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Introduction

Since May 2003 the European Union (EU) has beemutiad to supporting health care
reform in Thailand through thidealth Care Reform Project (THA/AIDCO/2002/0411).
The support and assistance of the EU followed @&hdis bold initiative towards
achieving full population coverage in health cateewin 2001, Universal Health Care was
written into law with the introduction of what bexa popularly known as the “30-Baht”
scheme. Under the scheme full access to healthicesrbecame available to all Thai
citizens.

A separate component was established within tlogepr to address issues relating to the
Financial Management of the Health Care System (THA/05/01/EEC) to be executed by
the Social Security Department of the Internatidredour Office, Geneva (ILO-SEC/SOC
). Technical assistance activities under the ptdjeve been on-going since spring 2006
and will continue until end 2009.

Specific activities were scheduled under the IL@ponent, to be documented in a series
of technical reportsThisisthe 12th and last report of the series. In making use of and
summarizing the findings of those preceding repahnis report - while technically relating
to ILO’s tasks undemctivity (s) andoutput (k) of the project document - provides a
condensed description of the proposed financial itovng (management) system for
Thailand’s public health system, including the edets readily available for
implementation.

In certain respects the report is complementaryReport 3! however, for a full
understanding the reader should also refer toftther oeports.

All countries around the world which maintain thaiealth systems through substantial
input of public resources make use of financial itwwing systems. The main immediate
purposes of these systems are (i) to assess #esizstructure of public health finance
within the overall social budgébf the particular country; and (ii) to projectarthe future
public health finance in the context of generaleyowment projections (budgetary and non-
budgetary).

Statistical monitoring and projection is no endtgelf; the justification to implement the
required costly public structures is public intérésublic interest, in the case of health, is
achieving and maintaining efficient and effectiveess of the total population to state-of-
the-arts medical services. Usually, many publicd(gprivate) institutions work on
achieving this goal. Health finances are an impurgart of any health system but, to be
sure, they are nothe health system. In other words, the final goal aof lategrated
Financial Monitoring System is to contribute effeely to the permanent task of many
public and private institutions, which is to impeothe quality of health systems.

In concrete terms, INFIMO allows (a) for monitori@nd projecting) the internal

(endogenous) financial structures of Thailand’sltheaystem, and to draw conclusions
with respect to possible improvemerdad (b) for monitoring the relation between general
health finances and other public programmes ina¥erall demographic and economic

! ILO/Thailand Report 3A Financial Coordination Framework. A first generalitling under
ILO/EU: Financial Management of the Thai Health €8ystem (THA/05/01/EEC).

2 For a definition of “social budget” see: Scholz,oMdang, Michael Cichon and Krzysztof
Hagemejer: Social budgeting. ILO/ISSA. Geneva 2000.
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context, and to draw conclusions with respect wsiide (health) system adjustments to be
made.

The notion INFIMO suggests that there is a cleardefinition that would allow for
precise delimitation of statistics, activities aajanizational structures that should be
included or applied; however this is an unrealistkpectation. In reality, any such
integrated information system is, and must begxilfle governance tool: its build-up has
to start from existing structures and sources fifrmation (and information technology)
and in order to adjust to newly emerging problemaaror policy questions, it has to be
improved, step-by-step, methodologically, techiycahd administratively.

Where “INFIMOs” exist, they would normally consisif more or less systematic
information structures.

One reason for this is that health systems haveallysevolved historically, not
systematically. Another reason is the often unsgyate implementation history of
statistics. Usually statistics are not being itéthin order to serve the purpose of a
(systematic) INFIMO. This situation often results the co-existence of statistics and
statistical methodologies that all cover not exadtie same subject matter(s) but,
nevertheless, appear to be “similar”. In other wgoithere is often focus on few aspects,
leaving other important aspects statistically umeed. Furthermore, unsystematic
statistics’ implementation often implies a non-aage of (many) subject matters that
would require statistical information coverage rfational policy formulation.

Therefore, information systems often naturallyeeffla conglomerate of historical policy
and information collection developments. As thisaisnot-unusual situation in many
countries, the Thai Government has little reasonbé¢o overly self-critical with the

statistical information and financial monitoringaptice of its current health system.

However, with growing fiscal importance and a hettederstanding of the functioning of
health systems, and in attempts to reconcile thieaténsight and empirical observation,
many governments have started making their resgeictformation tools more systematic.
As a result, governments expect more immediate ersswo pressing health policy
guestions. This is why the activities mentionedoalsclude the development of
methodology and statistical information on hithgstevailing “white spots”.

In pursuing such policies, it is in practical termasonable as a first step to assemble all
health system related information under one “untdter his activity can be understood as
a stock-taking process. Already this first step ldaften allow for a more consistent and
systematic focus on health system structures avel@@ments than before.

In the ensuing steps, remaining “white spots” asaaly referred to may be filled by
systematic information collection. This work hashe based on the information needs
arising from the design of national health systelmt&rnational statistical methodologies
(and international experience) have played - andpday - a significant role in these
efforts. Some of the main methodologies are (i) %A which, with its latest 1993
version, also serves as a guide for the developofemational statistical systems (beyond
the specific needs of national accounting), inclgdstatistical satellite systems, (ii) the
(OECD-developed, SNA-consistent) SHA, and (iii) kocip health satellite accounts (also
fully SNA-consistent). Generally, governments depalg health statistics/information
systems are well advised to follow the explicit anplicit guidelines of the above-
mentioned international methodologies. They provigigddance and can easily be
complemented by statistics satisfying specificoral information needs.

These developments have been — and are still — pargh supported by modern
information technology which allows for organizimgsy access to large data banks at
comparatively low cost.
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The proposals to the Thai Government developed rutide project broadly follow the
recently developed path of thought and activitidsre specifically, the reports written
under the project contain concrete advice and resemdations on the development of:

1. statistical reporting systems;

2. analytical tools for policy projection and arsasy and, correspondingly required
3. administrative (organizational) structures.

In the context of the project, all three elementgether constitute “INFIMO”.

Substantial intellectual input is required to deyehnalytical tools for policy projection

and analysis (item 2 above). As a project resulfiprenal model for Thailand’s health

system was developed on the basis of ILO's amplgemence in analyzing social

protection systems, including their financial desighis work drew great substance from
ILO’s theoretical and practical insights into tHm#ncial) functioning of health systems.
Clearly the work had to be based on availablessiedil information. In this respect three
important observations were made: firstly, as etqubcsystematic statistical (historical)
information on Thailand’s health system is spars# @fttimes quite limited; secondly, in

some areas it was possible to collect, for the gaep of the project (modelling) additional
information from hitherto “untouched” sources; attirdly, there is (much) additional

statistical information potentially accessible whihowever, can only be collected and
published through a systematic, administrativelgkied, nationwide statistical reporting
system that goes well beyond the “narrow” technézal political needs of the Thai public
health purchasing institutions.
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1.

Overview

The concept of an Integrated Financial ManagemadtMonitoring System (INFIMO)
addresses the need to steer the finances of THalpablic health system at national level
through (i) a problem-adequate set of statistieglorting systems (“statistics”), (ii)
modelling tools required for the appropriate analys that information (“models”), and
(iii) organizational measures (“administration”ptrare a prerequisite for making statistics
available and the models productive for healthgyotlecisions to be taken and strategies
to be formulated by the Government.

The main purposes of INFIMO are to make the abbweet elements interact such that
costs of quality services provided by the healtbteay can be balanced with scarce
resources (i.e. with principally limited tax andchtgbution revenue) and, at the same time,
to quantify any (additional) fiscal space requifed further improvements of quality and
guantity of health services, and their accessjbbiy patients, under generally accepted
medical standards. It is hereby understood thatiaddl fiscal space cannot only be made
available through more revenue, but also by mofecefe and productive use of given
resources by the health providers.

In other words, INFIMO is not only a tool for shott medium-term financial planning,
complementing with detailed information and supipgrtthe government’s overall
budgeting process, but a prominent instrument giogiconcrete guidance with respect to
maintenance and improvement of service quality andre generally, towards health
policy development.

Over the period of the project (see Introductidhg ILO covered each of these three
elements (statistics, models, administration) tying degrees.

The work onstatistics wasmainly addressed in the following reports:

1. Report 1:Statistical reporting: Structures, methodologieatadand outputs. Initial
review

2. Report 9A Data Reporting Frameworland

3. Report 10indicators for the Financial Coordination Group fononitoring the UC
scheme and national health budget

The work onmodels wasmainly addressed in the following reports:

1. Report 2: The calculation of capitation fees trdestimation of provider payments.
Initial review.

2. Report 4: Proposal for a Revised Capitation @atmon and Financial Equalisation
System.

3.  Report 6: A Common Health Care Financing Modlelof CSMBS, IHPP, NHSO &
SSO, and Proposal for a Financial Management $meict Terms of Reference,
Review and Supervision

4. Report 7A: A Common Health Care Financing Mo@él for the main health
purchasing agencies.

- Universal Coverage Scheme

- Social Security Scheme
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- Civil Servants’ Medical Benefits Scheme, and
Projection Module for the National Health Accountdser Manuaj and

5. Report 7B: A Common Health Care Financing Mo@#l for the main health
purchasing agencies

- Universal Coverage Scheme
- Social Security Scheme
- Civil Servants’ Medical Benefits Scheme, and

Projection Module for the National Health Accourt®ocumentation of work and
progress

The work onadministration/or ganization wasmainly addressed in the following reports:
1. Report 3: A Financial Coordination Frameworkiir&t general outline.

2. Report 8: A Common Health Care Financing Modlél for CSMBS, IHPP, NHSO
& SSO, and Proposal for the Implementation of aaRaial Management Structure.
Note on Implementatigand

3. Report 11: Contents and Structure for Annual dRépg on the Financial
Development of the Public Health System.

The above list excludes Report 5: An InternatioBalrse in Health Finance for South-
East Asia, which draws substantial input from tlaerall project work but does not fit well
into the systematic as it aims — in cooperatiorhvitaresuan University, Phitsanulok,
Thailand — at the implementation of a diploma ceurshealth finance in the South-East
Asian region. While the activities related to Regoare consistent with ILO-SEC/SOC's
worldwide training strategy, it is hoped that tlepart may form a basis for longer-term
cooperation in this field with Thailand's relevéwetalth and academic institutions.

According to the nature and dynamics of the projecerlaps in the contents of different
reports could not be avoided; also, the very suhbjeatter of the project required the
continuous intertwining of statistical issues, fasting techniques and questions of
administrative implementation — a situation wefleeted in the reports.

Most reports were drafted at varying stages ofgmtamplementation and advancement; as
such, they were of course amply discussed betwé€&hSEC/SOC and its Thai
counterparts. The final reports incorporate thelte®f these discussions.

In this last report under the project, the findingjsall reports produced are reviewed;
observations and conclusions from a more distadt smitled point of view have been
added, while also taking into account informatieceaived in discussions with the Thai
project counterparts on thé&mplementability” of INFIMO under the prevailing
governance circumstances.
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2. The statistics component

Any comprehensive statistical information systemsmbe guided by theory. This
overarching principle holds true despite the faat bften the reality of statistics gives an
impression of ad-hoc and non-systematic evolvemé&at.be sure, however, users of
statistics are often not, or at least not fullymilgar with the powerful theoretical

considerations behind statistical programmes.

The theoretical concept underlying the statistiegjJuirements of an INFIMO adjusted to
the needs of Thailand's health policies can bealied, in a highly condensed way, as
follows (Chart 1):

Chart 1. Health policy and the four gravity centres of contemporary health systems

Health policy

~), e

Patients

(eg: population,
diseases, demand)

Providers Purchasers
(eg: hospitals, (eg: state,
doctors, supply) Insurance)

Economy

(eg: costs,

prices)

Source: ILO 2008.

Health systems can be considered to consist of ifdardependent categories of actors
(“gravity centres”) which “health policy” tries timfluence. Health theory determines our
view as to how we see these gravity centres iniegaand, thus, how health policy might
wish to influence the design, the structures, tmadics, etc. of the system. In the context
of this project, ILO-SEC/SOC was confined (mairiy)issues of analyzing and modelling
(monitoring) Thailand's (public) health purchaseahces. The theoretical considerations
(and practical constraints) on which this modellimgyk was based have been addressed in
several reports, but principally in Report 6.

Basically, a distinction is made between the foemtres where statistical information is
required:

* Providers (supply side of the health system);
* Purchasers (demand side of the health system);
* Population (patients are that part of the poputatiat is actually sick);

* Economy (interacting with the health system).
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The type of information required is simultaneoudBtermined by the theory about the
interaction of these centreand the ways policy tries, and intends to influencesth
interactions of the health system. In short, thatigical requirements are widely
compatible with the concept eftellite system thesystem of national accounisadeed,
the statistical information required for INFIMO ¢an its broadest terms, be considered an
extended satellite systdma country’s national accounts (in this caseaileimd’s).

Health satellite systems have been carefully ddfielesewheré. By their nature, they are

so-called secondary statistical information, whish however, compiled from primary

statistical sources. They potentially provide amjtsight into the structure and

development of the demand- and supply-side aspédigalth systems, their production
conditions, and interdependencies with other sectof the economy (e.g. the

pharmaceutical industry). The compilation of headthtellite accounts requires sound
methodology and access to primary statistics: alicgly, the scope, depth and details of
available primary statistics co-determine the duadif national health accounts. When
available, the combined use of primary and secgnskatistical information offers ample

possibilities for thorough analysis and interprietatnot only of the statistical satellite

results (secondary statistics), but also of theedgthg source statistics as their
information might appear in a different light wheeen in a satellite context. Furthermore,
health satellite systems might provide useful guggain the implementation of further

primary statistics or a revision of existing stét& programmes.

Satellite systems are fully (or almost) methodataliy consistent with the system of
national accounts. In other words, statistical ltssaf health satellite accounts can be
related to the statistical results of the natiomatounts without risking methodological
prudence.

Methodological compatibility is of importance asyamacro-economic and macro-fiscal
considerations with respect to the financial roowailable for active, and possibly

expansionary health policy will have to be relatedhe income(s) generated by the real
economy as mapped in detail by the system of naltiaocounts, which provides the

methodological instrumentarium for the calculatidrGDP.

Satellite systems, by construction, also map thesiphl and other entities of their focus
subject matter. In the case of a health satelifstesn this necessarily includes, among
others, generalnd specific health system information on:

» labour market information (structure, developmeritjcluding employment and
unemployment as well as remuneration (wages, pjofit

» price and cost information (price indexes, cosenes);

» demographic information by age, sex, anonymizegkpts health status, etc.;

* health system contact frequency;

* health system “production” capacity; and

* many more aspects.

% See Commission of the European Communities, |atemal Monetary Fund, Organisation for
Economic Co-operation and Development, United Metioworld Bank: System of National
Accounts 1993. (SNA 1993) Brussels/Luxembourg, Néavk, Paris, Washington, D.C., 1993,

pp. 489-522; or Germany - Federal Health Monitaringealth Expenditure Accounts.
http://www.gbe-bund.d¢gfnformation correct at 5 March 2009).
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A detailed analysis of the possibilities and lirtidas of establishing a health satellite
system in Thailand has been provided in ILO/ThailaReport 9. More concretely,
Report 9 describes the possibilities and limitaiof improving the existing Thai NHAs
in the direction of a more comprehensive satediijtstem in which the NHAs would be an
element.

One prominent project result is a model, with a poghensive data base attached, that can
be taken as a nucleus for the development of ssettedlite’

As such, satellite systems to the national accoliies the national accounts themselves,
are meant to provide information not only to gowveemts but also to a broader public,
including politicians, social partners, universti@cademia), enterprises, civil society, etc.

It is stressed here that the notion “satellite aystmight incorrectly trigger the impression
of a predominantly academic use, which would howdeea wrong understanding. Health
satellites (of various designs) are increasingkyduy governments around the world for
practical health policy formulation.

INFIMO, as a variant or concrete application ofgelite system, is mainly an instrument
intended to be used by the Government for govemancposes. Generally speaking, this
does not at all exclude the public from the infotior@used and/or issued by INFIMO, but
its primary purpose is governance in a concretémewand/or managerial sense.

It is therefore suggested that the Thai healthlgataccounts, as limited as they might be
at the beginning of the data compilation process,sbccessively complemented by
detailed information that is (only) accessible Ing thealth administration for internal
health system financial management purposes. (WHisexplain the use of the above
notion“extended” health satellite system for stipulating the déifom of INFIMO.)

Some examples of statistical complements to stdndealth satellite accounts would be
individual information on the registered populatiaf Thailand’s (public) health
purchasing institutions, (definition of) DRGs, gper system-contact, provider-cost
indices, labour costs and non-labour costs of Iaispiand other items not further
specified here. The significance of this suggesisonot rooted in the very listing of that
information but in itssystematimesting within the SNA-compatible Thai health Hate
system.

At first, the compiled information might be solalged for internal governance purposes.
Once experience and confidence in the system'sniafiion contents have grown, the
Government might later decide to offer the sameorinfition base, appropriately

anonymised, to the general public and internatioesegarch.

ILO/Thailand Report 10 offers a comprehensivedistiata which, if further differentiated
and integrated in the model-data bank, can sene rasich wider information basis for
facts-based policy formulation. It is vital thaetk is continuous maintenance of the data
and that the data is integrated into the datadzestevtas developed in the context of the
modelling work.

The data list found in Report 10 is kept abstrant would need to be focused on and,

where required, substantiated with information suppg the above mentioned purposes
of INFIMO. Foremost, this includes statistical inftation on the performance of

* Designed along the lines proposed by OECD.

® See ILO/Thailand Report 6, op. cit.
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Thailand's hospitals (quality of services and dasgs, success of treatment, etc.). One
way of deriving such information is through reguf@nnual, bi-annual or tri-annual)

nationallystandardizecdospital reporting on the quality of outcomeshdit health related
activities.

10
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3.  The model component

The projection model that has been developed din@groject is the result of theoretical
considerations, data availability and practicaluissments resulting from the Thai annual
health budgeting process. In short, the model wesgded in order to serve practical
governance purposes. It was not designed for funifpethe theoretical and academic
discussion of the functioning of health systems.

Another conceptual remark is necessary for undedsig the modelling approach. After
the implementation of the UC scheme, the annuatatagm estimation was partially, and
in some years strongly, influenced by “zero-budggtitechniques that were favoured by
the BoB, which had to approve the capitation ediona proposed by the NHSO
administration for the annual budget law. This apph was justified, to some extent and
over some period, as long as the NHSO (UC) budgst imder-funded in comparison to
the “objective” needs of the UC-covered populatiout, where the objectively true funding
level was not known. This was clearly the caséhnlieginning of the UC scheme, and it
was, thus, reasonable (from the point of interéth®BoB _as well athe NHSO) to justify
every year, in greater detail, the requested pubbources. Both sides, the BoB and the
NHSO, could initially not be sure about the “trugsources that would adequately cover
the health needs of the UC scheme members. Ithveasfore reasonable for both sides to
be subject to tatonnemenprocess aiming to find a common understandingagndement
on the financial resources to be made availabl200Bv/2008, this common understanding
has been reached; in other words, the order ofrwlof annual public resources to be
allocated to the UC scheme can now be consideredraiy accepted by the BoB as a
standard element in the overall Government budgjfferences between the BoB and the
NHSO are now of the same order and nature thattneigiist between any line ministry
and the BoB during the annual budgeting process.tlierefore worth mentioning that the
initial “mutual scepticism” that might have existé#tween the administration of the
NHSO - representing the interests of its newly cedgopulation under the UC scheme,
and the administration of the BoB — representimggitiberests of the general tax payer, has
been broadly replaced with a common understandingeosubject matter and the BoB’s
trust in the professional competencies of the masiof health finance at the NHSO.

Given this background, there was no need to designUC sub-model on the basis of
zero-budgeting-type considerations. Equally, féreotreasons, this was also not necessary
with respect to the SSO, the CSMBS and the IHPPANSdib-models. Instead, the model,
as developed, is explicitlpath dependenti.e. it “accepts” historical developments and
assumes that realizations of past developmentsage kA predominant impact on all
variables that have to be taken into account irbthdgeting process.

Nevertheless, the model has equally great explanatmver and is practically applicable
in Thailand’s revolving annual budgeting proceasts design it follows core principles of
models with similar budgetary purposes as they Hmen established in countries with
mature health systems such as Germany and the UK.

Technically, the model can be called an adaptatfathe ILO’s social budget modélits
systematic construction and dependency structutepgted in the following Chart 2.

® Forerunners of the health budgeting model curyeintluse at the German Federal Ministry of
Health, Berlin, were developed at ILO (ILO-SEC/SQ@ 2004. The UK health budget model
functions on the basis of similar principles. Séso:aScholz, Wolfgang, Michael Cichon and
Krzysztof Hagemejer: Social budgeting. ILO/ISSA.n&ea 2000.
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Chart 2.

Hierarchic structure of the health budgeting model of Thailand

Domestic national population I

Population covered by
' CsMBS ! Otherschemes!  UC (NHS0)

¥ ¥
Economy
Labour market balance Labour force

Hospital cost structure

Costs per contact
Utilization rates

¥

Revenue
Expenditure (bu dget]

Fiscal balance
CSMBS |

Source: ILO 2009.

The basic hypotheses governing the model can benatized as follows:

1.

The total population uses the health systemtfieepopulation contacts the providers
of health services) according to its health neddsyuency of contacts with the

system is measured by utilization rates; utilizatiates are distinguished by in-patent
contacts and out-patient contacts; the populatione® over time depending on its
fertility and mortality rates (for projections theodel assumes zero net migration).

Utilization rates are sex and age-dependent,basically young persons use the
system less often than old persons; infants andgaohildren have slightly increased
utilization rates in comparison to the average dgeifferentiated “J-curve”
approach); there is no theory as to how sex anelagendent utilization rates (the J-
curves) changes shape over time; in other worgs] End shape of the J-curves are
exogenous inputs to the model (might be trend-Based

Each contact (treatment) produces costs in ¢laéithsystem; past observed costs per
contact are measured as total scheme expensemedifhted by sex, age and in-
patients and out-patients. As only very limited ider-based cost information is
available in the case of Thailand (where hospitt caccounting is still widely
acknowledged to be in its infancy - close to ndaamatide information is available
with respect to the required hospital-based casttmown by sex, age and in-patients
versus out-patients), costs are measured by thgebary expenses of the purchasers
by the required differentiation (sex, age, in-patseversus out-patients). For in-

12
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patients, in all three schemes (sub-models), useade of age- and sex-differentiated
DRG information; no equally-differentiated inforriwat is available for out-patients;

4. For projection purposes, it is assumed thatameercosts per contact consist of a
labour-cost component and a non-labour-cost compptige labour-cost component
is represented by an index representing hospitdf sbsts. Non-labour costs are
represented by an index composed of the non-labastr-components of public
hospitals (which report these costs on a monthkisbto the MoPH); these costs
consist of drug costs, the cost of appliances, atjper costs, materials, supplies,
energy, depreciation and some others; the costxésdare weighted with the
weighting of labour costs and non-labour cost®talthospital costs and projected as
linear functions of the macro-economic aggregategés, prices) of the economy.

5. All budgetary calculations are in nominal terfogrrent prices in national currency).
In the case of NHSO and CSMBS, scheme expendigiideintical with scheme
revenue (tax); in the case of the SSO, scheme wevisrcalculated on the basis of the
number of contributors, their average contributiveges and the legislated health
contribution rate.

6. In compliance with legislation, the UC-coverempplation is calculated residually as
follows. First, the total domestic Thai populatisncalculated; then, the ‘population
covered’ under the SSO and the ‘actives’ under @&MBS are calculated as a
function of labour market developments; civil sengi dependents are calculated on
the basis of exogenous assumptions with respedhdw family structures; the
population covered by local municipalities, pubdicterprises and other government
sector institutions (together comprising around a@@erent schemes, but covering
only a very small percentage of the total popuigtic estimated as a constant
percentage of the total population. UC-covered fadjmn is then calculated as:

Pop (UC) = Pop (Total) — Pop (SSO) — Pop (CSMBBpg (Other)
7. While the model moves fromo 4, it moves

a. the population by sex and single ages;

b. the scheme populations by sex and single ages;

c. the utilization rates by sex and single ages;

d. the costs per contact by single ages;

enabling it to calculate

e. the total scheme expenses.inby way of multiplying the population by the
utilization rate and by the costs per contact.

8. Expenditure projection results of the three sa®are input to a separate, elasticity-
based macro-financial model of the Thai NHAs; thdAd map the expenses, by
function, of all health purchasing institutions,cluiding out-of-pocket health
purchases of private households, and private inseta

In simple mathematical notation, the model represseach scheme’s health expenditure
(UC, SSO and CSMBS) through a modelling approadhijles for all schemes (but
differing in details), as follows:
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Exp = Pop *f*c,

Where

Exp = Health expenditure of scheme [UC, SSO, CSMBSpectively]

Pop = covered population of scheme [UC, SSO, CSMBBectively]

f = factor representing frequency of contactspopulation with scheme
[UC, SSO, CSMBS respectively]

c = average costs per population’s contact withlthesystem [UC, SSO,

CSMBS respectively]

All variables/parameters are calculated by singlesg0, 1, ..., 100), by sex, by in-patient
and out-patient. Thupop, f andc represent 101 x 1 column-vectors and the mathealati
operation to calculate exp consists of a sum-produc

Apart from the pure projection part, the model disatures a sub-model for the NHSO
that allows for gdormula-based prospective allocatiofi total (budgeted) annual resources
to UC-contracted hospitals (provider resource alion module). During the project,
several attempts were made to find agreement arsiakgholders on a new formula that
would represent providers’ health finance needa better basis than the formula that had
hitherto been used by the NHSO.

It was soon realized that an ideal, pure needsdbadlecation approach was neither
acceptable nor possible, because of the lack ofrimdtion. Also, any such formula would
have had to have taken into account the signifitsugiply-side) cost differentials between
hospitals in different (e.g., urban or rural) regof Thailand, including cost differentials
between different types and sizes of hospitals.,(e€aching versus non-teaching
hospitals). Although not ideal from an allocatigepeoach striving for maximum equity of
health access, such supply-side elements would ledé¢o be taken into account because
otherwise the financial survival of many hospitalsd thus the supply of health services to
the population, could have been put at serious Aftkough theoretically not especially
demanding, the incorporation in the projection niazfesuch an approacin real terms

i.e. for practical use in the annual budgeting pss¢ was impossible as any such formula
would have had to have been based on empiricalrdptasenting these cost differentials.
Such information, however, was not available.

In order to fulfil our obligations, an alternatiefiocation formula was proposed that could
be based on grouped sample data, i.e. on costefataing to (ten-year) age groups, sex
and a selected number of diseases (for exampledit@@ses). This proposal also depends
on empirical cost estimates which could, howeverdérived on a relatively small sample
basis. In other words, the collection of such datathe basis of hospital files would be
relatively cheap. Nevertheless, collecting the megh data on a consistent and
representative basis would have required resodregsnd the actual project description.
For further details see ILO/Thailand Report 4.

Because of the difficulties described and in otdemake the overall model still applicable
in the annual budgeting process, the allocatiomfda was kept as it had been used by the
NHSO thus far, and implemented as a sub-moduletigrojection model. It should be
noted that the NHSO'’s allocation formula broadl¥fifu the requirements of a (pure)
demand-based allocation approach. Its weaknesss steam its inadequate regard of
supply-side costs, discussed above.

14
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In summing up, the model — as developed — is cetapnd applicable in the budgeting
process. The details necessary for a full undedstgrof its use and handling, including
the model for the NHAs, are provided in Report 6.
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4. The organizational component and implementation aspects

The problems surrounding the proper implementagfdNFIMO, its data base and model,
within the Thai administration in order to ensubatt overall project results could be
carried over into the future on a reliable basis wand still is at the time of writing — the
most difficult issue to solve.

Thailand’s statistical system is dispersed overymastitutions and there is no commonly
accepted statistical authority. In an ideal wodde would first have solved the related
organizational and statistical problems beforetisigithe work on INFIMO. In that case,
one would first have established an institutionhwiational statistical competency and
thus authority, and all INFIMO-relatestatisticalissues and problems could have been —
and could in future be — left to that authority at authority would closely cooperate with,
and provide authoritative guidance to, all publi grivate institutions, including public
and private enterprises, that collect and assestétistics for public or internal use.

In such a setting, the NHSO, the SSO and the CSK#BE all other institutions now
assumed to provide statistical information to INEM would continue using their
respective information and reporting channels fotlecting data but these would
instantaneously be transferred to that statistioatitution, which would retain the
statisticalhandling of that information, consistent with tir@ader statistical connex.

As a result, the unit running INFIMO could be keelatively small in terms of required
manpower. It would only have to exercise the maagNvork in a more narrow definition,
while all data related issues (data quality, timdta availability, data consistency,
coordination with other data flows, etc.) would Healt with by this ‘hypothetical’
statistical institution. Such a set-up would alsovjile ample freedom to formulate facts-
based health policy.

The world is not ideal, however, and replacing Tral's scattered statistical system with
a more rational one was, for obvious reasons,nubtidled in the terms of reference of the
project. Thus, a much more modest approach wasntakéh respect to the
organizational/administrative implementation aspecof INFIMO. The aim was to
formulate a proposal that could be used as a bhtdpr institutionally implementing both
() the statistics, as well as (ii) the modelingdgeting and policy formulation parts into
any appropriate, existing administrative or notidremework.

Especially when seen in combination with the datakband model (as developed), the
great advantage of the proposed structure is ttlzani be understood as the beginning of a
more rational statistical system at least for Tdradls health sector (which, not surprising,
is as dispersed as the rest of Thailand’s statlstigstem). The model makes maximum use
of data considered relevant for explaining the exjere of Thailand’s health purchasers.
In doing so, the model, and its data bank, camntiré be expected to act as an attractor of
additional statistical information, adding more andre health, and health system-related
statistics to the existing stock.

If, some day in the future, Thailand would haveitat disposal a comprehensively
authoritative statistics institution (or somethicigse to it - as described above), then the
(further developed) data base of INFIMO could galsé transferred to that authority as a
package, and the terms of reference of the orgémzd unit running INFIMO could be
re-formulated accordingly.

Against that background, therefore, and for theetibeing, the following set-up is
proposed to run INFIMO. It is already noted thagt Htructure can either be applied with
similar rigour in a formal institutional setting avithin a co-operative working group
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setting, where the working group is established ammon inter-institutional project of
the CSMBS, the NHSO, the SSO and possibly otheesl§slow).

Structure of Unit Running INFIMO

Sources of information

1
Sources of information |
| nt1toz
1
1
1

1

. . 1
Sources of information !
m+1ton !
1

1

1

1

1tom

(e.g. statistics) (e.g. legislation) (e.g. methodology)

Flow of information
into unit

(Collection of data,
legislation, methodology, etc.)

> Mutually dependent
Borderline between statistics ANALYSIS and modeling
and
PROCESSING
of
. - INFORMATION .
Borderline between statistics received and modelling
> Mutually dependent

Flow of information
out of unit

(budgets for government;
projections; publications; etc.)

: Recipients of information : : Recipients of information : : Recipients of information :
; 1t0] ! i jt1tok [ ; k+1toy !
i (e.g. statistics) : ! (e.g. projections) : i (e.g. policy proposals) :

Notes (related to chart):

1 Inflow (collection) of information has to be organized among involved institutions, i.e. CSMBS, SSO, and NHSO/UC.
2 Analysis of information depends on information received, on analytical instruments available and on information requested by recipients.
3 Processing of information depends on information received, on analytical instruments available and on information requested by recipients.
4 Outflow (dissemination) of information (including periodical statistical publications) has to be organized. 5 The Unit would be advised to
develop a matrix that shows the type of work to be done over time, for example as indicated by the following blueprint (to be enlarged and
filled):
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Matrix of Unit activities during year

Jan. Feb. Mar. Apr. May Jun. Jul. Aug. Sep. Oct. Nov. Dec.

Task 1 X X X X X X X

Task 2 X X

Task 3 X X X X X
Task n X X X

(Matrix may be set up more detailed, by weeks 1 to 52.)

Matrix of Unit activities over several years (optional)

Activity Y1 Y2 Y3 Yt
Task 1 z z
Task 2 Z z
Task 3 z Z
Taskn z z Z Z z

Justification of the proposed structure

At this point in the project it had become cleaattihailand’s public health policy sector
needed a financial management unit (INFIMO), wherathe beginning of the project its
institutional or inter-institutional implementatiponits structure and the related
organizational measures still had to be politicgligtified. Those justifications, which
mainly focused on the indispensible connex betws@tessfully maintaining Thailand’s
universal health coverage and balancing the regjdirancial resources with the overall
budgetary and economic capacity of the societynateepeated here in detail. The reader
interested in further details is referred to ILO&iTand Report 3 referenced above.

The abovestructureis a direct outcome of thterms of referencef the unit, proposed as
follows. The unit would:

— Systematically and continuously collect the faling information (and set up a data
bank, accordingly):

. Statistics on:

o National Accounts, i.e. GDP (nominal, real), GDPsectors (special focus
on health sector according to SNA), primary disttibn of GDP, wages
(national, sectoral, especially in the health sgctic.;

o  population and labour markets, i.e. full breakdoginabour supply and
labour demand; breakdown of labour demand espgdiglisectors, focus
on employment in health, health employment by d#ffié qualifications,
occupations etc.;

o scheme populations: i.e. members and beneficimfe€SMBS, SSO,
NHSO/UC;

o  prices, especially prices/costs in the healthasse@harmaceutical prices,
supply prices charged to hospitals, etc.;
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o  financial flows (revenue, expenditure) of the kieaystem by the three
schemes; “physical” variables assumed to have apadimon health
finances as, for example: numbers of health stiittors, nurses, other),
numbers of hospitals, beds, in-patient “contactstimbers of drugs
sold/prescribed etc.;

o international developments in health care (foerim&tional comparison),
for example: mortality rates, deaths by type (adicw to WHO
systematic), prices of drugs, etc.;

o  statistics collected are to be stored irBtatistical Archive(hardcopies,
electronically) and should be made accessible,hai &nd in English, on
the internet.

See also ILO/Thailand Report 10.

Develop and maintain knowledge/expertise on methodology of

o  population statistics and National Accounts, esbec methodological
treatment of health in the SNA;

o treatment of health within the system of healthcoants (WHO-
systematic);

o  satellite systems to the SNA, especially healtbllga systems;

o  Information is systematically to be stored in 8tatistical Archive.

Maintain legidation on health:

o national;

o international (selection);

o all information to be systematically stored in 8tatistical Archive.

Aim at and maintain activenembership in working groups:

o in order to maintain institutional knowledge baseijt staff participates in
international (regional) and national working greuphat deal with
methodological and statistical health financingiess through participation
in these working groups the Government maintasstekes in the national
and international debate/discussion/development heflth financing

policies;

o all information is to be stored in the Statistidathive.

Analyze the information collected for purposes of budggfiolicy information.
Analysis of the collected information comprises:

processing of the collected statistical information with tinelp of standard
statistical techniques (programs);

tabular and graphicakresentation of information;
factor analysigkplanation of statistical results;
interpretation of statistical results;
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monitoring and assessingdequacy of legidation on the basis of statistical
results;

monitoring and assessment of international and national sgtati and
methodological developments in the area of health;

monitoring and assessing internationally implemented devedopsninhealth
policies (as far as relevant in the Thai case).

— Process the information collected and analyzed for purposé$udgeting/policy
formulation:

development andhaintenance of the health (budget) models for CSMBS, SSO,
and NHSO/UC and NHAs;

o

the models aim at short-, medium-, and long-tgpnojections and
simulations, mainly on an annualized data basis;

they distinguish betweesicute care andlong-term care. It is obvious that
no data are yet available that could build a bfwignodelling long-term
care. In other words, this part of the model(she¢odeveloped by the Unit
is, for the time being, to be “generic” and appbieafor costing purposes;
models must be mainigemand side driven (How many cases?), but also
have astrong supply side (Capacity orientation: Are the required numbers
of care-givers available?);

models allow for projecting and monitoring, on aalized basis, the
aggregate financial statements of the providers (hospitals) related to
CSMBS, SSO, and NHSO/UC,;

permanentupdating of the models with the statistical information
collected;

updating the structures of the models accordirgpéngesin legidation;

updating of the structure of models accordinghanges in availability of
statistical data;

tabular and graphicakesentation of model results;
explanation of model results;
interpretation of model results;

monitoring and assessment of international andomat modelling
methodology in health;

monitoring and assessment of internationgitpposed developments in
health policies (as far as applicable to the Thai case; to beifiped;

model versions and results are systematicallyedtan the Statistical
Archive

Membership in modelling and policy working groups:

o

in order tomaintain their knowledge base, Unit staff members participate
in international and national working groups thaaldwith modelling
health; through participation in these working greutheGovernment of
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Thailand maintains its stake and influence in the national and
international debate/discussion/developments oftthgaodelling and its
possible repercussions on statistics, methodol@gidgolicy;

o  with respect to policy formulation at the natioreld international level,
the Unit contributes model results (projections, simulations) and their
explanation and interpretatioto national and international working
groups dealing with health policy formulation.

— Disseminate the information collected, analyzed and processegurposes of policy

information:
e regular systematicstatistical information to the government/general public;

e« regular systematic production of short-, medium- and long-term
forecastg/projections of “the health system” and its finances for budygt
purposes; addressee: government/general public;

e unit staffparticipate in government operational working groups on short- and
medium-term policy planning (budget, public investments, general social policy
development plans, etc.). Participation may havgaicts on the annual working
routine of the Unit and on those other working grsju

o regular (annualypublication of statistical information on the three schemes
CSMBS, SSO, NHSO / UC and NHAs (in Thai and in Estgt

o make availableto other interestedinstitutions in electronic format the
dtatistical information collected (e.g., to research institutes, univiesit
international organizations (WHO, OECD, ILO, oth&rs

In order to perform its duties, the Unit has to@ep an annual (possibly multi-annual)
work routine, integrated with the general governtisdoudget processing needs.

Thus, in practical terms, the Unit must addressfaods on two core aspects:
() directly: the notorious limitation of resources availale ublic health policies, and

(i) indirectly. the efficient use of available resources andrttedfective use for
improving the health situation of Thailand’s popidg.

During project execution the perspective on thecoste ways of implementing the Unit
changed, and there are basically now two options:

A new organizational Unit under the MoPH

A first option is to implement the Unit as a new component withim existing
administration. This option is preferred by ILO-SBOC and it would mean, in concrete
terms, establishing the Unit within the existing RHd administration, either as an
additional section or department, or as an Ingtiwnder the supervision of the MoPH.
This option is practical and reasonable as, givenpolitical importance of the Unit, it
would imply ability and, possibly, power to act, @ell as “closeness” to the political
decision-making levels in the MoPH.

22
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A working group approach

A second optionpreferred by the Thai counterparts to the projectsome time (and to
some extent still today), is to establish a stagpdiNFIMO working group consisting of the
public health purchasing institutions, i.e. CSMB&SO and SSO as equal partners — and
complemented, for purposes of overall policy cdesisy and guidance, by MoPH, MoF,
BoB, IHPP (with respect to the needs of the NHA-eipdnd possibly others (such as, for
example, NESDB, NSO).

Under this arrangement, inputs of the CSMBS, th®,381id the NHSO/UC to the standing
working group would consist of their own, schemessfic models. Model projections
would be simultaneously planned and carried outiwithe working group, under mutual
information on exogenous model assumptions of eithstitution, aiming at mutual
consensus in assumption setting.

Members of the working group would be mutually soppipe, to the extent possible, with
respect to overcoming any modelling problems thightroccur.

With respect to these ends, the working group weoltimonly maintain a historical data
base and undertake data analysis. Conclusions dfeasvn data analysis would be
channelled into modelling improvements, and improgets of other analytical tools
maintained.

Generally, the working group could be organizedasoto effectively take part in, and
support, Thailand’s continuing social policy ancltie reform process.

At the time of finalizing this report, the Thai Gawmment was aiming at implementing the
standing working group, as described. The disadwmnbdf the approach is that, in order
for it to be able to function well, it needsecretariatperforming all tasks required to keep
the working group “alive”. In other words, the ided a Unit in a more formal,
administratively integrated sense (option one) coiinethrough the backdoor. While at
first this option appears to be identical with finst option (the terms of reference, as listed
above, could and would also apply for the secratiarihe difference is that the secretariat
itself would only be able to perform its role walthority if integrated into the MoPH (a
solution that would be preferred and recommendedLi®+SEC/SOC). As the project
draws to a close, however, this does not seem ta Belution preferred by the Thai
Government. In other words, in the current circanses, the functioning of the
secretariat, and the working group, would fully €lepp on the sustained will of all
stakeholders to participate. In such a settinggtieinevitably a high risk for the working
group to fail.

ILO-SEC/SOC therefore strongly recommends findirgphution that formally establishes
a new Unit, and integrates it into the given adstnative structures along the lines as
proposed above (option one).

Staffing the Unit/the Secretariat; Costs

Upon completion of either of the above options @®vernment would have to provide
resources for additional staff as follows:
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— seven professionals: two responsible for eaclkeraseh(CSMBS, SSO, NHSO/UC),
one responsible for the NHA-model;

— three information specialists/programmers;

— one or two additional support staff (“statistickdrks”);

—  one secretary.

In total, the unit/secretariat would thus comprigepersons. Terms of reference for each
staff would have to be specified in detail (twotlhoee pages) once tasks and work flows

have been specified in detalil.

The costs for the Unit/Secretariat should be bdmgethe MoPH or equally shared,
respectively, between the CSMBS, the SSO, the NHEQGiInd the IHPP.

Inter-institutional cooperation under INFIMO

By the end of the project, its results would allfaw implementing INFIMO under either
of the two organizational options just describeithex as a new Unit integrated in the
existing administration or as a unit acting as Becretariat of an inter-institutional
standing working group.

Both solutions are possible; however the “secratarsolution, in ILO-SEC/SOC'’s
understanding, might imply sub-optimal strictne§sarrying out the terms of reference,
which would be very similar under both regimes.

Both solutions require almost identical networkspobcessual cooperation among the
involved institutions, where th&nit or the Secretariat respectively, would have to
perform the role of a centre for administrative rgtiens and recurrent guidance through
the budget year.

The professional pre-requisites for a network sotubf either kind are currently very

good. The reason being that, as a result of thaingh component of the project, all

institutions involved, CSMBS, NHSO, SSO and IHPRyé highly qualified staff at the

technical level. After training in the social butigg course at the Graduate School of
Governance, Maastricht, the Netherlands, profeasistaff of all institutions are aware of

the common theoretical and quantitative approadotial budgeting and its application in
Thailand’s health budgeting context.

Around a dozen staff members of the CSMBS, the NHBO SSO, the MoF and other
institutions participated in the social budgetirayse in Maastricht in different years of
project execution. Some staff members attendeddoptheir master course studies at the
Graduate School, others participated in the fousknsocial budgeting block of the Master
course, and other staff were given an additionahweek in-depth training by SEC/SOC
at ILO headquarters in Genevat can be assumed, therefore, that the Thai Goventis
guantitative analytical capacities “around” heditiance have been significantly enhanced
during the past three years.

Almost all staff trained in Maastricht and at IL@ddquarters have also been directly

involved in the theoretical and practical developmef INFIMO'’s data base and model
component. Direct involvement in the statisticatl anodeling workplus participation in

” For fuller details of training activities and acgplishments, see project implementation reports.
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the Maastricht course have helped all participamtanderstand the integrative financial
planning approach of social budgeting (in conttasttandard compartmentalized budget
planning), including the value added to financitdnming in Thailand’s public health
sector.

While comprehensively understanding their respectistitution’s financial operations,
including the underlying system-specific financillvers, all trained staff, especially of
the CSMBS, the NHSO and the SSO, can be considerahlify as senior staff either in a
“unit” — solution or a “network” — solution.

In a unit-solution, selected staff (trained in Maiaht) would be transferred to the new
Unit, and those transferred would have to be replacetheir sending institutions, with
new staff that would gradually have to work themsslinto the subject-matter of public
health finance.

In a network (secretariat)-solution, the respecsitadf (trained in Maastricht) would stay in
their present positions in their respective infititus, and th&ecretariatwould have to be
equipped with new staff, who, once again, wouldehevwork themselves into the subject-
matter of Thailand’s public health finance.

Although the unit-solution is preferred by ILO-SEBOC (see above), the functioning of
either approach depends in the end on the undgrjtiofessionalism, the willingness to
cooperate and the availability of the means reduioe the sustained carrying out of the
proposed activities. Professionalism and willingnés cooperate are readily available;
however the required means (authority, staff casffg;e space etc.) must be provided by
the Government.

A note on the acronym INFIMO

At the beginning of the project, there was a stréegjing that the acronym INFIMO
triggered more questions than it was able to angwére Thai Government context and in
the wider public. The acronym had been burdenek avitundue connotation of tight “top-
down” government control of the different healthrghasing schemes (CSMBS, SSO,
NHSO/UC, including the private sector) amid feduat tthe ILO would recommend, under
an overarching financial management umbrella, caifbn of those schemes in one
system. The acronym INFIMO was therefore barredhfteeing used during some period
of project execution.

It is now understood by all stakeholders of thgqmbthat it was never, and still is not, the
intention of the ILO to suggest such a system nanéve towards a system aiming at the
unification of the CSMBS, the SSO and the UC. Rattie ILO prefers policies aimed in
principle at maintaining the institutional struaaras they have evolved over the recent
past and, from this basis, taking the perspectifecansolidating and fostering the
universal-health-coverage-policy of the past yeard improving it on the basis of what
has been achieved thus far.

The ILO, represented by Mr Scholz, was gratefultfa necessary clarifications received
in Bangkok (12 October 2006) as a result of disomsswith the director of the IHPP
(Dr Viroj), in the presence of the project implertaion unit (Dr Thaworn). In that
meeting, it was specifically agreed that all ingidns other than the CSMBS, the NHSO
and the SSO that are being covered in the Thai Ninésld no longer fall within the
scope of the project.

Thus, by the end of the project, with misgivingsd amisunderstandings about the
connotations of an inappropriate policy-slogan oware, we have reverted to using the
notion INFIMO.
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5. Conclusions

With the proposals made therefore in the contexthisf EU-financed project “Financial
management of the Thai Health Care System”, andr&rined in this report, Thailand’s
public health policies possess a valuable blueptivett can be used for concrete
implementation of an Integrated Financial Manageémeand Monitoring System
(INFIMO).

In as far as this blueprint consists of the devetbpnalytical projection model for the
CSMBS, NHSO, SSO and IHPP, it is actually an outpat, when maintained, depends on
tangible cooperation of the institutions mentioreull various other institutions.

If maintained, it allows for substantial, systeraaihnd comprehensive data collection in a
structured data bank.

Further, with respect to its projection part (whishbased on the statistical data base), it
allows for continuous management of the healthnféesa of those institutions, during the
government’'s overall revolving budgeting and medienm financial planning
procedures, in a cooperative manner.

If successful, this cooperation can be expectecgkwvolve in the future into a more
systematic approach to public health finance, deh(ly) to public health policy. If that
were the case, in the longer run the Governmenhimggen be able to carefully address
the pending problems between the (export-orienfmd)ate health providers and the
domestic public sector. These problems are divansk from a social health policy point
of view, basically concern issues of guaranteeingthie long run equitable health
provisions for the Thai population.

Modelling the public health system is not ttheminantproblem of Thailand’s INFIMO.
For the time being, it is more important to workailgh the set of political, institutional
and other possible complexities which make it diffi to implement and maintain the
statistical reporting infrastructure required fealth system analysis and health policy.

In other words, systematic statistical data calbecand best administrative practice and
structure are at the core of the continuing problednsteering the finances of Thailand’s
public health system.

These problems existed before the project, and thidly continue to exist after its
finalization, although hopefully less so.

However during project execution it became clearer tleetu§ on the modelling work
would help to address and potentially (partiallypi@ome the problems of statistical data
collection. Initially only expected to be (an imgamt) part of INFIMO, it became
increasingly clear that the model could (and attwabuld) form a platform for Thailand’s
integrated financial management and monitoring esgstwhich could in future easily
develop into a much wider and deeper health inftionaystem.

In order for this to happen, it is crucial thatadequate administrative structure be put in
place, for which the project developed a compreiliengroposal but which is obviously
the most difficult component to implement. Adminédive changes would be difficult
under any project in any country. The special im@atation problems prevailing in
Thailand are:

(i) dispersed and not always sufficiently transpaiatra- and inter-institutional health
policy and health administration responsibilitiéfhile this is also the case in
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countries with much more developed statisticalastiructure, the Thai situation is
further compounded by;

(i) lack of formalized inter-institutional (as opged to quite well functioning, but
structurally unstable inter-personal) cooperataond furthermore;

(i) the understanding of the value of historiqéime-series) and structural statistical
information as an important instrument of govermaota modern society is not fully
understood and accepted in all relevant publigtutgins, and finally

(iv) the continued and amicable cooperation betwméslic and private institutions that is
required for maintaining a constant statisticaloinfation and data stream is not
sufficiently developed (e.g., NHAS).

For the time being, at the close of the projeci®er 2009), it is hoped by the ILO and
their direct Thai counterparts that it will be pibés to formally implement an
administrative unit, either as a new departmenthe@nMoPH, or as an institute under the
umbrella of the MoPH, that could and would resurhenatitutional responsibilities and
execute the activities relating to the full implartaion and maintenance of the developed
model and its data bank, with a concrete perspedifideveloping into the national unit, as
proposed, that runs Thailand’'s INFIMO on the basfsa nationwide (statistical)
information network.

As a second-best solution, ILO-SEC/SOC proposestaank-relatedSecretariatsolution,
as described in the main body of this report.

The components required for the establishment ofnatitutional solution have been
discovered and laid down during the project. Wkataw required is government action,
i.e. the provision of room, staff, budget and fokrnampetencies which, all together,
would allow the Unit to act with authority.

It is important to take action soon as a sufficiaotnber of professionals in different
institutions that would be directly involved in IINFO have been intensively trained
during the project, and most of them were direttlyolved in the project’s practical and
theoretical technical work. These persons are densdl as highly skilled, and they are
aware of the theoretical and practical administeatand political implications of the
proposed institutional set-up. In other words, thet/Secretariatcould immediately and
effectively take up operations. The institutionalnterparts required to make INFIMO
fully functioning are known and available.

The more time passes before implementation of thectare, the more the currently
established network of persons and knowledge isisét of disappearing. There is a
window of opportunity now, and it should be usetbbeit closes again.

The Government should not miss this chance.
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