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A B S T R A C T

Objective: To provide a comparison of national drug reimbursement deci-
sion-making, including an update of economic evaluation roles and barriers,
in Thailand, China, and South Korea. Methods: Documentary reviews
supplemented by experiences of policymakers. Results: National health
insurance policy in all the three countries has been developed toward
coverage for all. It leads to higher health-care expenditures and requires a
good reimbursement system for health-care services, including drugs.
Drug reimbursement decision-making in these countries is to develop a
reimbursement list with the help of various committees having different
roles. Primarily, they assess the clinical and safety evidence. Economic
evidence, including budget impact and pharmacoeconomic evaluation,
has also been very important for their reimbursement decision-making.
This evidence is sometimes used in negotiation mechanism, which al-
lows pharmaceutical companies to lower their drug prices and leads to

lower overall drug expenditures. Several common barriers, for example,
human capacity and data availability, for obtaining economic evidence in
all the three countries, however, still exist. Conclusions: Drug reim-
bursement decision-making in Thailand, China, and South Korea is in its
transition period. It seems to run in the same direction, for example,
guideline development and pharmacoeconomic evaluation agency estab-
lishment. Pharmacoeconomic evaluation plays important roles in the ef-
ficiency of drug reimbursement decision-making, even though there are
several barriers to be overcome.
Keyword: drug reimbursement, health insurance, reimbursement deci-
sion-making.
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Introduction

Health-care systems in the Asia-Pacific region have dramatically
changed in the last 10 years. One of the major changes among
countries in the region has been health insurance coverage. While
their health insurance systems have aimed for an increase in ac-
cess to health-care services, health-care policymakers need to en-
sure efficient resource allocation because of limited resources.
These countries have established their own evidence-based
mechanisms for making decisions in various processes, for exam-
ple, approval and utilization of health technologies [1,2]. Among
these processes, drug reimbursement is one of the most powerful
tools formulated by policymakers because it financially affects
providers and, in turn, could affect patients. It is a complex issue,
however, because it always has two facets, increasing and restrict-
ing access. Therefore, this topic was chosen to be presented at the
first plenary session of the ISPOR 4th Asia-Pacific Conference in
Phuket, Thailand, on September 6, 2010. Thailand, China, and
South Korea were selected as country examples because they had
rapidly changing systems in the region. Senior policymakers were
invited to represent their countries and were asked to review the

decision-making of health-care reimbursement, focusing on
drugs. This commentary was synthesized from this specific ple-
nary session and aimed to provide a comparison of national drug
reimbursement mechanisms, including an update of economic
evaluation roles and barriers, across all the three countries.

Health insurance systems

Drug reimbursement mechanisms are part of health insurance
systems. Thailand, China, and South Korea have their own unique
health insurance systems, which tend to shape the reimburse-
ment mechanism because of several factors, for example, employ-
ment type, source of funding, and payment mechanism.

Thailand

Thailand has approximately 64 million people and had a gross
national income (purchasing power parity) of approximately
180,000 Thai baht per capita in 2008 (approximately US$5000) [3].
On average, Thai citizens spent approximately 4% of their annual
income for health-care services. The country is one of the Asia-
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Pacific countries that have an emerging health insurance system.
Major changes in national health insurance began in 2002, when a
Universal Coverage (UC) health insurance policy was launched.
Since then, the health insurance system in Thailand has three
major schemes, the Civil Servant Medical Benefit Scheme
(CSMBS), the Social Security Scheme (SSS), and the Universal Cov-
erage (UC) scheme. The UC scheme covers about 75% of the coun-
try’s population while the CSMBS and the SSS cover approxi-
mately 22%. Therefore, only about 2% of the whole population is
still uninsured [1]. The CSMBS was established as a fringe benefit
in 1978, to provide health-care services to all government employ-
ees, their dependents, and retirees. It is fully funded by general
tax, and it is operated by the Comptroller General’s Department,
Ministry of Finance. The SSS was established in 1990, and it is a
compulsory insurance scheme for employees in the private sector.
It covers only the employees themselves. Its source of funds basi-
cally comes from employees, employers, and the government, and
it is run by the Social Security Office (SSO). The UC scheme is a
social welfare scheme by nature for people who are not eligible for
the CSMBS and the SSS. It is primarily funded by general tax, and
it is operated by the National Health Security Office [1].

China

China has systematically carried out a series of reforms in medical
security since 1990s. Now a multilevel medical security system,
which is compatible with the socialist market economy of China,
has been established. It plays an important role in securing and
improving people’s lives and stabilizing the social stability in
China. Basically, there are three principal medical insurance
schemes, Urban Employee Basic Medical Insurance, Urban Resi-
dent Basic Medical Insurance, and New Rural Cooperative Medical
Care. For disadvantaged groups, Urban and Rural Social Medical
Aid is also provided as a minimum security. Moreover, there are
other supplementary schemes, including Enterprise Supplemen-
tary Medical Insurance, Commercial Health Insurance, Civil Ser-
vants Medical Subsidy, and Medical Security, for specific groups.
The Urban Employee Basic Medical Insurance scheme, launched
in 1998, covers urban employees and retirees, some urban resi-
dents with flexible employment, and rural migrant workers. In
2003, the Chinese government began to establish the New Rural
Cooperative Medical Care scheme for rural residents while the
Urban Resident Basic Medical Insurance scheme was initiated in
2007 to provide medical benefits to all urban residents, excluding
those covered by the Urban Employee Basic Medical Insurance
scheme. In some cities, the Urban Resident Basic Medical Insur-
ance and New Rural Cooperative Medical Care schemes have been
integrated into a unified scheme named the Urban & Rural Resi-
dent Basic Medical Insurance scheme. In 2009, the total medical
insurance coverage rate in China reached 93%, with Urban Em-
ployee Basic Medical Insurance scheme insuring 17% (220 million),
the Urban Resident Basic Medical Insurance scheme insuring 14%
(180 million), and the New Rural Cooperative Medical Care scheme
insuring 61% (830 million) of the residents.

South Korea

Korean National Health Insurance (KNHI) was introduced as the
first social insurance program for only corporate employees in
1977, and it covered the whole population of the Republic of Korea
in 1989. Basically, the KNHI is funded by various sources, including
premium, co-payment, tax, and employment funds. Fee-for-ser-
vice is the major payment method of the KNHI while the diagnos-
tic related group (DRG) method is used for seven types of medical
procedures. Similar to any fee-for-service type of payment system,
overutilization is a challenge for the KNHI. In 2009, the benefit
coverage rate (rate of reimbursement for covered services) for in-
patient care was approximately 80% and for outpatient care was

between 50% and 70%. There are various agencies in South Korean
health-care system. For overall administration, the Ministry of
Health and Welfare controls the KNHI program. While medical
care institutions provide medical care, an agency called the Na-
tional Health Insurance Corporation (NHIC) is responsible for re-
imbursement to health-care provider institutions. In addition, the
Health Insurance Review and Assessment service (HIRA), which is
a specialized governmental organization, is responsible for health
insurance review and assessment processes. In these processes,
medical care institutions need to submit claims to HIRA. HIRA
then checks the input and error of claims, and the claims undergo
an indicator review. The results of the review are eventually trans-
mitted to the NHIC and provider institutions.

Even though these three countries have unique health insur-
ance systems, they have developed toward universal coverage,
which extensively increases access to health-care services, in-
cluding drugs. The universal health insurance coverage, however,
can be expensive, especially drug expenditure, if the reimburse-
ment has not been set appropriately.

Drug reimbursement systems

Drugs are what patients expect when they obtain health-care ser-
vices. The drug reimbursement system itself has two facets be-
cause it can not only contain costs but also limit access. Therefore,
the reimbursement system in each country has been carefully de-
signed, especially the list of reimbursable drugs. Table 1 summa-
rizes drug reimbursement systems across all the three countries.

Thailand

In Thailand, all three major insurance schemes have their own
health service benefit packages listing reimbursable services and
also have their own payment systems. Basically, the benefit pack-
ages are composed of two major health services, ambulatory and
inpatient services, under different kinds of reimbursement meth-
ods. The CSMBS uses prospective payment (DRG) for inpatient ser-
vices and fee-for-service type of payment for ambulatory services.
It limits its beneficiaries to obtain any services only in public hos-
pitals. While the SSS allows its beneficiaries to use health-care
services at either public or private network hospitals, basically its
payment type is capitation for both inpatient and ambulatory ser-
vices. Similar to the CSMBS, the UC scheme provides similar cov-
erage for inpatient health services under the DRG type of payment.
It applies capitation type of payment, however, for ambulatory
services [1].

Because the nature of provided inpatient services depends to a
large degree on common medical and nursing procedures, the
DRG for the CSMBS and the UC scheme and capitation for the SSS
work efficiently. The DRG has been set for each health-care proce-
dure or intervention, and the CSMBS and the UC scheme can allo-
cate their resources accordingly. The SSS beneficiaries may some-
times suffer with the underutilization of provided services that
could possibly happen from capitation. Its impact tends to be mi-
nor because most beneficiaries are in their working ages and rarely
use the inpatient services. Recently, however, the SSS beneficia-
ries have raised a concern that their health benefit package is
inferior to that offered by the CSMBS and the UC scheme. The
ambulatory services rely heavily on prescription drug use. Deci-
sions for drug reimbursement have a longer history, and it has
been more systematically developed than other areas in health-
care services. The mechanisms, processes, evidence used in deci-
sions for drug reimbursement, and the role of health technology
assessment on drug reimbursement in Thailand have been com-
prehensively presented in previous literatures [1,4]. Basically, the
National Drug Committee develops the National List of Essential
Medicines (NLEM), which is a list of drugs, vaccines, radioactive
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