CO-PRODUCTION OF KNOWLEDGE

Viroj Tangcharoensathien and colleagues apply the “triangle that moves the mountain” to
analyse the co-production of evidence for health policy making in Thailand

C

o -produced knowledge is
increasingly being used to
inform health policy decisions. 1-3 In Thailand, legal
provisions set out in the 2017
constitution mandate the state to convene
public hearings with affected communities
before approving projects which may have
health and wellbeing implications.4 Public
involvement in decisions about health systems is not new in Thailand and has been
a part of its health system’s reforms since
the 1990s.5
The co-production concept known as
the “triangle that moves the mountain,”
was described in 1997 by Prawase
Wasi, a highly recognised health lea
der in Thailand. The triangle has three
p o we r p o l e s r e p r e s e n t i n g p o l i c y
makers, politicians, local administrative
organisations, and government services
(government sector); civil society,
communities, and citizens (people’s
sector); and academia, think tanks, and
research institutions, (knowledge sector).
The core principle is that the three groups
work together to achieve a common goal—
that is, “to move the mountain.” The
triangle concept promises greater policy
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acceptance and sustainability than a
traditional top-down policy approach.6
The triangle concept has been practised
in a range of health policy arenas in
Thailand, including the landmark health
reform for the introduction of universal
health coverage (UHC) in 2002. A citizenled draft UHC bill, endorsed by 50 000
electors, was proposed to the legislative
bodies for consideration at the legislative
process of the National Health Security
Act and was finally adopted in 2002.7
This is mandated by article 133 in the
2017 constitution, which promotes citizen
participation in an “initiative process,” a
form of direct democracy whereby citizens
can propose legislation. 8 This triangle
concept also underpins the Thai National
Health Assembly (NHA), which is mandated
by a legal provision in the 2007 National
Health Act. Established in 2008, the
NHA provides a structured process for a
range of stakeholders, including citizens,
civil society, academic and research
organisations, multisectoral government
agencies, and the private sector , to
develop and negotiate public health
policy resolutions through consensus. 9
Although there are challenges to the
process, including the need to develop
stronger links to decision making, it still
provides a strong model for participatory
public policy making.10 The model has
been supported by the strengthening and
institutionalisation of country capacity to
generate evidence and the retention of well
trained health researchers in Thailand.11
To further understand the co-production
of knowledge for health policy making in
Thailand, we reflect on the similarities and
synergies between the triangle concept,
which emerged in Thailand as a way to
deal with complex, often unmovable
problems, and key principles of knowledge
co-production. Norström and colleagues
emphasise that co-production should be
context based, pluralistic, goal oriented,
and interactive.2 Although Norström and
colleagues’ principles focus on research
sustainability, they bring to light the
different processes and interactions
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between the three power poles that are
needed for co-production to meaningfully
inform health policy making and reform.
Co-production in action
The first principle is that co-production processes should be context based. The co-production of knowledge should be situated
within the social, economic, and ecological context and consider the different needs
and interests of stakeholders. For example,
the agendas of NHA meetings were set in
response to persistent health systems and
policy challenges which required multistakeholder input and actions.
The covid-19 pandemic reinforces con
text as a key entry point for co-production
in Thailand. Preparations for the potential
upsurge in demand for critical resources
such as intensive care beds, ventilators,
and haemodialysis machines, triggered
the development of a national guideline
on the prioritisation and allocation of
critical resources during the pandemic.
The first author (VT) convened a series
of multistakeholder consultations to
seek different perspectives on resource
allocation, such as medicolegal, ethical,
and equity considerations as well as
public acceptability. Stakeholders included
lawyers, medical experts, ethicists, civil
society representatives, and religious
scholars. 12-14 Researchers assisted in
compiling international evidence and
crafting the first draft of the guideline,
but the diverse stakeholder groups helped
to contextualise the challenges with
resource allocation. They contributed to
shaping the content so that the guideline
fitted with local laws, medical standards,
and practices, as well as sociocultural
beliefs and values. The draft guideline
was presented to policy makers to decide
whether it was necessary to implement
the guideline. To date, the guideline has
yet to be applied because the demand for
critical resources during covid-19 has not
outstripped supply.
This example also shows the
principle of pluralism and the ways
in which the three stakeholders in the
1
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Kidney Disease Association, established
by patient groups in 2006, and other civil
society organisations; the Nephrology
Society, representing health professionals;
the National Health Security Office, as
the UCS manager; and the International
Health Policy Program (IHPP), representing
the research sector. All groups shared a
common goal of equitable access to RRT.
Studies were undertaken to rebut the
rationale for not including RRT in the UCS
benefit package and focused on quality of
life of patients having haemodialysis and
peritoneal dialysis,19 the financial effect
on poor households,20 cost comparison
of haemodialysis, peritoneal dialysis,
and kidney transplantation, the cost
effectiveness of RRT, 21 and the budget
implications of covering RRT.22 Patient
group members, who were most affected
by the lack of access to the life saving
treatment or impoverished from outof-pocket payment, also brought their
experience to the research and policy
discussions.
In response to the apparent inequity
across the three insurance schemes, the
legitimacy of broad stakeholder support,
robust evidence, as well as the obvious
needs of those missing out on life saving
RRT, the Cabinet approved the National
Health Security Office’s proposal to include
RRT (peritoneal dialysis, haemodialysis,
and kidney transplantation) into the
UCS benefit package with full subsidies
in 2007.23 The “peritoneal dialysis first”
policy was also adopted in 2007, providing
improved access to those living far from
haemodialysis centres. When peritoneal
dialysis was not successful, haemodialysis
was also fully funded. 24 Notably, the
co-production process and a reality check
from stakeholders provided a major turning
point for universal RRT and the peritoneal
dialysis first policy. Universal RRT has saved
the lives of nearly 50 000 UCS members.25
The fourth principle reiterates the
importance of the interactions and active
engagement among stakeholders from
the different power poles throughout
the co-production process, starting
from framing the problem and setting
the agenda to generating evidence and
the dissemination of findings. These
interactions also increase the likelihood
that the generated knowledge will be
incorporated into policy decisions and
implemented in practice. For example,
in 2010, stakeholders from the different
power poles, including representatives
from multiple government agencies, such
as health, social welfare, and education,

and civil society organisations (including
gender and reproductive health rights
groups), agreed on an NHA resolution
to reduce adolescent pregnancy. This
initiative led to legislating the Prevention
and Solution of the Adolescent Pregnancy
Problem Act in 2016. Although it took
several years between the adoption of
NHA resolution in 2010 and the legislation
in 2016, during this period, stakeholders
from the different government agencies,
academia, civil society, gender groups as
well as young people themselves, worked
together to generate evidence to inform the
content of the draft bill. In 2016 the prime
minister’s committee on the prevention of
adolescent pregnancy was established to
oversee the implementation of the act. It
also had diverse membership, including
male and female representatives from the
Children and Youth Council of Thailand.
Provincial children and youth councils
also had an active role in implementing
the act.26
Conclusion
Strong research capacity, one of the three
power poles, has allowed Thailand to
embrace “the triangle that moves the
mountain” concept in health systems’
decision making in response to complex
challenges. Citizens’ needs and social
movements, a second power pole, have
facilitated policy acceptance or even policy ownership, as shown in the case of the
universal renal replacement therapy policy.
These two power poles contribute to the
successful co-production of decision making, while government and political stakeholders are responsive to citizens through
their engagement in the co-production process, such as in the case of preventing adolescent pregnancy and the endorsement of
the total ban on chrysotile asbestos.
The NHA is a key enabling factor for
co-production and citizens’ engagement in
health policy decision making in Thailand.
Ensuring a diversity of stakeholders in
agenda setting and evidence generation
as well as in support of policy decisions
and implementation is critical to the
co-production process. The relationships
among stakeholders are boosted by a
shared goal, whether it be in the context of
a public health emergency such as covid19, life threatening end-stage renal disease,
or the prevention of adolescent pregnancy.
The three power poles, underpinned by
the four principles of co-production, all
contribute to the development of relevant
public health policy for citizens in
Thailand.
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triangle brought different expertise and
experiences to evidence generation and
policy development. This principle also
underlies the importance of recognising
and addressing unequal power relations
among stakeholders in the co-production
process. 15 For example, in 2011, the
Cabinet (Council of Ministers) endorsed
a 2010 NHA resolution on the total ban
of chrysotile asbestos, which mandated
the Ministry of Industry to implement an
immediate ban. The uneven interest and
buy-in from stakeholders, particularly
the industries which opposed the ban,
caused long implementation delays.
In particular, misinformation on the
safe use of chrysotile and pressure from
major chrysotile exporting countries
were problems. 16 Despite the support
from consumer protection groups, which
helped to synthesise the evidence and
raised awareness of the problem as well as
participating in the NHA, implementation
was hampered by possible “regulatory
capture.” This is when regulatory autho
rities, instead of safeguarding public
interest, act in favour of the industries or
interested groups they are supposed to
regulate.17 Although the Cabinet endorsed
the resolution, the total ban was not fully
implemented as the NHA process was not
designed to enforce implementation. This
is a challenge when power and authority lie
with state actors. Nevertheless, monitoring
and public reporting of progress can be
an effective way to hold government and
implementers to account.16 The 2019 NHA
resolution reviewed the lack of progress
of implementing the 2011 resolution and
reaffirmed a total ban by 2022.
Not only is the triangle concept “to move
the mountain” based on an understanding
of context and the participation of diverse
stakeholders, this concept also requires
that multiple stakeholders agree and work
towards achieving the principle of shared
goals. For example, in 2002, the universal
coverage scheme (UCS), which provides
insurance for the population not covered
by private sector or government employee
schemes, did not cover renal replacement
therapy (RRT) for patients with end stage
kidney disease, when the other two
schemes did. The reason given for this was
the high cost of treatment over a person’s
lifetime and that the health system in 2002
was not ready to provide universal RRT.18
In response to this lack of access, a range
of stakeholders came together to produce
evidence to address the inequitable access
to lifesaving RRT under the UCS. These
stakeholders included the Friends of
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