QOF and 
MOPH’s KPI exist: 1) there are different indicators; and 2) the same 
indicators have different templates and timeframes for data entry 
and measurements. These two factors thus affected the planning 
and working process of data submission from health facilities.

Key informants asserted that QOF monies were not consistently 
allocated according to provider achievement, and high scores might 
not be associated with high quality primary care delivery due to 
two reasons. First, some local indicators did not involve healthcare 
quality or the performance of health providers, e.g. the amount of 
research conducted annually in particular facilities, and the use of 
data from IT systems to inform health service planning and deliv-
ery. Second, the criteria for QOF payments in different regions were 
not standardised, as the regional health board had discretionary  
power to make decisions.

An analysis by the NHSO suggested that the QOF budget was 
allocated according to the QOF scores in only 6 out of 13 regions5. 
In the other regions, the QOF scores were taken into account 
together with other criteria, such as population size and deprivation 
level of the catchment area (e.g. hardship and conflict areas).

“The allocation of the QOF budget was based on the financial status 
of the CUP. In practice, the amount depended on the performance 
of the health facilities in the CUP. I thought that explicit criteria or 
guidance for the CUP were necessary.” (Health practitioner).

“In my region, the regional health board agreed to allocate the 
QOF budget based on [the] number of people registered in the area 
(40%), and QOF scores (60%).” (Regional NHSO officer).

Impediments in QOF implementation
During the first year of the Thai QOF programme, the crucial 
impeding factors were the inherent conflicts between the NHSO 
and MOPH, and weaknesses in the existing IT system. Conse-
quently, there was miscommunication and inadequate coordina-
tion between healthcare workers, MOPH and NHSO staff, as well 
as inaccurately-reported data, lack of capacity for data entry and 
management, and errors in data transfer from peripheral offices to 
the national authority.

As health workers pointed out, the QOF was perceived as an 
NHSO-owned initiative, while the MOPH had developed its own 
policies to deal with priority health problems and improve primary 
care services. The lack of engagement between the NHSO and 
MOPH in the policy formulation phase resulted in miscommuni-
cation, culminating in misinformation and inadequate coordina-
tion for the translation of QOF policy into action. The focus group  
discussions made it quite apparent that senior health officers in the 
MOPH and its central departments were not aware of the NHSO 
QOF. Although some MOPH general inspectors acknowledged the 
introduction of the QOF in their regions, they paid attention only to 
the performance of healthcare delivery according to the MOPH’s 
direction and associated indicators. Hence, technical supervision  
and administrative guidance provided by the inspectors for 
QOF-related activities in most regions were limited.

The other critical problem that surfaced in the QOF’s introduction 
was the unreliable IT system, resulting in inaccurately-reported 
data on service delivery. Interviewees asserted that the capac-
ity for data entry and management at CUPs, PCUs, and district 
health offices was inadequate. Moreover, interviewees in different  
institutions argued that health workers in some settings inten-
tionally made up data in order to gain high QOF scores and 
payments. The worst case, as discussed during a focus group meeting,  
involved  attempts at data manipulation.

“Some practitioners entered data accurately, while others inten-
tionally made up data. So, they [the data] did not really reflect 
the true performance.” (Health practitioner).

“I had a field visit at a province. In this province, they [provincial 
health officers] were not concerned about under-recording, but over-
recording. This was really happening.” (Data manager of a CUP).

Informants also reported technical errors in data transfer from 
peripheral offices to the national authority.
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“I did not realise what was going on. Our performance last year was 
zero for 5 indicators. Moreover, the OP visits were marked zero. I 
believe that the problems originated from the data linkage system 
between our hospital and the regional health data centre.” (Health 
practitioner).

“Once we submitted our data to the health data centre, we found 
that our performance did not meet the indicator targets. Only 
5 indicators, related to service provision, passed the assessment. 
When comparing with other health facilities, they also passed 
approximately 5–6 indicators, which I did not believe was repre-
sentative of service delivery. I thought the issue was the database.” 
(Health practitioner).

The poor reliability of data has also been illustrated by compar-
ing results from different databases and surveys on certain indi-
cators. Table 3 shows that the coverage of some primary care 
services as QOF indicators significantly differed from the findings 
of a survey conducted by Mahidol university and a report from 
the MOPH during the same period, as suggested by a published 
document of the NHSO7. Owing to the limited capacity of the IT 
system, health personnel in PCUs could not obtain feedback on 
their performance from the provincial data centres. Without such 
information, it was difficult for PCUs to confirm the accuracy of 
their QOF scores and payments with CUP managers.

Provider perceptions, inadequate communication, and 
management issues
Most interviewees in this study agreed with the QOF policy 
principle that monetary incentives would be effective in enhanc-
ing service quality in the Thai UHC context where financing and 
other resources are scarce. Some also pointed out that the policy 
helped strengthen teamwork among district hospitals and health- 
promoting hospitals in terms of patient transfer to receive proper 
care at the secondary level. They stated that in order to be high 
achievers, health facilities in a particular CUP would need to 
cooperate, set service delivery plans together, and improve their 
referral system. However, besides the problems arising from the 
MOPH-NHSO conflict and unreliability of data, many weaknesses 

and associated implementation gaps were observed. First, health 
workers perceived that the programme was managed in an unfair 
manner. Given that the QOF budget was deducted from the annual 
capitation payment for ambulatory care, the policy was not justi-
fied as primary care providers did not receive full subsidisation of 
their service delivery.

“The budget for the QOF programme was deducted from the OP/
PP budget [budget for out-patient/health promotion and disease 
prevention services]. It should have been from other sources. The 
OP/PP budget is actually aimed at subsidising service deliveries, so 
it isn’t fair for health providers [since they may receive less money 
than they had received previously and this may not be sufficient for 
providing ambulatory services].” (Health facility director).

“…the calculation of the budget for ambulatory services was 
based on the number of people registered in the catchment areas. 
Allocation of this budget based on the performance of health 
providers isn’t fair. The allocation should have been based on 
the same principle [payments based on the number of registered 
population].” (Regional NHSO officer).

Additionally, providers perceived that allocating a budget based 
on performance was unfair because the NHSO collected a 
proportion of the budget for ambulatory services, and allocated 
this on the basis of each CUP performance instead of the registered 
population. While the total amount remained the same, CUPs 
with high QOF scores were able to receive higher QOF payments, 
thereby taking a proportion of other CUPs’ budgets in the same 
region.

“It [QOF budget allocation] was unfair… [and] inappropriate 
because a province that achieved high QOF scores would receive 
a larger budget and [would be] taking from other provinces’ UC 
budget.” (Health practitioner).

As also perceived by hospital administrators and health workers, 
the unfairness was exacerbated when the allocation of the QOF 
budget did not rely on actual quality improvement in service 

Table 3. Comparison between the average performance of the CUPs derived from the existing 
MOPH databases and the average performances of the CUPs derived from other sources in 
the 2014 fiscal year. Two indicators were highlighted, due to the availability of the data from other 
sources to make comparisons.

Indicator Information derived from 
the MOPH databases

Information derived 
from other sources

Percentage of pregnant women receiving 
antenatal care 5 times during gestational 
period

10% 49% (1)

Percentage of coverage of cervical 
cancer screening in women between 
30–60 years within 5 years

36% 67% (1) 
68% (2)

Sources of information: (1) A Survey conducted by Mahidol University 2014, and (2) A Report of the MOPH, 2014, 
adapted from a published document by the NHSO7.
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delivery at the CUP and PCU levels. Furthermore, there was 
perceived prejudice in performance measurements owing to the 
fact that some QOF indicators and targets were relatively difficult 
to achieve in certain circumstances, e.g. providing screening tests 
for non-communicable diseases in an area with a large population, 
urbanised culture and lifestyle, and high rate of labour migration 
to other areas.

Second, inefficient transfer of information from policy makers 
to programme managers and practitioners was emphasised by  
interviewees as an important drawback of the Thai QOF. Tra-
ditional, bureaucratic communication approaches that involved 
lengthy official documents and formal, face-to-face meetings with 
executives crucially impeded the dissemination of messages. As 
maintained by some informants from PCUs, they did not have an 
in-depth understanding about the QOF because CUP representa-
tives who attended the regional meetings did not relay the obtained 
information. It was also argued that the information deficit  
resulted in poor attitudes and non-compliance with the policy 
among service providers.

Third, most QOF indicators, such as coverage of screening  
or occurrence of complications as a result of poor disease 
management, were designed to measure the performance at the 
CUP level, even though district hospitals and health-promoting 
hospitals are different entities with different financial management. 
As such, the QOF budget received by the CUP needs to be divided 
among health facilities. During the interviews and focus group 
discussions, it was evident that without guidance for QOF budget 
allocation within the CUP, staff at health-promoting hospitals 
found it difficult to negotiate a fair share of the budget with the 
directors of district hospitals and perceived that they were the worse 
off under this programme. Although some CUPs demonstrated the 
improved collaboration expected from the QOF implementation 
between district hospitals and health-promoting hospitals, other 
CUPs witnessed conflicts between the two entities on account of 
the QOF budget allocation.

“It was not told how much each indicator would deliver. So it 
was not sure how the budget should be further allocated to the 
health-promoting hospitals. We had to find [a] consensus on 
explicit criteria for budget allocation in order to avoid conflicts.” 
(District health officer).

“This method of allocation [allocation of the QOF budget through 
CUP] caused disputes among the health facilities because there 
were no explicit criteria. Each CUP board could create their own 
way to allocate the budget.” (Health practitioner from a health- 
promoting hospital).

Discussion
As with many health insurance schemes, there has been a strong 
political will and commitment within the NHSO to improve the 
quality of primary care under the Thai UCS8. P4P was chosen by 
the NHSO to improve service quality and reduce the variation in 
performance of primary care providers. Moreover, this initiative, if 
introduced properly, may be effective in improving the governance 
of resource allocation, as it monitors and evaluates the performance 

of CUPs in terms of inputs, processes, and outcomes. However, 
this study suggests that the processes of QOF policy formulation 
did not follow the principles of evidence-based and participatory  
policymaking, which has long been embedded in Thai health 
systems, including the NHSO’s policy decisions9. The selection 
of QOF indicators as a crucial policy instrument is an appropriate  
illustration. The initial selection of indicators by the NHSO 
without external stakeholder engagement is not unique, but other 
countries that have implemented P4P have evolved the indicator 
development and evaluation process to be more participatory. For 
example, the National Institute for Health and Care Excellence 
(NICE) has led the indicator development and evaluation process  
for the QOF on behalf of the NHS in the United Kingdom since 
2008. They utilise a systematic process involving experts in 
respective disciplines, NHS managers, and practitioners in order 
to ensure that these indicators and measurements are technically 
robust, effective in quality improvement, and well-accepted by 
key stakeholders10. In contrast, the Thai QOF development did not 
follow an explicit process for indicator development; it was based 
on non-technical criteria and informal consultation with a limited 
number of stakeholders. Furthermore, it is not clear whether 
regional health boards took into account the aims of the QOF while 
developing local indicators, as some indicators were not relevant 
for measuring the quality of primary care.

Besides relevant performance indicators and measurement methods, 
reliable databases on service delivery and civil registry are neces-
sary for the P4P model. This analysis suggests that the health-related 
IT systems and databases were the weakest component of the Thai 
QOF programme. This was compounded by the lack of capacity and 
technical expertise of personnel in different cadres at the country and 
peripheral levels. An on-going study for the development of QOF 
indicators in Thailand reveals various types of inaccurate informa-
tion contained in the MOPH databases11. Since health information 
and data are considered building blocks (http://www.wpro.who.
int/health_services/health_systems_framework/en/) of the health 
system, it is likely that this weakness also affects a broader range 
of initiatives managed by the MOPH and NHSO. One example of 
an unsuccessful introduction of computerised information systems 
in Thailand is the abandoned Telemedicine Network launched in 
1998; it failed because of the lack of IT skills among health profes-
sionals, the low level of system acceptance among users, and the 
rapid changes in the IT system12,13. In addition, a study on the QOF 
in Switzerland14 revealed that an incomplete database was unable 
to reflect the quality of healthcare delivery. Furthermore, different 
studies suggest that healthcare workers should be able to perform 
proper data entry, and these data should be used as feedback for 
improving the quality of healthcare delivery14–16.

In the views of QOF managers and some practitioners, the Thai 
QOF should be able to strengthen collaboration among district 
hospitals and health-promoting hospitals. District hospitals should 
also provide support to health-promoting hospitals in terms of 
health personnel, medicines, medical devices, technical support, 
and quality control of services. It is similar to the findings of a 
systematic review by Gillam et al, 201217, which indicated that 
the UK QOF strengthened teamwork among practitioners in the 
health facilities. The improved cooperation within the CUP as 
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asserted by some interviewees has not been clearly evident in this 
evaluation. Ironically, however, some informants mentioned about 
the inadequate coordination between district hospitals as CUP 
leaders and PCUs, especially in terms of financial resource 
allocation. This may be explained by several reasons. First, it was 
the first year of programme implementation and the leaders and 
staff of health facilities within the same CUP are still learning 
and adapting to the programme; therefore, collaboration may be 
improved in the future. Second, health-promoting hospital staff  
may have less incentives than staff in district hospitals to coop-
erate with district hospitals because the QOF budget is allocated 
directly to the district hospital (as CUP’s main contractor), while 
health-promoting hospitals have no negotiating power with the 
district hospital. Third, a lack of central guidance as to how the 
incentives should be allocated led to the inconsistency of QOF 
 payment allocation from the CUPs to health-promoting hospitals.

A key success mechanism of P4P implementation to improve 
quality of healthcare is that health providers are well aware of 
and appreciate the incentives offered, and have the ability to make 
behavioural changes or strengthen their service delivery capacity 
in order to achieve predetermined performance targets18. In the 
Thai QOF, however, due to the delay in the development of the 
indicators, inadequate policy communication, and IT issues, it was 
really difficult for providers to improve their performance in such 
a short period of time. The QOF score was measured from the 
performance carried out 8–9 months before issuing the indicators 
by the NHSO and the regional health boards. During this period, 
the providers were unaware of the policy, including incentives, 
and thus it is unreasonable to expect any improvement. Arguably, 
performance measurements in the second year should be more jus-
tifiable than the first year because providers already know what 
the core indicators are, whereas local indicators can be changed 
annually depending on the negotiations in the regional health 
boards. This case study reflects the importance of setting up and 
keeping an appropriate timeline for the implementation of P4P 
programmes. In other settings, such as in the UK QOF, the  
programme can aim to increase a providers’ performance by estab-
lishing a reporting system that provides on-going feedback about 
achievement in real-time. The UK QOF has also sought to incor-
porate the quality improvement potential of reputation incentives 
in parallel with financial ones through the public reporting of QOF 
achievements19. However, both of these systems rely on a robust 
and reliable IT system and it may not be possible to introduce them 
into the Thai QOF unless the NHSO overcomes its IT problems.

This study contributes to public policy literature as it provides 
empirical evidence from a developing country’s health systems for 
existing policy analysis models and theories. We learn that the UK 
QOF was transferred to the Thai setting with significant adaptation 
during the formulation stage, including indicator development, point 
value determination, budget, management, feedback, and database 
for the QOF. This resulted in great differences from the prototype. 
As pointed out by Dolowitz and Marsh20, the transferred elements 
can be ideologies, interventions, or administrative arrangements. 
In Thailand’s QOF, the transfer of the P4P concept and principles 
was relatively effective compared to the learning on instrumental 
details and programme structure, since the latter elements 

were influenced by the political and health delivery context. 
Such contextual factors, as well as the capacity for programme 
management and primary care provision at the subnational level, 
played a key role in the QOF implementation, and possibly the 
outcomes too. According to the implementation model, in order to 
meet new policy goals, government service providers usually seek 
to obtain the necessary information to guide policy execution, as 
well as draw lessons from several sources21. As such, policy learning 
on the QOF introduction might also take place locally by exchang-
ing knowledge among practitioners and drawing lessons from past 
experiences, such as the introduction of the earlier phase of the 
P4P for infrastructure, and human resource development.

The findings of this study should be interpreted in light of certain 
limitations. The study relied heavily on stakeholders’ interpretation 
and perception towards the QOF. Despite the efforts to triangu-
late the information, researchers were not able to interview most 
policy makers from the MOPH, including executives and General  
Inspectors. However, a small number of these policy makers were 
able to participate in a stakeholder consultation meeting, and their 
views are crucial because they play an important role in the policy 
formulation and implementation process. Further study to evalu-
ate the health outcomes accrued as a result of the Thai QOF is 
recommended. It should be noted that this may take a longer time 
frame for the evaluation and different study designs to be able to 
obtain an impact. Furthermore, studies on other aspects of the QOF 
are needed, such as costs, cost-benefit, value for money, and the 
contribution of the QOF to primary care improvement.

Conclusions
Although there were impediments in introducing the Thai QOF 
programme, the programme gained a strong political will and 
commitment from the NHSO to improve the quality of primary 
care under the Thai UCS. Lessons learned from the current Thai 
QOF will be useful for policy makers and programme imple-
menters at both the national and international levels in ensuring 
effective policy transfer and implementation, not only for similar 
P4P programmes, but also for other public health initiatives.
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Context – The National Health Security Office (NHSO) in Thailand introduced a pay-for-performance
programme in 2013 based on the UK’s Quality and Outcomes Framework (QOF) as a requirement of all
primary care providers (via the MOPH). Presumably due to space constraints, only limited detail of the
programme and the make-up of CUPs was provided. The criteria shown were process measures. Are
intermediate outcomes (of greater interest to primary care teams) measured at local level? Unsurprisingly,
introduction of the programme was attended by various managerial, technical and logistical problems.
 

 – ‘To review the first year of the Thai QOF policy, focussing on the key features of its formulation andAim
implementation stages’.
 

 – These are described in limited detail. Though purporting to involve a literature review, this isMethods
not described in detail and would anyway serve as background to what is a qualitative study based on
eleven interviews and two focus groups. The UK QOF is the largest P4P scheme of its kind and has been
extensively investigated. There does not seem to be any obvious link between the findings of the review
which would have generated multiple criteria for further investigation (e.g. on what makes a ‘QOFable’
indicator, how to engage providers, IT requirements).
 
It is not clear who conducted the interviews. It appears that thematic analysis was largely undertaken by
one author. Informants appear to have been limited to managers at regional and national level. Why were
local providers not involved?
 
A more comprehensive review that met the study’s aims might have asked after clinicians’ experiences
and how these new financial incentives affected clinical practice. Were no meaningful before-and-after
activity data available?
 

 – The QOF is a scheme of enormous complexity and it is hard to imagine that data collection wasResults
saturated after only 11 interviewees. The findings detailed a series of unfortunate programme failings:
insufficient prior consultation, with providers and other stakeholders, lack of human and financial
resources, unreliable databases and IT,  poor design of financial incentives. These can be summarised in
one phrase: inadequate preparation. No prior pilot is described and no quantitative data indicating
coverage or attainments in relation to different indicators are provided.
 

 – The paper is clearly written and would be accessible for an international audience.Presentation
 

 – As the authors might have stated (based on systematic reviews of P4P), there are manyImplications
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 – As the authors might have stated (based on systematic reviews of P4P), there are manyImplications

pre-requisites for the successful implementation of P4P in primary care. The Thai context appears to have
met few of these requirements and the risk of system failure was (and presumably remains) high. Indeed,
our own review concluded that further development of such schemes would better await further research.
The UK scheme is being dismantled with little evidence of lasting health gain attributable to the
programme.
 

, I do not feel the paper is suitable in its present form. This reads rather as operational review,In summary
albeit detailed, than research. The findings are nevertheless important and the authors are to be
commended for their thoroughness. The findings might better be submitted in the form of a more
descriptive policy piece. Certainly this work could be of benefit to those designing and implementing
policy in Thailand and comparable settings.

I have read this submission. I believe that I have an appropriate level of expertise to confirm that
it is of an acceptable scientific standard, however I have significant reservations, as outlined
above.

 No competing interests were disclosed.Competing Interests:

 13 December 2016Referee Report
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 David Hughes
Department of Public Health & Policy Studies, Swansea University, Swansea, UK

While Thailand’s UHC reforms have attracted considerable international attention and praise, primary
care has remained one of the more problematic aspects of the healthcare system because of concerns
about staffing and quality.  The English-language literature remains thin when it comes to the strategies
being used to lever quality improvements in Thailand, especially the use of performance management
techniques.  The experience of both the P4P initiative and the introduction of QOF and the associated
incentives described in this paper will therefore interest international policy actors and scholars, as well as
satisfying the NHSO’s evaluation needs.

One of the strengths of this paper is the focus on implementation and the attempt made to empirically
investigate the impediments to rolling out the scheme as designed.  The specifics of this implementation
story are interesting with past outcomes initially used as a proxy for real performance against targets, poor
coordination between the MoPH and NHSO, weaknesses in IT systems and data capture, and limited
centre-periphery communication among the noted problems.  Tension between the MoPH and NHSO is a
persistent theme in research studies of the Thai UHC reforms, and comes up here in the form of a
mismatch between MoPH KPIs and NHSO QOF indicators. We do not have a large stock of such
implementation case studies in developing countries, so this is an area where the paper makes a very
useful contribution.

In general the paper is logically structured, using appropriate subheadings.  The qualitative analysis
remains at a fairly basic level, as I think is dictated by the constraints of the shorter papers published in
this journal.  The authors use the simple but effective strategy of illustrating propositions with a series of
short data extracts.  There are interesting data on what front-line actors think about the fairness of the
QOF initiative and the unresponsiveness of the traditional Thai bureaucratic system (especially as
manifest in the MoPH hierarchy).
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manifest in the MoPH hierarchy).

Overall I think the paper works well for this journal and would suggest only minor amendments.

1. I felt that the Introduction could have been slightly clearer about one or two points and that a claim
about staffing needed double checking. 

To align with other work I suggest ‘Social Security Scheme’ rather than ‘Social Health Insurance’
for workers in formal employment.
The NHSO  ‘is entitled to provide contracts to qualified CUPs’ from both the public and private
sectors (this seems the point the authors wanted to make here).
It is my understanding that some sub-district health promoting hospitals are supported by doctors,
usually working on a rotation basis. Is this incorrect?

2  Under Methods it is worth clarifying what the two consultation meetings involved.  What was done
seems similar to what qualitative researchers term ‘respondent validation’ or ‘member checking’.  The
participants were not the same group as the focus group participants, but – as I understand it – were
asked to assess the face validity or plausibility of the initial findings.  This was then feed back into the final
analysis.  I’m not sure if my interpretation is right though, and an extra sentence or two would help clarify
this.

3. The meaning of the term ‘civil registry’ is not clear to me.  Does it mean registration data used to
determine the CUP’s beneficiary population, based on members enrolled using house registration
documents (tabien baan)?

I have read this submission. I believe that I have an appropriate level of expertise to confirm that
it is of an acceptable scientific standard.

 No competing interests were disclosed.Competing Interests:

Page 14 of 14

F1000Research 2016, 5:2700 Last updated: 09 MAR 2017


