
CHAPTER 2

LITERATURE REVIEWED 

Characteristics of Health care delivery system

Most health care providers in less developed and developing countries face the 
sim ilar problems which are:

a) Scarce resources are used inefficiently: public funds are being spent on 
inappropriate and cost-ineffective services, too much is spent on salaries 
compared to operating costs, and on tertiary rather than primary level o f care. 
Existing services are badly managed, money dose not get to where it is needed, 
and it is hard to monitor how it is spent. Systems for purchasing goods and 
services fa il to ensure value for money.

b) People can not access the health care they need: this results from a variety o f 
factors- an individual’s poverty, geographical location, age, sex, or lack o f 
employment, unavailability o f services to treat particular problems and bad 
planning and management o f services.

c) Services do not respond to what people want: people w ill not accept poor 
quality services uncritically just because they are there, and services in many 
countries are therefore grossly underutilized. In the public sector, people face 
long waiting times, and inconvenient health services. In the private sector, they 
face high price o f services that can create inequity in access to care.
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Theoretical background of health insurance

Since one o f the no tew orthy characteristics o f  health care is  the uncerta in ty , no t as 
fo r  an o rd ina ry  com m od ity, people purchase i t  w hen they need i t  and can pay fo r it. 

H ow ever, because o f un p re d ic ta b ility  o f  illness, people can schedule ne ithe r w hen they 

need health care (except regular physical check up o r im m un iza tio n ) n o r how  m uch they 

have to  pay fo r  it. M ore  o ften  than no t, sudden illness cause large fin a n c ia l losses fo r 
people. M ed ica l treatm ent m ay be leng thy, expensive and m ay have a h ig h  cost in  term s o f 

p roductive capacity. M o st people can ne ithe r a ffo rd  to  pay the fu ll costs o f  th e ir m edical 

trea tm ent w hen they become seriously i l l ,  no r can a ffo rd  a loss o f  incom e w hen they are 

p hys ica lly  unable to  w o rk . Such special characteristics o f  hea lth  care m ay suggest a 

p o ten tia l ro le  fo r  health insurance in  order to  protect the in d iv id u a l and fa m ily  against such 

uncerta in ty and help them  bear these fin a n c ia l losses.

H ea lth  insurance is regarded as a better op tion  than o ther health fin a n c ia l schemes. 

F irs tly , health insurance, by p oo ling  risks and resources, converts unpredictable fu tu re  

expenses in to  paym ent tha t can be budgeted fo r in  advance w h ich  can reducing fin anc ia l 

crises. Secondly, since fin anc ia l fo r health care through governm ent tax revenue is o ften  

lim ite d , some o f health insurance req u iring  contribu tions by in d iv id u a l and/or em ployers 

can be ve ry a ttrac tive  to  a health sector w hich is starved o f funds. Th roug h increasing 

resource a v a ila b ility  and p rom oting  access to  care fo r the p op u la tion , eq u ity  and e ffic ie n t 

goals can be e ffe c tive ly  prom oted by health insurance.

A s m entioned, health insurance was developed because m a jo r illn e ss  is  uneven and 
seldom  predictable fo r ind iv id ua ls . W hen risks  are pooled across p opu la tions, unpredictable 

losses can be transform ed to  predictable losses. A nd  w ith  cross-subsid ization o f  resources 
fro m  the hea lthy to  the sick, fro m  the ric h  to  the poor, fro m  sm all fa m ily  to  large fa m ily  

w ith  a num ber o f  dependents is achieved, in d iv id u a l security is  enhanced.
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The nature o f health insurance concentrating on th e ir econom ic e ffic ie n c y  and 

eq u ity im p lica tions. The basic no tion  o f  e ffic ie ncy in  econom ic term s are m a x im iz in g  

outcom e w ith  the least possib le cost, greatest possib le u tiliz a tio n  o f  resources w ith  the least 

possible cost, and the ra tio  o f  outcom e to  inp u t to  be m ore than one. F o r hea lth  care system , 

d e fin itio n  o f  eq u ity m ost o ften  is  related to  eq ua lity o f  access- equal access fo r  equal need, 

ensuring tha t fo r ฟ ! in d iv id u d ร w ith  the same need they w ill have the same o p p o rtu n ity  to  
use h e d th  services.

I t  is  assumed tha t any scheme o f  hed th  insurance should  be designed w ith  the 
fo llo w in g  c rite ria : -

1) T o  be econom ical in  the sense o f  p rov id ing  good va lue  fo r  m oney and 
being cheap enough to  cover dependents.

2) T o  have b u ilt- in  incentives to  prevent cost escalation.

3) T o  prevent too  large a gap between the services provided to  persons 

covered by insurance and those provided by the governm ent so tha t the 

tw o  types o f p rovis ions can be assim ulated in  the long  run.

4 ) To  be su ffic ie n tly  convenient to  used and acceptable to  them  fo r both 

em ployers and employees to be satisfied  tha t it  is ju s tifia b le  to  pay 

health insurance contributions.

Types of health insurance coverage

There are 2 d is tin c t types o f health insurance coverage:
Medical expense coverage : w h ich  provides benefits fo r the treatm ent o f  

sickness o r in ju ry .

Disability income coverage : w h ich  provides incom e benefits w hen the 
insured is  unable to  w o rk  because o f sickness o r in ju ry .
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The m edical expense coverage program  is designed to  p rovid e benefits to  help the 

insured to  pay fo r the costs o f  rece iving  m edical treatm ent fo r  a sickness o r an in ju ry . 

Several types o f m edical expense coverage are availab le . F ive  types o f m edical expense 

coverage com m only availab le in  general health insurance w ill be exam ined as fo llo w in g .

1. H osp ita l-surg ica l expense coverage provides benefits related d ire c tly  to  

h o sp ita liza tion  costs and associated m edical expenses incurred by an insured fo r treatm ent 

o f  sickness o r in ju ry . M o st hosp ita l-surg ical expense cover:

*  H osp ita l charges fo r room , board, and hosp ita l services

*  Surgeon’ s and physic ian ’ s fees during  a hosp ita l stay

*  Specified outpatient expenses

*  Extended care services such as convalescent o r nursing  hom e costs

2. M a jo r M edical Coverage provides benefits fo r the same type o f  m edical 
expenses that are covered by hosp ita l-surg ical expense. In  add ition, m a jo r m edical coverage 

provides expenses that m ay no t be covered under basic hosp ita l-surg ica l plans, inc lud ing  
the costs incurred fo r:

*  R eceiving  outpatient treatm ent

*  E m p loying  p riva te -du ty nurses

*  R enting  fo r purchasing treatm ent equipm ent and m edical supplies

*  Purchasing prescribed m edicines

3. Socia l Insurance Supplem ent Coverage provides benefits fo r specified m edical 

expenses no t covered by governm ent health insurance.

4. H osp ita l C onfinem ent Coverage consists o f  a predeterm ined fla t b ene fit am ount 

fo r each day an insured is  hospita lized. The  am ount o f  the d a ily  b en e fit is  specified in  the
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p o lic y  and does no t va ry  according to the am ount o f m edical expense the insured incurs. 

T h is  type o f  coverage is  availab le o n ly  fro m  p riva te  insurance companies.

5. Specified Expense Coverage provides benefits to  re im burse the insured fo r 

expenses incurred by:

*  O b tain ing  treatm ent fo r  an illness tha t is specified in  the p o lic y

*  Purchasing m edical supplies o r treatm ent tha t are specified in  the 

p o licy

The m ost com m only o ffered  fo rm s o f specified expense coverage include 
dread disease, dental expense, p rescrip tion drugs and v is io n  care coverage.

Type of payment mechanisms

Paym ent mechanisms determ ine the am ount and the flo w  o f m oney fro m  a th ird - 

party payer o r a patient, o r both, to  provides o f care in  exchange fo r services. The paym ent 
m echanism  defines both the u n it o r com bination o f  services fo r w h ich  a p rov id er is  paid 

and the price to  be paid fo r the services provided.

There are 7 m ain methods o f paym ent as fo llo w s :-

1. Fee-fo r-service: Paym ent per item  o f service -  in d iv id u a l acts o f  d iagnosis, 

therapy, pharm aceutical services and treatm ent are id e n tifie d , added together 
and b illed .

2. Case paym ent: Paym ent fo r a package o f services o r an episode o f  care. The 

paym ents are no t item ized and added up as in  (1 ) above. The schedule m ay 

be unrelated to the actual cost o f care g iven to a p a rtic u la r pa tien t at a 
p a rticu la r hosp ita l, as w hen paym ents are based on “ diagnosis-related 
groups”  (D R G s)

3. D a ily  charge: F la t-ra te  charge per day fo r care /hosp ita liza tion .
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4. F la t-ra te  (bonus paym ent): The d irect paym ent o f  an agreed (u su a lly  g lobal) 

fee fo r a type o f  service provided.

5. C ap ita tion : F ixed  (u sua lly  annual) paym ent fo r each person on a p hysic ian ’ s 

lis t. D iffe re n t cap itation rates m ay e x is t fo r d iffe re n t categories o f  patient, 

e.g. fo r people over 75 years o f  age.

6. Salary: A nnua l incom e unrelated to  w ork load  o r cost o f  services provided.

7. G lobal budgets: A ll- in c lu s iv e  operating budgets set in  advance, designed to  

p rovide a spending ce iling , bu t ฟ ๒ พ ing  fle x ib ility  in  use o f  funds inside 
th is  ove ra ll lim it.

Health insurance programs in Thailand11,5,6 7)

The  developm ent o f  health insurance am ongst other fo rm s o f hea lth  care financ ing  

in  Tha iland , is review ed in  the lig h t o f va rious in itia tiv e s , p o litic a l actions and responses 

made by b oth  p ub lic  and p riva te  sectors in  th e ir attem pt to  ensure accessib ility  better health 

services th rough some system  o f prepaid, risk-sharing , o r governm ent subsidises as parts o f 

social security and p ub lic  assistance. The Tha i P arliam ent firs t passed a Socia l Security 

L a w  in  1954 but it  has no t ye t been success fu lly  p u t in to  practice due to  several p o litic a l 

reasons. O n th is  in itia l basis, d iffe re n t proposals have been made m any tim es since then to 

subm it a lte rn a tive  versions to  the Parliam ent. To  date, no social security system  no r health 
insurance scheme has been im plem ented to  cover the en tire  country.

H ow ever, there are a num ber o f  ac tiv itie s  and projects cu rren tly  p ro v id in g  health 

insurance related schemes fo r p articu la r subgroups o f  the p op u la tion . In te re s tin g ly , some 

people can be under the coverage o f m ore than one scheme w h ile  a large p rop o rtion  o f  
them  are n o t covered by any sing le scheme. One o f the schemes is  com pulsory, whereas 

m any others are e ithe r vo lu n ta ry  o r c lassified  as state w e lfa re . The e x is tin g  a c tiv itie s  o r 

projects are d iffe re n t fro m  each other in  term s o f n o t o n ly  ob jec tives, target p opu la tion ,
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sources o f  fund ing , and paym ent m echanism  but also the scope o f m edical b enefits such as 

types o f illne ss, le ve l o f re im bursem ent fo r the cost incurred, types o f services to  be 

provided and cond itions regarding u tiliz a tio n  o f  health care fa c ilitie s . G overnm ent 

in te rve n tio n s  on these schemes va ry fro m  d irect budgetary p ro v is io n  to  subsid isation and 
co-paym ent.

The to ta l coverage o f the cu rren tly  runn ing  health insurance scheme is 

ap p rox im ate ly 58.4%  o f  the to ta l popula tion.

The health  insurance scheme in  Tha iland  is c lassified  in to  4  categories:

1) P ub lic  Assistance Schemes

1.1 Free M edical Care fo r L o w  Incom e H ousehold  (L ie )
1.2 Free M edical Care fo r the E ld e rly  (E C )

1.3 School H ea lth  Insurance (S H I)

2) G overnm ent Em ployee Schemes

2.1 C iv il Servant M ed ical B e n e fit Scheme (C S M B S )

2.2 State Enterprise

3) C om pulsory H ea lth  Insurance Schemes

3.1 W orkm en C om pensation Scheme (W C S )

3.2 Social Security Scheme (S SS)

3.3 P rotection o f  C ar Accident V ic tim s

4 ) V o lu n ta ry  H ea lth  Insurance Schemes

4.1 H ea lth  Card P ro jec t (H C P)

4.2 P riva te  H ealth Insurance (P I)



Tab le 2.1 P opu la tion protected under va rious types o f health program

H ea lth  program P op u la tion  protected

m illio n percentage

1. W e lfa re  fo r  the general popula tion

1.1 Low -incom e people 11.7 20.7
1.2 E ld e rly  people 3.5 6.2
1.3 P rim a ry  school pup ils 5.1 9.0

2. G overnm ent benefits

2.1 G overnm ent o ffic ia ls  and perm anent employees 5.6 9.9
2.2 State enterprise employees 0.8 1.4

3. C om pulsory health insurance

3.1 W ork-re la ted  illnesses 3.1 5.5

3.2 N on -w ork-re la ted  illnesses 4.1 7.3
3.3 P ro tec tion  o f car accident v ic tim s a ll fro m

1 O ctober 1993

4. V o lu n ta ry  health insurance

4.1 H ealth Card holders 1.3 2.3
4.2 P riva te-sector health insurance 0.9 1.6

T o ta l o f  popu la tion protected 33.0 58.4

T o ta l o f  popu la tion no t protected 23.0 41.6



T ablefi Strengths and Weaknesses of Payment mechanism

Payment Strengths Weaknesses
Fee for service * Provider’s reward closcdly linked to level of effort and 

output
* Allows for easy analysis of provider’s practice

* Tends to cause cost inflation
* Creates incentives for excessive and 

unnecessary treatment
Per case (eg. DRGs) * Provider’s reward fairly well to output

* Gives provider incentive to minimize resource use per 
individual treated

* Technically difficulty of forcing all cases into
standard list, can lead to mismatch between output and reward

* Providers may misrepresent diagnosis in order to receive higher 
payment

Capitation
(per patient under care)

* Administratively simple: no need to break down physician’s 
work into procedure or cases

* Facilitate prospective budgeting
* Gives provider incentive to minimize cost of treatment
* Allows for consumer clout if patient can select own provider

* Gives provider incentive to select patients based on risk and to 
reject high-cost cost patients

* May create incentives for provider to underservice-accepted 
patients '

* Difficult to analyse provider’s practices
Salary * Administrative simplest

* Facilitate prospective budgeting
* Loss of patient influence over provider behavious

unless patient choice links provider salary to patient satisfaction
* Can easily create incentive for provider to undcrservice patient

and to reduce productivity
Source ะ W orld  Development Report 1993, Investing in Health
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A  va rie ty  o f hea lth  insurance schemes ex is t in  Tha iland , each w ith  d iffe re n t 

ob jectives, target popula tions, sources o f fund ing  and mechanism s o f  p aying  providers. A  

b r ie f descrip tion o f  each scheme appears as fo llo w s :

1) Public Assistance Schemes (Medical benefits for the general population)

1.1 F ree  M edica l benefits f o r  low -in com e hou sehold
H ouseholds w ith  incomes fa llin g  below  the p overty lin e  (o ffic ia lly  defined 

as m o n th ly  incom e less than 2,000 baht o r, in  the case o f sing le people, lo w e r than 1,500 

baht per m onth ) w ill be g iven a free card (F C ) w h ich  en titles  household m em ber to  free 

m edical services at p ub lic  ou tle ts w hen i l l .  T h is  scheme was in itia te d  in  1975 and 

im plem ented countryw id e in  1981. A n  FC  is  va lid  fo r 3 years and a subsequent household 

incom e assessment is needed before an new FC  is issued. FC  holders m ust firs t contact the 

nearest health center and fo llo w  a re fe rra l lin e  fo r h igher leve l o f care. A ll p ub lic  health 

ou tle ts  are responsible fo r p rov id ing  free care fo r  FC  holders. The scheme is financed 

through general tax revenue by a lloca ting  a budget through p ro v in c ia l health o ffices. 

Budget a lloca tion  fo r free m edical care was based on the take-up rate reflected  by the 

w ork load  o f services used by FC  holders in  the p revious year, instead o f  the to ta l num ber 

o f  reg iona l poor. Inequ itab le reg ional d is trib u tio n  o f  p ub lic  health resources (hosp ita l, bed 

and m anpow er) and inequ itab le reg ional incom e d is trib u tio n  are the m ain causes o f low er 
access and use o f health services by FC  holders.

1.2  M edica l benefits fo r  elderly people .
T h is  scheme was in itia te d  in  1991, p rov id ing  p ro tec tion  fo r a ll people 

aged 60 and over.

H e a lth  In su ra n ce  S ch em es  in  T h a ila n d



1.3 H ealth  services fo r  p rim a ry  schoo l p u p ils  (School H ealth  Insurance)
These benefits are fo r pup ils in  p rim ary schools a ffilia te d  w ith  the O ffic e  o f

the N a tio n a l P rim a ry  Education C om m ission at the rate o f  27 baht per person per year.

1.4  In d iv id u a ls’ health benefits
V e te ran ’ s Card holders, recip ients o f  B order Service M ed a lร, subd istric t 

ch ie fs, assistant subd istric t chiefs, v illa g e  headmen, subd istric t doctors, v illa g e  health 

vo lun teers and m onks are a ll en titled  to  free m edical treatm ent.

2. Government Employee Schemes (The Government Medical Care Welfare 
or Sickness Benefits)

M edical benefits fo r  governm ent o ffic ia ls , m ilita ry  personnel, policem en, 

c iv il servants, em ployees o f state enterprises, inc lud ing  re tired  o ffic ia lร perm anent em ployees 

and state enterprise employees. T h is  b enefit is  provided in  add ition  to  the salary they received 

m o n th ly  and is  extended to  cover personnel’ s parents, spouses and no m ore than three 

ch ild ren  under tw en ty years o f age. The governm ent m edical care w e lfa re  scheme also covers 

some other groups o f people as specified by law  o r m in is trie s  reg u la tions such as veterans 

and th e ir fa m ilie s , teacher in  p riva te  in s titu tio n s , v illa g e  headmen and Kam nans, v illa g e  

health vo lun teers and health com unications. They are en titled  to  m edical treatm ent in  state 

hosp ita ls e ithe r as outpatients o r inpatients. A ll actual expenses can be fu lly  reim bursed. I f  

they are treated in  p riva te  hospita lsm , o n ly  h a lf o f the actual expenses incurred  as inpatients 

on each occasion can be reim bursed, bu t the am ount m ust no t exceed 3,000 baht. 

B ene fic ia ries can have access to  hosp ita l services fre e ly  w ith o u t fo llo w in g  a re fe rra l lin e . The 
scheme is financed through general tax revenue. The M in is try  o f  F inance holds a central 
budget fo r th is  purpose.
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3.1 W orkm en C om pensation  F und (Protection o f  em ployees f o r  w ork- 
re la ted  illnesses)

The W orkm en Com pensation Fund (W C F ), a com pulsory health insurance 
scheme fo r w orkers in  Tha iland , was introduced in  1974. I t  is  em p loyer lia b ility  scheme 

w hereby em ployers contrib u te  1.2 to  4.5%  o f  the p a y ro ll to  the W C E  adm inistered by the 

D epartm ent o f  Labour. The governm ent contributes to  the m anagem ent o f  the Fund. 

W orke rs (exc lud ing  dependents) are covered fo r  w ork-re la ted  illnesses and in ju rie s . 

Coverage includes w ork-re la ted  accidents o r illnesses. W orke rs have d irec t access to  e ither 

p ub lic  o r p riva te  hosp ita l care. The Fund re trospective ly reim burses contracted hosp ita ls 

using  item ized  b ills  w ith  a m axim um  30,000 baht ce ilin g  fo r inpatients and fee-fo r-serv ice  

fo r outpatients. The Fund also compensates fo r w o rke rs ’ loss o f  fu n c tio n , d is a b ility  and 
death. E m p loyer con trib u tions decrease i f  there w ere few er in ju rie s  and cla im s in  any 

p revious year as a resu lt o f  p rov id ing  safety measures in  the w orkp lace.

3.2  S ocia l Security  Schem e (Protection o f  em ployees f o r  non-w ork- 

re la ted  illnesses)
P arliam ent passed the Social S ecurity A c t in  Ju ly  1990 and i t  was enacted 

in  O ctober 1990. Such program s cover employees in  w o rk  places w ith  ten em ployees o r m ore. 

Em p loyers, em ployees and the governm ent each eq ua lly  contribute  1.5%  o f m o n th ly  wages. 

W hen treatm ent is needed, employees are e lig ib le  fo r services in  registered p artic ip ant health 

fa c ilitie s . The law  covers 4 types o f benefits to  insured w orkers: m edical benefits, d isa b ility , 

death, m a te rn ity  as w e ll as cash b enefit fo r los ing  incom e due to  illn e ss  and m a te rn ity  leave. 
The fund  allocates 2.45%  ou t o f  4.5%  to  m edical benefits. I t  was decided by the M ed ica l 

C om m ittee w ith  approval fro m  the Social Security C om m ittee to  pay hosp ita ls w here w orkers 

registered on a cap itation basis. The hosp ita l w ill be paid 800 baht per annum  fo r one insured

3. C o m p u lso r y  h ea lth  in su ra n ce
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w o rke r registered to  lo o k  a fte r h im /he r fo r any k in d  o f illnesses in  a year under th is  g iven 
cap itation, al care services.

3.3 P rotection  o f  car acciden t victims.
I t  imposed by law  since 1993.Under the la w  concerned, a ll car accident 

v ic tim s  are en titled  to  coverage up to  50,000 baht per illness.

4. Voluntary health insurance

4.1 H ealth  C ard holders
T h is  p ro ject can be regarded as a scheme o f vo lu n ta ry  health insurance. I t  

was introduced in  1983 as a p ilo t p ro ject by the M O P H . A  notab le advantage o f th is  p ro ject 

is the p ro v is io n  fo r com m unity p artic ip a tion  in  managem ent o f  the fund . Besides, the 
H ea lth  Card P ro jec t on its  vo lu n ta ry  basis serves ru ra l com m unities and in d iv id u a ls  to  gain 

access to  health and m edical services in  a m ore equitable m anner. Im proved e ffic ie n c y  in  

ru ra l health centers m ay o r m ay no t be ve ry  s ig n ifican t, but there is  a lw ays a tendency fo r 

health centers to  become m ore fu lly  u tilize d  though the designed re fe rra l system  under the 

H ea lth  Card project. A nd w herever such a system is in  practice, the p ro jec t d e fin ite ly  helps 

recover the costs o f health services rendered by the low est leve l o f  health care fa c ilitie s  

w h ich  are otherw ise provided free o f charge. The M O P H ’ s V o lu n ta ry  H ea lth  Insurance 

Card Scheme is aimed at p rotecting  people no t covered by any o f  the o the r health insurance 

schemes. Partic ipants pay 500 baht per card per fa m ily  and the governm ent tops up another 

500 baht per fa m ily  per year. The M O P H  health fa c ilitie s  are responsible fo r  p rov id ing  care 

fo r the H C  holders. W hen treatm ent is needed, they are en titled  to  the M O P H ’ s health 
services in  the p rovince where th e ir cards are purchased. To  strengthen the re fe rra l lin e , the 
firs t contact fo r a holder is  the health center and access to upper leve ls requires a re fe rra l 
le tte r.
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Insurance business in  Tha iland  o ffe rs  3 types o f health insurances, nam ely, 

(a ) health insurance as an add itiona l part attached to  the basic life  insurance (b ) 

independent health insurance fo r both ind iv id ua ls  and group o f in d iv id u a ls  and (c) some 

p riva te  hosp ita ls o ffe rin g  special benefits to  th e ir members as an elem ent o f  th e ir m arketing  

strategy. In d iv id u a lร and group o f  ind iv id ua ls  are fu lly  responsib le to  pay fo r th e ir health 

insurance p rem ium  w h ich  is  based on risk-sha ring  basic. M ost o f  them  are generally w ee-to 

do in  independent and professional occupations. Insured in d iv id u a ls  are covered by 

services m a in ly  provided by p riva te  outle ts. Paym ents fo r hosp ita ls is  based on fe e -fo r- 

service fo llo w e d  by re trospective reim bursem ent fro m  the insurance company. Coverage is 

q u ite  lo w . A ccord ing  to  the availab le figures on the num ber o f  in d iv id u a ls  and em ployees 

b uy in g  th e ir ow n health  insurance, it  m ay concluded tha t p riva te  health  insurance in  

Tha iland  has no t been s ig n ific a n t in  its  m arket share. The rate o f  expansion o f  th is  business 

is  ve ry  low . The fu tu re  prospect fo r these companies is no t p rom is ing , ฟ though the num ber 

o f  target c lien ts is la rg er every day due to  the sustained h igh leve l o f  econom ic g row th and 

rap id in d u s tria lisa tio n  o f  the country.

The Social Security Scheme in Thailand

C u rre n tly , about 140 countries throughout the w o rld  have th e ir ow n social security 

acts. Tha iland  is the lastest o f  18 countries in  A s ia  to  im p lem ent acts concerning social 
insurance enforcem ent.

F o r Tha iland , the Socia l Security A c t (B .E . 2533) is  the re su lt o f  frequent requests 
fro m  w orkers fo r establishm ent o f  a Socia l Security System  in  Tha iland . These requests 

prom pted M arsha l P lack P ibulsongkhram  to  release the firs t act concerning social insurance 
in  1954. B u t, i t  was no t im plem ented because o f some technical concerns. La te r, the 

governm ent, under the leadership o f  P rim e M in is te r G eneral Prem  T in su la n o n t, again tried

4.2 Private Health Insurance
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to  enforce the A c t, bu t fa ile d  to  w in  P arliam ent support. The m a jo r prob lem  was tha t the 

governm ent was no t able to subsidize the program . H ow ever, succeeding ad m in istra tions 

continued to  raise the social security issue fo r consideration in  the P a rliam en t and it  was 

fin a lly  passed and provided health benefits and basic incom e replacem ent guarantees fo r 

w orkers. The Socia l S ecurity  A c t became e ffec tive  on 2 September 1990.

The Socia l S ecurity  A c t B .E . 2533 provides tha t 7 types o f  benefits sha ll be paid as 
fo llo w s :

1. Sickness o r in ju ry  no t related to  w o rk

2. M a te rn ity  B en e fit

3. In v a lid ity  B e n e fit

4. Death B e n e fit

5. C h ild  A llow ance

6. O ld -A g e Pension

7. Em p loym ent B ene fit

F o u r o f  the seven types o f benefits w ere to  be introduced im m ed ia te ly. The o ther 

tw o , C h ild  A llow ance and O ld -A ge pension w ou ld  be im plem ented w ith in  6 years. The 

start date fo r  the unem ploym ent program  was no t fixe d , but sha ll be announced in  a R oya l 

Decree w hen it  is  to  be im plem ented. D u rin g  the firs t stage o f operation, it  covered ฟ! 

enterprises w ith  20 o r m ore w orkers, and was to be expanded to  ฟ ! enterprises w ith  10 or 

m ore w orkers w ith in  3 years. A fte r that, vo lu n ta ry  insurance fo r se lf-em p loyed  farm ers and 

others shall come in to  force. W h ile  operating the program , the Soc ia l S ecurity  O ffic e  has 

faced various kinds o f problem s and obstacles in  carry ing  ou t p rov is ions o f  the A c t and in  

develop ing some o f the operational processes. T o  assist in  re so lv in g  these d iffic u ltie s  the 
A c t was amended on 30 M arch 1994.

4116 ^ 0 0 ท ฟ  Socia l Security C om m ittee ob jectives are as fo llo w in g s :
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1. To  increase accessib ility to  m edical care o f  insured persons.

2. To  reduce m oney burden fo r seeking m edical care o f  insured persons.

3. To  ensure insured persons in  p ub lic  hosp ita l services.

4. To  encourage a re la tionsh ip  between social security system  and na tiona l 
health service system.

Coverage:

The Social S ecurity  Fund covers a ll establishm ents w ith  10 o r m ore em ployees. 

Each em ployer, insured person and the governm ent m ust pay the co n trib u tio n  at the rate o f  

1.5%  o f the em ployees’ m o n th ly  wage to  the Fund. In  1995, the Socia l S ecurity  Fund 

provided 4  types o f benefits fo r the insured persons as fo llo w s :- sickness, m a te rn ity , 
in v a lid ity  and death.

Establishments and Insured persons

A s o f December 1995, 73,604 establishm ents and th e ir branches w h ich  em ployed

5.18 m illio n s  insured persons w ere registered w ith  the Social Security Fund. T h is  is an 
increase over 1994 o f 12.92%  and 4.23%  respectively.

Medical service utilization

In  1995, here w ere 189 m ain contracted hosp ita ls under the Socia l S ecurity  Scheme, 

consisting  o f  126 p ub lic  and 63 p riva te  hospita ls. The m edical service u tiliz a tio n  rate fo r 
outpatients was 1.23 visits/person/year. Inp a tien t treatm ents in  1995 was 0.024 
vis its/person/year.
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Conceptualization and Measurement of Health Service UtiIization(8)

U tiliz a tio n  m ay be characterized in  a num ber o f d iffe re n t w ays. F o u r p rinc ip a l 

d im ensions o f  the concept are, how ever, reflected in  m ost em p irica l ind icators o f 

u tiliz a tio n : Type, purpose, site, and tim e  in te rva l o f  use.

The type o f  u tiliz a tio n  refers to  p rin c ip a lly  to  the category o f  service rendered —  

physic ian, dental o r o ther p ractitioners ’ services, hosp ita l o r long -te rm  care adm issions, 

p rescrip tions, m edical equipm ents, and so on.

The  purpose refers to  the reason care was sought: fo r  hea lth  m aintenance in  the 

absence o f sym ptom s (p rim a ry p revention), fo r the diagnosis o r trea tm ent o f  illn e ss  in  the 

in te rest o f  re tu rn ing  to a previous state o f  w e ll-b e ing  (secondary p reven tion), o r 

re h a b ilita tio n  o r m aintenance in  the case o f long -te rm  health problem  (te rtia ry  p revention).

The site o r organ izationa l u n it refers to  the place services w ere received. I t  m ig h t be 

in  an inp a tien t setting  o r am bulatory setting.

The time interval refers to  measures o f 1) contact, based on w hether the service 

was received during  a p articu la r tim e  period ; 2) vo lum e, the to ta l un its  o f  service received 

d uring  tha t period ; o r 3) episodic patterns, based on the patterns o f  p roviders, re fe rra ls, and 

c o n tin u ity  o f  care fo r a g iven occurrence o r episode o f illness

There are m any standard measures o f u tiliz a tio n . A t least some aspect o f  u tiliz a tio n  
are determ ined by tw o  sources o f care ะ physician and hosp ita l.

H ere, the Tab le 3 shows that there are some indices in  respect o f  physic ian 

u tiliz a tio n  and hosp ita l u tiliz a tio n . The indices fo r physic ian u tiliz a tio n  are rate o f  v is it by 

physic ian, percentage o f  popula tion v is itin g  and expenditure on health care. The indices o f
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hosp ita l u tiliz a tio n  are the vo lum e o f adm ission and discharge o f patients, leng th o f  stay, 

bed occupancy rate. Typ e o f service tha t use by the patients e ithe r inp a tien t, ou tp a tien t o r 
emergency room , the type o f adm ission is m edical o r surgical.

Tab le 2.3 Types o f Physic ian and H osp ita l U tiliz a tio n  Indices.

Physic ian U tiliz a tio n H osp ita l U tiliz a tio n

V o lu m e  o f  v is its  : V o lum e  o f use ะ
- rates o f  v is it - adm issions/discharge
- num ber o f  physic ian v is its - length o f  stay
- %  o f  popu la tion v is itin g - expenditure
- %  o f  persons w ith  at least one - occupancy rates
- expenditure on health care Type o f service :

Types o f v is it : - inpatient, ou tpa tien t
- m edical, surg ical, obstetrics, etc Type o f adm ission :

- m edical, surg ical, etc

A s above, it  can conclude that the u tiliz a tio n  o f  health services is concerned w ith  

how  much and w hat type o f care they consumed.

Patient satisfaction with medical care

P atien t sa tisfac tion is  the expectation o f rece iving  a tten tion  fro m  the p rov id er fo r 

m edical care and the p rop ortion  o f fu lfillm e n t. I t  is qu ite  reasonable tha t sa tis fac tion  brings 
people to  u tiliz e  health services and i f  the s itua tion  is sa tisfac to ry, com pliance resu lt
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satisfac tion increases and determ ines the q u a lity  o f  m edical services. D issa tis fac tion  is  a 

b a rrie r to  fu tu re  u tiliz a tio n .

Aday and Anderson described the patient sa tisfac tion w ith  m edical care. They 

explained tha t p a tient satisfaction could be separated in to  5 d im ensions. Tha t w ere:

1. Sa tisfac tion  w ith  convenience

The  convenience and characteristics o f  place people go fo r  health care p rovide 

data on w hether there is d iffe re n tia l “ treatm ent”  o f  ind iv id ua ls , depending on w here they 

chance to  go fo r  services. In  add ition, w a itin g  tim e  in  g etting  service could  be as p roxy 

ind ica to r o f convenience in  any service.

2. Sa tisfac tion  w ith  courtesy o f  p roviders

Providers was a person w ho contacted w ith  the consum er to  serve any 

service. C haracteristics o f providers such as persona lity o r conversation w ou ld  be accepted, 

responded and valuated by consumer. Consum er was satisfied  oe d issa tisfied  w hen he saw 
the characteristics o f  providers.

3. Sa tisfac tion  w ith  m edical in fo rm a tio n

M edical in fo rm a tio n  could be c lassified  in to  in fo rm a tio n  about p a tien t’ s 

disease and treatm ent. M ost patients wanted to know  w hat was w rong  w ith  them  and w hat 
treatm ent tha t cured them.

4. Satisfaction w ith  q ua lity  o f care

P atien t expected to  receive good service. Q u a lity  o f  service could be
defined in  accuracy and quick.
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5. S atisfaction w ith  expenditure

Expend iture o f  m edical care was the cost o f  physical exam ination , Lab test, 
m edical appliances, and m edicine.

Chulalongkom Hospital

C hu la long kom  H osp ita l is  one o f the largest and the oldest hop ita ls in  Th a iland  and 

is  one o f the tw o  sister hosp ita ls belong ing to  the T h a i Red Cross Soc ie ty. I t  has celebrated 

its  80th anniversary in  1994. The hosp ita l was founded in  1914 in  m em ory o f  K in g  

C hu la long kom , K in g  Ram a V , whose name i t  derives from .

The idea o f a Red Cross H osp ita l emerged w hen K in g  Ram a the V I,  w h ile  the 

C row n Prince o f Tha iland , saw the Red Cross H osp ita l in  Japan on h is  re tu rn  fro m  studies 

abroad, u p o n  h is fa th e r’ s death K in g  Ram a V I, together w ith  h is b rothers and sisters, 

decided to b u ild  a hosp ita l as a m em oria l to  K in g  C hu la long kom  and donated th e ir m oney 

fo r the construction. In  add ition h is m other, the Queen to K in g  C hu la long kom , w ho was 

then the President o f the Red Cross Society, made availab le m ore m oney fro m  the Red 

Cross fund  fo r  th is  purpose. K in g  Ram a V I  then donated a piece o f land w h ich  was h is 

p riva te  p roperty fo r the b u ild in g  site o f the hosp ita l.

C hu la long kom  H osp ita l constitutes a w o rk in g  d iv is io n  under T h a i Red Cross 

Soc ie ty, a cha rity  hosp ita l w ith  an aim  to  p rov id ing  a com prehensive m edical care, 

inc lud ing  disease prevention, p rom otion, trea ting  and re h a b ilita tio n . The  stated objecives 
and ph ilosop hy o f the hosp ita l are as fo llo w s :

1) T o  p rovide m edical treatm ent to  the sick irrespective o f  race and n a tio n a lity
2) T o  p rovide m edical education and tra in in g
3) To  p rovide nursing  education and tra in in g
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4) T o  be w ell-equipped and w ell-prepared to  operate in  tim e  o f  na tiona l emergency 

o r disaster a ris ing  during  peace and w ar tim e

5) T o  in itia te  investig a tion  and/or research procedures to  uncover the cause o f an 
epidem ic w herever the la tte r arises

Past Empirical Studies

A  num ber o f studies have been carried ou t in  recent years a ttem pting  to  specify on 

the im pact o f  sss im p lem enta tion . These studies w h ich  have been perform ed are as 
fo llo w in g :

The  study on patients under the Socia l Security Scheme at the ou t-p a tien t 

departm ent o f  Buddhachinaraj hosp ita l by Techacham roensuk K .(9) indicated tha t patients 

w ere sa tis fy  w ith  hosp ita l services but the w a itin g  tim e, was the m ain p rob lem , w h ile  o the r 

encounter problem s w ere m isunderstanding in  m edical service process, u n w illin g  to use 
essential drugs and the inaccessib ility  to  services.

The study on the ou t-patien t service to  health-insured  people at Thasae hosp ita l by 

K ankeow  K .(10) The results showed that fro m  52 cards o r 201 people w ho bought hea lth - 

assurance cards in  N ovem ber-D ecem ber 1994, o n ly  43.7%  afforded the services and 

82.69%  o f 52 cards w ere used at least once. Average o f to ta l service cost was 88.31 B aht 
per one service and 553.65 B aht per one health-assured card per year.

Com prehensive study done by K am olra tanaku l and others (1993) in  Sam ut 
P rakan,Tha iland0 11 by in te rv ie w  survey o f  insured w orkers in  the w orkp lace revealed that 

hea lth  seeking behavior a fte r Socia l Security Scheme im p lem enta tion was no t s ig n ific a n tly  

d iffe re n t fro m  i t  had been. Insured w orkers s till sought care by s e lf prescribed drugs, 
services in  the w orkp lace, non-registered hosp ita ls and p riva te  c lin ics  fo r am bulatory care.
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F o r in -p a tie n t care, insured w orkers firs tly  sought care m ore fro m  p riva te  than pub lic  

fa c ilitie s . The o ve ra ll unm et need at registered hosp ita ls was 21% , 18% fo r ou tp a tien t and 

23%  fo r inp a tien t care. The m a jo r reason fo r no t using  registered hosp ita l is  the physical 

inaccessib ility . Consum ers w ere no t ve ry  satisfied  w ith  services p rovided p a rtic u la ry  by 
p ub lic  compared w ith  p riva te  hospitals.

The study on service p rov is ion  to  insured w orkers b y contract ho sp ita lร in  Sam ut 

Prakan in  1992 by K am ol-R atanaku l P. et ฟ . was found tha t o n ly  governm ent hosp ita ls 

have a special c lin ic  fo r insured w orkers. The num ber o f  ou t-p a tien t services used in  p ub lic  

and p riva te  ho sp ita lร w ere 7.2-35.3 episodes/ 1,000 persons/m onth and 42.8-105.8 
episodes/ 1,000 persons/m onth respectively. N um ber o f  adm issions w ere 0 .6 -1 .4  episodes/ 

1,000 persons/m onth in  p ub lic  hosp ita ls and 0.1-2.8 episodes/ 1,000 persons/m onth in  

p riva te  hosp ita ls. The p rovid ers’ problem s in  arranging m edical care service e ffe c tive ly  

w ere the m isunderstanding o f  the insured as w e ll as em ployers and some hosp ita l o ffic e rs , 

the lack o f  su itab le and adequate pub lic re la tion  and the management p rob lem  o f the Socia l 
S ecurity O ffice .

The study on factors a ffecting  the selection o f m ain contractor hosp ita ls according 

to  the Socia l S ecurity  A c t 1990 among insured persons in  Patum tanee p rovince in  1995 by 

Poosuntisum pun Y .(12> indicated that q u a lity  o f services and care, m edical in fo rm a tio n , past 

experience in  m e d i^  services, and convenience w ere the m ain c rite rias fo r selection o f  a 
specific m edical service.

The study on factors a ffecting  m e d i^  service u tiliz a tio n  o f  insured patients at the 

Phanakom siayuthaya H osp ita l according to  the ร 0ฝ ฟ  Security A c t 1990 in  1995 by 
S irip o m  Prangprasit(13) showed that long  w a itin g  tim e, poor courtesy o f  hosp ita l s ta ffs  and 

inappropiate organ ization o f  the hosp ita l services w ere the m ain problem s.



The consequences o f the ne tw o rk w ere studied by N ittayarum p ong  and h is 

colleagues in  1993-94. The  study showed tha t the to ta l ou tpa tien t u tiliz a tio n  rate o f  insured 

w orkers w ith in  the n e tw o rk  increased 315%  fro m  the p revious year’ s rate.

These studies suggested tha t health service u tiliz a tio n  am ong insured w orkers was 

re la tiv e ly  lo w . The rates, patterns and factors a ffec ting  u tiliz a tio n  va ried  according to 

places, tim e  and type o f  fa c ilitie s  availab le. The health service p ro v is io n  fo r insured 

w o rke rs in  C hu la long kom  hosp ita l was established m ore than 5 years ago, i t  is  tim e  to  

study and assess the current s itua tion . The results m ig h t be usefu l fo r the re levan t a u th o rity  

in  p lann ing  fo r  im p rov ing  medical service q u a lity  w ith  the a im  to  reduce health  service 
problem s am ong the insured.

The study of the insured persons toward out-patient services of Chonburi He
by Payom Siriboon , Suda Wilailers and Panida Kanchanapongkul(14) in 19— found that the
patients’ satisfaction was in high level.
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