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Thai health system, concmmting on the 
development of universal health insurance coverage 
from 200 1 and the rationale fw its introduction 

Section three ~utlines deveIopmenta in the 
trade in health services in Thailand in mmt years. 
The following section considers the potentid 
benefits and risks associated with trade in health 
sewices, particularly in relation to equity of access 
to health sewices for the domestic population. 
Section 5 examines equity outcomes in the Thai 
health system in recent years, paykg parttcuIar 
attention to variations in access hied on 
swimnomic status and geographic Iceation. 
Possible policy ~espollses to adheis equity issues 
and meliorate adverst consqumces of increasing 
lrads in health services are pres&nted in Section 6.  
Concluding remarks follow, 

2. The health system in Thailand 
A ~ o r c b g  to the Minishy of Foreign Affairs 

(2008) the strategic g d s  of the Thai health systems 
have been identified as: 

1 Strengthening the h d t h  care system to 
ensme squal access to quality services for 
PI; 
increasing capacities such as human, 
physical and tchnological resources to 
enhame the quality of services and 
distributim acrms all regions; and 

Recqgnising health risk factors and 
incarprating risk-reduction intementims 
into long-term plans fm healthcare 
provision and delivery of m d d  swims, 

Totd health vndi ture  in Thailand in 
2005 was 3.5 per cent of GDP, of which 2.24 per 
cent of GDP constitutd public health exflenditure 
(WB, 2007) The Thai health budget increased fim 
5,5713 millirm Baht or 4 per cent of the national 
budget in 1981 to 77.720-7 million Baht or 8.1 per 
cent of the national w e t  in 2004 
(wibulpolprasut, m5). 

There has been a Iong history of inequity in 
access to and the cost of health care and a large 
propartion of the Thai population remaid  without 
health cover throughout the twentieth century, In 
the late 1 990s around 44 per cent of the ppulation 
w e  estimated to b e  no health k m a n ~ e  and only 
mound 21 per cent were covered by the low mcome 
Mth card (Pa lmmInd  and Mills, 1997). This 
section traces recent dwelopments in hdth policy 

and the introduction of universal health cover in 
2004, 

There h e  been various bealth insunwoe 
schemes in W a n d  mt have p m & d  cover for 
difirent sectims of the population Social W&m 
provided free Wth merage  Tor low income 
families fram 1975 and was extended to include the 
dderly and children under 1 2 in I 994. F o r  the near 
poor the voluntary health card s c h e  (VHC) was 
intmduccd in 1933, providing a e s s  to subs~disad 
care for a cast of 500 Baht per mum. From 1980 
the Civil Sewants M e d i d  Benefit Scheme 
(CSMBS) provided medical coverage for 
permanent government officials and thaw families. 

In 1991 the compulsory Social. Security 
Health Insurance scheme: was introduced for 
workers in the private sectot. Equal contributions of 
1.5 per cent of monthly wages were made bj 
workers, employers and the government. Undw the 
scheme indivihals register with a hospital or 
hospital network that becows their primary care 
provider and the huspital receives an atulual 
capitation fee to provider medical treatment. 

In 2001 the Universal Hedth Cart 

Coverage Policy (UC) known as the 30 Baht policy 
comma& and prwided health msurance for 1 8.5 
million people who were previously uninsured 
(Towse, Milb md Tgngeharmsarhim, 2004). UC 
is funded by genepal revenue and includes c o q  
for inpatierit and oup€ient merit at primary 
s m  facilities and referral to secondary or tertiary 
E~cilities as required; dental w e ;  h d t h  promotion; 
disease prevention s 6 ~ ;  and prescriptions. 
Out d pocket payments are reshcted to a flat fee of 
30 Bnht per visit with exmptirn for those on low 
incomes. (Minisby gf Foreign Afiairs, 280W). The 
appro& of UC is to provide primary care on a 
g~r;)g@id basis f m h d  by population-based 
capiitation fees. The province comct5 PriMary care 
which is &livered at health centrw of hspitals. 
Reimbursement for patients referred to other 
hospias is paid for by the p m v i n ~  based on 
diagnosis related group. 

Th@ Social Security %heme and rfie Civil 
Servant Medical Benefits %heme (CSMBS) were 
retained and the tbree &ems vary in r w d  to the 
@-ble ppulatioq the services included finsncing 
and payments (Mixustry of Fareign Maim, 2 W ) +  
In 2004 UC covered 75 2 pr cent of the poppllation 
while the Social Scurity Soheme (SSS] covered 
13.2 per cmt a d  Civil Swvant Medicd Benefits 
Scheme (CSMBS) m v w  I0,8 per mt. 



The C S W S  is funded From general 
revenue on a fee for senrice h i s .  Both Univmal 
Coverage and the Social Security Scheme use a 
capitation rate system Despits significant 
expansion in health insurance coverage there are 
areas of concern regarding equity and long-term 
viability. Them are soma notable differences 
betweem coverage of UC and the other health 
insurance schemes, For example, dialysis and 
kidney replacement is excluded from UC due t~ 
cost considerations but is available to members af 
other schmes (Bureau of Policy and Strategy 
Ministry of Public Health, 2007). 

The demand for health services has 
increased in recent years as a consequence of 
improved economic conditions arid UC. The ability 
to achieve the UC objective of prwiding care close 
to where patients reside is dependent on the 
system's ability to ensure adequate levds of 
physical and human rescrurces are available 
throughout the country. However, there is a long 
history of spatial disparities in the supply of 
medical facilities and health professionds. There is 
evidence of improved accessibility sjm the 
i n m h t i o n  of UC since the pub1 ic share af health 
expenditure increased from 564 per cent of total 
h l t h  apenditure in 2001 to 63.9 per cent by 2005 
WB, 2W)- 

GATS cornmitmmb in relation to trade in 
bealth services have included: 62 countries have 
W e  commitments in relation to medical and 
dental =ices; 52 far hospital sewkes; and 34 in 
respect of nurses, midwiva physiotherapists and 
para-medical pmamel (Smith, Blouin and Drags, 
2006b). While Thailand has not made GATS 
comitments for health services, the country bas 
entered into a nmbm of bilateral Free Trade 
A m e n &  (ITAS) includii with Australia 
(zoos), New Wmd (2OOS), J a p  (2007), China 
(early h e s t  20031, and India (early harvest 20041, 
Negotiations have also conducted with the US 
and Bahrain (Department of Trade Negotiations, 
2008), As a member of ASEAN Thailand is also a 
party to negotiations with Chum, Korea, Japan and 
India M a n d  is also negoththg FTAs with 
economic groupings such as E R A  (Switzerland, 
Ireland, Nwway and Lieahtermem) and BTMSTEC 
(India, Sri La&&, Bangladesh, Bhutm, Myanmar, 
Nepal). 

This section examines developments in 
heal& mi= trade in Thailand under the four 

modes of trade identified by GATS. In g e n d  there 
have been few deve1opments in relation to services 
supplied h m  one country to another (Mode I ) ,  w 
preference for n a t t d  gersons (Mode 4). There have 
been some developments in outward FDI but little 
inward FDI (Mode 3). The major development has 
been in Mode 2. The govement has promoted 
Thailand as a regional hub to attract consumers 
from the developed world and wealthy people from 
developing countries to obtain medied treabnwlt in 
Thailand. 

Mode 1: Services supplied from one cour&y to 
another 

Health related services that may be supplied 
across national borders include e-education, 
computing and claims processing, m e d i d  
transcription and telemedicine. Under GATS s 
d u d o n  is classified as eduwion services and 
computing and claims processing is classified as 
wmputing services. 

Wibulpolprasert (2005) reported that 
revenue fcom 4hdth sewices to lndra i n d  
from US$% raillion in 2000 to US%4,072 million 
in 2005. Employment in services such as wtomer 
interaction centres, medical transcription, financial 
and accounting servims, prepress and drgita! pre- 
mdia and geographic information systems grew 
h m  around 30,000 to 242,000 during t i i s  period. 

Mode 2: Consumers or firms makmg use of a 
m i c e  in another country 

There is a long histmy of cross bwder W e  
in health services. Historically patients travelled to 
developed countries such as the US to obtain 
mv~lutionay or cutting edge treatments that were 
not available in their own c o w .  More recently 
the flow of patients has besn in & opposite 
diredm as c i b m  of advanced muntmm travel to 
elite facilitia in dewdoping or less developed 
cwntriei to obtain high quality m e d i d  treatment at 
a fwion  of the cost of bbtahing such tmamerrt at 
hme or to avoid l mg w Jtmg lists. 

Developing countries may have a feyded 
cmpaxative advantage in provision of h I t h  
services due to lower cost structures, hi& quaIity 
medical facilities with intemationdy trained staff, 
#a ability to cumbine medical treatment with 
tourism and mique services such as traditional 
medicine (Mashayelchi, Julsaint and Tuerk, 2006). 

~h$iland bas been actively promoting eade 
in hdth  &ices since dm decIine in use of private 
health treatments by the domestic population 



follow~ng the financial Crisis in lW7. The Private 
Hospital Association consisting of 185 hospitals 
works in c l w  c o l l ~ o n  with the lkpmment of 
Expart Promotion an the h g - m y  and Healthcare 
Roject (Board of Invesmmt of Thailand, 2003). 

Thailand is that largest exporter of heal& 
services in the regjao a d  off- a wide range of 
services including h a  s-, cosmetic surgery, 
laser eye swgery and mmpIex dental treatment. 
Many of these services are marketed as 'health 
tourism' opporhmitia whereby medical b-eatmmt 
may b combined with a holiday For less th the 
cost of medical treatment in the home country. The 
number of foreign patients increased from 500,000 
in 2001 to 1.37 million in 2007. In 2007 the 
countries of origin of the greatest number of 
paria& were Japan (1 7 per cent), the United States 
(1 0 per cmt) and the United Kingdom (8 per cent) 
(l'hBiwaysT 2008). 

The p v e m e n t  plan to make Thailand a 
regional hub for trade in health services in the 
w s d  2004-2009, Thailand.. Centm for excellent 
h d t h  cam of Asla, set an mbitious target of 
treating 2 million foreign patien@ annually by 2010. 
Govmmt support for promotion of Wth sewi~e 
exports has included a government a&inisW 
accreditation system for hospitals (HA) to assure 
poWd patients hi high qudily treatment will be 
pnwtded (Arunmondchai and Fink, 2006) and will 
provide accreditation for spas in c~njunctim with 
the Spa Asstxiation (Blotria, 2006). Private 
hospitals have also sought to gain irrtemational 
=reditation such as Joint Commissbn 
IntmmtionaJ (JCI) ameditation a d  IS0 9001 :2000 
by the International Standard Orgaruzation. 

In addition, the B w d  of Investment offers 
incentives to both domestic and foreign investors ip 
private hospitals in th form of tax incentives and 
Thai health facilitiw are heavily promoted abroad 
(WibuJp61- and Pachws, 2008). 

A gotentid inhibitor of Thailand's policy of 
promoting c o m w ~ p t i o n  of health services b 
foreigners is that many health insurance systems 
limit hefz ts  to services provided in the hama 
cwntry by rexogtised providers, Thus, to the m n t  
hat p&al f d g n  p h t s  are unabfs to moup 
some or dl of the cmt of services prwihd in 
Thailand t h y  may be deterred from undeqpi~~g 
ueklmm 

Howeyer, the range of semices covered 
Mth iqsbems is limited Mast countries do not 
@er trdmnts such as d d  or cosmetic wery 

so there is no inhibition of trade fox h s e  services. 
Moreover, in countries swh as the United States the 
high cost of health care has resulted in the 
promotion of less expensive h d t h  insurance for 
those prepared to have treatment provided offshore. 
For countries with national health systems that 
involve mboning of katment that results in long 
waiting times, patrents may prefer to travel to 
Thailand for treatment rather than experience 
reduced quality of life while waiting for treatment 
in their home country. 

Private hospitals have engaged in a number 
of strategies to encourage foreign patients. 
Hospitals have established excellence in specialist 
m a s ;  invested in the latest medical technology; 
attempted to overcome language barriers by 
employing bi-lingual or multi-lingual staff; 
provided serviced apartments for relatives; offered 
health tourism packages to ease the burden far 
foreigners to plan their tnp and medical treatment; 
and established offices abrod to prqnote Wth 
services; (Wibulpolprmert, ZOOS), Bumrungrad 
International hospital treated 430,000 foreign 
patients in 2007 and the company is undmkking 
expansion over the next 4-6 years to inx;reae. 
capacity from 3500 to 6000 pkimts per day 
(Bumrungrad Hospital Public Cornparry Lim~ted, 
2007). Thonburi Hospital mounted in 2007 that it 
would invest 900 million Baht in new infraslncture 
and facilities over 2 years to attract more medical 
tourists. In 2003 Thailand had 450 private hospitals 
with doctors who were mined internationally. 

Mode 3:  Commercial presence 
Cosnmercid p e n c e  includes both inward 

and outward ED1 in health sumices, In regards to 
inward FPl Wibutpatprwxt (2005) points out that 
liberalisation policies will dlow foreign ownership 
to increase from a maximum of 49 per cent in 2 W  
to 70 per cent by 2012. The Board of Investment 
has identified foreign investment in hospi~al 
services as an activity eligible for promotion an 
condition that hospitals provide at least 50 beds and 
me& stamlards set by the &istry of Health (Board 
of hvestmenc 2007). Although FDI by major 
cwgoratiom has been cited as one of the major 
motiv&ns for GATS, Thailand has very little FDI 
ixl Wth services at present FDI accounts for only 
mwd 3 per cent of total investment in private 
hospitals (-on&hai and Fink, 2006). 

Outward foreign invesment in health 
sewices is a recent development. Bumrungrad 
Hospital has hO hospitals d CUB in 7 cads 



outside Thailand. These inelude Asia Hospital in 
the Philippines and Burnmngr~d Ampitat whch 
will upen in Dubai by 2009. h 2007 the company 
acquired Asia Renal Care that has dialysis centre 
in Taiwan, Korea, Singapore, Mahysia, the 
Philippines a d  Japnn and expects to increase the 
number of clinics over the next three yeam 
(Bumamgrad Hospital Public Company Limitled, 
2007). B u m q m d  Hospital has had c o n m  to 
manage hospitals in Bangladesh and B m a  since 
2003 and the United Arab Emirates since 2007. 
Burnrungrad plans to ~ q m d  Asim Hospital in the 
Philippine from 250 to 350 beds by 2010 
(Buramgrad Hospital Public Company Limited, 
2007). Bangkok hospital has mblished 12 
hospitals in SQutbeast and South Asia 
(Wibulpolpwert, 2005; Armondchai and Fink, 
2Qo6). 

Mode 4: Preference of natural persons 
Preference far natural p e r m  refers to 

hdivichiels travelling ta another caurhy to supply 
services. Benefis from this type of trade in services 
kame mainly in the fm of rmittances home from 
the individds concefned. Eximal brain drain 
resulted in the lass of around 25 pr cent of medical 
professionals in the 1960 and 1970s 
(Wibulpolpmert, 2005). Currently there is little 
evidence of ~~ braiPl drain but substantial 
ismhmal brain drain w h d y  health professionals 
are &mcted to private hosphls in major urban 
centres causing substantial pmblems m rnaintaiaing 
adequate shffmg levels in public bspitals, 
particularly in nrral areas. 

Govemmmt policy has impacted on the 
extent to which foreign medical professiods are 
able to practice in Thailand. The 19% requirement 
for dwtors to pass an examindm in the Thai 
laaguage in order to obtain a licence: ru practice has 
rc3ducd th number of foreign doem entering 
Thailand. 

4. Benefits and rirsb amocbted with M e  in 
heal& &es 

This s€mm provide5 an ovmiew of the 
potential benefits and risks that acwmpuy trade in 
M t b  services. The major m n  for promoting 
trade in health senices is due t4 its economic 
cmhibuthn. Mis ion  of services to foreign 
patients, &er in the form of tdemedicine or 
treatment witbin the rsountry, mcreasas earnings of 
I d  residents. Expmsion of health m i c a s  
P O Q V ~  ~ 1 o y m m t  qpmniies to health 

professionals and a range of 6th~ workers 
including buiiW, cleaners a d  kitchen staff 
Foreign direct investmmt has similar pmitive 
income impacts. Inward FDI gmmates kcme for 
I d  ~ ~ t s  who are employed in service 
provkim with flow an effects to tke rest of the 
economy. Outward FDI produca mme for 1 4  
owners through profits. The migration of nationals 
ta work abroad usually gematm ecwomic beMts 
thrbugh remittances to family members who remain 
behind, Wider h f i t s  accrue to society since 
additional: mvenues M v e d  by the government 
may be devoted to enhancing h d t h  semi=$. 

Trade in health senices may inhibit brain 
drain in countries with a history of exodus of health 
pfessimls to other cwntries offering superior 
pay and working conditions. Provision of additional 
oppomities at home including higher pay and 
greater opportunities for pmfessionhl development 
may prevmt health professiods travel1 ing to h e r  
c o ~ t r i e s  to work. 

An additional benefit is the potential to 
increase the range of services that can IE provided 
witRin the country due to the uplgrrrding of physical 
resources and the skills of staff. For example, 
centres of excellence csn develop apedm that w 
previously not available and new procedures may 
become more widely available. Teleanedicine 
services tbat are provided to foreigners require a 
soph~sticatad delivery hfmtmcture th$t catn k 
extended to residents In remote mas so that hghly 
trained specialists mn be wnsulbed for diagnosis 
and treatment options 

Couneies that are s h q , g l h g  to prode 
medical cart for the entire population may d h e  
additional mowces for treafment of the poor a a 
by-product of trade. The development of pivate 
howitah attaining h@ i n k m a t i d  m i c e  
seanhrd provides an mactive dtmatkt to the 
public system for high and middle incoma residents. 
If these sections 9f the population opt out of the 
public system in fmou of receiving treatment &om 
private hospitals the publi~ m u ~ c c s  that would 
otherwiw be devoted to their care can be redir&ed 
to improve services to tfie poor and ruFal midents 
(Smith, B h h  and Drags* 2006s). 

However, potentid benefits &om trrnde in 
health services are accompanied by significant 
risks. in the first instance the additional income 
generatad may be unevdy distributed and b f i t  
only a small paporZion of  the population, To the 
extent that a d d i t i d  income d m  pot flow into the 



public domain it may provide no benefits to the 
majority of the populatian. While external brain 
drain may be curtailed it could simply be replaced 
by intend brain &air5 wberehy health 
professionals transfer from the public sector to the 
mare lucrativa private sector. In this case there am 
adverse implications for the public health system 
sin= professionals trained at public expense are 
lost to the public system, reducing the capacity to 
provide comprehensive health care fur d ~ e  entire 
population. Under circumstances where demand 
exceeds supply those areas of the b d t h  system that 
we least desirable m terms o f  remunemtiq career 
oppmunities and status are likely to be under- 
resourced so that socioeconomjc and spatial 
disparities are exacerbated 

The situation whwe wealthi~r individuals 
tmmfer from the public to the private health system 
may have adversa equity effects by mtrenching a 
two-tier systm. The minority may receive expert 
attention while the remainder of the population are 
relegated to an under-resourced public system. A 
b g e r  with this publiclprivate dichotomy is that the 
exodus of the richer, more articulate sections of the 
population wakens the political coalitions &at 
protect pub1 ic services from rewencbment (Smith, 
Blouin and Ikager, 2006a). The resuIt may be a 
residualised service for the poor that offers poor 
sewices in terms of access and quality. In particular 
there is a danger that the expansion in the private 
sects will attract health professimds so that the 
re5ourc.a avmlable in the public system shri&, 
reducing doctor to population ratios and ahsing 
services to deteriorate, In addition, competition for 
a b f f  may d t  in h&w wages and escalating 
costs for the public hdth system. Likewis~ ,  
b a s e s  in the range of swims available as a 
consequence of expansion of trade in health 
m i c e  may h e  adverse equity effects if these 
m i w s  are re&ctd to foreign patients or w d h y  
a a t i d s ,  

Additional concsnrs exist with higher lwels 
af inward 'FDL Public funds may be diverted to the 
private sector if public funds am used to attract 
investment through inducements such as tax breaks 
or reduced costs. 

In shai?, there are several pathways for 
b f ~ t s  to the local economy and population due to 
expansion of trade in kal* s w i m  but these 
benefits may not be real~sed by the majority of the 
pc@stion so that equity outcomes may deteriorate. 

5. Equity antcoma 
Irnplementaiioh of the Universal Health 

Cam Coverage Pol tcy coincided with promotion 
and ehpmsion of tcade in health services. It is not 
pssible to predict a priori how h d t h  sewices 
trade has affected the equity outmmes of the public 
M t h  systefn. This section will, examine 
infomation on the Thai health system to attempt to 
ascertain the extent to which health equity exists 
and possible effects an equity as a result of 
hmassd trade in health services. 

There is a long histmy of health inequality 
and inequity in the health system due to greater use 
by middle and h& income earners (Towse, Mills 
and Tangchummahen, 2W; Bureau of Policy 
and Strategy Minisby of Public Health, 2007). 
Health status is determined by inwme inequality, 
poverty and access to employment in addition to 
access ta health services (Coburn, 2004). 
Yiengprugsawan et a/. (2007) studied self-assessed 
heath and self-repod morbidity using data from 
the HeaIth and Welfare Survey 2003 md found bt 
p w m  health was associated with age, gender and 
lower saeir>econmic status reflected in p r  
educational achievement or king in the bottom 
inwme quintile. 

In nddition, there are spatial d~sparities in 
h d t h  status. Residing in rural area in the North or 
Northeast contributed 40 per cent of the variation in 
reporting recent chronic illnw (Yjengpmgsawm at 
al., 2007). In 2004, 2.5 per cent of children under 
the age of 6 yews were classified as having a rather 
low or a nutritional status lower than the standard. 
The rat= variod ftom 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 rnrmfnourished children under the age 
of 5 residiflg in the Norheast compared to thm 
living in Bangkok. 

Health equity k Mmed as equal a w s s  for 
equal need regardless of soci+economic, ethn~c, 
relaous kkgmund or region of residence, The 
remainder of this section will examhe 
socioewnmic and spatial disparities in access to 
h d t h  care. 

6 - S o c i d c  vanat~ons in health care utilisation 
The illness rate q m r t d  in the Health and 

Welfare Survey 2004 for the lowest i n m e  quintile 
was 26 p r  cent compared to 15 per cent for the 
highest q u d e  (Bureau of Policy and S t r a w  
Ministry of Public Health, 2007). Utilisation of 
various health services has varied by socioecmomic 



pup. For outpatient care the lowest income 
quintile were overrepresented at health centres (37 
per cetlt) and community hospitals (35 per mt) but 
mckrrepmented at tertiary a r e  hospit Js (21 per 
cent) and private hospitals (1 7 per cent). In c g ~ ~ a s t  
the highest i n m e  &tile preferred tu seek 
treatment from tmary  are hospitals (22 per cent) 
or private hospitals (25 per cent) rather than health 
centres (4 per cent) or community hospitals (7 p r  
cent). 

For inpatient care the lawst quintile was 
ovcmp-ed in cornunity hospitals (35 per 
cent) but mderrepresmtd at both tertiary (22 per 
cent) and private hospital I3 per cent) (Bureau of 
Policy and Strategy Ministry of Public Health, 
m7), In contrast, the top income quintile 
comprised only 7 per cent of patients at community 
hospitals but 36 p r  cent in private hospitals. In 
m s  of the benefits received from the health 
budget it was est@ated that th lowest income 
quintile received higher subsidies at health centres 
and ~crmmunity hospitals and similar subsidies for 
tertmy hospitals. However, higher income p u p s  
received greater subsidies than the poor at prrvate 
hospitals. 

PctrmmnW and Mills (1997: 1787) 
m i n e d  health status and utiljsation in 
Ph~Wulak and f m d  that '"lt]he lowest income 
quintib WEIS in fact more lik~ely to 9& treatment, 
though from drug stores, private dmics and public 
seavices r a t h  than from private hospitals", 

To $re extent that there are differences in 
the quality of care available at the various health 
units it is possible that there are systematic 
dhffeamces in the quality of care received by 
&ffefenm socimcmornlc groups and therefom 
equity implications. For a m p l e  if the quality of 
care is superior in t d m y  and private hospitals the 
bop swimmn&mie groups would receive better 
quality medid  care since they are aver-reprcswd 
as users of these types of care. This is a topic for 
mher ttmarch. 

~ h h d t h ~  
. .  . 

utllrWm by mmwnce 
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The H d t b  and Welfare S w e y s  
that m~mbership of health insurance 

frmda is w m W  with s o c i o e c o ~ c  status. In 
the lvwea i n m e  quintile wrnprkd 30 pes 

m t  of gold holders who were exempt from 
th 3 ( 2 b & m  19 per c e a ~  of a b r  gold card 
h o l d q  9 per ksant of ams memb%rs and Wlly 1 
par cent &BSS msmbeds @umu of Polioy and 

Strategy Ministry of Public Health, 2007). Ln 
c o n W  over 50 per cent of CSMBS and SSS 
members belonged to the top income quintile 
compared to only 8 per cent for gofd card (exempt) 
and 15 per cent far other gold card holders. 

Utilisatim of health services varied 
according to health insurance membessbip. Those 
covered by UC, CSMBS and the m i n d  had in 
excess of 4 episodes of ambulatory  are per a m  
compared to less than three visits by SSS members. 
However, per capita admission rates were higher for 
CSMBS members (0.102 pet mum) than UC 
members (0.086) and SSS members (0.064). 

There are indications of differential access 
to care on the basis of insurance type for various 
treabnents. The two major treatments for patients 
with ischemic heart disease are curmay by-pass 
graft and coronary artery balloon dilation. Both 
procedures were wed more extensively for civil 
servants. Rates of receiving coronary bypass were 
0.46 per cent for civil servan~, compared to only 
0.18 per cent for SSS m m b m  and 0.13 per wt 
for UC. Similarly, for cornmy artery Moon 
dilatim the mes are 9.93 per cent fw civil servants, 
6.45 per cent for SSS members and only 2.30 per 
cent for UC (Bureau of Policy md Strategy 
Ministry of Public Health, 2007). 

Variations in fatdlty rafes for persons with 
the same severity of illness following medical 
treatment provide an indicatim sf the quality of 
cnre received. Case fatality rates djusted for age 
show that UC members have the highest case- 
fataliw rate of 2.09 per cent compared to the civil 
servant rate of 1 -77 per c a t  and SSS patients rate 
uf 1.39 per cent ( B w  of Policy and Strategy 
Wtry of Public Health, 2007). While these rates 
are influenced by the severity of illness as well as 
the treatment prowdad, when considered in 
conjunction wirh evidence of differential access to 
treament, they suggast that equitable atcomes are 
not being achieved. Those covered by UC are 
dispropo~tionately the poorer m~tmbers of society, 
have less access to pBTficuIar medical treatment and 
have higher fatality rat-. 

es m w a s  to 

The spatial distribution of medical 
professionals is uneven in Thailand with the 
gm-t can~atration in the more affluent areas of 
Bangkok amd Central region anal the 1- number of 
health profwsids  in Northeast and South regions- 



Table 1 shows the spatid distribution of 
medical rwmes expressed in terms of the 
population pr unit of human resources and hospital 
beds. The table provides a comparison of each 
region with Bangkok. Spatial disparities d e w 4  
over the period 1 9 8  to 2005. This reflects the 
policy of redistribution of resouroes away fom the 
urban areas to the nrral areas, Bangkok had the 
lowest popuIation to doctor ratio (the most 
privileged) but this increased fram 760 persons per 
dwtm in 1999 to 867 in 2005. Northeast had the 
I& Wth professiona1s, with 81 16 persons per 

doctor in 1999, but the situation improved over the 
perid with the number of persons per doctor falling 
to 7015 by 2005. Similar improvmmb were 
achieved fur dentists (from 38487 to 18157) and 
nurses (1707 to 968). There has only h e n  marginal 
improvement in the distribution of hospital beds. 

Again Northeast is  the regon with the 
fewest rewurca with me hospital bed for every 
780 pople. 

in LW. This improved to one b d  per 740 
population in 2005 but awess r u e d  at less than 
half that for Bangkok residents where there was one 
bed per 223 population, 

Table 1 Population to medical profasionals by regiod, 1598 to 2005 

Central 

South 

Doctors Dentists 
Pop Bangkok Pop Elangkok 
750 1.0 2991 1 .O 

Pop Bpgkok 
305 1 .O 

Hospital beds 
Pop Bangkok 
1 99 1.0 

S m :  (Burmu of Policy and S t m q y  Ministry of Public Halth, 2007) 

The major feature of the distribution of 
health resomes throughout Thailand is 
concentration in Bm&k and more prosperous 
regions and the dearth of resources and facilities in 
the poorer regions. For example, in 2001 there were 
1 0 times as many people per doctor in Northeast as 
in Bangkok and by 2005 there remained 8.1 times 
as maay. UtiIisation of services reflects these spatial 
dispriths in service availability suggesting that 
wces k not equitable. In 2005 the rate of 
utiI&ion +of outpatient services rkachtd 5.1 in 

Bangkok while it ranged from 2.5 (Central) to 1.4 
(Northeast) in the other regions (Bureau of Policy 
and Strategy Ministry of Public Health, 2003. 

Similarly, the rate of admission to hospital 
was much hqher in Bangkok with 2 I .7 per cent of 
the population admitted in 2035. Admissions in the 
other regions ranged 6.om 1 5.6 per cent in Central 
to 10.6 per cent in Northeast. k q t h  of hospital 
stay was also longest in Bangkok at 5.1 days  in 
2005 compared to only 3 .T days in Northstrst. 



The equity of ihe heaitbcare systea is &so 
related to the burden of out o f  &et expenses af 
u r n  as a proportion of incoma. BWWY 2000 and 
2004% followq the introduction of UC, the 
proportion of household inCom~ devuted to 
healthcare &reaged for a11 households (Bureau of 
Policy and Stmtw Minisby of Public Health, 
20071, F"or decile me [lowest irxarna), health 
expenditure dwIined from 4.6 pw cent of household 
income in 2000 rn 2.77 p r  cent in 2002 and 2.23 
per cent in 2W. However, lower insome gougs 
continud to spmd a hgher prawrtiofi of in~ome 
bn health thgn h&es incoine groups. Hausehol& in 
the tap *me k j l e  recorded wpmditwe of 1.27 
pec mnt of luxlaehold income in 2008 and I .97 per 
cent in 2004 

Cornmiition far health rkm-s: [nt.~14 b i n  
m 

Section 4 noted that one of the risks with 
expansion af wade in Mb.1 swim is it may 
induce mapetition far the limited supply of hunan 
raoums rmllting in shortages in the public health 
system that may hpacf gq ~ff~eieooy and awes ta 

sgvices. The source of r=smp&ti~n manates 
frem increased deanand from citizens for private 
hospital treatment that has the m e  &ect. In both 
hstances c;omp&tiwn far resoma is ltkely to 
result in ~horfajp of medical prafmionals and bid 
up wages causing dditional main dn health 
bdgets.ln Thailand there has been a history of 
i n t d  drain as the priv&e h a g i d  sector 
expanded from the 1980s onwarda h the early 
period the demand for these services was f'mm fie 
wealthiw sections of the Thai p~pulation. Tire 1 997 
tcan'amic crisis gzmctwhd growth in dmmd for 
private hospital m i a s  frbm the bca l  pqml~im 
but demand hreased  again with when. thR 
wwomy recovered. Bmem 1996 and 2001 
private hospital u s g a  d&lined from 26.8 to 17.7 
per cent hut then inc rwd  to 22,4 pef cent by 2003 
(Pachanee and WIMpalpmal 2%). Subsequent 
gowth in thi: number of fareig patients being 
treated in Thailand has Wer herd demand 
for private hospital m i o e s .  The expectation that 2 
million fareignfirs will be treated mually by 2dlQ 
will f* aeelwate the demand for rnkdieat st&. 

Table 2Changes in the n m b r  af docton in the public health systmq 1994 to 2046 

Year Graduates Re-agp~kfted Tokd increase Decrease Net 10% I% of 
increase) 

1994 526 526 42 8.0 

1995 5 76 576 3% 45.1 

1996 368 568 3 44 60.6 

1%' 579 409 336 52.8 

1998 6 18 71 1 2% 33.3 

Source: (Bureetu of Policy and Sintqg Muistry of Public Hdth,  2007: 273, Table 6.3) 



Tabla 2 shows the increase in the number of 
doctors in Thailand from I994 to 2006. New 
graduates and re-appoinkd ducbrs result in an 
increase in the number d doEtors while doctors 
leaving the system reduce doctor numbers. The 
number of doctm leaving the system increased in 
the period up to 1997 as demand in the private 
sector grew, then flattened until 2001 and then 
accelerated. The net loss shows the proportion of 
daGtors leaving the system. For 6 of the last 1 1 
years (1996 to 2005) the net loss had exceeded 50 
per cent 

This trend shows that a large proportion of 
dmtors trained at pubrjc expense are attracted to the 
private hospital systm which makes no 
contribution to the cast of training and is 
problematic for ensuring that there are resufficient 
numbers of d ~ c t m  to provide quality treatment in 
the public system. Blouin (2806) emphasiws the 
negative effects of increases in the: number of 
f b e ~  patients by pointing out that one foreigner 
may use the resources that would be used by four or 
five Thais so that the impact in 6ve years may be 
that an additional 5,000 doctors may be required in 
mbw private hospitals. In particular, rural and 
remote a r a s  are likely to be adversely affected axld 
spatial disparities in equity of access to treatment 
are likely to increase. 

& Pofiq mpoases 
The evidence presented in the previous 

section demonstrates that there have been 
improvements in access to the h d t h  system since 
the introduction of UC and a significant reduction 
in spatial disparities in access and utilisation 
However, the objectives of achieving equal access 
to quality services for all and increming resources 
available in the health system to enhance quality 
and distribution across regions are far from 
accomplished. Several concerns have been raised 
h ~ i t  the future sustainabiliry of UC due to the low 
capitation fee According to Towse, Mills and 
T a n g c ~ ~ i e n  (2004), the introduction ef 
witation 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 
w e  and confidence in the scheme could 
deteriorate. The importance of adequate fimding is 
expressed by the Bweau of Policy and Strategy 
(2005: 42):The Thai government must prwide a 
capitation payment that is high enough ta cover 
most primmy care mps, but it dsa must vlstrll 
safeguards to p m t  any public provider from 

inclnring loses and carrying a large debt burden. 
With such protections in place, hospitals can be 
main that, regardless of thair costs, there wdl be 
some conditions under which the government will 
reimburse the costs of prnvidmg i ts  m i c e s ,  
Increased demand for health services as a 
consequence of the introduction of the Universal 
Health Care Policy has coincided witb increased 
demand for private haspid sewices emanating 
from the increase in foreign patients and the 
increasing number of residents seeking private 
weatment. The major mpact on the public health 
system from the expansion in trade in health 
services is that it exacerbates the long-standing 
problem of internal brain drain as dwtors arc 
enticed to leave the public system to practice in the 
private system. 

Pachanee and Wibulpolprasert (2006) point 
out that the greatest dnver of demand in the private 
sector is presently horn Thai patients. However, the 
rate of increase of foreign patients is higher than far 
domestic patients so the increase in trade will make 
up an inmasing pruption of additional demand in 
the future. The policy challenge is to increase the 
number of medical professionals to meet inacasmg 
demand and develop effective strategies to retain 
staff in the public health system and simuJtanmu$ly 
improve the spatial distribution af resources to 
deliver equitable access to Iredth services. 

The government has struggled to overcome 
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 
students was increased &s shown in Table 2 above. 
Between 2005 and 2Q 14 there will be an increase of 
10,678 rndcal students concentrating on rural 
rm i tmea t ,  trarning and placement 
(Wibulpolprasert and Pachanee, M08). Retention 
strategies have included pendries and inducements 
which Wibulpolprasert and Pachanee (2008) claim 
can be incompatible, The requirement of 3 years 
service in the public system, that commenced in the 
1%Os, was extended to 12 years in 2005 for the 
d recruits and the fine for b r e a c h  the service 
cond~hon increased from US$l ZOOO to US$60,000 
(Wibulpolpsert and Pacbanee, 2008). Financd 
incentives provided to rural dPcton ~nclude 
hardship allowances, ovatime payments and other 
allowances. &her incentives include actress to 
training and improved working conditions. 

However, Wibulpolprasert and Pacha4ee 
(2008) contend that the finaricial incentives partidly 
negate the d e t m t  effect of the thSeat of heavy 



h e s  for breaching service requirements. Private 
hospitals absorb a large number of publicly trained 
health professiods but make no contribution to the 
public system. Thus the benefits of additional trade 
irr health services are expropriated by the private 
sector with the public sector haring the costs. 
There me a n u m b  of strategies that he 
gwernrr~mt codd consider implementing to  omb bat 
the problem of internal brain drain: 

Require the private sectof to contribute 
to training (Adlung and Camniga, 
2006): 

Require tke private sectox to make a 
contrjbution to public health by 
providing free treatment to the poor 
andlor provide med i d  sewices in rural 
aceas (Adlung d C a m i g a ,  2096; 
Pachanee and W i b u l p o l p m  2006); 

Limit #x incentives to those private 
sector organisations that also provide 
public health services ( h h a n e e  and 
Wibulpolprasrt, 2006); 

Tax thc~ profits of private health 
providers and use the revenue for the 
pubiio h d t h  system (Blouin, 2006); or 

Limit expansion of the private sector in 
the short-term until the additional 
medical recruits graduate so that supply 
is g ~ ~ d  for the public hedth 
sector. 

7. Condubon 
This paper has examined the implications 

of the simultaneous implmmtation of UC and 

i n m ~ e d  promotion of d e  in health services 
Integral to UC was a strategy b increase equity of 
access to health care through a mdistributim of 
resources that were previously concentrated ~1 the 
more f luen t  urban masts, part~cularly Bangkok, to 
rural areas. The promotion of M d e  2 trade in 
health services has had two major negative equity 
impacts. tn the first instance, expansion of the 
treatment of foreign patients has further entrenched 
a two-tier system. High income groups may opt to 
use the private system to accws a range of h ~ g h  
quality treattlleslts that are not available to the 
remainder of the population. Thrs situation could 
have negative long-term effects on the sustainabilrty 
of the public hedth system by eroding wide-ranging 
support for the system and result in a residualised 
system for the poor. Secondly, the inquitable 
distribution of medical professionals is exacerbated 
by increasing demand for private hospitals in urban 
areas and the aggressive expansion into the market 
for trade in health smicw (Wibulpolprasert and 
Pacharm, 2008). 

In the shoa-term, the inelasticity of supply 
of health professionals and the m n t  shortage in 
many areas in T h h d  mans  that my expansion 
of M& 2 treatment of foreign patients will have 
detrimental effects on equitable access to medical 
care for the Thaj popuZatioa Ths, at least in the 
short-term, an increase in trade in health smicns 
threatens the achievement of i n d  equity that 
was the motivation for universal b d t h  cover. The 
sovernment therefore is faced with the choice of 
pursuing in& promotion or hedth equity; choice of 
the former will havu adverse irnpac& on provision 
of public beah services. 
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