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Objective

 Renal replacement therapy in Thailand
 The introduction of PD First Policy and its key strategies
e Qutcomes of PD in Thailand
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[hailand

* Located at the center of the Indochina peninsula with a population
of 68.9 million

e (Classified by the World Bank as an upper-middle-income country

e Politics have been quite unstable with frequent military takeovers
since the 1932 democratic revolution

e Remarkable achievements in the recent decades

* A reduction of extreme poverty to <1% since 2004
 Anincrease in primary education enrolment to >95% since 1980




Trends in the incidence rate of treated ESRD (per million population/year), by country, 2002-2015
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(a) Ten countries having the highest percentage rise in ESRD
incidence rate in 2002/03 versus that in 2014/15, plus the U.S.
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Data source: Special analyses,
USRDS ESRD Database. All
rates are unadjusted. Data for
the Czech Republic are missing
from 2012 indicated by the
dashed line. Data for U.S. are
shown for comparison
purposes. Abbreviation: ESRD,
end-stage renal disease. NOTE:
Data collection methods vary
across countries, suggesting
caution in making direct
comparisons.
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Thailand’s Healthcare System :

Over 90% of population is covered by public healthcare

*Pay out of pocket or private health insurance

sComptroller-General’s Department (CGD) under MOF

#Social Security Office (SSO)

ke

*National Health Security Office (NHSO)

http://www.ascle.co.th/thailands-healthcare-scheme/ -

schemes

Health Security schemes in Thailand
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Thailand Before PD First

* Inequity of access to dialysis across the 3 healthcare schemes,
patients under UCS did not have access to RRT

* Pressure to introduce PD First Policy
A shortage of RRT facilities and medical personnel

e Low utilization of PD

 PD was falsely claimed to be more expensive than HD

* Government policy: incomplete PD cost reimbursement compared to HD,
low incentives for medical personnel

 The small number of PD patients limited the learning opportunities for
nephrology trainees

Tungsanga K et al. Perit Dial Int. 2008 Jun;28 Suppl 3:S53-8.
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Steps toward PD First

* Pressure from Thai nephrologists, kidney patient groups, some
health officials and researchers

* Feasibility evaluation

* Multiple studies were conducted: actual demand of RRT, cost utility of RRT,
a survey of public opinion etc.

* Neither PD nor HD was shown to be cost effective compared to palliative
care,

Teerawattananon Y at al. Value Health 2007; 10:61-72. ‘
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Steps toward PD First

* Pilot projects were carried at 3 major medical centers in different
parts of country in 2007

* PD was feasible and could provide dialysis access to poor people in rural
areas

 PD Guidelines by Nephrology Society of Thailand were developed
and published

 PD First Policy was implemented in January 2008
* ESRD patients receive PD as initial RRT unless contraindicated
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An Era of PD First: Key Strategies

¢ Cost containment

¢ Establishment of PD centers

¢ PD education

¢ An incentive program for medical personnel and PD centers
¢ Patient networking

¢ Quality control/Renal registry

Chuengsaman P et al. Semin Nephrol. 2017 May;37(3):287-295.
Tantivess S et al. BMJ. 2013 Jan 31;346:f462.
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Key Strategi

** Cost containment

* Central tendering with bulk purchasing of PD solution & supplies by the
Government Pharmaceutical Organization (GPO)

** Establishment of PD centers

* Setup a CAPD training center in every region of the country

* Established PD program in district hospitals which were well connected
with primary care networks at the subdistrict and community levels

* Created partnerships with private facilities to overcome the limited capacity
in the government sector

Chuengsaman P et al. Semin Nephrol. 2017 May;37(3):287-295.
Tantivess S et al. BMJ. 2013 Jan 31;346:f462.
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Key Strategies

*¢* PD education

First 3 CAPD training centers, (Konkaen University Hospital, Banphaeo
Hospital(Bangkok), Maharaj Nakorn Chiang Mai Hospital)

Annual 16-week PD training course for nurses

® Cooperation between Thai Red Cross Nursing College and Chulalongkorn University,
sponsored by NHSO

® 6-week theory, 10-week practice at 19 PD centers
PD catheter insertion instruction for nephrologists/surgeons

Nephrology Society of Thailand, Thai Nephrology Nursing Association, Thai
Dietetic Association added PD in regular training activities

Chuengsaman P et al. Semin Nephrol. 2017 May;37(3):287-295.
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Key Strategi

¢ An incentive program for medical personnel and PD centers

* NHSO introduced incentives for medical personnel & PD centers to
encourage unbiased counseling of patients and a shift of their practice to PD

¢ Patient networking
* Local Thai Kidney Patient Clubs give direct & indirect support to the patients

* Village volunteers, patient groups, family members were also trained to take
care of the patients

Chuengsaman P et al. Semin Nephrol. 2017 May;37(3):287-295. ‘
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Key Strategies

¢ Quality control/Renal registry
 Renal disease registry: provide information on resources and patient
profiles for strategic management, planning, quality assurance, and
regulation
 Aninventory and procurement system connecting the providers of PD with
suppliers of medicines and materials; this is used for inventory control and
to ensure timely delivery of erythropoietin, PD solution, and catheters

Chuengsaman P et al. Semin Nephrol. 2017 May;37(3):287-295.
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Distribution of the percentage of prevalent dialysis patients using ic-HD,
home HD, or PD (CAPD/APD/IPD), 2015
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Numbers of PD and HD units, patients having each type of dialysis, and the
average number of patients per PD unit
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Tantivess S et al. BMJ. 2013 Jan 31;346:f462. -
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SURVIVAL ANALYSIS AND ASSOCIATED FACTORS IN THAI PATIENTS ON
PERITONEAL DIALYSIS UNDER THE PD FIRST POLICY

Siribha Changsirikulchai,! Suwannee Sriprach,? Nintita Sripaiboonkij Thokanit,? Jirayut Janma, !
Piyatida Chuengsaman,* and Dhavee Sirivongs®

Characteristics Overall (%)

Gender

 PD Registry data (DPEX)
« 11,477 PD patients (36% of total  fme A

Age at start of PD
<45 years 2,806 (24.5)

patientS) 55 yogrs 2
e 2008-2016 ‘im ]
Median (25th-75t" IQR) 56.2 (46.4-64.4)

Fducational level

I Illiterate or primary school 9,783 (85.2)
Secondary school 1,

College or higher 317 (2.8)

[ unc 10,493 (91.6) |
CoMBo 733 (0.2)
Social security scheme 230 (2.0)

i i 1

| With diabetes 6,086 (60.9) |

Without diabetes 4,488 (39.1)

17th Congress of the
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PD = peritoneal dialysis; UHC = universal health coverage; CSMBS = civil servant medical benefit scheme - ,,,,,,,,, N




Kaplan-Meier survival estimate

e e Survival rate
_— * lyear= 82.6%
* Syear=54.0%
0.50 - e Median survival 70.1
months
0.25 4
0.00 S Time (years)
0 2 4 6 g
Number at risk
11,436 5,872 2,281 572 52
95% CI ——— Survivor function

The patient survival rates of patients with PD during the period of January
2008 — November 2016. PD = peritoneal dialysis; Cl = confidence interval.
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Patient Survival

A Kaplan-Meier survival estimates
1.00+
0.754
0.504
0.25+
0.00 Time (years)
0 2 4 6 8
Number at risk
Period: 2008-2012 5780 3447 2281 572 52
Period: 2013-2016 5656 2425 0 0 0

[

2008 -2012 ————- 2013 - 2016

Survival: 2008-2012 vs 2013-2016
® 1lvyear: 81%vs 84.4%
® 3vyear: 58.5%vs 72.7%

Changsirikulchai S et al. Perit Dial Int. 2018 Feb 7. -

Technical Survival

B. Kaplan-Meier survival estimates
1.00-
0.50
0.254
0.004 Time (years)
L I 1 1 1
0 2 4 6 8
Number at risk
Period: 2008-2012 5780 3447 2281 572 52
Period: 2013-2016 5656 2425 0 0 0
2008-2012 ———-- 2013-2016 |

Technical: 2008-2012 vs 2013-2016
® 1year:94.9% vs 94.78%
® 3vyear:85.8% vs 90.6%
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Cox Proportional Hazard Ratio of Factors Associated with Patient Survival

Factors HR 95% (I Pvalue Adjusted HR® 95% (I Pvalue

Gender: male as reference

Female 1.15 1.08-1.22 <0.001 1.07 1.01-1.14 0.03
Age at start of PD
Increased age every 5 years 1.14 1.13-1.15 <0.001 1.11 1.10-1.12 <0.001
Educational level: Illiterate or primary school <0.001 <0.001
as reference
Secondary school 0.67 0.60-0.74 0.91 0.81-1.02
College or higher 0.51 0.39-0.66 0.59 0.45-0.76
Payment system: Universal health coverage <0.001 <0.001
scheme as reference
Civil servant medical benefit scheme 1.75 1.57-1.95 1.59 1.43-1.78
Social security scheme 0.37 0.26-0.52 0.50 0.36-0.70
Diabetic status: Without diabetes as reference
With diabetes 1.73 1.62-1.86 <0.001 1.51 1.41-1.62 <0.001

HR = hazard ratio; (I = confidence interval; PD = peritoneal dialysis.
2 Adjusted for gender, age at start of PD, educational level, payment system, and diabetic status.
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Figure 3. Estimated and actual budgets for renal replacement
therapy since the launch of the PD First policy. UC, universal

coverage.

FINANCIAL EXPENSES OF RRT PATIENTS UNDER UC SCHEME

®— Estimated budget
—&—  Actual budget 17.236
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Chuengsaman P et al. Semin Nephrol. 2017 May;37(3):287-295. -
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Summary

PD First has been successfully implemented in Thailand as a result
of the advocacy of the key stakeholders; including health care
providers, professional associations, academics, researchers,

patient groups and politicians.

With careful planning, PD provides satisfactory treatment outcomes
even in a country with limited resources

Given the increasing incidence of ESRD, however, sustainability of
this ambitious policy is still questioned

y
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Anniversary

Ten Years of Thailand PD First Policy
“Dialysis for all, No one left behind”



