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CHAPTER I

INTRODUCTION

1.1 Problems and significance

Out-of-pocket (OOP) health care “spending has long been important and
concerned issue in many countries because costly and unexpected payments for health
care with no adequate health.insurance coverage can lead individuals or households to
poverty. Another considerable problem in health care system is access to health
services. Many people-espegially the poor still encounter with this problem because of
financial barrier and again Avithout -insurance, even though health service is the
fundamental rights that all people are supposed to receive. Therefore, universal
coverage (UC) becomegfa chiallenging policy for government and health policy makers
to improve access to health care and protect people from poverty caused by health care
payments. "J

Thailand introduced universal coverage reforms in 2001 aiming to ensure equal
access to quality health cawe for atl, and'féfpgotect them from catastrophic situation
caused by health expenses excéeding their financial capacity (National Health Security
Office [NHSO], 2011: online). It is known as the 30 baht scheme, which people
covered by this have.to pay 30 baht for treatment. This scheme allows them to utilize
services in their health district, either health centers or-district hospitals, and can be
referred for specialist/treatment at provincial or regional hospitals if necessary (Phusit
Prakongsai, Supon Limwattananon, and Viroj Tangcharoensathien, 2009). Although the
government has beent” changed, this project is continually preceded. Besides, the
government later abolished:the 30 baht co-payment and made it free.

People’ covered-by*this’ secheme rfeceive .warious 'bénefit package including
ambulatory care; hospitalization, disease prevention, health promotion and even high-
cost medigals serviees gsueh .as artifigial sotganss+surgicaly operation,; radiotherapy or
chemotherapy, etcPreéscription drugs-undern nationallessential ditig list are also free of
charge (Phusit Prakongsai et al., 2009).

The UC scheme affects many people in the whole country; patients, health care
providers, and the government. Therefore, it is necessary to evaluate outcomes after
implementing this scheme whether it is successful or not, what the problems are, and
how the problems can be solved. However, this study focuses solely on the
consequences of UC on households.

Many studies assessed the effect of UC policy on households in many
viewpoints such as financial risk protection, health care finance, benefit incidence,
health care utilization or household saving; nevertheless, most of those studies


http://dict.longdo.com/search/nevertheless

concentrate on the whole country‘s outcomes (Phusit Prakongsai et al., 2009; Supon
Limwattananon, Viroj Tangcharoensathien, and Phusit Prakongsai, 2005). Therefore,
this study aims to focus on the outcomes after implementing UC comparing among 4
regions in Thailand (Central, North, Northeast, and South). The outcomes in each
region are likely to be different due to the fact that there are many variations among
regions such as income per capita, consumption, lifestyle, education, health care
services and sanitation, geography, ethnic group, etc.

According to those variations, across regions, this study therefore intends to
search the outcomes associated with UC policy in each region. Thus, the study will
provide another viewpoint and some usefill’information in terms of poverty impact
from health care OOP payments and determinants affecting on that poverty in each
region; in addition, it will-also show the access to-health care and its associated factors
before and after UC poliey-implementation. So, this.can partially indicate whether UC
policy successes or not, and'it may be a guideline for policy makers to improve or solve
the problems directly to thegpoint.

1.2 Research Questions -

1. Have impoverishment €aused by health care out-of-pocket payment and the
determinants thereof in Thailand‘s 4 regions changed after UC implementation?

2. Have the factors associated with health care utilization in Thailand‘s 4 regions
changed after implementation of UC‘? £

1.3 Objectives

General objective:

To analyze impoverishment from health care out-of-pocket payment and access
to health care in 4 regions_(Central, North, Northeast, South) in Thailand before and
after implementingiuhiversal coverageischeme

Specific objectives:

Iy (T measurelpoverty headcounts ducito health are out-of-pocket payment in
4 "regions in Thailand "before ‘and after implementing universal coverage
scheme

2. To measure poverty gaps due to health care out-of-pocket payment in 4
regions in Thailand before and after implementing universal coverage
scheme

3. To assess factors associated with impoverishment caused by health care out-
of-pocket payment in 4 regions in Thailand before and after implementing
universal coverage scheme

4. To assess factors associated with health care utilization in 4 regions in
Thailand before and after implementing universal coverage scheme



1.4 Scope of the study

The scope of this study is to provide the measures for impoverishment from
health care out-of-pocket payment; poverty headcounts and poverty gaps, in 4 regions
in Thailand consisting of Central, North, Northeast, and South in year 2001, 2006, and
2009, and also determinants; socio-economic factors, demographic factors and type of
health care use, affecting on that poverty. In addition, this study aims to show the

access to health care and its associated factors; predisposing, enabling, and need factors,
in year 2001 and 2009.

1.5 Possible benefits

1. This study willfindieate and evaluate updatcd outcomes of UC policy whether
it is successful.of nof reégarding to poverty from OOP health care payment and
healthcare utilization' 1 ¢ach region, which may conduce to improvement of
the policy. ~

2. This study will provide the fact(';;s associated with household poverty caused
by health care payments and healthcare utilization so that it can be useful in
order to guide policy makeérs to "p’,lan further in terms of universal coverage
policy directly to the point in each region.



CHAPTER II

BACKGROUND

This chapter will show some useful information about Thailand‘s profile related
to this study. It is divided into two parts which are: variation in many aspects across 4
regions in Thailand, and health insurance.in Fhailand both in Pre and Post UC
implementation. J

2.1 Variations across Thailand’s regions

i
Thailand, similar te" other developing countries, has continued facing the

problems of disparity agross region's.; Foi‘éxample, poverty and economic disparity is
one thing that obviously geen in Thailand. /Average monthly income and expenditure
both per household and‘per capita are diffferent across regions. Bangkok and vicinity
have the highest monthly fincome and exﬁenditure compared with others, but on the
other hand Northeast has the lowest. Cen'ir'al‘and South regions have roughly similar
figures, but higher than North and Northeast}(IéI_@tional Statistical Office [NSO], 2008).

According to, the data from Office: of Natipnal Economic and Social
Development Board -in_2008, it was reported that poverty in Thailand decreased
gradually after econoshic crisis. Poverty headcounts decreased from 20.98% in 2000 to
8.48% in 2007, which was approximately 5.4 million people still being poor. However,
when considering distribution of the poor in 2007, there were 2.8 million poor people in
Northeast; 52.2% of the poer in-the whoele-country; This was-followed by North which
had 1.5 million poor people; 28% (of the peor in the whole country. Moreover, 88% of
the poor lived in‘rural area and most of them worked in agricultural industry.

Besides, unequal health resources allocation 'such.as health. manpower, health
facilities, and technology also indicates the regional difference. These disparities are
one of the most important factors resulting in different health outcomes. For example,
The Thailand Health Profile Report 2005-2007 revealed that the ratio of population to
doctor (population per doctor ratio) for the Northeast has steadily declined, but still
higher than those in other regions; the North, South and Central having a comparable
ratio during1998-2005. Similar to the ratio of population to other health personnel,
dentist, pharmacist, and nurse, Northeast has declined, but higher than other regions.
For distribution of health facilities, trends in population to hospital bed ratio between
1998 and 2005 period fell slightly in the Northeast (with more beds), while those for



other regions including Bangkok seemed to be stable or rising slightly. In addition, the
Northeast had the highest bed occupancy rate, reflecting a higher burden of the
hospitals in that region, compared with other regions. An analysis of bed distribution by
province revealed that most provinces in the Northeast had a higher population/bed
ratio; compared with that in other provinces in other regions the distribution of beds
was similar to that for healthcare providers. Another important problem is inequality in
high-technology medical devices, especially CT scanner, MRI, ESWL and
mammography, considered based on the device to population ratios (number of devices
per 1 million populations). For Bangkok; the ratios are highest. Using the discrepancy
index, the Bangkok/Northeast discrepancy. dec1iffjgg from 12-fold in 1994 to 7.2-fold in
1999 and rose to 9.3-fold in 2006 for CT- scanners’ The declining of that discrepancy
rate may cause from decreasingn 1mpqrted medical equipment values due to economic

crisis. Therefore, after t'}'lg,eeo omhic crﬂ51s was over, the import values were increased

resulting in 1ncreas1ng of 1nequaliies'in ]‘linedlcal deviee diffusion.

The provinces e the cemers.of the region and the provinces in the central
region have a high utlhz 0 rate, Whlle ost provinees in the Northeast have a lower
utilization rate than other ovinces, Anfanalysm of the relationship between service
utilization and the populat jfoct@r ‘ratios and between inpatient service utilization and
the population/bed ratiosireveals thdt the ﬁpovmces with a lot of health resources (low
population/doctor and populauon/bed ratios) will have higher utilization rates,
confirming the influence of healih resoﬁ;r:ces on the chances of people's service
utilization (Mlmstry of Public Health [MoPI;ﬂ, 2007).

Another mai - qlue to OOP health spending
and health care utlhzétlon is health insurance coverage. Different in health insurance
can also result in dlfferent health outcomes. Number of people covered by each type of
health insurance are various across regions (Table 2.1). Percentage of people with no
insurance is lowest in Northeast, North, South, and Central which is 0.76%, 1.98%,
2.37, and 3.28% respectively. The teason why, those people still did not have health
insurance, even though-there was universal coverage, is those people were stateless, non
Thai resident, lack of official evidence, or those with uncertain habitat (National
Economic rand Soetal DevelopmentBoard [NESDBJ]; 201 I:7online)s Northeast has the
highest number of population coverediwith UC scheme; whereas; Central region has the
highest number of population covered with Social security (SSS) and Civil servant
medical benefits scheme (CSMBS).




Table 2.1 Number of population by type of health insurance and region: 2009

Type of health insurance

Central North Northeast South
Total 15838216 | 12,119,426 22,738,919 | 9,231,076
No health insurance
519,196 239,795 172,246 218,803
Have health i
ave fiealtl insutance 15.319.020 |/ 147879.631 22,566,673 | 9,012,273
-Universal coverage (UC) 10,462,077 | ~9:888:568 19,576,235 7,555,705
-Social security (SSS) 3.610.011 997,865 1,166,008 773,787
-Civil servant medical 1005785 981,167 1,813,988 685,774
benefits (CSMBS) \
-Private health insurance i
721519 =1 3493366 363,627 264,707
-Health insurance covered by, 113477 "™ 26.868 1.660 9.749
Employer
-Others 8704 |4 61,116 142,122 69,634

=l

Source: Health and Welfare Sur\}ey (HWS) 200-9

2.2 Health insurance in Thailand

Before transitiont «#o. universal cowveérage, Thailand also had many health
insurances introduced to " cover people in each group.” SO, this study will divide
Thailand‘s health insurance'into two parts; Pre-universal coverage implementation, and

Post-universal coverage implementation.

2.2.1 Pre-universalicoverage implementation

Access to effective and standard health care irrespective of socio-economics is
the fundamental right for people in country. In accordance with that notion, government
has long made an effort to achieve that by introducing many health programs and policy
covering people in every group. Before the major health security system reform in
2001, health insurance schemes can be classified into six schemes as follows (MoPH,

2007):




1) Medical Service Welfare for the People (MSWP) Project

The scheme‘s objective was to provide medical services to the poor and
underprivileged. Initially, in 1975 the project covered only poor people, but later was
extended to cover the elderly, children under 12 years of age, the disabled, war
veterans, religious leaders, and community leaders as well as village health volunteers
including their families. This project covered 30% of the population in 2001. The
benefits of the project included outpatient and inpatient medical care except for certain
services. In the beginning, the cardholders could obtain services only at MoPH health
facilities with health centers savmg as tilé ont-line providers. In 1997, the eligible
person can receive health services directl ,d};t-he hospital with health centers as its
network members. This model'was later adopted“f s the universal healthcare scheme.

- o -

However, the prob-feﬁ_is ofithe projeet weresthe lack of coverage and accuracy
in card issuance for the evaluation indicated that a lot of poor people did not
receive the healthcar¢ car hile a rather large number of card-receivers were not
really poor (MoPH, 2007; Vi o'#T}IaRanong and Anchana NaRanong, 2000).

2) Voluntary

The MoPH implemented th-ig pfefiect (commonly known as voluntary health
card project) between 19 d2001 in" fWo ‘major phases. In the first ten years, the
project was conducted a5 commutity ﬁmﬂg aimed at increasing access to essential
primary health services by tt1qg Tow- prleeﬁ-:hgalth cards including maternal and child
health cards, family medical care-eards, and individual medical care cards. During the
second half of the scheme, an- memvemenf ji;i-th@scheme operations was undertaken to
become a full-scale Voluntary health insurance scheme beginning in 1994. Under the
new scheme, the néﬁ?nhmd—pmvmtmi—hwifh—irmme;funds were established with
the government subsidizing health-card price. The scheine was popular among the
people and expanded widely particularly in‘rural areas, In 2001, the scheme coverage

was 23.4% of Thai population. The benefits of the scheme were not quite different from
those for the MSWP schenie?

However, the problem of this scheme was a lack of good risk distribution as it
was a voluntary insurance scheme@nd only one-premium rate,gesulting in a larger-
than-normal; propotlionof cafdholders with health tisks aid 4 lofi rate lof cost recovery,
particularly in the) provincestwithUlow: coverage: rates lm relation’.to the population
(MoPH, 2007).

3) Civil Servants Medical Benefits Scheme (CSMBS)

The government and state enterprises have had a medical service welfare system
for civil servants and state enterprise employees as well as their spouses, children and
parents since 1978. The scheme covered approximately 8.5% of Thai population in
2001. The benefits under this scheme are better than those under other schemes in that
the eligible person can seek medical treatment at any state-run health facilities and, in
case of emergency, at a private hospital (with a limitation on reimbursement) for civil



servants. But for state enterprise employees, mostly they are free to choose any hospital
as they wish; and their benefits are not much different from other schemes. However,
there may be fewer exceptions; for example, they are eligible to the treatment for
chronic kidney failure and organ transplantation. Under this scheme, fee-for-services
payments are made to the hospital.

The major problem of this scheme is the rapid increase in the medical
expenditure resulting from the fee-for-services payment mechanism (MoPH, 2007;
Viroj Tangcharoensathien, 1997).

| /
4) Public Sector Compulsory Healtl(;lﬁsurance Scheme

In the private employment sector,-thereware two funds: (1) Workmen‘s
Compensation Fund coverm@ work-related illneésses or injuries of employees with
premiums paid only b vers and (2) Soecial Security Fund (SSF) covering
employees® illnesses, disabilities, deaths; and reticéments, with premiums jointly paid in
equal proportion by th Vi es,‘emp oyers, and the government. The SSF's aim is to
provide security for employges’ when théy get sick based on the principles of risk
sharing. In 2001, the S 7.6%of Thai population.

J M *y
This scheme 1s anage by t-he S@ieial Security Office of the Ministry of Labor

maternity, and dental services. "l;he ehglble—perypn may choose to register at any pubhc
or private hospital under the schemeand m@—e‘hange the hospital registered once a year
(MoPH, 2007). e ] oo =

5) Motor WWWW’VP) Act

Health insurance for injuries from"traffic acc1dents is compulsory insurance
required of all owners of motor vehicles and motorcycles registered to pay insurance
premiums. The scheme aimi§ to protect persens injured from road traffic accidents and
provide them with| snitable medical services and also providel compensation for cases
with disabilities;or deaths. Its major problem is the duplication of eligibility with other
health insurance schemes; and it hasifcomplex steps,and regulations for reimbursements,
resulting) ifi ‘@ transfer, 6f paynients totother insufance/ fuitds or Slaté Hospitals (MoPH,
2007).

6) Private Voluntary Health Insurance

In Thailand most private health insurance plans are an integral part of life
insurance or accident group insurance. The purpose of private health insurance is to
cover the risk of medical care payment that may occur in the future. The premiums are
usually dependent on the risk level of the individual or group of individuals. In 2001,
only 1.2% of Thai populations were reported to have private health insurance. The
benefits of private health insurance mostly cover inpatient medical expenses, which are



generally higher than outpatient medical expenses, with a cap on protection coverage
while income-loss compensation is also paid during illness (MoPH, 2007).

In conclusion, there are six major health security schemes in Thailand; Medical
Service Welfare Project (MSWP), Voluntary Health Insurance Project (VHIP), Civil
Servants Medical Benefits Scheme (CSMBS), Public Sector Compulsory Health
Insurance, Motor Vehicle Accident Victims Protection (VAVP), Private Health
Insurance, prior to UC policy implementation. Nevertheless, some of those still have
the problems as stated above; therefore, UC policy was introduced in 2001.

2.2.2 Post-universal coverage implementation

It was the big change-in Thai Health system-after the government introduced UC
policy in 2001, commonlysknowa as 30-baht health-eare. Its objective is to ensure that
people in the country will.hdvesaccess to health care as fundamental right. MSWP and
VHIP were abolished and" replaced l:&y UC policy, but others remain the same.
Therefore, after implemeéntaon’of UC policy, there are five health security schemes in
Thailand; Universal Coverage’ (UC), Civil Servants Medical Benefits Scheme
(CSMBS), Social Security Scheme (SSS), Motor Vehicle Accident Victims Protection
(VAVP), and Private Health Insurance. "‘;, i

The coverage of health inSurance has'risen to 92.5% of the Thai population after
UC covering the entire €ountry in, 2002, including 74.2% under the universal health
care scheme, 6.6% under the ciyil servants meﬁlcal benefits scheme, and 11.5% under
the social security scheme, whife-the rest are under small systems such as politicians
and Thais residing in other countties. Apmex;mately 4.6 million people or 7.5% of
entire population are hot registered in any health insuranc¢ scheme (MoPH, 2007).

Universal co‘Vé%age was introduced in Thailand in 2001, but the scheme covered
all districts of Bangkok and the entire country m April 2002. It has covered 45.40
million people with a budget from taxpayers‘ money of 55,000 million baht each year
(2002). Initially, the budgetary management was undertaken by the MoPH allocating
the budget for all provinces, but it transmitted management role to the National Health
Security Office; (NHSO) "established in 2003." For policy administration, the
decentralization of management authority to proviacial administragion is used, under the
responSibilify ofithCiar€a fund-managément committee (MoPH, 2007). The policy aims
to reduce national‘health'expéndituretand household expenditure ‘by.the establishment
of a collective tax-based financing system and paying providers according to the
number of registered population under the scheme. In addition, households pay only a
nominal contribution of 30 baht per visit to a medical service (Viroj
Tangcharoensathien and Pongpisut Jongudomsuk, 2004); however, the government
abolished the 30 baht co-payment and made the UC scheme free.

Primary health care unit is the first service unit serving as the main service
contractor prior to referring eligible persons to provincial or regional hospitals if
necessary. The scheme also provides the choice for registered person either public or
private sector (Phusit Prakongsai et al., 2009). The benefit package covered
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comprehensive program both curative benefits and prevention benefits. Curative
benefits include general examination, curative, rehabilitative services, high-cost
medical services including artificial organs and prostheses, and care for accident and
emergency illnesses with ability to go for medical care at any health facility
(participating in the scheme) located nearest. As for prevention benefits, the scheme
covered annual physical examination, immunization, family planning, antiretroviral
drug for pregnancy women and dental preventive services (NHSO, 2011: online).

Table 2.2 Characteristics of heal;h‘iﬁﬁ\“ | emes in Thailand: 2007

Private health
Characteristics 538 insurance
1. Scheme nature Social wealta Com pulsory eontn bution Valuntary
2, Target group Ever, Priwate and tarnporary public Indridusl and private firms
under the h g d employess
3. Finaneing e
—Sourze of funds General - i Triparite 1.5% of ug'rull each, up  Outof pocket or employers
\ - topayrall of B 15,000 ireducad te
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—Copayment Man W s At Materrity and emergancy Depends on policy
NONEmarge dfrom &4 1 g s services if beyond budget ceiling
anregi { i
4, Benefit package
—Ambulsto rg senices Mainky public m . Public and private Public and private
—Inpatienit services Mainby public with aMﬁE Ate Public: and private Fublic and private

L
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—Materrity benefit Yoz ‘Fe-a . s Depands on policy
—Arnual phlpalu:al chackup  Yes Ho Depeands on paliey

Eainepineng &

—Population coverage
—E aga;parcaprta, . 5000 1400 N

= s
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CHAPTER III

LITERATURE REVIEW

3.1 Impoverishment from health care payments

3.1.1 Poverty headcounts and poverty gap from Lealth care payments

Poverty is -pronounced-deprivation in well-being.” The conventional view links
well-being primarily to command over commodities, so the poor are those who do not
have enough income-ot comsumption to put them above some adequate minimum
threshold. This approachfsees poverty largely in monetary terms, and is the starting
point for most analyses of poverty. ;/Another approach indicates that poverty may also be
tied to a specific type of consSumption, thus someone might be house poor or food poor
or health poor. Thesc dimensions of poverty can often be measured directly, for
instance by measuring malnutrition ot litetacy. However, the broadest approach to well-
being (and poverty) focuses on the ~eapability” of the individual to function in society
(Sen, 1987). The poor lack key capabilities, and may have inadequate income or
education, or be in poor health, of feel poWé’r]@gs, or lack political freedoms. Viewed in
this way, poverty is a multi-dimensional phenomenon. So, for instance, while higher
average incomes will certainly help reduce poverty, these may need to be accompanied
by measures to empewer the poor, or insure them against-risks, or to address specific
weaknesses such as -inadequate availability of schools or a corrupt health service
(World Bank Institute{ WBI], 2005). ,

One objective that may be set for a health care syStem is that spending on health
care should not push households into povertys or further into it if they are already there.
Measures of the “powrty’ impact® can’ be~defined by \comparing the mean levels of
poverty before and“after health' care'spending (Wagstaff' atid Doorslaer, 2003). To
define poverty impact, the two key.variables underlying the approach are: the health
care payment wvariable, whose-poeverty impagt, one swishes .40 assess; and a variable
capturing the living'standards-of,the household that incurs the payment (O‘Donnell et
al., 2008).

There are a number of aggregate measures of poverty that can be computed. By
far the most widely-used measure is the headcount index, which simply measures the
proportion of the population that is counted as poor. However, the measure also has
some weaknesses. The headcount index does not take the intensity of poverty into
account; moreover, it does not indicate how poor the poor are, and hence does not
change if people below the poverty line become poorer. A moderately popular measure
of poverty is the poverty gap index, which adds up the extent to which individuals on
average fall below the poverty line, and expresses it as a percentage of the poverty line
(WBI, 2005).
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Doorslaer et al. (2006) indicated that out-of-pocket health payments exacerbate
poverty. Failure to recognize variation in out-of-pocket health payments could also
result in misinterpretation of trends in poverty over time or of differences between
countries. The study measured poverty by calculating the number of individuals with
less than the internationally accepted threshold of absolute poverty (US$1 per head per
day) after making health payments; poverty headcounts, and also calculated the amount
by which household resources fell short of the poverty line to assess poverty gap in the
study of the effect of payments for health care on poverty estimates in 11 countries in
Asia. The results showed that an additional 2.7% of the population under study (78
million people) ended up with less than $1 per day after they had paid for health care.

To determine the outcomes of UC policy-affccting to individuals or households in
Thailand, poverty impact+istone of the'fneasurements  that many studies generally use.
Previous study (Supon Eimwattananon et al., 2005) assessed the impact of universal
coverage in Thailand using wmpeverishment as a result of OOP health care payments.
The research found that change' in péi)verty headeounts after OOP expenditure is
accounted for dropped from 241 pereentage points during the pre-UC period in 2000 to
0.8 to 0.5 percentage points during the pest-UC periods in 2002-2004. Moreover, the
post-OOP poverty gap whichiwas normalized to the proportion of poverty lines for the
impoverished households reduced shghtly from 0.7 percentage points in 2000 to 0.4
and 0.2 percentage points after the HC 1mplementat10n Those results were consistent
with another study (Tewarit Somkotra. and Lagrada, 2008) stated that poverty
headcount and poverty gap dedlined from the Fre UC (2000) to Post-UC (2002, 2004)
period. In addition, they also found that .tlloge_ poverty decreased gradually in each
region whether urbaf, or rural -area' particﬁlérly observed in the North and Northeast
regions. This study, will-alsofocus on this issue; but 1n later year; 2006 and 2009,
including determinants-of that poverty.

3.1.2 Determinants of poverty from health care payments

Poverty headcounts ‘and poverty ‘gap are just the'tools measuring the poverty;
however, those do not concern abotit the causes=of poverty. It isessential for policy
makers.to find ‘out’its causes so that they can set a policy properly.

Among the key causes, or at least correlates, of poverty are regional level
characteristics, community level characteristics, and household and individual
characteristics. At regional level, factors associated with poverty include vulnerability
to flooding or typhoons, remoteness, quality of governance, property rights and their
enforcement. As for community level characteristics, these include the availability of
infrastructure (roads, water, and electricity) and services (health, education), proximity
to markets, and social relationships. Determinants of poverty regarding household and
individual characteristics can be considered in three aspects; demographic, economic,
and social. Demographic characteristics generally include indicators of household size
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and structure, dependency ratio, gender of head. Economic characteristics include
employment status, hours worked, property owned. Aside from those demographic and
economic indicators, social characteristics are measures of health, education and shelter
(WBI, 2005).

Regression analysis is commonly undertaken to identify the contributions of
different variables to poverty. There are two main types of analysis. First approach is
attempts to explain the level of expenditure (or income) per capita— the dependent
variable — as a function of a variety of variables (the tndependent” or —explanatory”
variables). Another approach is attempts to eXplain- whether a household is poor or not,
using a logit or probit regression. In this Case~the independent variables are as in
previous approach, but the dependent variable 1s binary, usually taking on a value of 1
if the family is poor and zero otherwise. Although this second approach is sensitive to
error because some of the anformation is lost, it is likely to be useful when designing
targeted intervention (WBI,.2005). Theréf(_)re, this study will use the second approach
because this study targets'to determine factors and solve problems associated with poor
households after health cate payment. Y

Geda et al. (2005) examine probable determinants of poverty status in Kenya,
employing both binomial and polychotomous logit' models. The study shows that
poverty status is strongly assogiated with the devel of education, household size and
engagement in agricultural activity; both in Tural and urban areas. Another study about
determinants of household poverty in Ukraine during transition using two comparable
surveys from 1996 and 2004 using probit model showed that poverty in both periods
follows some of the/determinants commonly identified.in the literature, including
greater poverty among houscholds with children and with less education (Briick et al.,
2007)

In Thailand, socioeconomic and demographic characteristics of the poor are also
studied. International labor organization (2000) presented the distribution of the poor by
some salient, characteristics consisting ,of family. headed by agriculturists (farmers),
living in villages, -heads lof households aged 50-59 'land"60 and'over, and no formal
education or only elementary education. Moreover, the household size is an important
variable that has an impact on poverty as well. Since the larger households are likely to
have larger number of children of different ages, it seems that children in Thailand are
suffering from a greater degree of poverty than adults, but the incidence of poverty then
increases sharply among the elderly who are 70 years or more (The National Statistical
Office, 1999).

For the determinants of impoverishment due to health care payment,
Spandonaro and Doglia (2006) identified determinants for impoverishment using
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logistic model stated that it seems to be highly associated with income; in addition, an
elderly person drastically increases the probability of poverty. Similarly, factors
increased OOP studied in Kenya are income, patients aged more than 65 years, and
visiting private facilities (Xu et al.,, 2005). Another study in China showed that
household per capita expenditure, household chronic disease proportion, and education
level of household head are significant determinants of impoverishment after
reimbursement is concerned, in the study of the influence of rural health security
schemes on health utilization and household impoverishment (Shi et al., 2010).

In regard to factors associated with/poverty.due to health care payments and UC
policy in Thailand, Phusit- Prakongsai, “Virej Tangcharoensathien, and Supon
Limwattananon (2006) indicated that households having OOP payments for in-patient
services or utilizing health=Scivices at private hospitals were most likely to face
impoverishment and also catastrophic health expenditurc. An analysis of health care use
at private hospital reveals the'relatiye increase in household impoverishment around 99-
100% after health care payments regardleéé of type of health services. However, other
socio-economic or demoggaphic factors \xz(/e_r,e not included in the study. Those results
were similar to another Study (Tewatit Somkotra and Lagrada, 2009) which assessed
about financial risk of health care payments focused on catastrophic health care
spending in Thailand. They also indicated that the households who remain at risk of
catastrophe after UC implementation are better-off households because of their
preference for using private facilities and " houscholds having a member who
experienced hospitalization. Others with inereased likelihood of incurring catastrophic
health expenditures are households with a greater proportion of elderly members and
those having a membet with a chronic illness or disability.

Another related study regarding financial risk of health care payments in
Thailand, Supon. Limwattananon et al. (2005). found that the likelihood of catastrophic
incidence increased with size of the households, living in rural areas, and increasing in
the household “living standards in terms of total consumption expenditures. The
catastrophic..incidence,was less.likely, to.occur in the households, with increasing
numbet of beneficiaries of SSS and CSMBS, and-with increasing household members
who were non-elderly adults and children, and in the households whose the heads had
secondary and higher education. Differences in the likelihood of catastrophic incidence
across the regional locations of households were not statistically significant.

However, apart from UC policy, there are many other poverty reduction policies
launched by government during this past decade affecting household poverty as well.
The government has provided comprehensive assistance for all people at the grassroots
level inclusively. The assistance is meant to support people in expense reduction,
income generation and opportunity provision (Monthip Sriratanatabucanon, Slides). For
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example, community and village fund is the fund given to people in the community
aiming for providing opportunity and social welfare. The government offered them one
million for each village, and allowed them manage and control by themselves.
Moreover, the government introduced the scheme regarding to debt management for
agriculturalists through Bank for Agriculture and Agricultural Co-operative (BAAC)
targeting to solve their debt problem and poverty so that they can have their savings for
further invest. People bank scheme is also one of the urgent policies implemented for
the poor accessing to source of investment funds with low interest. Another well-known
policy is One Tambun One Product (OTOP). Its objectives are adding value to local
products, and people in the community canpioduce good-quality products using local
material and knowledge (Thailand development research institute [TDRI], 2011:
online). Besides, many other pelicies aiming to reduce poverty were introduced such as
social pension for elderly, social assistance for AIDs or disabled person, free school
lunch or supplementary food,; government scholarships, government loan for education,
etc. All of those policies arcalso the factor_s associated with poverty alleviation besides
UC policy; neverthelessy percentage -of the poor accessed to UC policy is the most
among other poverty/program as showe-fl in table 3.1 (Monthip Sriratanatabucanon,
Slides).
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Table 3.1 Access by the poor to various poverty programs in 2002 (% of respective

groups)
Poverty Programs Poor Vulnerable Non-poor, Total
Non-
Vulnerable

Universal Health Care 854 86.0 67.1 69.7

Social Insurance 0.5 f 4 9.8 9.3 8.1

Old Age Assistance 0.5 [ﬂﬁ/ ' 0.4 0.4

Debt Moratorium —r— Y o 9 2.0

Farmers Assistance Fund 7 0.9 0.5 0.6

= . \
School Lunch Program j//}l - ] 12.4 6.8 7.5
( i / “d ¥ J':
Education Scholarship / f‘ ﬁ/ w—t=gp 0¥ 0.2 0.2
5 (18 &
ST e
Education Loans j{ /9 nliad 1.1 0.6 0.6
-P.a .-;: X ,-').:-m g‘
People Bank "} 0.1 2RI EE0 0 0.2 0.2
F it T, .
Village Revolving Fund 79? —— 7.6 7.6
4 J.; .-::_j a:._}’f:::: i
~ i
——d

Source: Monthip Srlryanatabucanon AX )
Note: The Vulnerable‘Group is defined as individuals Whose household incomes were
below 1.2 times of theﬁoverty lines. -

In conglusion, most studies-in Thailand assessed poverty impact associated with
OOP health care;spending before and after UC implementation for the whole country
except Tewarit Somkotra and Lagrada (2008) assessing it for each region. However,
that study did not“provide the factors associated with that poverty in each region.
Besides,other previous studies which 1dentified the factors related with financial risk of
health care payments focused only on catastrophic health care spending (Supon
Limwattananon et al., 2005; Tewarit Somkotra and Lagrada, 2009). So, this study will
both measure the poverty impact from OOP health care spending; using poverty
headcounts and poverty gap, and also identify factors; socio-economic and
demographic, associated with that poverty in each region before and after UC
implementation.
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3.2 Access to health care

Equity in access to medical care is another important issue that not only policy
makers but also citizen have long been concerned. Therefore, many health policies
including UC policy aim to improve that, and it is also necessary to evaluate whether
those policies are able to improve it or not.

Access has been taken as synonymous with the availability of financial and
health system resources in an area (Aday and Andersen, 1974). Another study
suggested that access also means services. are available whenever and wherever the
patient needs them (Freeborn and Greenlick, 1973). However, for utilization of health
services, Andersen suggested.the model explaming utilization by propensity to use (as
showed in figure 3.1) and chataeterized utilization in terms of type (refers to the kind of
service received and who provided it), site (place where the care was received), purpose
(such as preventive or.illness-related), and the time interval involved (enters or revisits
in a given time interval).

Regarding a framework for the Study of access to medical care, Aday and
Andersen (1974) provided definitions and aspects of the concept of access to medical
care that views health policy as designed to affect characteristics of the health care
delivery system and of the/population at risk in order to bring about changes in the
utilization of health care services and in ‘the satisfaction of consumers with those
services. In addition, indicators are suggested for the measurement of the various
relevant aspects of access, with the system and population. descriptors seen as process
indicators and utilization and satisfaction as outcome indicators in a theoretical model
of the access concept.

The characteristics.“of . populations” at risk._ describing as the individual
determinants of health™ service utilization, are ‘the predisposing, enabling, and need
component (Andersen and Newman, 1973). The predisposing component includes
variables that,describe the."propensity of indiyviduals to use.services. These properties
exist prior to the onset'oflillness episodes. They inc¢lude such as lage, sex, race, religion,
and values concerning health and illness.

The enabling component describes the "means" individuals have available to
them for the use of services. Both resources specific to the individual and his family
(e.g., income, insurance coverage) and attributes of the community in which the
individual lives (e.g., rural-urban character, region) are included here. The need
component refers to illness level, which is the most immediate cause of health service
use. The need for care may be either that perceived by the individual or that evaluated
by the delivery system.



Figure 3.1 Individual determinants of health service utilization
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Arcury et al. (2005) determines the importanceé of geography and spatial
behavior as predisposing and enabling factors in rural health care utilization in 12 rural
Appalachian North Carolina counties. Multivariable logistic models identified
independent correlates of health services utilization. The study showed that, in the
multivariate model, having a driver's license and distance for regular care are
significant, as did several predisposing (age, gender, ethnicity), enabling (household
income), and need (physical and mental health measures, number of conditions).
Geographic measures, as predisposing and enabling factors, were related to regular

check-up and chronic care, but not to acute care visits.



19

There are many other studies assessing about determinants of health care
utilization. The study explored determinants of general practitioner (GP) visits and
referrals (outpatient and hospitalization) in Northern Norway performed with regression
models (Fylkesnes, 1993). Its result showed that among the various health status
dimensions included, self-rated health was found to be the most important determinant,
regardless of type of service. Factors, other than health status aspects affecting GP
visits, were preoccupation with health and help seeking attitude. However, volume of
resources (GP per population), socio-demographic characteristics and social networks
did not appear as important. For referrals, higher rate of referral of patients with higher
educational achievement indicates a bias towards higher social status groups. In
addition, high GP/population ratio and vesideénee in municipalities with referral care
facilities were both found to be associated wathehigher probability of referral.

Another study 'is __about socio-economic and location determinants of
accessibility and utilization of primnary health-care in Northamptonshire, UK (Field and
Briggs, 2001). Factors whichsaffect access and utilization in asthmatics and diabetics
were identified relating 10 age, ‘gender, social class, employment, ethnicity and
proximity to the GP surgery. The young, elderly and females report higher rates of
utilization, as do nonmanual workers and those who are unemployed. However,
accessibility and utilization yary -greatly in respomse to mobility and location
characteristics. In Kenya, using logit regré_s.si_.on, key determinants of access to health
care are determined as income and.education, but health insurance is not statistically
significant (Xu et al., 2005). —

The study assessing the impact of soeio-economic factors on maternal health
care utilization in Turkey uses logistical regression technigues to estimate models of the
prenatal care use and birth delivery assistance (Celik and Hotchkiss, 2000). Separate
models are also estimated for urban and rural women. The results indicate that
educational attainment, parity level, health insurance Coverage, ethnicity, household
wealth and geographie-region are statistically significant factors that affect the use of
health care services.

In Thailand, Bhumisuk Khananurak {2010)/assessed thé impact of demographic,
socioeconomic and geographic characteristics of health utilization of out-patients at
primary, secondary.and, tertiary leyvel among Thai€lderly.using logistic regression. The
study ifidicated that'age, ¢lderly living alone, education, occupation, living area, wealth
index, and health insurance are associated with health utilization.

Many methods are used to assess the impact of health insurance implemented on
access to health care. For example, concentration index of health services use;
especially outpatient and inpatient service, at various level of health care are measured
whether it is pro-poor or not comparing before and after UC implementation
(Prakongsai et al., 2009; Limwattananon et al., 2005). Another method using to analyze
health services use is logistic regression model in order to assess the impact of health
insurance coverage and other socioeconomic factors on probability of using health
services.
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Kaewkwan Tangtipongkul (2010) studied on the impact of UC and other
socioeconomic factors on the likelihood of receiving clinical breast examinations,
mammograms, and cervical screening tests by using a logistic regression. It was found
that among low income women with the UC significantly increased the probability of
utilizing cervical screening tests. While among women in the high monthly household
income group having the Civil Servant Medical Benefit Scheme and private health
insurance increased the propensity to get clinical breast examinations and cervical
screening tests. The private health insurance is the only health insurance that has
significant and positive probability of haying mammograms among women from high
monthly household income group.

In other countries, impact of health 4fisufance schemes on access to health care
was analyzed by using logistic regression as well.For example, the study in Rwanda
(Priyanka et al., 2010) used16gistic regression model with a binary utilization variable
as the dependent variable.Utiization included outpatient and inpatient services. The
covariates considered included age, sex, whether the household head had completed
primary education, household size, household expenditure quintile, region, household
insurance status and theginteraction of household insurance status with expenditure
quintile. Similarly, thes$tudy in South Africa (Lamiraud, Booysen, and Scheil-Adlung,
2005) demonstrated the wole ©f social health protection in access to care and poverty
reduction. Modeling framework was adopted; utilization model, catastrophic payments,
and impoverishment, including impacts of other determinants apart from membership in
a social health protection secheme such as age, education, total expenditure of the
household and health status are studied. '

= ‘-J

Another related study, Shi ¢t al. (2010) studied about the influence of the rural
health security schemes on health utilization and household impoverishment in rural
China. Logistic regtesston-was-apphed- to-1dentify the détérminants of unmet need for
hospitalization. In reference to the analysis of that, the dependent variable was the
individuals' unmet admission and the independent variables included household per
capita expenditure, household chronic disease proportion, insurance status, and
demographic characteristics of the individual(age, gender, ethnicity, level of education,
occupation). They| found that the-most common-reasons, for not seeking in-patient
services were: gconomic barriers (80.2%), condition judged not serious (4.5%), and
poor service quality or ineffective te€atment (3.7%). The proportion of responders who
had their ‘need '\ for) inspatient admissiofi lunmet|was inversely) related to level of
education ‘and lincreasing household™ expenditure, ‘and directly..’associated with
proportion of persons in household with chronic illness. With decreasing household
income, the unmet need for in-patient care steadily increased from 25.5% in the highest
quintile to 54.8% in the lowest quintile.

To my knowledge, there is no research in Thailand studied about the change of
probability of access to health care and its associated factors before and after UC
implementation. Therefore, this study will use logistic regression model to find the
change of those probability and factors; the predisposing, enabling, and need factors.



CHAPTER IV

RESEARCH METHODS

This study will assess about poverty associated with out-of-pocket (OOP) health
care payments and factors affecting on 1t in 4 regions in Thailand; Central, North,
Northeast, and South, before and after implcméntation of UC policy. In addition, this
study will also show the aceess to health care and its associated factors. Therefore, this
chapter is divided into threc.paits; measuring poverty due to health care payments,
determinants of povertysduc to health care payments, and access to health care.

4.1 Conceptual framework

After UC policy #vas implemented, and covered the entire country in 2002,
people and health system wereaffected in many ways. This study will focus solely on 2
aspects which are poverty impact, and ac_c'fess to health care considering health care
utilization as showed in figure 4.1 2

e

In first part, two keys variables are used; total consumption expenditure and
OOP health care payments. After deducting health carg spending from consumption
expenditure (as proxy of living standards), poverty impact from health care; the poverty
headcount and poverty gap, are measured by comparmg those results with regional
poverty line. Factors associated with that poverty are ‘then assessed by using logistic
regression. Factors includes,demographic and socio-economic which are: household
size, number of elderly, number of children, ‘age of household head, sex of the head,
education of ‘the head, arca, consumption expenditure, tenure, outpatient service
expenses, inpatient service expenses, medicinesand supplies, receiving government
welfarey and healthyinsurance. ) Health insurances considered in this study are Medical
Service Welfare for the People (MSWP) and Voluntary Health Tnsurance Project
(VHIP) in Pre-UC (2001), but Social Security Scheme (SSS), Civil Servants Medical
Benefits Scheme (CSMBS), and Universal Coverage (UC) are included for Post-UC
(2009). Although Social Security Scheme (SSS) and Civil Servants Medical Benefits
Scheme (CSMBS) were introduced before UC period, there was no data about these
schemes in Socio-Economic Survey in Pre-UC (2001).So, CSMBS and SSS are
excluded from the model in Pre-UC.

That poverty impact from health care payments may affect on individuals®
access to health care. This study analyzes access to health care considering health care
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utilization of people who reported ill during 2 weeks and 1 month before interview in
year 2001 and 2009 respectively (the interval is not the same because of a bit difference
in survey‘s questions each year). Many indicators are suggested for measuring various
aspects of access to health care such as characteristics of health care system, utilization,
or satisfaction as stated in chapter Il (Aday and Andersen, 1974). However, this study
uses health care utilization as an indicator for access to health care. Factors associated
with health care utilization include predisposing and enabling factors (Andersen and
Newman, 1973). Predisposing factors ate age, sex, marital status, education, family
size, and occupation; while, enabling factor/is health insurance consisting of Medical
Service Welfare for the People (MSWP), Voluntary Health Insurance Project (VHIP),
Civil Servants Medical Benefits Scheme (CSMBS), Social Security Scheme (SSS) in
Pre-UC, and Universal Coverage (UC), Cival Servants Medical Benefits Scheme
(CSMBS), Social Security Seheime (SSS) in Post-UC.
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Figure4.1 Conceptual framework showing measures of poverty, factors associated with
poverty from OOP health care payment and health care utilization

/ Factors associated with health care utilization: \

- Age - Family size

- Sex - Occupation
- Marital'status - Health instirance
- Edueation (MSWP, VHIP, CSMBS, SSS---2001)

(UC, CSMBS, SSS--- 2009)

. /
4 /) 4 h

Total consumption -=‘OOP: v Total consumption - OOP
health care payment < health care payment <
Regional poverty line s i Regional poverty line

Poverty headcounts : Poverty impact — Poverty gap

k from OOP health care / k from OOP health care /

Factors associated with poverty caused by OOP health care payment:

- "Household size - IConsumption expenditure-~/quintiles
- Number of elderly - Outpatient service expenses

- Number of children - Inpatient service expenses

- Age of household head - Medicine and Supplies expenses

- Sex of household head - Health insurance

- Education of household head = (MHWP, VHIP--- 2001)

- Area (SSS, CSMBS, UC--- 2009)

- Tenure - Government policies to combat poverty
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4.2 Method of analysis
4.2.1 Measuring poverty due to health care payments

This study will measure impoverishment by calculating poverty headcounts and
poverty gap caused by health care out-of-pocket payment in 4 regions in Thailand in
Pre-UC (2001) and Post-UC (2006, and 2009).

- Poverty headcount denotes the proportion of individuals whose resources (in this
study resources are total consumption) fali'below the poverty line.

- Poverty gap is the average amount by whiChuresources fall short of the poverty line
as a percentage of that line. J

- Poverty impact is measured by comparing estimates of the poverty headcount and
poverty gap before and aftef OOP. for health care payments deducted from household
resources. \
(Doorslaer et al., 2006) :

Poverty line is determined by using Thailand‘s. official poverty lines (which
specific to each region) #rom National| Economic and Social Development Board.
Consumer Price Index (CPL) is used to adjust for inflation to convert poverty line for
another year. Total household consumption (as proxy of living standards or resources)
and OOP health care payments are collec.ted from Socio-Economic Survey in year
2001, 2006, and 2009.

ey ,IFA
—l

The measures of 1mpoverlshment ' poverty headcounts and poverty gap, are
calculated. First, the key variables consisting of poverty line and total consumption per

capita are used in order_to_deﬁne_pxwextg.Lheadcaunts inre) and poverty gap (Gpre)

before taking health eare payments into account, and this‘again after having deducted
any health care payments from consumption expendlture resulting in poverty
headcounts (Hpost) and poverty gap (Gpost) due to health Care payment (O‘Donnell et al.,
2008).

Differences 1n'pre and post payment headcounts and gaps can then be computed.

Povesty-impact & Hyos=Hgra
Poverty impact's Gpost#Gpie

4.2.2 Determinants of poverty due to health care payments

Socio-Economic Survey in Pre-UC (2001) and Post-UC (2009) are used to find
the change of factors associated with households that being impoverished from health
care spending before and after UC implementation. Logistic regression model is used
and run separately in each region and year 2001 and 2009 to find those determinants in
each region. Explanatory variables include socio-economic factors, demographic
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factors, health insurance coverage and type of health care use. The model for each
region is showed as following:

The logit model of poverty due to health care payments and determinants in Pre-UC

In( _Pi )=B¢t+ B,SIZE+ B,EDL+ 3;CHD+ 34 SEX+ Bs AGE+B3,EDU+ 3; AREA
1-P1
+BsEXP2+BoEXP3+B,0EXP4+ 3, EXP5+ B, TEN+ ,30P+ B41P

+ B1sMS+ B;:MSWP-+3,; VEHIPA4B,s ANTIPOV+ ¢

-

The logit model of povertyedueto -health care payments and determinants in Post-UC

)
In ( _Pi_ ) = 3o+ B,SIZE + BzEDL"‘ B3CHD+ Bs SEX+ Bs AGE+BsEDU+ 37 AREA
1-Pi "o
+BEXP24 B EX P34 B (EXP4+ B EXPS5+ B, TEN+ Bi30P+ B14IP
. T

1 BysMS B, S8S+B15 CSMBS!+ B, UC+ B0 ANTIPOV+ &

o
ald v ol

, where B3y = constant iy A

€ = error —
Pi is probability of houiseholds bein:é 'ih1i§0verisheg1 from health care payment.
Dependent .yariable is households being imp‘lg)verished from health care
payment. = y v

1= households being impoverished from health care payment

0= households not being impoverished from health care payment

Table 4.1 Explanatory variables in poverty associated with health care payment model

Variables Description Usiit.of measurement Expected sign
SIZE Houscholdsize Number of people in‘househiold +
EDL Elderly (>60 yrs.) Number of elderly in household +
CHD Children (<15 yrs.) Number of children in household +
SEX Sex of household head 1= male -
0= female
AGE Age of household head Years +
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Variables Description Unit of measurement Expected sign
EDU Education of household head | 1=secondary and higher level -
0= below primary and primary
level
AREA Area | unicipal area -
yﬁu icipal area
EXP2* Consumption expenditure per.| 1= cxXpenditure quintiles 2 +
household / 1 \
AR \
EXP3* Consumptio : en(ll e quintiles 3 +
household
.».
EXP4* Consumption expe > quintiles 4 +
household '
7S
EXP5* Consumption exp ditwﬁmr re quintiles 5 +
household
TEN Tenure e ] ng and land -
)
d
opP Outpatieryervice | +
IP Inpatient Services Baht +
EaT T~
MS t r +
MSWP** Medlcal SerV1ce Welfare for 1=Yes o o/ -
q
VHIP** Voluntary Health Insurance 1=Yes -
Project
0=No
SSS** Social Security Scheme Number of household members -
who are beneficiaries of SSS
CSMBS** Civil Servant Medical Benefit | Number of household members -

Scheme

who are beneficiaries of CSMBS
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Table 4.1 (continued)

Variables Description Unit of measurement Expected sign

UC** Universal Coverage Scheme Number of household members -
who are beneficiaries of UC

ANTIPOV*** | Government policies to 1= receiving the scheme -

combat poverty
0= not receiving

* Compared against expenditure quintilesl/as'the reference category

** QOthers; private health-insurance, welfate“by employer, no health insurance, was
omitted.

*#% Government policies include social pension for elderly, social assistance for
disabled person, free school dunch or supplementary food, government scholarships,
fund for farmer, government loan for education, people bank, village and other fund
scheme. v

Using the data from Sogio-Economic Survey (SES) in Pre-UC (2001) and Post-UC
(2009) !

Variables and explanation

Dependent variable:
- Households being impoverished ftom health care payment

Binary variabl!é of households classified as poor due to health care payments is
used as dependent variables. Those households are classified by using the result of
poverty headcounts from 4.2.1.
Explanatory variables:
- Household size and structure

This includes household size, number of elderly and number of children in
household. Household size and structure are important in that they show a possible
correlation between the level of poverty and household composition. Household
composition, in terms of the size of the household and characteristics of its members
(such as age), is often quite different for poor and non-poor households (WBI, 2005).

- Characteristics of household head

Age, sex, and education of household head are also an important variables
associated with poverty. Head of household with increasing in age tends to be poor
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because of decreasing in ability to work and earn money as stated in study
(International labor organization, 2000) that households® head aged 50-59 and 60 and
over is related with poor family. Besides, households headed by women are likely to be
poorer than those headed by men because of facing discrimination problem. Those
women also encounter other problems such as low levels of literacy, receiving lower
wages, and less access to land or equal employment (WBI, 2005). Apart from age and
sex, education level of household head is significant determinants of impoverishment
due to health care payment as well (Shi et al., 2010). This may result from those with
higher education are likely to have higher living standard, and they also can use their
knowledge to deal with their situations when facing with health problems or financial
risk due to health care payment.

- Area

Area especially'in garal or non-municipal area usually lacks of health facilities
and health manpower. Insaddition, people: there generally work as agriculturist and earn
little income. When they face with healtﬁ‘ problems, they have to spend more, besides
medical bills, not only travelling cost but also opportunity cost. As a result, people
living that area are likely to suffer from financial risk due to health care spending.

- Household consumption expenditure =34,

In developing countries like Thailand, formal employment is less common,
many households have multiple and continually changing sources of income, and home
production is more widespread. Moreover, consumption will be more directly related to
current living standards than will current income (O‘Donnell et al., 2008). Therefore,
this study uses household consumption expenditure to reflect living standard instead of
income. Households, with“iower living standard are likely to be impoverished from
health care spending more than those with highet.

- Tenure

In this case, tenure includes dwelling and land ownership. Renting or owning
house and land is one of the indicators correlated with poverty and household living
standards (WBI, 2005). Households having their own house and land are likely to be
poor less than those who renting.

- Medical and health care payments

Out-of-pocket health care payments are classified into three parts; medical and
supplies, medical services (outpatients), and medical services (inpatients), with a recall



29

period of one month. Medical and supplies include the payment for modern medicine,
traditional/herbal medicine, contraceptives and condom, vitamins, and first-aid
kits/medical equipments. Outpatient’'s medical services include public health
centre/public hospital, private clinic/ hospital, traditional healer, private dental clinic,
optometry services & equipment, and other health services. Inpatient‘s medical services
include public health centre/public hospital, private clinic/ hospital, and other expense.
Other expenses such as travelling cost, accommodation, and opportunity cost were
excluded because of data unavailability. The more households paying for that health
care, the more they tend to become poor.

- Health insurance

It is commonly known that appropriate health insurance can protect households
or individuals from fifiancial risk.cansed from health care payments. Therefore, health
insurance is directly corfrelaged with houSehold impoverishment from health care. This
was proved by many studies.For example: ‘Supon Limwattananon et al. (2005) showed
that the catastrophic#incidence/ was less Jdikely to occur in the households with
increasing number of member beneﬁciarié'g of S§S and CSMBS.

- Government policies to.€ombat poverty « +

Apart from UC policy which ain’rsr? fo reduce poverty due to health care
spending, there are many other policies launched by government for alleviating poverty
in other fields such as social pension for elderly, social assistance for disabled person,
free school lunch or.ssupplementary food, fund for farmer, etc. Many policies were
found affecting on the poor; however, most of thc poor still had problem of access to

those schemes such as village fund, people bank, or education loans, etc. (NESDB,
2008).
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4.2.3 Access to health care

Health and Welfare Surveys (HWS) in Pre-UC (2001) and Post-UC (2009) are
used in order to determine the change of health care utilization, and also its associated
factors; the predisposing, enabling, and need factors, in each region in Thailand.
Logistic regression model is used with a binary utilization variable as the dependent
variable and run separately in each region to find the utilization in each region in year
2001 and 2009. The study assesses only in subpopulation who reported ill during 2
weeks and 1 month before interview in year 2001 and 2009 respectively to define as
need for health services. The model takes the fomm:

The logit model of health eare-utilization and determinants in Pre-UC

In( _Pi )=B8+BAGE#B.SEX+ B;MAR+ B,EDU+ BsSIZE+ B OCC+ B;MSWP
I-Pi ]
+Bg VHIP+ 89 SSS+ B]() CSMBS TN

The logit model of health care utilization a{ndﬂ determinants in Post-UC

In( _Pi_)=08p+BAGE+ B,SEX+t 5;MAR+ B,EDU+ BsSIZE+ 8 OCC + B7 SSS
1-Pi ‘ =l
+Bg CSMBS + BoUC+e
, where 3y = constant.
€ = error

Pi is probability of individual using health care service

Dependent variable is health care utilization

1= individual uysing health.care service

0= individual.not using health care service
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Table 4.2 Explanatory variables in health care utilization model

Variables Description Unit of measurement Expected sign
AGE Age Years +
SEX Sex 1= male +
0= female
MAR Marital status +

=n |
:::fE:r
EDU Educatio? 1= econ@r level +

W Sy .
= W pin d primary
- v ovél W\
SIZE Family size ':!Ni" ¢ ily -
OCC Occu n . — agricultural indust -
) NE ¥
iﬂf,
Q== agri 1 industry
01| 0
MSWP* Medical Servic ' +
Welfare for th egpli;ﬂ
Project
VHIP* Voluiitary Fiealih " ves n
Insu I L\Ja-.:‘ll"ﬂ
SSS* Social Seeurity +
Scheme
L
AL
CSMBS* gliev ervant Medical +
nefit Scheme ¥
= otherwise “* ¥ gl
ucC* l ll niversa rage e [ +
9 Scheme
0= otherwise

* Compared against no health insurance as the reference category
Others; private health insurance, welfare by employer, was omitted.
Using the data from Health and Welfare Surveys (HWS) in Pre-UC (2001) and Post-UC

(2009)
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Variables and explanation

Dependent variable:
- Health care utilization

This study focuses only in population who reported ill during 2 weeks and 1
month before interview in year 2001 and 2009 respectively to define as need for health
care. Health care utilization includes hospital, clinic, or health center service use, but
excluded herb medicine use, traditional healet,.and.buy own medicine.

Explanatory variables:

- Demographic '

Demographic fagtors/such as age:'. gender, and marital status suggesting the
likelihood that people*willineed health sé%vjces (Andersen and Newman, 1973; Hulka
and Wheat, 1985). For gxample, individuals inereasing in age are likely to use health
services more than those who ate younger because they have higher risk to face with
health problems. ,

- Education =

Education is-also included in predisposing factors associated with health care
use. Education can determine the status of a person in the community, his or her ability
to cope with problems and commanding resources to deal with the problems (Andersen,
1995). There are two aspects considering about education and health services use. First,
person with higher education_may use_ health services more than person with lower
education because they tend to concern more about their health. However, those with
higher education may use health services less because they know how to protect
themselyes. or, deal with health.problems,

- Family'size

Household size may affect individual‘s health care utilization. Individual living in
bigger family is likely to be hard to access health care. Household size is often
correlated with poverty, so they have to be busy with their work and insufficient both
money and time.
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- Occupation

Social structure such as occupation is one of the predisposing factors in health
care use. People working in different industry tend to have different health utilization
behavior. Individuals who workings as agriculturalist are likely to have low living
standard, and have no time and no money to use health care.

- Health insurance

Health insurance is directly relaicd withe access to health services. Health
insurance and its benefits ‘are very important-and supposed to be concerned because
those can represent personal.enabling resources to use health care (Mechanic, 1979).
Study in Thailand (Kaewkwan Fangtipongkul, 2010) has also showed that poor people
with health insurance i@»ﬁcantly 1ncr‘fased the probability of utilizing some health

services.
;(,‘ 4 _' _‘ *

4.3 Data and analysis™ o | T &
“_‘4" F ' J 4

F & S

This study is a deseriptive study, co lecting secondary data from two nationally
representative household sugveyss Socio-Béonomic Surveys (SES) in year 2001, 2006
and 2009, and Health and Welfare Surve'stf(HWS) in year 2001 and 2009. Data
characteristics of those two surveys are presghted in table 4.3. Socio-Economic Surveys
(SES) was recorded for each liousehold. Two main data from this study; OOP payments
for health care and hguseholds® living standards, is used o find poverty impact from
health care. OOP hedlth payments consists of medical and supplies, medical services
(outpatients), medical services (inpatients). Total household consumption expenditure is
used to reflect living standards. Those data 1s reported-in terms of monthly expenses.
Health and Welfare Surveys (HWS) were recorded for each household member
consisting of individual chasacteristicsyand=data relatedyterhealth. The study uses those
characteristics| andtheir health (care utilization in’ 2 weeksgand 1 month prior the
interview in 2001 and 2009 respectively; to find factors associated with health care use.
Those two_surveys were conducted by The National Statistical Office (NSO) and use a
multi-stage, tandomy sampling technique to represent householdsiin Thailand. The study
weighs all data by using weight values provided directly by NSO to make the results be
national representative.
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Survey

Sample size Living standards OOP health payments

Health care use

Socio-Economic
Survey 2001

Socio-Economic
Survey 2006

Socio-Economic
Survey 2009

Health and
Welfare

Survey 2001

Health and
Welfare

Survey 2009

12266 households ~ monthly consumption medical and supplies,
expenditures outpatient services,
inpatient services
44918 household medical and supplies,

outpatient services,
inpatient services

medical and supplies,
outpatient services,
inpatient services

recall period
: prior 2 weeks

recall period
: prior 1 month

\

7

=

Iy

AU INENTNEINS
RINNIUUNIININY

DOP health payments in HWS and
ise some data are not available and not



CHAPTER V

RESULTS AND DISCUSSION

In previous chapter, research methodology is already stated, so this chapter will
show the results of this study and again the results are divided into three parts which
are: poverty due to health care payment; det€zminants of poverty due to health care
payments, and access to health care.

¥ |

5.1 Poverty due to health care payments

Table 5.1 preseats the dasures of impoverishment; poverty headcounts and
poverty gap, in Thailand g™ gegions in Pre-UC (2001) and Post-UC (2006, 2009). Pre-
payment headcount and pest-payment headcount reflect individuals who fall below
poverty line before dedugting health payﬁleﬁt from total consumption expenditure and
after deducting it respectively: S_jmilarly,z:fp_re;_payment gap and post-payment gap are
amount by which resourges fall shoit of'_'.tl"}e poverty line before and after deducting
health payment, but it is most meaningful Vf}l_fe_q using normalized poverty gap (poverty
gaps are divided through by “the povert@iﬁ"e) to compare the gaps across years
(Wagstaff and Doorslaer, 2003). Poverty iﬁ}pagtis differences in pre and post payment
headcounts and gaps.

Poverty headcounts and poverty gap in every region decreased over time in both
pre and post health car¢ payment as showed in table 5:1. In addition, overall poverty
impact due to health caré payment both headcounts and gap continuously declined as
well.

Considering™, peverty.cheadcountsy prespayment theadcotmts: were highest in
Northeast (32.74%), followed by«North (19.49%), South (14:75%), and lowest in
Central (8.40%) in 2001. The pre-payment headcounts percentage decreased over time
to year 2009, and the rank was still the same. After subtracting OOP health care
payment from consumption expenditure resulting in post-payment headcounts and the
difference between those pre and post is poverty impact which was mostly highest in
North and Northeast. Compared with those two regions, Poverty impact from health
payments in Central and South was lower; only 0.19% and 0.10% in 2009.
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Table5.1 Poverty headcounts and poverty gaps associated with health care payment in

each region in 2001, 2006, and 2009

2001 2006 2009
Central region:
Poverty headcounts
Pre-payment headcount (Hpre) 8.40% 4.14% 3.13%
Post-payment headcount (Hpost) 9.71% 4.43% 3.32%
Poverty impact (Hpost - Hpre) 1.31% 0.29% 0.19%
Poverty gaps
Pre-payment gap (G pre) 20.87 11.77 8.40
Post-payment gap (G post) 283 12.56 8.93
Poverty impact (G post - G pre) 2.66 0.79 0.53
Normalized poverty gaps
Pre-payment normalized gap (NG pre) 1.64% 0.80% 0.51%
Post-payment normalized gapdNG:post) 1:85% 0.85% 0.54%
Normalized poverty impact{(NG post - NG pre) 0.21% 0.05% 0.03%
North region: ;
Poverty headcounts f
Pre-payment headcount (Hpre) dda 19.49% 10.85% 9.67%
Post-payment headcount (Hpost) Sl 21.02% 11.59% 10.41%
Poverty impact (Hpost - Hpre) = 1.53% 0.74% 0.74%
Poverty gaps p
Pre-payment gap (G pre) 45.48 30.48 27.83
Post-payment gap (G post) 50.67 32.32 29.59
Poverty impact (G post - G-pre) 5.19 1.84 1.76
Normalized poverty gaps
Pre-payment normalized gap (NG:pre) 4.25% 2.41% 1.87%
Post-payment normalized gap (NG post) 4.73% 2.55% 1.99%
Normalized poverty impact/ (NG post - NG pre) 0.48% 0.14% 0.12%
Northeast region:
Poverty headcounts
Pre-paymeént headcount (Hpre) 32.74% 15.68% 12.37%
Post-payment headcount (Hpost) 35.50% 16.76% 13.01%
Poverty impact (Hpost - Hpre) 2.76% 1.08% 0.64%
Poverty gaps
Pre-payment gap (G pre) 76.29 37.80 33.04
Post-payment gap (G post) 84.04 40.03 34.73
Poverty impact (G post - G pre) 7.75 2.23 1.69
Normalized poverty gaps
Pre-payment normalized gap (NG pre) 7.38% 3.05% 2.24%
Post-payment normalized gap (NG post) 8.13% 3.23% 2.36%
Normalized poverty impact (NG post - NG pre) 0.75% 0.18% 0.12%
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Table 5.1 (continued)

2001 2006 2009
South region:
Poverty headcounts
Pre-payment headcount (Hpre) 14.75% 6.02% 4.41%
Post-payment headcount (Hpost) 16.83% 6.32% 4.51%
Poverty impact (Hpost - Hpre) 2.08% 0.30% 0.10%
Poverty gaps
Pre-payment gap (G pre) 40.33 15.57 12.22
Post-payment gap (G post) 44.07 16.71 12.81
Poverty impact (G post - G pre) ) 3.74 1.14 0.59
Normalized poverty gaps
Pre-payment normalized gap (NG pre) 3.70% 1.16% 0.79%
Post-payment normalized gap (NG post) ‘ 4.05% 1.25% 0.83%
Normalized poverty impact (NG post NG pre) 0.35% 0.09% 0.04%

Source: Socio-Economic Survey(SES) inijOOI, 2006 and 2009

Poverty gap before deductific health ‘eare payment from household resources,
like poverty headcounts, ‘weté generally highest in Northeast and North. After
deducting that payment, in 2009, the gap raised very a little. The percentage point
changes in North and Northeast were similar (0.12%) and higher than Central and
South which was 0.03% and 0.04% respectively.

5.2 Data description

This part shows data description of population in SES 2001and 2009. Table 5.2
shows socio-e¢ondmicrand dethogtaphic characteristics)of the-sample. Family size was
not much différentidacross régions. Numbertofielderly in houséhold increased a little in
North and Northeast from 2001 to 2009; while, number of child decreased in every
regions.but higher in Northeast. and South.compared with.Central.and North Percentage
of maléwas highet, than female. Means. of household head‘s ageiwere higher from 2001
to 2009,:and North and Northeast were higher than the rest. Percentage of sample that
household head completed secondary and higher level of education was less than those
who had primary or below primary level. Sample population lived in municipal area
less than non-municipal area. Consumption expenditure per household per month
represented living standards was highest in Central, followed by South, Northeast and
North. Percentage of sample that owning dwelling and land was higher than those who
renting.
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Table 5.2 Socio-economic and demographic characteristics of sample by regions and
years

Central North Northeast South
Variables

2001 2009 2001 2009 2001 2009 2001 2009
Family size*
(person) 3.45 3.17 3.32 3.07 3.9 3.53 3.78 34
Elderly*
(person) 0.43 0.43 0/48 0.54 0.47 0.55 0.47 0.48
Child*
(person) 0.79 0.65 074 0.64 1.14 0.89 1.08 0.85
Sex
-Male 68.80% 61.:30% 70.90%  67.60% 76.70%  70.40% 77.80%  69.00%
-Female 31.20%* 38470% 29.10% 32.40% 23.30%  29.60% 22.20%  31.00%
Age*(years) 48.08 4947 2134 53.64 50.25 53.58 49.06 50.88
Education g
-Secondary and | A
higher 28.00% 40.10% 14:30%  33.30% 13.00%  24.90% 24.40%  40.90%
-Below primary -
and
primary 72.00%  59.90% 85.70%" 6.70% 87.00% 75.10% 75.60%  59.10%
Area ,
-Municipal 33.90% 36:40% 20.60%. - -23.20% 16.70%  17.40% 22.80%  28.50%

-Non-municipal 66.10%——63:60% T940%——76:80% 83.30%  82.60% 77.20%  71.50%

Expenditure per
household per
month*(baht) 10402.3,» 15893.8 6408.42  10496.3 6082.68 10833.3 8407.83 15039.9

Tenure

-Owns dwelling

and land 77.80% 76.10% 95.00% 93.10% 96.70%, ,96.40% 88.20% 86.90%
-Rent dwelling

and land 22.20% | 23.90% 5.00% | 6.90% 3.30% 3.60% 11.80% 13.10%

* Variables showing in terms of mean

Table 5.3 shows descriptive data of each type of medical expenses. The data
shows that outpatient services‘ expenses decreased in every region from 2001 to 2009
except in North. Inpatient services‘ expenses also decreased except in Central and
South. On the other hand, medical and supplies‘ expenses increased in every region
except in Northeast.
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Type of
medical Central North Northeast South
expenses

2001 2009 2001 2009 2001 2009 2001 2009
Outpatient
services 170.78 135.65 98.62 137.15 113.72 90.15 151.2 185.9
(baht) (210.21) (121.39) (139.97) (186.11)
Inpatient
services 56.21 107.6 OLNS | F VIO 48.89 59.73 43.42 79.26
(baht) (69.19) (112.17) (60.18) (53.44)
Medical
and
supplies 59.05 8978 34331 61.24 33.75 34.39 40.85 66.15
(baht) (72.68) (@2.05) (41.54) (50.28)

Note: Number in parenthgsis i§ adjusting values using Consumer Price Index.
Table 5.4 Beneficiary from governinent welfare by regions and years
'_n't h
Government Central NOIﬂ_l 7 Northeast South
welfare A
200+ 2009 2001 2009 2001 2009 2001 2009

Policies
- receive 20.90% 47.20% 30.40% 68.40% 41.20% 77.40% 31.10% 54.40%
-not receive 79.10%.0 52.80% 69.60% 31.60% 58.80% 22.60% 68.90% 45.60%
MSWP
- receive 13.30% 33.10% 40.30% 22.90%
- not receive 86.70% 66.90% 59.70% 77.10%
VHIP
- receive 24.50% 35.00% 42.00% 27.70%
-not receive 7550% 65.00% 58:00% 72.30%
CSMBS* 029 0.33 0.3 0.35
SSS* 0.63 0.17 0.14 0.24
uc* 2.13 2.51 3.06 2.75

* Variables showing in terms of mean
Note: Health insurance data in 2001 was presented in terms of receiving or not

receiving, but health insurance data in 2009 was presented in terms of number of

member in household receiving each scheme.
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Table 5.4 shows data of sample beneficiaries from government welfare. Most
people in North and Northeast in 2009 received government welfare aiming to reduce
poverty; excluding UC scheme. People receiving MSWP and VHIP were also
concentrated in North and Northeast. Number of member in household covered by UC
in every region was higher than other schemes.

5.3 Determinants of poverty due to health care payments

Table 5.5 presents logistic regression results for determinants of poverty due to
health care payments in Thailand®s 4 regions in Pre-UC (2001) and Post-UC (2009).
The results show in terms of Odds Ratio (OR),.s0 it can be easy and more meaningful
to interpretation. The independent variables: assstated in chapter III, include household
size, number of elderly, number of children, age-of household head, sex of the head,
education of the head,.area, consumption expenditure, tenure, outpatient service
expenses, inpatient service' expenses, medicine and supplies, receiving government
welfare, and health insurange.

The results show that most variablés are significant. Family size appeared to be
variable that strongly affected; on—households® poverty especially in Northeast.
Households with increasing in size were likely to be poor after health care payments are
taking into account in heth PresUC (2001)-and Post-UC (2009). The likelihood of being
impoverished due to health care payments also increased with households increasing in
number of elderly and child in every region in Post-UC (2009). Households whose head
were male tended to be poor in-Central and North in Pre-UC (2001), which contrast
with Post-UC (2009). On the other hand, households headed by male were likely to be
poor in North and Northeast in" Post-UC (2009). Overall, increasing in age of
households‘ heads was likely to be poor; in addition, heusehold heads with higher level
of education were 1¢ss ltkety to-be-poor:

Living area and living standards of houscholds also related with poverty due to
health care payments. In Post-UC (2009), households living in municipal area were less
likely to be poor except in Northeast. "Households with higher living standards
(represented by’consumption expenditure) were less likely to be poor in every region in
both Pre-UC (2001) and Post-UC (2009). Tenure variable relating to households®
poverty varied across regions.

In general,’ houscholds with fincreasing in health’ care’ payments; outpatient
service expenses and inpatient service expenses, were likely to be poor. However, the
results of medical and supplies contradicted with expectation. The result in Post-UC
(2009) except in Northeast showed that households with increasing in medical and
supplies expenses were less likely to be poor. This may caused from that households
with better living standards or not poor generally use medical and supplies, and pay for
it more than the poor.

For government policies aiming to combat poverty, the results varied across
regions. In Central region, year 2001 and 2009, households receiving those policies'
welfare were likely to be poor, similar to North in 2009. However, the results were
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different in Northeast and South in 2009. It showed that households receiving welfares
from government were less likely to be poor in those two regions.

For health insurance, households receiving Medical Service Welfare for the
People (MSWP) and Voluntary Health Insurance Project (VHIP) in Central were likely
to be poor due to health care payments; whereas, households receiving those schemes in
other regions, except Voluntary Health Insurance Project (VHIP) in Northeast, were
less likely to be poor. As for health insurance in Post-UC (2009); including Social
Security Scheme (SSS), Civil Serv Medical Benefits Scheme (CSMBS), and
Universal Coverage (UC), hou ing in number of members covered by
any of those schemes were | r in every region except households
covered with Universal C

AU INENTNEINS
RINNIUUNIININY
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Table 5.5 Odds Ratios of Logistic regression analysis: determinants of poverty after
taking health care payments into account in each region in 2001 and 2009

Central North Northeast South
Variables 2001 2009 2001 2009 2001 2009 2001 2009
Family size 19.59*% 7.142*% 26.771*% 13.446%* 20.804* 19.284% 6.619*% 8.065*
Elderly 0.979* 1.128* 1.734%  1.189* 1.100*  1.140%* 0.762* 1.377*
Child 1.191* 1.363% 1 49%8 41.575% 0.785*  1.055* 1.355*% 1.481*
Sex' 1.234*% 0.759* 031 4P L6* 0.614*  1.092* 1.167* 0.819*
Age 1.035*% 1.032* 0.999* =1 0 Q7 1.004*  1.013* 1.056* 1.011*
Education’ 0.152% =0:931* 071 87+ ==11963* 0.242*  0.535* 0.065* 1.431*
Area’ 0.417%20:686* 1§02 S ). 555 0.634*  1.054* 1.030* 0.700*
Expenditure
quintiles 2 * 0.002* 0:1013# O IR 0 Vg 0.018*  0.004* 0.018* 0.011*
Expenditure
quintiles 3 * 0.000* _0.000* 0.000* '« 0.000% 0.000*  0.000%* 0.000* 0.000*
Expenditure -
quintiles 4 * 0.000* 0:000* 0.000%: " 0.000* 0.000*  0.000* 0.000* 0.000*
Expenditure J
quintiles 5 * 0.000%" 0.000# 0.00'0*' . 0.000% 0.000*  0.000* 0.000  0.000
Tenure’ 1.25* #0.932* 0:328%  1.058%* 0.325*  0.948* 1.588*  1.999
Outpatient _‘.- = .
services 1.004* 1.000% 1.002% = 1.002* 1.002*  1.002* 1.001* 1.001*
Inpatient _ T
services 1.001* 1.001%~ LOO4F="=r002* 1.002*  1.002* 1.002* 0.998*
Medical and
supplies 1.000#=—=0:997* 1003*%*—0:999* 1.002*  1.001* 1.002* 0.999*
Policies ® 1.468* 1.397* 0.804*  1.058%* 1.095*  0.618* 1.846* 0.684*
MSWP ¢ 1.207% - 0.774%* - 0.915% - 0.751* -
VHIP ¢ 1.139* - 0.536* - 1.028%* - 0.598* -
CSMBS - 0:584% = 5 0.767* - 0.584* - 0.824*
SSS - | 0.629% = 1,0:736% - 0.706* - 0.333*
ucC = 00933# - 1L120% - 0.800%* - 0.964*

SourceSocio-Econgmic Survey(SES) in 2001 and 2009
Note:* p<0.05

AN L AW NN =

male vs. female (reference category)
secondary and higher level vs. below primary and primary (reference category)
municipal area vs. non-municipal area (reference category)

compared against expenditure quintiles1 as reference category
owns dwelling and land vs. rents dwelling and land (reference category)
receiving vs. not receiving (reference category)
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5.4 Access to health care

Table 5.6 shows data description of self-reported illness and health service
utilization in each region in HWS year 2001 and 2009. Percentages of self-reported
illness in year 2009 were higher than year 2001 in every region. In Pre-UC (2001),
people who reported be ill covered by Civil Servants Medical Benefits Scheme
(CSMBS) were more likely to use health service than those with covered by other
schemes, followed by those who covered by Medical Service Welfare for the People
(MSWP), Voluntary Health Insurance Project (VHIP), and Social Security Scheme
(SSS). People with no health insurance were less likely to use health service. People in
South covered with health insurance (all thosé 4'schemes) tended to use health service
more than other regions. As for Post-UC (2009), people covered with Civil Servants
Medical Benefits Scheme (€SMBS) were still-likely to use health service than other
schemes, followed by Umiversal coverage (UC) and Social Security Scheme (SSS).
Those who covered by Universal Coverage (UC) in North and Northeast were likely to
use health service mor¢ than indwiduals covered by this scheme in Central and South.
North region had the lowest.percentage of health care utilization for individual with no
health insurance in both year 2001and 2009.

Table5.6 Self-reported illness and health sé_rvice use by region in year 2001 and 2009

Region Year Self-reported health service use

illness : ¥ S T

no health

MSWP  VHIP CSMBS SSS ucC insurance

Central 2001 1994674 (14.4%) 66.50% 65.90% 70.30% 61.40% - 56.60%

2009 3070530+(19.4%) - - 73.00% 60.00% 61.00% 39.90%

North 2001 1724207 (17.1%) 65.40% 61.20% 70.80% 58.80% - 48.80%
2009 2928674 (24.2%) “ - - 72.40% 6340% 66.30% 35.50%

Northeast” 2001 2966331 (17.4%) 65.90% 63.30% 71.90% 60.30% - 54.00%
2009 4592225 (20.2%) - - 72.00% 59.10% 66.90% 59.10%
South 2001 1120282 (14.7%) 71.50% 66.20% 73.20% 67.80% - 56.00%
2009 1659464(18.0%) - - 72.70% 47.20% 63.50% 56.00%

Source: Health and Welfare Survey (HWS) in 2001 and 2009
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Determinants of access to health care considering health care utilization are
studied by using logistic regression. The study includes individuals who reported ill
during 2 weeks and 1 month before interview in year 2001 and 2009 respectively. The
intervals prior to the interview are not the same due to survey‘s questions in each year
are a bit different. Explanatory includes age, sex, marital status, education, family size,
occupation, health insurance consisting of Medical Service Welfare for the People
(MSWP), Voluntary Health Insurance Project (VHIP), Civil Servants Medical Benefits
Scheme (CSMBS), Social Security Scheme (SSS) in Pre-UC, and Universal Coverage
(UC), Civil Servants Medical Benefits' Scheme (CSMBS), Social Security Scheme
(SSS) in Post-UC. The result is shown in table.5"7.

Table 5.7 Odds Ratioswof Logisiic regression analysis: determinants of health care
utilization in Fhailand‘s 4 regions in 2001-and 2009

Central North Northeast South
Variables 2001 POO =& 2001883009 2001 2009 2001 2009
Age 0.995* 1.008* 0:996*¢ #1.010% 0.995* 1.004* 0.994* 1.003*
Sex' 1.109*% 1.121* 0.897*=0.856* 0.928* 0.885* 0.927* 1.081*
Marital status® 0.823* 0.700* 0.924* '__(_1.7!46* 0.977* 0.842* 1.05*  0.990
Education’ 0.653* 0.485* 0.750% +.0.685* 0.726* 0.645* 0.711*% 0.480*
Family size 1.061* 10120% 0.963* " 1.054* 1.042* 1.021* 0.977* 1.017*
Occupation* 0.778* 0.909* 0.666* 0.926* 0.775* 0.854* 0.797* 0.713*
MSWP’ 1.496# - 1.896* - 1.539* - 1.894* -
VHIP® 1.682% - 1.793* - 1557* - 1.632* -
CSMBS’ 2.284%1 4.819* 2.539*%  4.969* 2.317* 1.688* 2.286*% 2.377*
Sss® 1.505*% 3.829* 1.495*% 4.195* 1.392*% 1.156* 1.726* 0.856*
uc’ - 2.315% - 3.492* - 1.223* - 1.391*

Source: Health and Welfare Survey (HWS) in 2004,and 2009

Note:* p<0.05

" male v§. female (foference category)

* married vs. not married (reference category)

3 secondary and higher level vs. below primary and primary (reference category)
agricultural industry vs. non-agricultural industry (reference category)
compared against no health insurance as reference category

~

5
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From table 5.7, the results show that individuals increasing in age were less
likely to us health service when they were ill. However, the results changed in Post-UC
(2009); the likelihood of health care utilization increased with individuals increasing in
age in every region. Sex variable also significantly related with health care use, but it
varied across region. Male was likely to use health care more than female in Central
and South in 2009. Unlike in North and Northeast, female was more likely to use health
service. For marital status, individuals who married were likely to use health service
less than those who not married.

In both Pre-UC (2001) and Post-UC (2009), individuals with secondary and
higher level of education tended to use health service less than those with below
primary and primary level of education in every region. In addition, individuals living
in increasing in family size-were likely to use health service. Individuals working in
agricultural industry weredess likely to use health service compared with those working
in non-agricultural industgyin every region.

For health insufance; individuals covered by health insurance; any health
insurance in both Pre-U@ and Post-UC including Medical Service Welfare for the
People (MSWP), Voluntary Health insurance Project (VHIP), Civil Servants Medical
Benefits Scheme (CSMBS), Social Security Scheme (SSS), and Universal Coverage
(UC), were likely to use health serviee more than individuals with no health insurance
in every region except only individuals covered by SSS in South. Therefore, this can
partly indicate the success of health insurance in terms of increasing in health care
utilization. i)

5.5 Discussion ol

This study pigvides—the resuits—of the changé happened before and after
implementation of UC policy in each region in Thailand. In terms of poverty impact
caused by OOP health care payment, the results are consistent with other studies. Supon
Limwattananon et al. (2005) and Tewarit Somkotra and Lagrada (2008) indicated that
poverty headcount and poverty gap declined from the Pre-UC (2000) to Post-UC (2002,
2004) period afid decreased gradually in each region. The data in this study also show
that after UC implementation, in the long term, poverty impact; both headcounts and
gap, due to health care payments deeteased little by little.

North' and "Northeast ébviously*have greater ‘poverty impact.caused by health
care payments more than Central and South; whereas, the average number of members
in household covered by Universal Coverage (UC) was highest in Northeast seeing
from SES data descriptive in table 5.4. This can possibly indicate that although UC
policy could alleviate poverty impact of OOP payment for health care, there are still
some limitations of the policy which cannot perfectly protect people from financial risk
due to health care payments compared with other insurance. However, the higher
poverty impact of North and Northeast may link with their poverty before health care
payments are taking into account. People with higher living standard in other regions
may better cope with financial problems due to healthcare and not fall below the
poverty line.
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For determinants of poverty after taking health care payment into account, most
variables in the model were significant. Household size and structure significantly
correlate with that poverty as expected in every region in Post-UC. Household size with
higher number of members is likely to be poor more than small household size.
Similarly, elderly and children who have low potential to work and earn their living can
cause high burden to the family, so household with increasing in number of elderly and
children tends to be poor as well. Household head‘s characteristics consisting of age,
sex, and education also associate with poverty. In Central and South (Post-UC),
households whose head was male were less likely to be poor. However, female-headed
households were less likely to be poor in North and Northeast. The results were quite
contradicted with expected, but there is study (TDRI, 2011: online) indicated that
female-headed households were less likelyto«be poor with the reason that they can
migrate and enter in jobs-relating with services easier than male. Moreover, it can
roughly be seen that incieasing age of household head relates with poverty in almost
every region too. This is.eaused from the potential of household head earning their
income decreases when they'are older. [n total, higher education of household head was
less likely to be poor im'every region except in North and South (Post-UC). Although
policy maker cannot dirgétly/solye’the problems associated with those demographic
characteristics, it would be/advantages to'know and indicate the characteristics of the
poor that need help. \ =

Area is another factor that has an effect on poverty due to health care payments
in every region in both y€ars. In 2009, households living in municipal area were likely
to be poor less than those living in non-municipal area except in Northeast. The
possible explanation is that area especially in rural or non-municipal area usually lacks
of infrastructure, health facilities; and it is difficult to access public goods or services
including health care services. When they are ill, they have to spend lots of travelling
cost and also opportuiity cost;-or-buymg medicine by thémselves instead of going to
the hospital even though they covered by UC. So, they are tore likely to be poor due to
health care use. Another important factor, total consumption expenditure quintiles
which is a proxy of living standards related with poverty as well. Households with
higher living standard are mnaturally likely“to fall below the poverty line less than
households with lower living standard.

Households with increasing ih health care.expenses including outpatient service
expenses and inpatient serviee expensest were likely to'be poos This indicated that
health care expenseés related with poverty due to health care payments and it was still
the problem of households. However, the results of medical and supplies were different
and contradicted with expectation. Households with increasing in medical and supplies
expenses were less likely to be poor in Post-UC except in Northeast. This may caused
from that households with better living standards or not poor generally use medical and
supplies, and pay for it more than the poor. In addition, Northeast was the only one
region that having the problem from this kind of expenses.

Government policies introduced to combat poverty and promote people welfare
were quite successful in Northeast and South in 2009 because the results show that
households receiving that welfare were less likely to be poor. This was different from
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Central and North, so it would be good if government can promote and improve those
welfares especially in these two regions. Similar to health insurance for the poor;
Medical Service Welfare for the People (MSWP) and Voluntary Health Insurance
Project (VHIP), in Central, households receiving each of that health insurance tended to
be poor. However, households receiving those schemes were less likely to be poor in
other regions. This can indicate part of the success of the schemes in those regions. For
Post-UC (2009), increasing in number of members in household covered with any kind
of health insurance; Civil Servants Medical Benefits Scheme (CSMBS), Social Security
Scheme (SSS), and Universal Coverage (UC), was less likely to be poor due to health
care payments except only households covered by UC in North. Therefore, the reason
for that problem in North should be further studied to find the solution and improve it in
the future.

Considering access«to health care, the studyshows that individuals covered by
Civil Servants Medical Benefits Scheme (CSMBS) were likely to use health care
service more than other schémes when they were 1ll. The results are the same in every
region in both 2 yearsa#These gauses from benefit packages of this scheme are better
than others. Besides, thére/is’ somc difference between health services uses of
individuals covered with Secial Security Scheme (SSS) and individuals covered with
health insurance for the poor; Welfare for the People (MSWP) and Voluntary Health
Insurance Project (VHIP) in 2001 and Universal Coverage (UC) in 2009. Social
Security Scheme (SSS) is supposed to be used more than those schemes because
individuals covered by SSS‘have'to make contribution to the fund and the benefit
coverage is suppose to be more as well, but the results reversed. This may cause from
unequal benefit package of those schemes such as benefit of Social Security Scheme
(SSS) and Universal Coverage (U€) which are now disputed, or individuals covered by
SSS are in working age so they are less likely to use health service.

Health insurances for the poor; Welfare for the People (MSWP) and Voluntary
Health Insurance Project (VHIP) in 2001, and Universal Coverage (UC) in 2009, were
quite successful because population more than half used health care services when they
feel ill and the percentageé of utilization is*high next on down from Civil Servants
Medical Benefits Scheme (CSMBS). Percentage of-health care utilization of individuals
covered by Uniyersal Coverage scheme (UC) in North and Northeast were higher than
Central and South. In addition, Nerth and Northeast had the highest percentage of
people’covered by UC, s it Sshiows that individuals ia/North"and Northeast rely on this
scheme a lot. Thetefore, 'this schiemielshould be ¢oncerned more ‘especially in these 2
regions in terms of benefit package of the scheme or supported health facilities.

In Central region, percentage of people covered by UC was lowest and people
with no insurance was highest compared with other regions as stated in chapter Il and
the results present that people with no insurance there were less likely to use health
services. People with no health insurance may be stateless, non Thai resident, lack of
official evidence, those with uncertain habitat (NESDB, 2011: online), or better off
households with not register in any health insurance including UC. Nevertheless,
certain reason and solution should be further study to increase utilization and number of
people covered with health insurance in this region.
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It is quite surprising for Southern that people there covered with any kind of
health insurances seemed to use health services more than other regions in Pre-UC
(2001), but health services utilization decreased especially Social Security Scheme
(SSS). This can also see from the logistic regression result that individuals covered by
Social Security Scheme (SSS) tended to seek for health care less than individuals with
no health insurance. This may cause from unequal benefit package the schemes such as
benefit of Social Security Scheme (SSS) and Universal Coverage (UC), or individuals
covered by SSS are in working age so they are less likely to use health service.

From logistic regression result, individuals covered with health insurance tended
to use health services when they are ill more#han individuals with no health insurance
except individuals covered by SSS in Seuth?™ Apart from those health insurance
variables which are found strongly affect on health-eare use in both Pre-UC and Post-
UC, there are other determinants.of health care utilization. Individuals increasing in age
tend to use health service.more‘than younger as expected in every region in Post-UC.
These may cause froni indiwiduals with increasing in age were more risk to face health
problems and more concerned/about their health. Sex variable was significant, but
varied across region. Individuals who married tended to use health services less than
single. Education was also significant. Individuals with higher level of education were
less likely to use health service, quite contradicted with expected. However, the result
may cause from that those with higher level of education have better knowledge and
can deal with their health/problems without health service use better than individuals
with lower level of education. MQreover,‘,f';tghriculturalist should be supported more to
use health services because the regression resli!,t,s show that they were less likely to use
health services compared with individuals working in non-agricultural industry.

However, thisihealth care utilization study had limitation that the model uses
subpopulation that réperted-1ii;-but-not-control-n terms of Severity of illness because of
limited data. Therefore, some of them may not use health care services because of non-
severity illness.



CHAPTER VI

CONCLUSIONS AND RECOMMENDATIONS

6.1 Conclusions

There was a big change in Thai health systems after government introduced
universal coverage reforms in 2001. The sc¢heme aims to ensure people accessing to
standard and effective health services, regaidless of their socio-economics, and to
protect households from financial risk and poverty because of health care cost. It is
originally known as the 30 baht scheme, which peoplc covered by this have to pay a
small charge (30 baht).for treatment. However, the government abolished the 30 baht
co-payment and made the®UCcheme free. The UC scheme affects many people in the
whole country; patients, health care previders, and the government. Therefore, it is
necessary to evaluate outcomes/after 1mp1ement1ng this scheme whether it is successful
or not. ‘

Many studies ‘assessed  the effe(ft_,_' of UC policy on households in many
viewpoints; nevertheless, most of those Sf_ud"ies concentrate on the whole country‘s
outcomes. Therefore, this study aims to focus.on the outcomes after implementing UC
comparing among 4 regions in/fThatland (Centtal North, Northeast, and South). This
study focuses only the outcomes in icrms of poverty impact from health care OOP
payments and determinants affecting on that poverty.in each region; in addition, it also
shows the access to health care and its associated factors; predisposing, enabling, and
need factors, before and after UC policy implementation.

The study is a-descriptive study, collecting secondary data from two nationally
representative householdssurveys, Socio-Economic Surveys (SES) in year 2001, 2006
and 2009, andrHealth and W elfare:Sutyeys: (HWS) in“year, 2001 and 2009. This study
will measure 1mpoverishment by calculating poverty! headcounts and poverty gap.
Logistic regression model is used to find determinants of poverty due to OOP health
care payments and health care utilization in.each'r€gion in Pre-UC*(2001) and Post-UC
(2009):

The results of measuring poverty due to health care payments indicate that after
UC implementation, poverty impact both headcounts and gap declined gradually over
the time. The results are consistent with previous studies. The study shows that UC
policy is successful in terms of both reducing poverty including increasing health
service utilization in every region. However, North and Northeast obviously have
greater poverty impact after taking health care payments into account more than Central
and South, while the average of members covered by UC in households were highest in
Northeast. Therefore, this can partly indicate that UC still has some limitations that
cannot absolutely protect them from poverty due to health care payments.



50

For determinants of poverty due to health care payments, most variables were
significant, and most of them similarly affected on poverty in each region; only some
variables varied across regions such as sex, education, area, etc. The variables which
affected on each region in the same way such as family size, number of elderly, number
of children in household, age of household‘s head, living standards, health care
expenses, and health insurance in 2009. However, North was the only one region that
households increasing in number of members covered by UC were likely to be poor.

Considering access to health care; individuals covered with health insurance
tended to use health services when they arcsillsmore than individuals with no health
insurance except individuals eovered by SSSaf South. Individuals covered by Civil
Servants Medical Benefits-Scheme (CSMBS) were likely to use health care service
more than other schemesyfollowed by health insurance for the poor (Welfare for the
People (MSWP) and Veluntary Health Insuranee Project (VHIP) in 2001, and
Universal Coverage (UC) in 2009), and Social Security Scheme (SSS). Percentage of
health care utilization of individuals covered by Universal Coverage scheme (UC) in
North and Northeast were higher than Central and South. In addition, North and
Northeast had the highest/percentage of people covered by UC, so it shows that
individuals in North and Northeast rely on this scheme a lot. The percentage of
individuals with no health insurance was highest in Central and percentage of health
care utilization of those with no health insuranee also low. Therefore, certain reason and
solution should be further study to 1ncrease utilization and number of people covered
with health insurance in this region.

e

Other factors increasing in health care utilization; apart from health insurance,
were increasing in age and family size. On the other/hand, individuals who were
married, having secoiidary-and higher-fevel-of eduecatiofi, and working in agricultural
industry were less likely to use health service when they were ill.

6.2 Policy recommendations

Although UC ‘policy implementation 'is -successful Iseeing from gradually
decreasing of peverty due to health care payments and increasing in access to health
care, there are some points that still needed to.be solved. First point to concern is
poverty impact ducitothealth-care payments in‘eveiy region especially in North and
Northeast. According to the reSults that'important factors such as‘family size, number of
elderly, number of children, age of household‘s head, living standards, health care
payments, or health insurance associated with that poverty impact. Therefore, policy
makers may launch some schemes relating with those variables. For example,
Thailand‘s population is ageing rapidly, so health centers should give priority to
prevention programs for elderly and children who normally taking high risk to face with
health problems and can cause financial risk to households. Some treatment excluding
from benefit package in UC scheme should be free or reduced in price such as medicine
excluding from the national essential drug list; especially medicine treating for disease
normally occurred in elderly or children. In addition, government should improve
policies alleviating people poverty by increasing access to the schemes or launching
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policies which truly satisfy the needs in each region to improve people living standards.
Government should support more to make health insurance cover all people in
Thailand. To finance the policies, general tax-finance is the main resource, and
government then allocates their spending budget to district and subsequently pass
budget to sector in sub-district such as health center so that it can be easily accessed by
targeted people. Besides, budget should be provided more to the areas that actually
suffer the problems. Therefore, it is also challenging for government to find the way to
increase their revenue such as putting more people on the tax roll (The Nation, 2011:
online) in order to provide more welfare or programs.

According to the result that individuals receiving health insurance were likely to
use health services, health insurance should-bespromoted to cover all people especially
in Central which had the-highest percentage of -people with no health insurance.
Moreover, individuals covered by SSS in South were less likely to use health services.
Therefore, it should be studiedmote about the problems in those two regions and plan
policies further. Individualss#with higher education were less likely to use health services
because they have better knowledge to cope with their health problems. Therefore, it
may be good for providing mére ediication to reducing the problem of high demand in
UC scheme. Besides, policy: maker should be concern and support more about
increasing access to healthi'care in individuals working in agricultural industry.

6.3 Limitations of the study

The limitation is/the study assessing the change of the outcomes;
impoverishment and access tO-health care, in only two years (2001 and 2009).
Therefore, the results can not indicate that the change is absolutely caused from UC
implementation because many other health or anti-poverty policies have also been
launched during that fime:=Moreover; this study used eross-sectional data in only those
two years, so it cannot be seen the change of the results year by year. Another limitation
is some important factors are not included in the study such as traveling cost or
traveling time, attitudes towards health services, values concerning health and illness,
ratio of health_personnel and facilities to pepulation, etc. due to lack of survey data.
There was also’no| data to indicate the severity of illness in the access to health care
model, so this study cannot define truly need for health care. Lastly, Socio-Economic
Surveys (SES) and Health and Welfare Surveys«(HWS) in yearg2001 and 2009 were
separately ‘conductCd aiid the"populdtion i [those two Surveys was different. Therefore,
this study cannot analyze the‘results linking betwieen powverty! imapact/‘from health care
and health care utilization.

Further research should therefore isolate the effect of UC policy on those
outcomes from other health or anti-poverty policies and also use longitudinal data to
clearly see the trend of outcomes. In addition, it is suggested that the factors stated
above should also take into account.
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