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Abstract

The Universadl Health Care Policy (UC) was
introduced in Thailand in 2001 to address éduity concerns by
enauring uaiversal access to quality, affordable health care, In
recent vears trade in health services has been promoted by the
general agreement on trade in service (GATS), bi-lateral and
regional trade agreements and government policies. The Thai
government has promoted health scrvices trade through
Thailand.: Centre for excellent health care d Asia.

This paper sxplores the compatibility of these two
government policies: universal access t0 health care and
promotion of health services trade, The paper will consider the
mode-wise characterisation Of trade in health services defined
in GATS: cross-border delivery of health services Vvia physical
and electronic means, and cross border movement of
consumers, professionals, and capital.

The impact of trade in healih services is shaped by
the underlying structural conditions and existing regulatory,
policy and the health servico delivery framework. An
cxamination ¢f potential positive and negative implications of
trade in health services fOr equity, cfficiency, guality and
acoess to health care indicates that health services trade has
brought mixed benefits and that there iSa clear role for policy
measures to mitigate the adverse consequences and facilitate
the gains. Some policy measures and prionty arcas for action
are outlined. including steps to address 'brain drain’, increasing
investmen! i the health sector and prioritising this investment
to address socio-economic and spatial disparities in equity
outcomes.

Keywords: (rade in health services, health insurance, brain
drain, health care equity, universal access.

1. Introduction

Developments in telecommunications,
information techmology and trangort have
facilitated rapid globalisation of production and the
possibility for globalisation of services. Over the
pas few decades globalisation has opened up new
profit making opportunities throughout the world as
companies haverelocated t0 geographical areas that
provide comparative advantages IN reation
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materials or reduced production costs as a
consequence of low labour costs or institutional
advantages including free trade zones and
reductions in taxes and charges. As opportunities
for expansion in production of goods have declined
there has been an expansion in attempts to
internationalise trade in services including those
that have been traditionally provided by
governments such as education and health.

The 1994 GATS Uruguay round covers
trade 1n services as diverse as business,
communication. construction, distribution,
educational, environmental, financial, health-related
and social, tourism and travel recreational, cultural
and sporting, and transport services. The objective
of GATS 1s to “establish a legally binding set of
commitments to enhancing predictability and
transparency under the tenet of progressive
liberalization™ (Delimatsis, 2007: 28),

Services are classified under four modes of
delivery:

= Mode |. ‘Cross-border supply’ when
services are supplied from one country to
another, such as telemedicine.

* Mode 2. ‘Consumption abroad’ which
occurs when consumers purchase or make
use of services in another country, such as
travelling abroad for medical treatment;

=  Mode 3: ‘Commercial presence’ where a
company sets up subsidiaries or branches in
another country, such as FDI in private
hospitals, and

=  Mode 4: ‘Temporary movement of natural
persons’ such as individuals travelling to
another country to supply services eg
allowing foreign doctors to enter Thailand
or Thai doctors going to another country to
provide medical treatment.

At the same time that GATS has attempted
to liberalise international trade in services to open
new markets to profit making opportunities for
private firms, there has been recognition of
mnadequacies in the health system in Thailand that
culminated in the introduction of the Universal
Health Care Coverage Policy (UC) in 2001.

The purpose of this paper is to examine
these developments in order to determine the
potential or actual impact of trade liberalisation on
equity of access to health services and delivery of

high quality unmiversal health care for the Thai
: Section two traces developments the



Thai hedth system, concentrating on the
development of universal health msurance coverage
from 2001 and t he rationale for itsintroduction.

Section three outlines developments in the
trade in health services N Thailand | N recent years.
The following section considers the potential
benefits and risks associated with trade in hedlth
services, particularly in rdation to equity Of access
to health services for the domestic population.
Section 5 examines equity outcomes in the Tha
health system in recent years paying particular
attention to variations in access based on
socioeconomic status and geographic location.
Possble policy responses to address equity issues
and areliorate adverse consequences O increasing
trade in health services are presented in Section 6.
Conduding remarks follow,

2. The heatth system in Thailand

According to the Ministry Of Foreign Affairs
(2008) the strategic goals of the Thal health sysems
have been identified as:

Strengthening the health care system to
ensure equal access to quality Services far
all;

» Increasing capacities such a human,
physcal and technological resources to
enhance the quality of sarvices and
distribution acress all regions; and

Recognising hedth risk fagdors and
incorporating risk-reduction interventions
into long-term plans for healthcare
provisonand detivery of medical services,

Total health expenditure in Thailand in
2005 was 3.5 per cent of GDP, of which 2.24 per
cent of GDP constituted public health expenditure
(WB, 2007). The Thai health budget increased from
5,571.8 million Baht or 4 per cent Of the nationa
budget in 1981 to 77,720.7 million Baht or 8.1 per
cent o the national budget in 2004
(Wibulpolprasert, 2005).

There has been a long higory of inequity in
access to and the cost of health care and a large
proportion Of the Thai population remained without
health cover throughout the twentieth century, In
the late 1990s around 44 per cent Of the population
were estimated to have N0 health insurance and only
mound 21 per cent were covered by the low income
health card (Pannarunothai and Miils, 1997). This
section traces recent developments in health policy
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and the introduction d umiversal health eover in
2001,

There have been various health insurance
schemes in Thailand that have provided cover for
different sections of the population. Social Welfare
provided free health coverage for low mcome
families from 1975 and was extended to indudet he
elderty and children under 12 in 1994. Forthe near
poor the voluntary health card scheme (VHC) was
introduced N 1983, providing access to subsidised
care for a cast of 500 Baht per annum. From 1980
the Civil Servants Medical Benefit Scheme
(CSMBS) provided medical coverage far
permanent government officials and theix families.

In 1991 the compulsory Social Security
Hedth Ingrance scheme was introduced for
workers in the private sector. Equal contributionsof
1.5 per cent of monthly wages were made by
workers employersand the government. Under the
scheme individuals register with a Hospital O
hospital nework that becomes their primary care
provider and the hospital receives an annual
capitation fee to provide medical treatment.

In 2001 the Universal Health Cart
Coverage Pdlicy (UC) known as the 30 Baht policy
commenced and provided health insurance for 18.5
million people who were previously uninsured
{Towse, Milis end Tangcharoensathien, 2004}. UC
is funded by general revenue and indudescoverage
for inpatienit and outpatient treatment at primary
care facilities and refemral t0 ssoondary or tertiary
facilities as required, dental care; Health promotion;
disease prevention services; and drug prescriptions.
Out of pocket payments are restricted to a flat fee of
30 Baht per visit with exemptions far those on low
Incomes. (Ministry of Foreign Affairs, 2008). The
approach of UC is to provi de primary care on a
geographical basis funded by population-based
capitation fees. The provincecontracts primary care
which is delivered at heglth centres of hospitals.
Reimbursement for patients referred to other
hospitals IS paid for by the province based on
diagnosis rdated group.

The Social Security Scheme and the Civil
Servant Medical Benefits Scheme (CSMBS) were
retained and the three schemes vary inregard to the
eligible population, the services included, finencing
and paymerits (Ministry of Foreign Affairs, 2008).
In 2604 UC covered 75 2 per cent of the population
while the Social Security Scheme (SSS) covered
13.2 per cent and Civil Servant Medical Benefits
Scheme (CSMBS) covered 10.8 per oent.



a o A o
TI‘.I‘lT'I‘i"l'l'ltI'lﬂ'l‘iilﬂﬂl'iuﬂ:ﬁ'l'iﬁ‘.ll'l"lﬁﬁ'll’fﬂ‘i’ 19 4 s

The C8MBS is funded from general
revenue on a fee for service basis. Both Universal
Coverage and the Social Security Scheme use a
copitation rate system  Despite significant
expansion in health insurance coverage there are
areas Of concern regarding equity and long-term
viability. There are some notable differences
between coverage of UC and the other health
insurance schemes, For example, dialysis and
ki dney replacement is excluded from UC due to
cost consi derati ons but is available to members of
other schemes (Bureau of Policy and Strategy
Nristry of Public Health, 2007).

The demand for health services has
increased in recent years as a consequence d
improved economic conditionsand UC. The ability
to achievethe UC objective Of providing care close
to Where patients reside is dependent on the
system's ability to ensure adequate levels of
physical and human resources ae available
throughout the country. However, there is a long
higory of gpatid digparities in the supply of
medical facilities and health professionals. There IS
evidence of improved accessibility since the
introduction Of UC since the public share of health
expenditure increased from 56.4 per cent of total
health expenditure in 2001 to 63.9per cent by 2005
(WB, 2007).

3. Thailand’s trade in health services

GATS commitments in relation to trade in
health services have included: 62 countries have
made conmitnents in relation to medical and
dental services; 52 far hospital services; and 34 in
respect of Nurses, midwives physiotherapists and
para-medical personnel (Smith, Blowin and Drager,
2006b). While Thailand has not made GATS
commitments for health Services, the country has
entered into a number of bilateral Free Trade
Agreements (FTAs) including with Australis
(2005), New Zealand (2005), Japan (2007), China
(early barvest 2003), and India (early harvest 2004),
Negotiations have alo been conducted with the US
and Bahrain (Department of Trace Negotiations,
2008). AS a member of ASEAN Thailand is a0 a
party to negatiationswith China, Korea, Japan and
India. Thailand IS also negotiating FTAs with
economic groupings such as EFTA (Switzerland,
Ireland, Norway and Liechtenstein) and BIMSTEC
(india, St Lanka, Bangladesh, Bhutarn, Myanmar,
Nepal).

TS section examnes developments in
health services trade in Thailand under the four
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modes of tradeidentified by GATS. In general there
have been few developments in reation to services
supplied from one eeuntry to anacthe (Mode 1), or
preferencefor natural persons (Mode 4). Therehave
been some developmentsin outward FDI but little
inward FDI (Mode 3). The mgjor development has
been in Mode 2. The govemment has promoted
Thailand as a regional hub to attract consumers
from thie developed world and wealthy people from
developing countries to obtain medical treatment in
Thailand.

Mode 1. Services supplied from one country to
another

Health related servicesthat may be supplied
across national borders include e-education,
computing and claims processing, medical
transcription and telemedicine. Under GATS e-
education IS dassfied as education services and
computing and claims processing is classified as
comiputing Services.

Wibulpolprasert (2005) reported thet
revenue from e-health services to India increased
from US$264 millien in 2000 to US$4,072 million
in 2005. Employment i N services such as eustomer
interaction centres, medical transcription, financial
and accounting services, pre-press and digjtal pre-
media and geographic imformation systems grew
from around 30,000 to 242,000 during this period.

Mode 2: Consumers  firms making use of a
service in another country

Thereisal ong history of arossborder trade
in health services. Historically patientstravelled to
developed countries such as the US to obtain
revolutionary o cutting edge trestmentsthal were
not available in their own country. More tecently
the flow of patients has been in the opposte
direction aS citizens Of advanced countries travel t o
elite facilities in developing or less devel oped
countries t0 dbtain high quality medical trestment at
a fraction of the cost of obtaining uch treatment d
home a to avoid leng waiting ligts.

Developing countries may have a revealed
comparative advantage in provison of bealth
services due to lower cost structures, high quality
medical facilities with internationally trained Saff,
the ability to combme medical treatment with
tourism and unique Services such as traditional
medicine{Mashayekhi, Julsaint and Tuerk, 2006).

_ Thailand bas been actively promating trade
IN health services since the decline i N use 0f private
health treatments by the domestic population



following the financial crisis in 1997. The Private
Hospitd Association congging of 185 hospitals
worksin close collaboration with the Department oOf
Export Promotion on the Long-stay and Healthcare
Project (Board of Investment Of Thailand, 2003).

Thailand |S that largest exporter of health
services in the region and offers a wide range of
services including heart surgery, cosmetic SUrgery,
laser eye swgery and complex dental treatment.
Many of these services are marketed as 'health
tourism’ opportunities whereby medical treatment
may be combined with a holiday for less than the
cost of medical treatment N the home country. The
number of foregn patients increased from 500,000
in 2001 to 1.37 million i 2007. In 2007 the
countries Of origin of the grestes number of
patients wereJapan (17 per cent), the United States
(10 per cent) and the United Kingdom (8 per cent)
(Thaiways, 2008).

The government plan to make Thailand a
regianal hub for trade in health services in the
peripd 2004-2009, Thailand.. Centre for excellent
health care d Asia, set an ambitious target d
treating 2 million forel gn patients anoually by 2010.
Government support for promotion of hezlth service
exports has included a government administered
accreditation system for hospitals {HA) to assure
potential patientsthat high quality treatmentwill be
provided (Arunanondchai and Fink, 2006) and will
provide accreditation for spas in conjunction with
the Spa Asscciation (Blowmn, 2006). Private
hospitals have also sought to gain international
accreditation such as Jant Comamission
International (JCI) accreditaton and ISO 9001:2000
by the International Sandard Organization.

In addition, the Board of Invesment offers
incentivesto both domestic and foreign investorsin
private hospitals in the form of tax incentivesand
Tha health facilities are heavily promoted abroad
(Wibulpolprasert and Pachanes, 2008).

A potential inhibitor of Thailand'spelicy of
promoting consumption Of health services by
foreigners is that many health insurance systems
limit benefits to services provided in the home
country by recognised providers, TS, to the extent
that potential foreign patients are unable to recoup
some o all of the cost of Services provided In
Thailand they may be deterred from undergoing
treatment.

However, theranged services covered by
health systems is limited Mast countries do not
cover treatments SUCh as dental 0 cosmetic surgery
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so there is no inhibition of trade fer these servi ces.
Moreover, in countriessuch as the United States the
high cost of health care has rexulted in the
promotion ef less expensive health insurance for
those prepared to have treatment provi ded offshore.
For countries with national health sysems that
involve rationing of treatment that results in long
waiting times, patients may prefe to travd to
Thalland for treatment rather than experience
reduced quality of life while waiting for trestment
in thar homecountry.

Private hospitals have engaged in a numba
of strategies to encourage foregn patients.
Hospitals have established excdlence in specialist
areas; invested in the latest medical technology;
attempted to overcome language baries by
employing bi-lingud or multi-lingual staff;
provided servi ced apartments for reatives, offered
hedlth tourism packages to ease the burden far
foregnersto plan ther tnp and medical treatment;
and egtablished offices abroad to promote health
srvices, (Wibulpolprasert, 2005), Bumrungrad
International hospital treated 430,000 foreign
patients in 2007 and the company IS undertaking
expansion over the next 4-6 years to increase
capacity from 3500 to 6000 patients per day
(Bumrungrad Hospital Public Company Limited,
2007). Thonburi Hospital announced in 2007 that it
would invest 900 million Baht in new infrastructure
and facilities over 2 years to attract more medical
tourists. In 2003 Thailand had 450 private hospitals
with doctorswho were trained internationally.

Mode3: Commercial presence

Commercial presence indudes both inward
and outward FDI in health services. In regards t0
inward FD1 Wibulpolprasert (2005) points out that
liberalisation policies will allow foreign ownership
to increase from a maximum of 49 per cent in 2006
to 70 per cent by 2012. The Board of Investment
has identified foreign investment in hospital
services as an activity digible for prometion an
conditionthat hospitalsprovideat least 50 beds and
meet stagdards set by the Ministry of Health (Board
of Investment, 2007). Although FDI by major
cotporations has been cited as one of the major
motivations for GATS, Thailand has very little FDI
in health Srvicesat present FDI accounts for only
around 3 per cent Of total invetment in private
hospitals(Arunanondchai and H nk, 2006).

Outward foreign investment in health
services IS a recent development. Bumrungrad
Hospital has 80 hospitals and clinics in 7 countries
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outside Thailand. These include Asian Hospital in
the Philippines and Bumrungrad Hospital which
will open in Dubai by 2009. In 2007 the company
acquired Asia Renal Care tha has dialysis centres
In Taiwan, Korea, Sngapore, Malaysia, the
Philippines and Japan and expects to increase the
number Of clinics over the next three years
(Bumrungrad Hospital Public Company Limited,
2007). Bumrungrad Hospital has had contracts to
manage hospitals in Bangladesh and Burma since
2003 and the United Arab Emirates since 2007.
Bumrungrad plansto expand Asian Hospital in the
Philippines from 250 to 350 beds by 2010
(Bumrungrad Hospital Public Company Limited,
2007). Bangkok hogital has established 12
hospitals in  Southeast and South Asa
(Wibulpolprasert, 2005; Arunanondchai and Fink,
2006).

Mode 4: Preference of natural persons

Preference for natural persons refers to
individuals travelling te anathe country to supply
services. Benefits from this type Of trade in services
accrue mainly in theform of remittances homefrom
the individuals concerned. External bran drain
resulted in the lassof araund 25 per cent of medical
professiondls  in the 1960 and  1970s
(Wibulpolprasert, 2005). Curmrently there IS little
evidence Of external brain drain but subgantial
internal brain dran whereby hedth professonals
are attracted to private hospitals in maor urban
centres causing Subdantial problerms i maintaining
adequate staffing levels in public hospitals,
particularly in rural aress

Government policy has impacted on the
extent to which foreign miedical professionals are
able to practice in Thailand. The 1986 requirement
for doctors to pass an examination IN the Tha
language in order to obtain a licence te practice has
reduced the mnumber Of foreign doctors entering
Thailand,

4, Benefits and risks associated with trade in
health services

This section provides an overview of the
potential benefits and risks that accompany tradeln
health services. The mgor reason far promoting
trade in health services IS due to itS economc
contribution. Provision Of services {0 foreign
patients, either in the form Of telemedicine O
treatment within t he country, increases earnings of
local residents. Expansion of hedth micas
provides employment opportunities to health

63

professonals and a range of other workes
induding buiiders, deaners and Kkitchen staff.
Foreign direct investment has Smilar positive
income impacts Inward FDI generates income for
local residents who are employed in service
provision With flow an effects to the rest of the
economy. Outward FDI produces meome for local
owners through profits. The migration of nationals
to work abroad usually generates economic benefits
through remittances t 0 family mesbers whoremain
behind, Wider benefits accrue t0 sSociety since
additional: revenues received by the government
may be devotedto enhancing health services.

Trade in health services may inhibit brain
drain | N countries With a history of exodus of health
professionals to other countries offering Superior
pay and working conditions. Provision of additional
opportunities at home including higher pay and
greater opportunities for professional development
may prevent health professionals travelling to other
countries t 0 work.

An additiona bendfit is the potential to
increase the range of services that can be provided
within the country due to the upgrading of physical
resources and the kills of staff. For example,
centres Of excellencecan develop expertise that was
previoudy not available and new procedures may
become more widely available. Telemedicine
services that are provided to foreigners require a
sophisticated delivery infrastructure that can be
extended to resdentsin remate aress so that highly
trained specialists can be consulted for diagnods
and treatment options.

Countries that are struggling to provide
medical care for the entire population may realise
additional resources for treatment of the poor as a
by-product of trade The development Of private
hospitals attaining high intemational service
standard provides an attractive alternative to the
publicsystem for high and middle incorhe residents.
If these sections ¢f the population opt out of the
public sysem in favour of receiving treatment from
private hospitals t he public resources that weéuld
otherwise be devoted to their care can be redirected
to improve servicesto the poor and rural residents
(Smith, Blouin and Drager, 2006a).

However, potential benefits from trade in
health Sarvices are accompanied by significant
risks. in the first mstance the additional income
generated may be unevenly distributed and benefit
only a small propertion of the population. T0O the
extent thet additional income does pat flow into the




public domain it may provide no bendfits to the
majority of the population. While external brain
drain may be curtailed it could simply be replaced
by internal brain drain, wherehy health
prof essi onal s trandfer from the public sector to the
more Jucrative private sector. In this case there are
adver s implications for the public health sygem
since professonals trained at public expense are
lost to the public system, reducing the capacity to
provide comprehensve health care for the entire
population. Under circumstances where demand
exceeds supply those areas of thehealth system that
are lead degrablem terms of rémuneration, career
opportunities and status ae likely to be under-
resourced so that sociceconomic and spatial
disparitiesare exacerbated

The situation where wealthier individuals
transfer from the publicto the private health system
may have adverse equity effects by entrenching a
twortier system. The minority may receive expert
attention while the remainder of the population are
relegated to an under-resourced public system. A
danger with this public/private dichotomy isthat the
exodus of thericher, more articulate Sections of the
population weakens the political coalitions that
protect public services from retrenchment (Smith,
Blouin and Drager, 2006a). The result may be a
residualised service for the peor that offers poor
services iNterms Of access and quality. | n particular
there is a danger that the expandonin the private
sector will attract health professionals so that the
resources available in the public sysem shrink,
reducing doctor to population ratios and esusing
services to deteriorate, |n addition, competition for
staff may result in higher wages and escalating
costs for the public health system. Likewise,
increases |N the range of services available as a
consequence Of expanson of trade in hedth
services may have adverse equity effectsif these
services are restricted t 0 foreign patientsar wealthy
nationals,

Additional concemns exist with higher levels
of inward FDL Public funds may be divertéd to the
private sector if public funds are used to attract
investment through inducements uch as tax breaks
o reduced costs,

In short, there are several pathways for
benefits to the local economy and population duet o
expansion of trade |N health services but these
bendfits may not be realised by the majority of the
population S0 that equity outcomesmay deteriorate.
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5. Equity outcomes

Implementation Of the Universal Health
Care Coverage Pdicy coincided with promation
and expansion of trade in health services. It is not
possible to predict a priori how health services
trade has affected the equity outcomes of the public
health system, This section will, examine
information on the Thai health system to attempt to
ascertain the extent to which health equity exists
and possble effects an equity as a result of
increased trade | N health services.

There isa long history of health inequality
and inequity i N the health sysem dueto greater use
by middle and high i ncone earners (Towse, Mills
and Tangcharoensathien, 2004, Bureau of Policy
and Strategy Ministry of Public Health, 2007).
Health status is determined by income inequality,
poverty and access to employment in addition to
access to  health sarvices {(Cobum, 2004).
Yiengprugsawan et al. (2007) sudied sdlf-assessed
health and self-reported morbidity using data from
the Health and Welfare Survey 2003 and found that
poorer health was associ ated with age, gender and
lower socioeconomic statis reflected N poor
educational achievement a being in the bottom
income quaatile.

In addition, there are spatial disparities in
health status. Residingin rural areas |1 the Northor
Northeast contributed 40 per cent of the variation in
reporting recent chronic illness (Yiengprugsawan at
al., 2007). In 2004, 2.5 per cent of children under
the age of 6 years were classified as having a rather
low O a nutritional status lower than the standard.
The rates varied from 1.4 per cent in Central region
to over 3 per cent in Northeast, which was double
the Central rate. Similarly, in 2004 there were 2.4
times as many malnourished children under the age
of 5 residing in the Northeast compared to those
living in Bangkok.

Health equity is defined as equal access for
equal need regardless of socio-economic, ethriic,
religious background @ region of resdence The
remainder of this section will  examine
socioeconomic and spatial diparitiesin access to
health care.

Socio mic variations in hedlth ¢ ilisation
The illness rate reported in the Health and
Wefare Survey 2004 for the lowest income quintile
was 26 per cent compared to 15 per cent for the
highest quintile (Bureau of Pdlicy and Strategy
Ministry of Public Health, 2007). Utilisation of
various hedlth servi ces has varied by socioeconomic
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group. For outpatient care the lowest income
quintile were overrepresented & health centres (37
per cent) and community hiospitals (35 per cent) but
undermrepresented at tertiary care hospitals (21 per
cent) and private hogpitals(1 7 per cent). In contrast
the highest income quintile preferred to Sk
treatment from tertiary care hospitals (22 per cent)
o private hospitals (25 per cent) rather than health
centres (4 per cent) @ community hospitals(7 per
cent).

For inpatient care the lowest quintile was
overrepresented in community hospitals (35 per
cent) but underrepresented at both tertiary (22 per
cent) and private hospital (13 per cent) (Bureau of
Policy and Strategy Ministry of Public Health,
2007), In contrast, the top income quintile
comprised only 7 per cent of patientsat community
hospitals but 36 per cent in private hospitals. In
terms Of the benefits received from the hedlth
budget it was estimated thet the lowest i ncone
quintile received higher subsidies at health centres
and community hospitals arid Smilar subsdiesfor
tertiary hospitals. However, higher income groups
received greater subsidiesthan the poor at private
hospitals.

Pannanmothai and Mills (1997 1787)
examined health status and utilisation n
Phitsanulok and found that “[t]he lowest income
quintile was in fact more likely t0 seek treatment,
though frem drug stores, private ¢linies and public
serviegs rather than from private hospitals',

To the extent that there are differences in
the qudity of care available at the various health
units it is possible that there are systematic
differences in the quality of care received by
difference socioeconomic groups and therefore
equity implications. For example if the quality of
care IS superior in tertiary and private hogpitals the
top socioeconomic groups would receive better
quality mediesl care since they ar e over-represented
as usxrsof these types of care. Thisis a topic for
further research.

Variations in_health care utilisation by _insurance
status

The Health and Welfare Surveys
demonstrate that mmbership Of health insurance
funds IS comelatéd with socioeconomic status. |n
2004, the loweést mcome quintile comprised 30 per
¢ent Of gold card holders who were exempt from
the 30 baht payment; 19 per cent of athar gold card
holders; 2 per cent of CSMBS members and only 1
per cent of SSS tembers (Bureau of Policy and
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Srategy Minigry of Public Health, 2007). In
contrast over 50 per cent of CSMBS and SSS
members bedonged to the top income quintile
compared to only 8 per cent for gold card (exempt)
and 15 per cent far other gold card holders.

Utilisation of hedth services varied
according to health insurance membership. Those
covered by UC, CSMBS ad the uninsured had in
excess of 4 episodes Of ambulatory care per annum
compared to lesst han three vistsby $SS members.
However, per capitaadmissonrates were higher for
CSMBS members (0.102 per annum) than UC
members(0.086)and $SS members(0.064).

There are i ndi cations of differential access
to care on the bads of insurance type for various
treatments. The two naj O treatments for patients
with ischemic heart disease are coronary by-pass
graft and corgnary artery balloon dilation. Both
procedures were wed more extensively for civil
servants. Rates Of receiving coronary bypass were
0.46 per cent far civil servants, compared to only
0.18 per cent for SSS meinbers and 0.13 per cent
for UC. Smilarly, for coronary artery balloon
dilation the Tates are 9.93 per cent for civil servants,
6.45 per cent for SSS membersand only 2.90 per
cent for UC (Bureau of Policy and Srategy
Minigtry of Public Health, 2007).

Variations in fatality rates for personswith
the same severity of illness following medical
treatment provide an indication sf the quality of
care received. Case fadity rates adjusted for age
show that UC members have the highest case-
fatality rate of 2. 09per cent compared to the civil
srvant rate of 1.77 per cent and SSS patients rate
of 1.39 per cent (Bureau of Policy and Strategy
Munigtry of Public Health, 2007). While these rates
are influenced by the severity of illness as wel as
the treatment provided, when considered in
conjunction with evi dence of differential access to
treatment, they suggest that equitable outcomes are
not being achieved. Those covered by UC are
disproportionately the poorer members of society,
have less access to particular medical treatment and
have higher fatd ity rates.

Spatial Disparities in access to health care

The spatial didribution of medical
professonals is uneven in Thailand with the
greatest concentration in the more affluent aress of
Bangkok and Central region and t he least number of
health professionals in Northeast and South regions



66

Table 1 shows the spatial distsibution oOf
medical resources expressed in terms of the
population per unit of human rescurces and hospital
beds The table provides a comparison of each
region with Bangkok. Spatial di sparities decreased
over the period 1998 to 2005. This reflects the
policy of redistribution of resources away form the
urban aress to the rural areas, Bangkok had the
lowest population to doctor ratio (the most
privileged) but this increased from 760 persons per
doctor in 1999 t0 867 in 2005. Northeast had the
least health professionals, with 8116 persons per

in 1999, This improved to one bed per 740
population in 2005 but awess remained at less than
hal f that for Bangkok residentswherethere was one
bed per 223 population,
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doctor in 1999, but the Stuation improved over the
period with the number of personsper doctor falling
to 7015 by 2005. Smilar improvements were
achieved fur dentists (from 38487 to 18157) and
nurses (1707 to 968). Therehas only been marginal
improvement in the digtribution of hospital beds.

Again Northeast is the region with the
fewest resources with one hospitd bed for every
780 people.

Table 1 Population to madical professionals by region, 1998 to 2005

Region Year Doctors Dentists Nurses Hospital beds
Pop _Bangkok  Pop  Bangkok  Pop  Bangkok Pop  Bangkok

Bangkok 1999 760 10 2991 1.0 305 10 199 1.0
2001 760 1.0 3190 1.0 287 1.0 205 1.0
2005 867 1.0 5064 1.0 285 1.0 223 1.0
Centrd 1999 3653 48 17494 58 855 2.8 376 1.9
2001 3375 44 16588 52 749 26 368 1.8
2005 3124 36 15176 3.0 562 2.0 388 17
North 1999 4869 6.4 27225 91 1022 34 478 24
2001 4488 59 20993 6.6 856 3.0 474 25
2005 3724 43 17897 3.5 621 22 498 X2
South 1999 4888 6.4 25663 8.6 973 32 509 26
2001 5127 6.7 19963 63 807 2.8 462 24
2005 4306 5.0 16595 33 622 2.2 498 719
Northeast 1999 8116 10,7 38487 12.9 1707 5.6 780 390
2001 7614 10.0 32499 10.2 1498 5.2 771 38
2005 7015 8.1 18157 3.6 968 34 740 33
Total 1999 3395 45 9436 32 905 30 456 2.3
200] 3277 43 8624 2.7 796 2.8 451 22
2005 3182 37 7340 1.4 613 2.2 468 21

Source: (Bureau Of Policy and Strategy Ministry of Public Health, 2007)

The major feature Of the distribution of
health resources throughout Thailand is
concentration in Bangkok and more progperous
regions and the dearth of resources and facilitiesin
the poor er regions. For example, in 2001 there were
10 times as many people per doct or in Northeast as
in Bangkok and by 2005 theeremained 8.1 times
as many. Utilisation Of Servicesreflectsthese spatial
disparities in service availability suggesting that
access is not equitable. In 2005 the rate of
utilisation -of outpatient services reached 5.1 in

Bangkok while it ranged from 2.5 (Central) to 14
(Northeast) in the ather regions (Bureau of Policy
and Strategy Ministry of Public Health, 2007).

Similarly, the rate of admisson to hospital
was much higher in Bangkok with 21.7 per cent of
the population admitted in 2005. Admissonsin the
other regionsranged from 15.6 per cent in Central
to 106 per cent in Northeast. Length of hospital
stay was also longest in Bangkok & 5.1 days in
2005 compared to only 3.7 days in Northeast.
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Health care financing

The equity of the healthcare system IS also
related to the hurden of OUt of pocket expenses of
users as a proporfion of income. Between 2000 and
26004, following the mtroduction of UC, the
proportion of household income devoted to
healthcare decreased for all households (Bureay of
Palicy and Strategy Ministry of Public Health,
2007), For decile one [lowest income), health
expenditure declined from 4.6 per cent Of household
income IN 2000 to 2.77 per cent in 2002 and 2.23
per cent in 2004. However, lower income groups
continued to spend a higher proportion Of ingome
oui higalth: then higher inciine groups. Households in
the top income decile recorded expenditure of 1.27
per cent of household income in 2000 and |.07 per
cent in 2004

Compatifion far health resources: Internal brain

drain

Section 4 noted that ene of the risks with
expansion of trade in health services IS that it may
indace competition for the [imited sugply of Human
resources resulting in shortages| N the public health
system that may impact on efficiency and access to

®
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services. The other source Of competition emanates
from increased demand from citizens for private
hospital treatment that has the same effect. In both
instances competition far resources IS likely to
result in shortages of medical professionals and bid
up wages tausing additional strain on hedth
budgets.In Thadand there has been a history of
interndl brain drain asS the private hospital sector
éxpanded from theé 1980s onward. In the early
period the demand for these servi ces was from the
wedglthier sections of the Thai population. The 1997
ecotomie erisis punctuated growth in demand for
private hospital services from the local population
but demand increased again with when the
economy recovered. Between 1996 and 2001
private hospital usage declined from 26.8 to 17.7
per ¢ent but then in¢réased t 0 22.4 per cent by 2003
{Paghanee and Wibulpolprasert, 2006). Subsequent
growth iN the number of foreign patients being
tréated in Thailand has further in¢reased demand
for private hospital services. The expectation that 2
million foreigners will be treated annually by 2010
will further accelerate the demand for medical staff.

Table2Changes i n the number of doctors i N the public health system, 1994 to 2006

Year Graduates Re-appointed Total increase  Decrease Net loss (% of
increase)

1994 526 526 42 8.0
1995 576 576 260 45.1
1996 568 568 344 60.6
1997 579 30 609 336 52.8
1998 618 23 711 299 33.3
1999 830 57 887 204 B0
2000 893 98 991 201 11.5
2001 883 82 932 276 22,0
2002 878 38 916 564 599
2003 1013 39 1052 795 74.6
2004 998 32 1030 468 437
2005 741 37 778 663 84.5
2006 1188 110 1298 777 56.1

Source: (Bureau Of Policy and Strategy Ministry of Public Health, 2007: 273, Table6.3)



Tabla 2 showstheincreasein the number of
doctors in Thailand from 1994 to 2006. New
graduates and re-appointed doctors result in an
increase in the number of doctors while doctors
leaving the system reduce doctor numbes The
number of doctors leaving the sysem increased in
the period up to 1997 as demand in the private
sector grew, then flattened until 2001 and then
accderated. The ne loss shows the proportion of
docters leaving the system. For 6 of the last 11
years (1996 to 2005) the net |0ss had exceeded 50
per cent.

Thistrend shows that a large proportion of
doctors trained & public expense are attracted to the
private hospital system Which makes no
contribution to the cast Of training and is
problematic for ensuring thet there are sufficient
numbers Of doctors to provide quality treatment in
the public sysem. Blouin (2006) emphasises the
negative effects of increases in the number Of
foreign patients by pointing out that one foreigner
may U2 the resour cesthat would be used by four a
five Thais SO that the impact in five years may be
that an additional 5,000 doctorsmay be requiredin
urban private hospitals. In particalar, rurd and
remote areas are likely to be adversely af f ected and
spatial disparities in equity Of access to treatment
are likely to increase.

6. Policy responses

The evidence presented in the previous
section  demondrates that there have been
improvements in access t0 the health sysem since
the introduction of UC and a Sgnificant reduction
in spatial disparities in access and utilisation.
However, the objectivesof achieving equal access
to quality services for al and increasing resour ces
available in the health system to enhance quality
and didribution acress regions are fa from
accomplished. Several concerns have been raised
about the future sustainability of UC due to the low
capitation fee According to Towse, Mills and
Tangcharoensathien (2004), the introduction of
capitation fees resulted in many provinces and
hospitals having deficit budgets in 2002 and 2003
and they warn that if the capitation rate IS not
adjusted to reflect costs and usage, the quality of
we and confidence in the scheme ¢ould
deteriorate. The importance of adequate funding is
expressed by the Bureau of Policy and Strategy
(2005: 42).The Tha government must provide a
capitation payment that is high enough to cover
mos primary care costs, but it also must instill
safeguards to prevent any public provider from
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incurring loses and carrying a large debt burden.
With such protections in place, hospitals can be
certain thet, regardless of their costs, there will be
some conditions under which the government will
reimburse the costs Of providing its services,
Increased demand for health services as a
consequence of the introduction of the Universal
Health Care Policy has coincided with increased
demand far private hespital services emanating
from the increase in foradgn patients and the
increasng number of resdents seking private
treatment. The major ympact on the public health
system from the expandon in trade in health
services is that it exacerbates the long-standing
problem of internal brain drain as doctors ac
enticed to leavethe public system to practice in the
private system.

Pachanee and Wibulpolprasert (2006) point
out that thegreatest driver of demand i n theprivate
sector is presently from Thal patients. However, the
rated increase of foreign patientsishigher than for
domestic patients so the increase in trade will make
up an increasing proportion of additional demand in
the future. The policy challenge is to increase the
number of medical professonalsto meet increasing
demand and develop effective drategies to retain
gaff inthe public health sysem and simultaneously
improve the spatial digribution af resources to
deliver equitable access to health services.

The government has sruggled to over cone
the problem of doctors leaving the public system
aver a long period of time. As the private sector
expanded in the 1990s the number of medical
sudentswas i ncreased as shown in Table2 above.
Between 2005 and 2014 there will be an increaseof
10678 medical sudents concentrating On rurd
recruitment, traming and placement
{Wibulpolprasert and Pachanee, 2008). Reention
strategies have included penalties and inducements
which Wibulpolprasert and Pachanee(2008) claim
can be incompatible, The requirement of 3 years
service in thepublic system, that commencedinthe
1960s, was extended to 12 years im 2005 for the
rural recruits and the fine for breaching the service
condition increased from US$12,000 to US$60,000
(Wibulpolprasert and Pachaneg, 2008). Financial
incentives provided to rural doctors include
hardship allowances, overtime payments and other
allowances. Other incentives include actress to
training and improved working cenditions.

However, Wibulpolprasert and Pachanee
(2008) contend that the finaricial incentives partially
negate t he deterrent effect of the threat of heavy
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fines far breaching Service requirements. Private
hospitalsabsorb a large number of publicly trained
health professionals but make no contribution to the
public system. Thus the benefits of additiona trade
ir health services are expropriated by the private
sector with the public sector bearing the costs.
There are a number of drategies that the
government could consder implementingto combat
the problem of internal brain drain:

* Require the private sector to contribute
to training (Adlung and Carzaniga,
2006);

* Require the private sector t0 make a
contribution to public health by
providing free treatment to the poor
and/or providemedical services in rura
areas (Adlung and Carzaniga, 2096;
Pachanee and Wibulpolprasert, 2006},

e Limit tax incentives to those private
sector organisations that also provide
public health services (Pachanee and
Wibulpolprasert, 2006) ;

= Tax the profits of private hedth
providers and use the revenue for the
public health system (Blouin, 2006);a

e Limit expansionof the private sector in
the short-term until the additional
medical recruits graduateso that supply
iS guaranteed for the public health
sector.

7. Conclusion

This paper has examined the implications
of the smultaneous implementation of UC and
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increased promation of trade in health services
Integral to UC was a strategy to increase equity of
access to health care through a redistribution of
resour ces that were previoudy concentrated in the
more affluent urban areas, particularly Bangkok, to
rurd areas. The promotion of Mode 2 trade in
health services has had two major negative equity
impacts. In the first ingance, expansion of the
treatment of foreign patientshasfurther entrenched
a two-tier system. High inicome groupsmay opt to
use the private system to access a range of bigh
quality treatments that are pot available to the
remainder of the population. This Stuation could
have negativelong-term effectson the sustainability
of the public health system by erodingwide-ranging
support for the system and reault in a residualised
system for the poor. Secondly, the mequitabie
digribution of medical prof essi onal s is exacerbated
by increasing demand for private hospitals in urban
areas and the aggressive expandon into the market
for trade in hedth services (Wibulpolprasert and
Pachanee, 2008).

In the short-term, the indadticity of supply
of health professionals and the current shortage in
many areas in Thailand means that any expangon
of Mode 2 trestment of foreign patients will have
detrimental effects on equitable access to medical
care for the Thai population. Thus, at least in the
short-term, an increase in trade in health services
threatens the achievement of increased equity that
was the motivation for universal health cover. The
government therefore is faced with the choice of
pursuing trade promotion or health equity; choice of
the former Will have adverse impacts on provison
of public heath services
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