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As the elderly population is growing rapidly in Thailand, the risk of disability and chronic illness is 

expected to grow rapidly with increased longevity. Furthermore, it is not clear whether the risk factors of disability 

can be changed in the existing social system. There are three aims of this study that include 1) investigating any 

factors that may have contributed to the prevalence of disabilities among the country’s elderly population between 

2002 through 2011; 2) identifying what needs to be done urgently to improve the quality of life for the elderly whose 

conditions are long term; and 3) developing a sustainable and feasible LTC delivery over the next ten years. 

We used data derived from Thailand’s cross-sectional Survey of Older Persons 2002, 2007, and 2011, 

which was conducted by the National Statistical Office, in order to conduct risk factor assessments. Six activities 

that include eating, dressing, squatting, lifting 5 kg, climbing up 2–3 stairs, and using transportation were compared. 

SPSS 18 was utilized in descriptive analysis as well as in logistic regression. Sample probability weights were 

applied to data for each year.  Additionally, in-depth interviews were conducted with 11 key policy makers regarding 

the Development system of Long Term Care for Older Persons in Thailand. Interviews in the Thai language were 

copied and translated into English by the bilingual researcher. A thematic code and sub-codes were created by two 

independent investigators after transcripts were subjected to an NVivo 8. 

Over all three surveys, the most prevalent disability in the sample population was lifting 5 kg (30.7%). 

Elderly who reported that they were not working due to retirement were associated with higher risk factors than 

other factors. The key informants raised six issues that need to be solved urgently including an imbalance in care 

services, poor management systems, the need for skill among informal caregivers, a health workforce shortage, and 

problems with regulations and the information system. These surveys mentioned that in the next ten years, the long-

term care scheme should be family-community based. 

Since those who did not work seven days before their interviews had higher risk for disability in our 

study, we suppose that older people who are not working due to retirement may be at a higher risk for experiencing 

disability in the future compared to those still working. This result suggests that raising the mandatory retirement 

age might be associated with reduced risk of some disabilities. The quality of life for those elderly individuals 

suffering from long-term conditions could be improved by providing integration services, consolidation of the 

regulatory system, building a LTC workforce, developing a delivery infrastructure, and investing in elderly health 

groups. LTC in the next decade must make use of the capabilities of society through a comprehensive policy. Because 

of these increasing needs, everyone should raise their awareness and be ready for ageing. 
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CHAPTER I 

INTRODUCTION 

 

1.1 Background 

 

The population of old people is rising exponentially in Thailand. According to The 

Foundation of Thai Gerontology Research and Development Institute, TGRI (2013)(1), 

the country has the second highest population of elderly folk in south-east Asia. The 

aged population includes persons of who have lived for 60 years or more. It is projected 

the aged population in Thailand will significantly rise to approximately 22 million by 

2040. In 25 years, 33.5% of the entire Thailand population will be old people. This 

means that in every three Thais, one will be 60 or older. Demographic estimations show 

that the rise of the population of people who have lived for 80 years or more will be 

even more significant. People in this age group usually have the highest rate of 

disability and are often the most dependent. Their population is estimated to rise to 

approximately 4.4 million from the current 1.1 million. 

 

According to the UN (2013)(2), 20% of the entire population will be comprised of 

people who have lived for 80 years or more. With regard to economic development, 

Thailand is one of the countries whose economy falls in the “getting old before getting 

rich” category. In contrast to developed countries, like the US, Japan, and France, 

Thailand’s aging population is rising when its economic and social status is yet to 

become entirely stable. The rise in Thailand’s aging population began back in 2000. At 

that time, Thailand had GDP per capita of $2,206. This, according to the UN (2014)(3), 

is a huge contrast with Japan whose GDP per capita was $12,499 during its transition 

to an aging nation, back in 1967. Another contrast, as identified by FAO (2012)(4), is 

that most of Japan’s population resided in rural areas during the transition where they 

mostly practiced agriculture for commerce and subsistence. 
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In spite of the improvement in life expectancy among Thais, studies have shown that 

the prevalence of acute degenerative diseases has become augmented. As a result, the 

amount of time spent fighting ill-health and disability during old age has increased 

significantly during the period. In a study conducted by Prachuabmoh et al. (2013)(5), 

it was established that the length of years during which Thailand’s elderly folk live in 

dependency due to functional limitations rose from 0.53 to 0.65 years among males and 

0.93 to 1.24 years among females between 2002 and 2011. The study also revealed that 

there was a significant decline in the ratio of active life expectancy to total life 

expectancy age. The inference that can be drawn from these findings is the demand for 

long-term care services has immensely increased. This results in multiple challenges 

both for the families of the elderly folk and the country in general. 

 

The Buddhist filial piety philosophy is still largely espoused in Thailand. The care given 

to Thailand’s elderly folk is mostly informal, where they are catered for at home by 

their families, particularly the adult daughters. Nonetheless, Suwanrada et al. (2010) 

(6) observed that formal care has started to be adopted in the country. This shift can be 

attributed to the transition in Thais demographics where families are now opting to have 

only a small number of children. It can also be attributed to the migration of the young 

people to cities in a bid to seek an income generating activity. Old people are also 

developing numerous chronic diseases that require professional healthcare 

interventions. This has led to establishment of formal care institutions such as nursing 

homes, day care centers and the like to provide social and health care to the elderly, 

especially those of higher socio-economic status. 

 

The shift to formal care institutions has also been facilitated by the fact that the long-

term care services provided to elderly folk in current healthcare systems are of poor 

quality. It was observed that several government-run health institutions only offer 

general services which are inadequate for people suffering from chronic ailments. 

According to TGRI (2013)(1), older people were also subjected to early discharges due 

to limited number of beds, which were mostly set aside to cater for people that need 

acute care. Judging from such incidences, old people have become burdens to their 

families and the community in general. 
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In spite of the efforts made by the Thai government to enhance the quality of healthcare 

services for the older population, the prevalence of disparate access to services, 

inadequate quantity healthcare resources (such as equipment, personnel and finance), 

and lack of inter-institutional and intra-institutional coordination among healthcare 

institutions still persists. In a bid to counter these problems, the Thai government 

commissioned a working group to make changes to the country’s National Plan on 

Older Persons in 2009. The working group drew inspiration from the findings of an 

evaluation of this plan that had been previously conducted and recommended for the 

establishment of community-based long-term care institutions for the elderly. These 

institutions would offer medical and social care for the elderly in the comfort of their 

homes. 

 

 

1.2 Rationale and knowledge gaps 

 

The combined effects of fertility decline and increase in life expectancy of the people 

of Thailand has led to a substantial and relative rise in the number of the country’s 

elderly population. This unexpected rise in the population of the elderly has resulted in 

apprehensions on a number of issues connected to their welfare in terms of treatment 

and expenses involved in taking care of old age disability, as well as the degree of care 

reasonably required in handling cases of such old people with physical disability. It is 

important to understand that the elderly have lots of many different needs which are not 

adequately met, thereby forcing many of them to go about their daily lives with these 

additional challenges. Likewise, it is expected that the risks involving disability and 

long-term illnesses on the part of the elderly will see a steady and sharp rise because of 

the increase in people’s longevity. Nonetheless, no current studies have been conducted 

to look into the disability risk factors throughout the country beginning from the year 

2002 to 2011. One important factor is the lack of clarity on the problems that should be 

given urgent attention for solutions to see to it that the quality of life for those elderly 

individuals suffering from long term conditions could be improved.  Another is the 

development of sustainable and feasible delivery for LTC to take care of the rise in the 
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needs of LTC during the next decade. Such worries deserve thorough assessment and 

political accommodation. The intent of this dissertation is to see to it that our 

understanding in this field is expanded by way of qualitative methods and detailed 

interviews.   

 

1.3 Research questions and objectives 

Research questions Objectives 

1. What is the overall prevalence of 

elderly with six types of disability 

among the elderly in Thailand in 2002, 

2007 and 2011? 

To examine the overall prevalence of 

the elderly with six types of disability 

among the elderly in Thailand in 

2002, 2007 and 2011. 

2. What are the risk factors of the elderly 

with six types of disability among the 

elderly in Thailand in 2002, 2007 and 

2011? 

To identify the key risk factors of the 

elderly with six types of disability 

among the elderly in Thailand in 

2002, 2007 and 2011. 

3. What need to be solved urgently in 

order to improve quality of life of 

elderly whose are in long term 

condition? 

To identify policies, interventions to 

improve quality of life of elderly 

whose are in long term condition 

Specific objectives 

-To understand the existing 

patterns of elderly care available in 

Thailand. 

-To identify strengths and 

weaknesses of the existing care service 

delivery for elderly with disabilities. 

-To identify the factors that 

influence the LTC implementation in 

Thailand. 

4. How Thailand develop a sustainable 

and feasible LTC delivery to address the 

To develop a sustainable and feasible 

LTC delivery to address the growth in 

LTC needs over the next ten years 
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growth in LTC needs over the next ten 

years? 

 

- To identify the appropriate 

based care  

- To identify who should be 

primarily responsible for 

expense 

 

 

 

 

1.4 Thesis structure 

 

A brief description of the thesis structure, conceptual framework, research questions, 

study rationale, and the introduction background, for instance, long-term care (LTC) 

needs drivers and current Thai LTC provision, are catered to in Chapter 1. 

 

A comprehensive review of the literature focusing on present old-age disability around 

the globe followed by disability risk factors and conceptual models exists in Chapter 2. 

Additionally, the chapter explores definitions of LTC and the way it applies in different 

countries. In the final section, the chapter examines efforts geared toward Thai’s LTC 

and ageing. Moreover, section 2.2 in Chapter 2 present evidences for old-age disability 

risk factors whereas section 2.3 presents the disability’s conceptual models. A 

definition for LTC followed by the LTC of different countries is availed in section 2.4. 

Finally, section 2.5 presents the efforts directed toward Thailand’s ageing disability. 

 

The methodology for data sources obtained from the National Statistical Office (NSO) 

and that is used within quantitative study to record surveys of aged individuals in 

Thailand in 2002, 2007, and 2011 are presented in Chapter 3. Section 3.1 provides a 

detailed description of the aforementioned. Furthermore, sampling method, in-depth 

interviews, and procedures utilised for compiling LTC ideas are present in section 3.2. 

The research outcomes are presented in Chapter 4; the RQ1 and RQ2 (that is, 

prevalence and six kinds of disability risk factors) are presented in section 4.1, whereas 

the proposals of policy makers regarding LTC are presented in section 4.2. 
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Additionally, section 4.2 addresses the RQ3 and RQ4, that is, what issue require urgent 

resolution for improvement of the elderly life quality? Moreover, how can Thailand 

come up with a practical and sustainable LTC delivery aimed at addressing the increase 

in LTC demands in the next decade? 

 

The summary and discussion, alongside recommendations in the current study are 

presented in Chapter 5. 

 

A conclusion and key findings summary are given in Chapter 6. In addition, a 

description of the drawbacks that characterised the study coupled with potential means 

of undertaking further research are presented. The significance of the study is concluded 

thorough a summary in the chapter. 
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1.5 Conceptual framework 

 

Figure 1.1 summarizes the research questions, methodological approaches, and data 

employed to answer each question. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 1. 1 Conceptual framework of this study 

 

 

 

  

Current LTC provision: 

unsustainable care 

delivery 

Demographic 
change: 

accelerating 

population 

aging 

Epidemiological 
transition: rising 

prevalence of 

chronic care 

 

Old age disability: more 

older living with disability 

need LTC 
mismatch 

Determining the risk 

factors 

 

RQ 1: What is the overall 

prevalence of elderly with 

six types of disability 

among the elderly in 

Thailand in 2002, 2007 

and 2011? 

 

RQ2: What are the risk 

factors of the elderly with 

six types of disability 

among the elderly in 

Thailand in 2002, 2007 

and 2011? 

 

Policy issue 

 

RQ 3: What need to be 

solved urgently in order 

to improve quality of 

life of elderly whose 

are in long term 

condition? 

 

RQ 4: How Thailand 

develop a sustainable 

and feasible LTC 

delivery to address the 

growth in LTC needs 

over the next ten years? 

Policy 

suggestio

ns: 

Solutions 

to solve 

the 

problems  

Fix problem 

Provide 

scientific 

evidence 

for LTC 

plan 

Quantitative study 

2002, 2007, 2011 

NSO/SOP data 

In-depth interviews 



 

 

8 

 

1.6 Definition 

 

Long-term care refers to health and social service to respond to the need of assistance 

from the people with chronic illness, accidents, or disability and the elderly who cannot 

care for themselves in daily basis. Long-term care can be provided formally (care by 

health and social staff) and informally (care by family, neighbors). The facility is the 

social service focuses on the regular and ongoing rehabilitation, treatment, and health 

promotion to better their quality of life, be able to live their lives independently based 

on the respect for human dignity.   

 

Dependency means the condition which the assistance from other is required for living 

and doing activities. In this report, “dependence” is defined based on the Royal 

Institute, Demography (4 February 2002) 

 

Dependent elderly refers to the elderly who has difficulty in doing activity of daily 

living dependently which referred to the care for doing basic activities such as bathing, 

dressing, excretion, up and down movement, walking, eating; including other activities 

such as travelling, shopping, counting, cleaning house, and cooking. The high 

dependent elderly (measured from The Barthel ADL Index) are considered to be the 

person with the difficulty in living which this report mainly focuses on the difficulty in 

the basic activities.     

 

Institutional long-term care refers to the institute provides the service based on 

lifestyle to fulfill the need of care of the elderly throughout the gerontological process. 

The institute provides at least 3 months service for the elderly from both government 

sector and private sector, profit and non-profit organizations.    

  

Community-based care refers to the care which use houses and community as a 

service base which the members of family and community are taking part. It is 

organized by the service unit in the community or from the outside.     
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CHAPTER II 

REVIEW LITERATURE 

 

This chapter will start by providing some evidences of old-age disability in international 

society follow by the risk factors of disability (section 2.2) and the conceptual models 

of disability (section 2.3). Section 2.4 define long term care and follow by the LTC 

from many countries (starts from the LTC in OECD follow by USA, Asia-Pacific, Japan 

and China).The last section efforts on ageing disability and LTC in Thailand (section 

2.5). 

 
2.1 Old-Age Disability in many countries  

 

The best health indicators for old age are ADL and IADL as they give the clear picture 

of the ability of person for the personal care and continue doing it independently. There 

is a link between disability in old age and demands for care and social services. 

Toileting, dressing, feeding, grooming, transferring can be used as a tool for knowing 

the degree of disability in form of judging the activities in daily life (ADL) (Katz 

1983)(7). Whereas, IADL includes the ability to clean house, make food and buy 

groceries. If the person is not able to perform ADL then this denotes sever disability, 

inability to carry out IADL denotes moderate disability. These days ADL and IADL 

are often used for measuring health in both clinical studies and community-based 

surveys of older group (8, 9). 

 

The standard dimensions for disability commonly  comprises of the activities of daily 

living like dressing, moving around, using the bathroom, eating and bathing. While 

evaluating disability, these dimensions are included in the debates about long-term care 

(LTC) in the literature. According to Stallard (2000) (10) and Feder (2000) (11, 12) , 

the eligibility criteria in order to receive benefits in United States (U.S) and European 

countries, is also measured with the help of these dimensions. Although, instrumental 

activities of everyday life like cooking, housekeeping, taking medications, utilizing the 



 

 

10 

public transportation and handling budget are placed among the category of minor 

critical disability, such activities define the capacity of elders to live without help in the 

society. The calculations regarding IADLs is asymmetrical in the across diverse 

cultures, even if the evaluations of ADLs has been normally regular among various 

countries and in varying time frame. All of those activities that are auxiliary in everyday 

life are different for every country as seen in the surveys, due to cultural, geographical 

and temporal deviations. National surveys of four countries including Mexico, China, 

U.S, and Korea incorporated ADL and IADL items in them that are depicted in the 

Table 2.1. It is evident that the calculations regarding IADL items show diversity while 

among all four surveys; the measurements of ADL items are constant and regular.  

Regarding disability, there is low level of assurance. According to Crimmins (2004) 

(13), the trends in ADL-dependency levels in the United States have dropped and that 

has been notified in the latest Ageing Report by European Communities 2009, p.139  

(14). On the other hand, the report depicts the incrimination in the many other European 

countries and Japan and Australia shows no variation whatsoever, as stated in OECD 

(2007) (15).  

 

According to Lafortune et al. (15), the study provides distinct proof that these five 

countries; Denmark, Finland, Italy, Netherlands and the United States have experienced 

a fall in the disability rate among elders, out of the other twelve countries. However, 

reduced critical amount of disability was used as a scale for evaluation and the findings 

were based on the functional weak points only while measuring for Denmark. Two 

countries including Australia and Canada testify a constant rate of disability. On the 

other hand, the speed of critical disability is incrementing among people in the age 

group of 65 and over occurring in three countries including Belgium, Japan and Sweden 

over the span of past five to ten years. As stated by Lafortune et al. (2007) (15),  the 

variation in the trends in ADL disability rates among elderly people as seen in the 

information acquired from various surveys done for France and United Kingdom is a 

huge hurdle in the way of reaching any ultimate outcomes regarding the course of the 

trend.   



 

 

11 

Table 2. 1 Activity in Daily Living (ADL) and Instrumental Activity in Daily Living 

(IADL) items in selected National surveys 

 

 
Notes: 

* This classifications is grounded on Straus (2010) (16). They also used the following “physical 

activities” items: walking for 100 m, stooping, kneeling, crouching, extending arms above shoulder level, 

lifting weights like a heavy bag, etc. 

** The survey grouped “dressing” under functionality. Other functionality measures are: walking one or 

several blocks, running/jogging one kilometre, sitting for 2 hours, getting up from a chair, etc. 

 

  

 
Country Survey ADL items IADL items 

U.S. Health and 

Retirement 

Study (HRS) 

1. bathing  

2. dressing  

3. eating  

4. walking across a 

room  

5. getting in/out of bed  

6. using the toilet  

1. using the telephone 

2. taking medication 

3. handling money 

4. shopping for 

groceries 

5. preparing meals 

6. using a map 

Korea Korean 

Longitudinal 

Study of Aging 

(KLoSA) 

1. dressing  

2. bathing  

3. eating  

4. using the toilet  

5. getting in/out of bed, 

walking across room  

1. using the telephone 

2. managing money 

3. taking medication 

4. shopping for 

groceries 

5. preparing a hot meal 

China Chinese 

Health and 

Retirement 

Longitudinal 

Study 

(CHARLS)* 

1. dressing  

2. bathing/showering  

3. cutting food  

4. going to the bathroom  

5. controlling urination 

and defecation  

6. getting in/out of bed  

1. doing household 

chores 

2. preparing hot meals 

3. shopping for 

groceries 

4. managing money 

5. making phone calls 

6. taking medications 

Mexico Mexican 

Health and 

Aging Study 

(MHAS)** 

1. walking across a 

room  

2. bathing/showering  

3. eating/cutting food 

4. getting into/out of bed  

5. using the toilet 

1. preparing a hot meal 

2. shopping for 

groceries 

3. taking medications 

4. managing money 

 

 



 

 

12 

As indicated by EC (2009, p.145)(14), these incidence of disability for every age group 

and gender occurring in the highly traditional European case for the next fifty years 

probably will not alter. The size and composition of care recipients would solely rely 

on the projected demographic schema of the population, as described in the 

aforementioned quote of Ageing report in the words of entirely demographic 

circumstances, if the possibility of getting formal care at home and formal care in an 

institution remains regular with the conservative calculations. The numbers regarding 

these circumstances are arresting as it is reckoned that between 2007 and 2060, the 

number of people older than 65 with at least one ADL disability will amplify reaching 

44.4 million by 2060. Number of people being provided with informal or no care at all 

would increment from 12.2 to 22.2 million, whereas the number of people getting 

formal care would increase three times and reach 8.3 million. The demand for both 

home and formal care is massively high in Spain, Luxembourg or Ireland, whereas, the 

disparity among countries indicate that there is an extremely minor incrimination in the 

requirement of formal or informal care among various East European countries. 

Perchance, it is anticipated that even the countries with deliberately gradual progress in 

the requirement would experience increase in it and it will approximately double the 

amount.  

 

The list utilized by all surveys or analysts related to ADLs varies and majority of them 

corporate a list of toileting, dressing, bathing activities and eating. Nonetheless, owing 

to the fact that time issue and inconvenience related to the participants, there is a 

possibility that not all of these questions would be asked individually. Particularly, if 

the researcher is calculating the amount of ADL issues then, what and the number of 

activities considered would cause disparity in the amount of people that are 

handicapped. The amount of people with ADL disabilities would clearly amplify if 

more ADLs are incorporated. The five ADLs like toileting, transferring, dressing, 

bathing and eating is the main focus of the public policy, lately. In order to decide the 

eligibility for assistance in various proposed public insurance programs, there are also 

the ADL items that have been recommended. According to Wiener, Clark, & Van, 1990 

(17), private insurance plans show a disparity and the ADLs they utilize to agree on the 

eligibility for the benefits. 
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Even if there is a huge range of disparity in the way surveys have questions regarding 

ADL functioning, there is some agreement among all of these surveys related to what 

activities of everyday life should be incorporated. According to the Guralnik et al.  (18), 

the calculations might differ merely due to the reason that the participants have a 

different understanding of the question seeing as the self-report instruments do not 

include distinct meaning for the calculated activity or plausible answer categories. As 

stated by Linn and Linn (19) , the criteria of evaluation of disability by individuals can 

be affected by language, education and culture. The factors like time period of 

disability, the kind of help that was given and what range of complexity they experience 

while performing every ADL vary in surveys. 

 

2.2 Risk Factors of Disability in Old Age 

 

Much effort has been invested in identifying the risk factors associated with how 

disability sets in, and the corresponding model proposed by Nagi (1976) (20)  is a major 

source of input in this regard, constituting of components related to pathology, 

functional impairments, functional limitations, and disability. As individuals age, 

pathological impairments in the form of decreased muscle strength, poor balance and 

associated issues correspondingly increase, hindering the individual’s functionality and 

translating to disabilities in the long run. Research indicates multiple functions 

contributing to this, including non-modifiable risk factors in the form of age, gender 

and genetics and a set of modifiable risk factors defined in terms of individual factors 

on the likes of age-related disease, impairments, functional imitations, poor coping 

skills, sedentary lifestyles and associated unhealthy behavior.  The characteristics of the 

environment in relation to sociocultural barriers also contribute in a major way in this 

regard. Further, the level of social support expressed in terms of social networks, 

contacts, support and services also contribute to the extent and severity of disability 

observed. Multiple modifiable risk factors evolve over the lifetime of the individual, 

and therefore in evaluating the progression of disability in an individual, it is important 

to consider the overall lifestyle instead of only focusing on the current conditions 

prevailing. Further, individuals within disadvantaged socioeconomic positions are 
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observed to have more disabilities than well off peers, which is particularly 

demonstrated in individuals within the age group of 85-90 years.  

 

The onset of disabilities require additional help, hospitalization, frequent nursing home 

admissions and ultimately concludes with premature death. The older generation lose 

their independence and being admitted to a nursing care facility is the most viable 

option in such scenarios, since they require a community based level of assistance. 

From the perspectives of the elderly themselves, physical disabilities contribute to 

significantly reducing their quality of life, affecting their life expectancies. 

Correspondingly, individuals with disabilities are demonstrated to have shorter life 

spans in comparison to their peers who are healthy and able to independently carry 

themselves around. Further, disability has a financial cost associated to it, since the 

disabled require greater use of specialized health services.   

 

Down the line, disabled individuals could be expected to require a certain amount of 

LTC services in formal or informal settings, within an institution, in the community or 

at home. However, in planning to ensure the availability of the required extent of LTC 

services, planners and policy makers need to have an estimate of the current and 

projected populations of the elderly disabled. Unfortunately, to date, there have been 

no such studies conducted within Thailand utilizing the associated ADLs and IADLs 

indices, which could provide the necessary input in this regard.  

 

2.3 Conceptual models of disability 

 

According to the difference in disability concept, the social model and the medical 

model are the two fundamental models of disability. The social model covers a broader 

view of disability. Physical environment, social policies and social attitudes are the 

main disability causing factors as per the social model. As the name indicates, this 

model says that the impact of social factors is the major cause of disability in an 

individual that is very difficult to be reversed. These short comings make an individual 

unable to live independently in such an environment. Social discriminations are one of 

the most commonly encountered problems that can well explain the concept of social 
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model of disability. But the concept of disability is incomplete without including the 

other type of disability model which is the medical model. The problems that occur as 

a result of disease, trauma or inherited from birth in a person are all included in the 

medical model of disability. According to this model, such problems can be resolved 

by ensuring the availability of proper medical treatment. Another important point in 

this model is the aim of reversing the disabled state to normal by provision of these 

medical treatments. 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 2. 1 Model of the disablement process adapted from Verbrugge and Jette 1994 

(21) 

 

 

 

By merging the concept of the above two models, another model was put forward by 

Verbrugge and Jette 1994 (21) the model of the disablement process (Fig 2.1). In this 

new concept, the medical conditions result in disturbed physical conditions which in 

turn cause altered social responses and disabilities. Verbrugge & Jette exemplify this 

concept of disablement process by mentioning a case of an individual suffering from 

rheumatoid arthritis. This disease or pathology often results in bone deformities and 

deformation of joints of hands and wrist. Such condition makes the individual 

physically impaired which ultimately makes the individual to suffer functional 
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limitations in performance of his daily life activities. And when this functional 

limitation hinders the daily activities, it becomes a disability. Verbrugge&Jette titles 

this disability as “a gap between personal capability and environmental demand”. But 

an important point to note is that it is not important for every kind of pathology to be 

converted into a serious physical impairment. Also, the type of disability depends upon 

different factors. Several internal and external factors take part in formation of a 

disability. Access to medical care and rehabilitation, treatment programs, physical and 

social environments and support services are the external factors whereas life style, 

behavioural changes activity modification and psychosocial traits and coping skills 

make the internal factors. 

 

 

 

 

 

 

 

 

 

 

 

Figure 2. 2 International Classification of Functioning, Disability and Health (ICF) 

(22)  
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Similar to the concept given by Verbruge & Jette [13], the WHO also put forward the 

model of disability. They also merged the concept of medical and social model but in 

spite of the only two models, the WHO has combined several biological, psychological 

and social determinants of health (fig 2.2) to form its disability model. According to 

WHO, three levels or factors can be used to describe an individual’s proper functioning. 

The corporeal body is the first level of functioning, which includes the functions and 

structures of the body. The activity of the whole person makes the second level whereas 

the participation or social factor of the person makes the third level of functioning.  The 

link between these levels is well elucidated in figure 2.2 along with their relationships 

with various other determinants. An important point is highlighted by the WHO which 

says that these three levels are not alone that lead to the formation of a disability but 

there is involvement of several factors that lead to such a conclusion. These include 

various personal, health and environmental factors like the physical geography, climate, 

architectural characteristics, social attitudes, diseases, disorders, sex, age, education, 

occupation, and social background etc. 

 

Like Verbruge & Jette, the WHO also gives the definition of disability as per their own 

model of disability. “The negative aspects of the interaction between an individual (with 

a health condition) and that individual’s contextual factors (personal and environmental 

factor)”. Along with the definition, the WHO has also put forward two qualifiers that 

ease in better understanding and description of the levels of disability. These qualifiers 

are capacity and performance. The WHO model is widely accepted and by using this 

model, has led the foundations of the standard classification system; the International 

Classification of Functioning, Disability and Health (ICF).The two qualifiers are 

described on the basis of the way of doing a task in a particular environmental condition. 

Working in the normal casual environment in normal routine manner is called the 

capacity whereas working well in a challenging, modified and adapted environment 

defines a person’s performance. Though all the models provide sufficient information 

and add to the concept of disability in an individual,  the most widely accepted and best 

proven tools are the WHO’s conceptual model and the International Classification of 

Functioning, Disability and Health (ICF). 
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2.4 Defining Long-term Care 

People suffering from chronic disabilities or from physical or cognitive injury 

who are not capable of fulfilling their own social, personal and medical requirements, 

being facilitated with a range of medical and non-medical services is defined as Long-

term care (LTC). The non-medical services includes personal care and medical ones 

incorporating skilful nursing care and nearly all of these facilities contain aid regarding 

both ADLs and IADLs or any one of them. These long-term care facilities include 

formal care suppliers that cost money or informal ones that are for free. They can be 

presented in an institutional scenario including nursing homes, in a private home or 

public situation. According to Colombo, et al. (23), the mainstream of LTC services 

being given around the globe consist of informal care from neighbours, friends and 

family even though the formal care that us given but nurses and social workers is 

imperative. According to OECD (23), the likelihood of people lying in the age group 

of 65 and over and henceforth denoted as older adults, particularly those who are 

described as oldest old and are above 80, being offered with LTC is maximum. 

Calculations done in the United States depict that LTC might be needed by roughly 

70% of elder citizens, ultimately at some point in their lives. According to Kemper (24), 

the duration of 20 % of the elderly citizens requiring LTC would exceed 5 years and 

typically, every old person will require LTC for three years before death. 

 

The central focus of this research is the people in the older age group, due to the fact 

that LTC is generally prevailing among people of age 65 and over. The range of this 

study excludes the long-term care for younger people suffering from developmental 

disabilities or mental disorders. 
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2.4.1 Long Term Care Pressing Policy Subject in Many Countries 

 

The major systems throughout the OECD and current policy enhancement 

presents in  Table 2.2. The change is enforced by some countries or system has been 

affected by valuable reforms, even no amendments are made in the salient features. 

Consequently, Mexico, a new OECD country also established its first National 

Gerontology Plan. LTC insurance which is necessary is basically introduced by the 

Belgian region Flanders whose purpose is to supplements the major public LTC 

coverage. For maintenance of good health and long term care the cantons commenced 

a human resource which will build our stamina by regular exercise. On the other hand 

Countries like Germany and France set an example for other countries, both of them 

faced a frequent or regular stream of policy adaptations and made amendments in their 

systems. Reforms has been discussed by France, subsequently it is also taking interest 

in the establishment of a fifth social security pillar (early 2011). For leading in fact an 

independent life United Kingdom (England) has took an active part in the current or 

latest years for the creation of  a number of diplomatic plans or specific affairs and mark 

groups (2006), an impressive Carrier Strategy (UK HM Government, 2008), older 

workers targets a policy that comprise especially on the main controversy of team work, 

it also talks about other obligations for example protection or feeling of care (2006) and 

a broader perspective of social care (2010). France being a very diplomatic country has 

established intended Alzheimer Plan (2008-12), just like United Kingdom had done in 

2009, whereas most of the countries have also taken part in the advancement of 

progressive strategic documents and the need for its execution. For example the 

Icelandic New Strategy for Elderly Care or the Finnish National scheme for Excellent 

Quality Services for senior citizens cannot be denied. 
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Table 2. 2 Selected LTC policy changes over the past ten years in OECD countries at 

a glance 

 

 
Title of policy or reform coverage use Care 

suppo

rt 

provision 

Financing Cost 

Sharing 

Access 

(eligibility) 

and changes 

in services 

Benefi

ts 

Choic

e 

Workf

orce 

Qualit

y 

Australia          

Austria          

Belgium Care insurance (Flanders)  (2003) 

3rd Protocol: Conversion of rest 

home beds in nursing home beds 

(2005-11) 

        

Canada          

Czech Republic          

Denmark Quality reform (2007)         

Finland National Framework for High-

quality Services for Older People 

(2008) 

        

France Old Age Solidarity Strategy 

(2007-10) 

        

Germany LTC insurance reform (2008)         

Ireland Fair deal (2009)         

Iceland A new strategy plan for elderly 

care (2008) 

        

Japan Partial Revision LTC Insurance 

Act (2005-06) 

Revision of LTC Insurance Act 

(2009) 

        

Korea National LTC insurance (2008)         

Luxembourg          

Mexico Institutional Gerontology Plan 

(2006) 

        

Netherlands Social Support Act (2007) 

Care Innovation Platform (2007) 

        

New Zealand          

Portugal National Network for Integrated 

Continuous Care (RNCCI) fully 

implemented in 2016 (2006) 

        

Slovakia          

Spain Long-term care law (2006)         

Switzerland          

United 

Kingdom 

Supporting people with long-term 

conditions (2005) 

Carers Strategy (2008, refreshed 

2010) 

Working to put people first (2008) 

Dementia Strategy (2009) 

        

United States Increasing grants to States for 

Money Follows Person 

Programme (2005) More 

“waivers’ assisting states” home-

based care programmes (2005)  

Private LTC insurees can protect 

more assets if ending up spending 

down for Medicine (2005) 

New opportunities (with increased 

federal co-funding) for States to 

offer home-based care services 

(2010) 

Class Act (2010, to be 

implemented 2012) 

        

 

Source: Francesca, Ana et al. 2011  (23) 

 

 

In order to get access to services (involving the number and type of), Coverage reforms 

will stay a better option as it is even connected to financing (comprising cost sharing). 

Recently over the last ten years, for the increment of LTC coverage and beneficial 

services, a number of countries have enforced or lengthened programmed or their 
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concerned issues, they are also seeking to enhance their valuable service allocation for 

the help of concerned association like for those who are handicap or suffering from 

dementia. Alteration in financing for LTC has been made by seven countries for their 

benefits. As the importance of LTC system cannot be denied and Two latest financing 

systems has been set up, one of them is based on tax (in Spain, 2006) and the other one 

is based on National Compulsory Insurance (Korea, 2008). Both of them are designed 

to meet the need of access (discussing eligibility), advantages (what is covered or what 

is not), remittance needed for (what do citizens pay under concerned conditions) and 

especially  have labour force consequences (as both nations enforced regulations which 

will meet the need of services).  A number of in progress reforms has been imposed by 

Germany which actually had commenced LTC insurance plan in1994. In fact, in 2004 

Germany needs people who are retired to help them in their LTC programmed by 

donating, whereas, since 2005,people who don’t have children has to pay extremely 

higher provision. In 2008, amendments had been made by the insurers in order to 

enhance presumption, whereas the need for Market encouragement was meet in 2007 

and for people who have elevated earnings or are the owner of high bank accounts LTC 

was made mandatory for them in 2008. Japan, one the largest technology consumer 

reconsider its LTC insurance plan after every three years, also accommodate premier 

and client’s fees three times, whereas in 2006, amendments in community services was 

made. 

 

To prevent extreme inflation and to reach on the way of providers easily, benefit testing 

and high income are extremely the tremendous options and these all things can only 

occur. On the other hand, New Zealand i.e. also known as kiwi’s is actually arranging 

an impressive and useful testing in order to initiate nursing homes. The reduction or 

decrease in economy is only done by Netherlands. In 2007, IADL subsistence was 

actually taken back of LTC insurance to major district’s authority. It was considered 

more convenient in 2012 to launch the “Class Act” in the United States as a share of 

2010 Affordable Care Act 8.Class is actually a confidentially financed, issued by 

government and intentional insurance programmed whose mission is to accommodate 

a regular cash issuance to those people whom need for care cannot be neglected even 

after five years enrolment. 
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Cost sharing reforms utilized in unusual modifications. One of the best example is when 

20% cost sharing was allocated to Korea on just institutional care and 15% was 

consumed by co-payments for domestic care, which is mixture of ADL assistance as 

well as for basic needs such as conveyance, day and night care, short term respite care 

and materials that comprise of wheelchairs and orthopedic mattresses. In Australia, 

some alterations were enforced in cost sharing over the years in order to convey 

impartiality between temporary retirees as well as pensioners for the purpose of 

reduction of co-payments for those people who have some benefits.  

 

The beneficial rules and regulations have been altered to a great extent by winding cost 

sharing at 15% of the quality rate over a highest time duration of three years. Access 

related reforms comprise of amendments for the betterment of eligibility criteria, 

furthermore it should also consist of alterations in capacity as well as range and also 

sorts of services that are easily accessible in the system. It is considered by many 

countries that a “one size fits all” evaluation and service stipulation need a lot of 

compromise over a long time period as new considerations and aimed groups may get 

a chance or may be the recent model is not suitable. Therefore, people who are suffering 

from dementia or are liable due to any reason will get special facilities by several 

nations. Australia altered and cut down their eligibility criteria, whereas it expands 

residential backing in remote areas and also increases residential capacity from 100 

places per 1000 people who were aged over 70 years in 1985 to 113 in 2011. It was a 

biggest goal of Finland to meet every individual’s need; In 2008 National Frame work 

was an excellent option for excellent quality services just for senior citizens. France 

and Finland were the last in the context of 2007-2010 in the scheme “Old Age Solidarity 

Policy”.  On the other hand, in 2008-2012 National Alzheimer Plan have set their 

concerned targets in order to do increment in the services of the community, while 

Finland set its goal to reduce residential care utilization from about 6.5 to 3% of the 

total population by 2012 and also persuade on the need of community care. National 

assessment tool was enforced by New Zealand in 2008. 
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Benefits and choice are reliant on Use- related reforms. Expansion of LTC concerned 

advantages are done by most of the OECD nations, as it comprises of tailored specifics 

for people who are dwelling in rural areas and is a victim of dementia.  The utilization 

and consumption of cash payments, acknowledgement dissemination like World Wide 

Web i.e. internet and a challenging competition between suppliers is one of the 

tremendous option for enhancing customer expectation choice for further benefits. 

Benefit package is ameliorating by several nations. Some of the examples are Australia, 

Austria, Finland, Luxembourg (for home and feeling of care) and Germany even 

comprise of advantages for specific concerned groups, like those people who are a 

liability and suffering from dementia. A dedicated aimed training for LTC staff was 

commenced in Luxembourg in 2009.  

 

It was a huge amendment by Germany as it extended settlement in 2009 by the 

instalment of disease concerned activity steps regarding LTC insurance plan. In 2004, 

a ten year clan was established by Canada to strengthened health care facilities for every 

individual in order to get access to free of cost home services that would be a great help 

to people. It was a goal of Finland to enhance medical schemes and supply of care at 

home and decrease institutional care. Australia rise assets for those people who are 

restricting as well suffering from torture of dementia, and lastly care policies between 

the health and LTC system was expanded public findings.  

 

The choice of customer and clients cannot be denied. One of the main elements is cash 

payments in most of the nations. The other options comprise of additional 

acknowledgement for consumers to investigate throughout the system, For Example via 

easy to handle websites (Australia).  The increment in co-funding for cash follow the 

people’s policies in United States commenced in 2005. These policies initiate the 

service provision and the region where a person who need to be cared of wants it to be 

delivered. In fact in one’s own place and experienced rise in funding for the nations 

who assist states’ home based care policy in 2010. Several Nordic European countries 

enforced and introduced market incentives to motivate confidential suppliers into the 

market. 
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Consequently, policies were enforced to facilitate carer in OECD countries, For 

example, through enhanced options for taking care leave, it would be whichever paid 

(Canada) or voluntary (Germany), or may be aimed carrier allowances should be 

installed. Many other nations like Germany, Austria, and the Slovak Republic forfeit 

other offerings like pension for carrier development or should have established human 

rights of pension for excellent carrier (Spain), whereas Austria also took active part in 

the payment of health insurance and Germany is a source of stipulation of 

unemployment insurance. Usually, care allowance is established by Slovak Republic 

for those who cannot afford basics and have low salary threshold in 2009. A great 

carrier strategy (UK HM Government, 2008) was published by United Kingdom, 

enforcing some procedures for need to brace family carers for instance growth of respite 

services, steps shall be taken to encourage carers to reorganize the job markets, 

procedures to boost support for young carers, genuine practitioners and other 

specialized guidance for the recognition and fame of support carers. On the issue of 

annual health checks for carer’s counselling, some vital projects have been signed, 

whereas it would be a great blessing of the working hours for care was expanded. 

 

LTC workforce refer to supply of service reforms and to meet excellence needs. Several 

complain have been made by work labour related issue. The security measures comprise 

of income increase which was made in Japan (2009), financial support of human 

resource establishment initiatives and finally sustaining hard work for the increment in 

retentions. One of the main supporters of initiatives is Canada who actually permits 

nurses to contribute 20% of their working hour in order to improve trained development 

(Newfoundland/Labrador). Payment of adult re-education in the third year of retraining 

was taking over by the German federal administration, therefore supplied stimulatory, 

whereas a foremost training scheme was made obligatory by Luxembourg on the issue 

of palliative care to join with its new sedative care advantage. The great aim of 

malleability of foreign born care labour  in home care was admired by Austria (2007) 

and Italy (2002,2009), whereas France dreams to rise the labour capacity per dweller 

regarding LTC skill and set in an area in order to get job amendments and recruitment 

program (2008). The development of work labour funding was done by New Zealand 

in 2007, whereas the main objective of England was to favour professionalism of the 
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social care work labour through many valuable means (2009). The establishment of 

lower-level care workers was made by Austria in order to get access to nursing or 

medical challenges, under expert guidance. Other measures comprise of enhancement 

of valuable packages especially for LTC employees (Belgium), enforcement of 

officially authorized qualification need (Spain, Austria, Germany) or rising worker 

capacity in certain concerned needs and settlement of care (France, Germany). Affairs 

regarding excellence are extremely vital and this issue cannot be denied. A latest 

excellence coordination has been set up Australia, that comprise of summary of 

accreditation Republic and the Slovak Republic enforced omission schemes, agreement 

and lastly complaints of supplier’s excellence which actually very important, but 

Germany improved its excellence under expert supervision which is a good aspect and 

goals to get impressive views of suppliers regarding quality management, combined 

with customer voice. National quality Standards for Residential Care settings for senior 

citizen was available in Ireland in 2009, whereas Austria emphasized to create 

handbook or document on dementia and Luxembourg has established a Committee on 

excellence of care. 

 

 

2.4.2 Long Term Care in United States of America 

 

LTC, which stands for long- term care, is a term used to refer to a wide variety 

of services offered to weak senior citizens and other people who can’t function surly on 

their own. These services are provided by independent agencies that are strictly 

regulated by the government. These agencies include nursing homes, home health 

agencies, hospices, adult day care centres and residential care communities. Together 

they absorb a huge chunk of the total expenditure on personal health care services in 

the United States. Statistics reveal that every year, 8,357,100 people avail the services 

provided by the five aforementioned long-term care service agencies. Of this number, 

56.7% are catered to by home health agencies, followed by16.5% by nursing homes, 

14.9% by hospices and 8.5% and 3.2% by residential care communities and adult day 

service centres respectively (25). Most of the candidates in need of LTC are old people 

with approximately 63% being 65 years of age and older. This amounts to a total of 6.3 
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million elderly people. The remaining 37% who are 64 years old and younger, amount 

to 3.7 million. In people aged 65 years or above 68% of the people can suffer from 

cognitive impairment or disability from at least two daily life activities. In 2007 about 

12 million American were in need of LTC.  

 

It is estimated that the number of people using long-term care services in any type of 

setting will double from 13 million in 2000 to 27 million in 2050. This figure of course 

has a lot to with the population growth of the senior citizens community in need of such 

care. Around 30% of this population, of which 25% comprises of people 85 and above, 

has very significant long-term care needs (26). It was reported that 14.8% of the people 

in the 65 and above age category were living below the poverty line in 2012.  

Furthermore, 69% of people in this category were likely to develop some form of 

disability before they died with 35% eventually having to join a nursing home at some 

point (27).  It was also reported that almost one fifth of elderly people would have 

$25,000 worth of lifetime long- term costs to their name before they died. Statistics 

further showed that while there appeared to be no change in the prevalence of physical 

impairment in the older population over the previous ten years, the prevalence of 

cognitive impairment had shown an increase (28). As of 2012, the number of people in 

the 85 and above age bracket was approximately 5.9 million, a figure that was 

forecasted to reach 19.4 million in 2050 (29). This had severe implications in that it 

could lead to an increase in the number of people aged 85 and above who had memory 

problems to some degree.  

 

Sector differences can be found in the ownership structure of LTC providers while 

regional differences are prevalent in size and supply of resources. Of the five sectors 

involved in providing long term care, most of the providers in four of those sectors 

operated for profit. Only the adult day service sector consisted mainly of non-profit 

organizations. The number of people accommodated by each provider depended on the 

sector in which they operated. It was found that on average, adult day services centres 

and residential care communities served less than half of the people served by nursing 

homes. Similarly, a yearly comparison showed that hospices served lesser people on 

average than home health agencies. The supply of care beds in long term care service 
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centres can be measured by number of beds available per 1,000 people aged 65+. In the 

west this supply was almost the same in residential units and nursing homes whereas in 

other regions care beds in nursing homes outnumbered those in residential centres. The 

accommodation capacity of adult day service centres and the supply of care beds in 

nursing homes and residential communities differed from region to region. For instance, 

the number of beds in residential units was more in the Midwest than in the South and 

adult day services centres could accommodate more people in the former area. This 

suggests significant disparities in terms of physical access for consumers of LTC 

services. 

 

Individuals such as family members, neighbours and friends who provide unpaid care 

for elderly people are referred to as informal caregivers or family caregivers. These 

people can work either full time or part time and can either live with the people being 

cared for or live somewhere else. They can also fall into either the primary caregiver or 

secondary caregiver categories, depending on how much time they devote overall. 

While these people are close acquaintances of the recipient of care and hence informal 

caregivers, formal caregivers are also employed by the service system. These include 

paid employees and/or volunteers (30, 31). Interestingly, 80% of old people who receive 

such help live in private residences and not formal institutions. Senior citizens with 

serious functional limitations living in the community receive around nine hours of aid 

in a day. This concept of availing services while living in communities rather than 

permanent placement in nursing homes was formally recognized at the Olmstead 

Decision. This was a court case which took place in 1999 where the Supreme Court 

recognized the right of people to obtain care in such a manner that did not bind them to 

an institution (25, 32).  

 

This move was important to facilitate the care giving process especially since the 

percentage of 65+ Americans with impairments who depend completely on formal care 

to meet their personal needs, has increased over the years. This holds true at a national 

level and this can be seen by the increase of assisted living facilities from 32,886 in 

2000 to 36,399 in 2002. (33). An increase of 4% in population aged 65 and above who 

require personal assistance have been observed from 1984 to 1999.  It is important to 
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note that this figure does not take into account the true number of assisted living units 

as many of them are unregistered. Despite the adequate supply of such community 

based residential facilities, most of the assisted living facilities, known as ALFs, let go 

of residents whose mental/cognitive disabilities become difficult to handle or of those 

who need additional help moving about. This kind of treatment leaves people with such 

problems with no alternative but to seek help from nursing homes and other institutions 

(34).  

 

Unfortunately, older people become very prone to being institutionalized once they 

reach a certain age. In 2010 it was reported that one eighth of people aged 85 and above 

lived in institutions as compared to 1 percent of people between 65 and 74. 2012 saw a 

total of 1.4 million people living in nursing homes across the United States (32).  

Additionally, in the twelve years leading up from 2000, prices for premium rooms in 

nursing homes rose by 4.25% based on a year-on-year average. In 1999, of the 65+ age 

bracket, 52% of the nursing home population was 85 years old or more as compared to 

35% and 13% of the population which comprised of people aged between 75-84 and 

65-74 respectively.  

 

In the year 2012, total spending on LTC amounted to $219.9 billion which was 9.3% 

of America’s entire expenditure on personal healthcare. This includes public and 

private spending. This amount is expected to increase in the long run with a total of 

$346 being projected for 2040 (25, 35). In 2010, around 55% of Medicaid long-term 

care funding was devoted to institutional long term care compared to 45% allocated to 

home and community based services. The services rendered by caregivers were worth 

an annual $450 billion-a huge increase from $375 billion just two years earlier. It can 

be seen that although community based care was gaining popularity, nothing substantial 

was being done towards establishing it as a viable option. This is validated by the fact 

that only 18.2% of long-term spending on the elderly was directed toward community-

based care (36). 

 

Skilled Nursing Facility (NSF) absorbs much of the total expenditure on LTCs as 

opposed to other sectors. The average expenses per adult receiving care in a SNF is up 
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to four times more than average expenses incurred by an individual in community based 

settings. Due to these cost savings and a changing mind-set, in 2009 Medicaid allocated 

34% of expenditures devoted towards LTCs, for community based services (37). This 

was a move in response to the preference of Americans to obtain care in the home or 

community rather than an institution (38). So change is being implemented. Overall, an 

increase in America’s aging population, especially those who are 85 years old and 

above-is going to lead to a tripling of LTC expenditures. These expenses have been 

forecasted to rise to $346 billion in 2040-a huge leap from $115 billion in 1997 (39) .  

 

 

2.4.3 Long Term Care in Asia-Pacific 

 

Though the cut-off ages to classify “old age people” are different for countries 

in the Pacific and Asia are different but countries in both regions are experiencing rapid 

growth in this age group. The countries have specified different age groups for different 

purposes like pensionable age, retirement ages, granting of certain benefits. The 

retirement ages for a few sectors in Singapore and Hong Kong are lower; for Singapore 

the age is 55 and is increasing to 60 in some places (40, 41) while for Hong Kong the 

age in offices is 60 (42, 43). In Malaysia (44) and Thailand (45) the age at which the 

person is included in the elderly population is 60 while the age for including in elderly 

population in Singapore, Hong Kong and Korea is 65 (46, 47). There are a number of 

factors which are resulting in increased elderly population all across the world; among 

these reasons one of the main factors is the low fertility rate. Taking care of the older 

persons has been the responsibility of the family in many Pacific and Asian countries 

up till now. But it has been observed that the population of the oldest age group- 80 

years and above is increasing and an increase of 0.52% has been determined from 1990 

to 2012 and it is predicted that by 2050 the population of elderly people will increase 

to 4.4%; among this population women are present in majority because of their longer 

life expectancy. The government is now thinking of taking some measures because of 

the increased elderly population as well as the changing economic and social conditions 

of the people.   
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A wide diversity in social and health care is provided in the Long-term care to the 

elderly people who are unable to take care of themselves for a long time. The facilities 

and services provided by the long-term care include ADLs and IADLs like dressing, 

bathing, taking medication, dealing with daily chores, feeding, walking, using 

bathroom, shopping and also palliative care and nursing. In order to maintain the quality 

of life and health and the involvement of the old people in different activities it is 

necessary that the support and care being provided to them is proper and such that it 

develops confidence and independence in the older people.    

 

In the countries of Pacific and Asia family care is the foremost care for the elder people 

and then community care is present as an alternative care for the people. Long-term 

care for the old people is primarily provided by the family members among whom the 

dominant care providers are children and the spouses. Community care can be provided 

by volunteers offered by organizations like Older Persons Association (OPAs), which 

are developed by the community and they provide home services for the old people and 

also by community day care centres. Government bodies and local hospital have 

minimal participation in providing volunteers for health care.  

 

As the demographics of the region are changing, women are increasingly getting 

involved in the labour market and greater internal migration is taking place it is 

gradually becoming very difficult for the family members to provide the necessary 

long-term care for the elder people. In this region women live longer than men and 

women are responsible for giving care to the children grand children and spouses and 

also many older women live alone as compared to old men and therefore women need 

someone apart from the family to provide them with the necessary care. Institutional 

care is also provided although it is not much common in the region. 

 

2.4.4 Long Term Care in Japan 

 

In the year 2000, Japan introduced a long-term care insurance system for the 

people with age 65 and above depending on their mental and physical condition. The 

insurance system was developed with the tag line ‘from care by family to care by 
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society’. The motto behind the development of such a system was to provide home care 

and institutional care to every elderly people and also to avoid and reduce 

hospitalization of the elderly people and help in everyday life activities (48, 49). 

Initially, the long-term care and medical care were separate provisions but now they 

have amalgamated and this has impacted on the policy. The insurance act given by the 

Japanese basis on two basic ideas which are, community based care and integrated care. 

As the name suggests the main focus of the act is on community based integrated care. 

Secondly, the insurance act targets long-term care also. Since the population of elderly 

people is increasing, the costs required to maintain and provide them care also 

increases; therefore the act demands more money to ensure the proper care of the elderly 

people (50, 51).   

 

Basically, long-term care insurance system is under the control of municipal 

administration. They had started the long-term care services in order to improve the 

human welfare services and to serve humanity in a better way. The municipal 

government had been doing many projects for human welfare and it had also made 

‘community plans’ for old age people. Additionally, for helping the self-employed and 

jobless people, municipal government is also providing the national health insurance 

plan. All these services for human welfare and betterment of society had made the 

municipal government the best candidate for starting long-term care insurance program 

(52). However, home-based care can never replace the value of institutional care (49).  

It has been found that some dishonest care managers persuade users to get services 

which are not essential but productive for the managers. The system needs to improve 

its administrative management standards to avoid these kinds of disgraceful acts (53).  

 

In the long-term care reform of 2005, the long-term care insurance services were 

expected to be integrated with other essential care resources locally (51). The 

community general support centre was also expected to work as an influential 

coordinator. However, the outcomes were not as good as expected and the centres could 

not manage to perform the coordinating services effectively. The district five-year 

health policies were drawn up in the late 2000s by the prefectures. One of such five-

year plans of the financial year 2013 mentioned that the home-based medicinal care 
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should include achievement targets along with interlinking them with the long-term 

care insurance strategy (54). The idea of the 5-year fitness policies is to amalgamate 

different providers like rehabilitation hospitals, home-based care, prime care 

professionals, long-term care services and the acute care hospitals (51). Financial 

motives were also provided to take in these strategic plans. The novel fees formation 

encouraged the domestic medical treatment and the early release of old patients from 

hospitals, under the medicinal insurance. 

 

The novel fees raised the recompense of doctors advising the care managers in domestic 

care and it supported the care manager’s synchronization in hospital release support. 

Model projects have been employed to coordinate different ways of home-based 

medical care in approximately 105 localities countrywide. These projects coordination 

is based on clinics, local hospitals and other medical institutions on contrary to be based 

on common community support-centres. The foundations are crewed by knowledgeable 

medical care and long-term care specialists. The crew facilitates the calm hospital 

release by introducing information sharing between the prime care professionals and 

the hospitals, teaming up with the community general support centres and keeping track 

of new sources of supply that can help in more collaboration (55).  In the year 2012 the 

monetary plan to support community initial steps for home-based medical care was 

raised to 20 times that of the past year(56). 

 

It is recommended by the Japan’s expertise in community based care incorporation that 

this project requires the insertion of informal mutual assistance, amalgamation of 

medical and social care, managerial constraints on profit-seeking and conformity 

between setups with various geographical spheres. Overall, Japan’s LTC policies for 

the senior old age citizens focus on to create versatile care integration in local 

communities. They not only revere the value of the flow of elder’s life in the community 

but also the economy of all such steps. Empirical examinations are mandatory to find 

out the usefulness of all such initial steps. 
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The most significant ingredients of long-term care system are the LTC deliverance and 

finance, these major ingredients formulates other components like the dealings of 

quality of care and the LTC workers.  

 

2.4.5 Long term care in China 

 

China has existence of both the informal and formal care, with the informal 

typed care as delivered by the family members being the major LTC source (57-59). 

Numerous particular LTC services in China are delivered in communities (like adult 

day-care centres and community service centres), in institutions (like old age care 

centres and nursing homes) and in houses (like the care as given by the relatives). Such 

services have inadequate reach in less developed internal provinces and in rural areas; 

however, variety of services exists and are constantly progressing in more developed 

provinces and in urban areas  (60, 61). Even if many organizations are delivering 

specific types of LTC services in various forms, there exist no national financing and 

delivery scheme in China. 

 

Government along with some NGOs and private investors had recently been funding 

and operating institutions. Aged adults institutes like aged specific apartments, nursing 

homes and additional community benefit organizations provide the institutional LTC. 

However, these institutes are less in number and are insufficient to meet the present 

LTC requirements and there is an inequity between the care requirements and its 

supplies (60). Realized by the Chinese Government about the inadequate public 

resources for institutional care expansion, it has raised plans to promote foreign as well 

as private investment in constructing elder care centres and nursing homes, this has 

resulted in a fast growth of elder care centres in urban regions recently (61).  Since the 

government funded institution’s eligibility criteria is not applicable to privately 

possessed institutions, the major element to get admitted into such institutes is the 

paying capacity, as the institutions are comparatively far more costly than government-

funded institutions. According to common perception, these privately possessed 

institutions mainly serve aged people from highborn families. 
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Recently, there is a good development in private nursing homes of urban localities in 

comparison with the fast development of LTC requirements; still the LTC institutional 

expansion is quite slow. Around 6% or 11 million “entirely disabled” old people are in 

institutional care requirement (62, 63). The number of elder care institutions by the late 

2010 was 39,904 with merely 3.2 million beds (, this shows that it was 26.5 beds per 

1,000 aged adult (on contrary there are 44 beds per 1,000 aged adults in U.S). Even 

though many of the disabled elders never approach any nursing home for many reasons, 

still then the 8-million gap between the number of “entirely disabled” aged Chinese and 

the number of beds is enormous. 

 

Mostly the elders having social problems like no child, no or low income, no relatives 

to support them are institutionalized (57, 64). Government funded institutions usually 

have austere admission criteria called the ‘5-nil criteria’. They chiefly serve poor aged 

adults (65). It has been a tradition in China that the family members particularly the 

women are responsible for taking care of the elderly people and this tradition is 

expected to continue in the future as well. China does not have any public funded 

national health insurance program to provide long term care to the elderly population 

(62) . Majority of the families have to bear the LTC expenses through pensions, 

remittances from adult children, out-of-pocket expenses, retirement salaries, and other 

sources. Due to the lack of social safety in China, the people of China have the highest 

household saving rate. According to Feng (61) people’s expectation from the 

government to provide elderly funds is minimal. Only a few private insurance plans are 

available that provide the people with LTC services but these plans are way expensive 

for the low and medium income families to buy. It has been found out that the farmer’s 

income is not even one third of the earning of an urbanite and therefore the elderly 

population of rural areas is unable to buy these expensive insurance policies which 

provide LTC services. 
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2.5 Ageing and Disability in Thailand 

 

2.5.1 Brief information  

Since 1970, Thailand has experience a sharp decrease in the fertility rate. The 

rate was very high in the past, amounting to 6.48 births per woman in 1960-1964 (66). 

It decreased to 1.82 in 2000, which is below the replacement rate. This phenomenon is 

a result of the different population policies in two periods of time. Before the 1960s, 

the policy aimed to increase the number of population. However, since the 1970s, the 

family planning program has been implemented to control the number of population. 

Due to advances of medical knowledge and innovations, Thai people live longer these 

days. The life-expectancy at birth increased from 50.7 years in 1950-1955 to 73.6 years 

in 2005-2010. The life expectancy of women is higher than that of men in all ages. Thai 

ageing index showed an increase from 8.38 in 1980 to 23.44 in 2000 and is further 

expected to reach 55.77 by 2020 (67). Aging of population has now caused a worry.  

 

In the years 1950-1955, the life expectancy at birth was low at 50.7 in Thailand which 

was increased to 63.6 in 1975-1980 and 73.6 in 2005-2010 (68) (Figure 2.3). In the year 

2050 the expected life is 79.5 years. Statistical analysis has revealed that females have 

better life expectancy than males and this is currently 77.1 and 70.2 years for women 

and men. This increase in life expectancy can be due to the development of modern 

medication and techniques due to which disease can be detected and cured in the earlier 

stages.  

 

Almost half of the elderly Thais were suffering from any chronic diseases.  The 

prevalence rate of chronic diseases is higher in women as compared to men among old 

age Thai. In 2011, 41% respondents perceived their health as ‘medium”, 38.0% as 

‘good’ and 4% as ‘very good. Moreover, only 14% respondents reported their health as 

‘not good’ and 1.0% as ‘not good at all’. Vision problems are more widespread as 

compared to hearing issues. The problems increase with increase in age and are 

common in women and in rural populations as compared to men and urban population.  
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Figure 2. 3 Fertility decline and Increasing Longevity, Thailand 1950-2050 

Source: United Nation 2013 (68) 

 

 

 

In addition, the household size in Thailand declined from 5% in 1986 to 3.6% in 2011 

(69). This phenomenon is reflected the exchange relationship between the elderly and 

their children. The elderly living in one-generation households increased from 19% to 

31% between 1994 and 2011 (69). The skipped generation households are another 

important trend has been increasing. This trend has increased between 1990 and 2007 

from 2.34 per cent to 7.18 per cent. The skipped generation households entail a very 

high risk of living in economic privations because grandparents and grandchildren are 

either not or less economically active when matched to other living arrangements. Thus, 

this situation poses a serious threat.  At present, nevertheless, over one-third of Thai 

senior citizens live in three-or-more-generational household setup. 
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Different saving behaviours are observed in different living arrangements. Two-/three-

or-more-generational households tend to save more than the one-generational 

households. Households having very young or very old heads save less.  Nowadays, 

more old people contribute to the economy by working. Before 2009, 80% of 

respondents relied on their children for income. Later in 2011, the percentage of older 

that depend on their children’s income was a bit lesser as compared to the proportion 

that received Old Age Allowance (OAA) form government. Regarding formal income 

sources, pensions are cited by urban elderly more than rural elderly (12% vs. 3%). OAA 

is cited by rural elderly twice than urban elderly (14% vs. 7%). Income distributions 

have shown a variety due to gender, residential area and age. The ones aged 70 and 

above, rural elderly and women have shown lower incomes while individuals in 60s, 

urban people and men have shown greater percentage for higher income groups. 

 

Both 2007 and 2011 SOP showed a greater proportion of respondents rated their income 

as satisfied or more satisfied. The houses constructed from non-permanent material was 

low as 6% in 1994 and further decline to 1% in 2011 (69). The older persons using a 

toilet sit was as low as 10% in 1994 that has dramatically increased to one third by 

2011. The biggest change is the usage of piped water that was below one third in 1994 

and has jumped to 80% by 2011 (69). 

 

Working persons’ percentage aged 50 and over, the overall level conceal big 

distinctions by age. The pattern that proportions of men and women having had worked 

in the previous week drops moderately with age. It is observed that slightly more than 

half of the people aged 60-64 worked in contrast to below one-fourth of ones aged 70-

74 while the ones aged 80 and above still working were 6%.  Among all of the age in 

older-age span, more men than women probably worked in the past week with 

comparative differences in ever age group.  The elderly in agricultural sector tend to 

work for longer than the ones in formal sector. 
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2.5.2 Limitation and Disability in Thailand  

 

Aging also hinders the routine activities and makes it difficult for the patient to 

practise routine activity i.e. self-care tasks commonly known as activities of daily living 

(ADLs). Some other tasks which person carries on his own known as instrumental 

activities of daily living (IADLs) are also impacted. IADLs can be delegated to 

someone also and cannot be carried out homogeneously by everyone themselves, unlike 

ADLs. Few of the IADLs are responsible for working within a community rather than 

functioning in a home only. With the increase in the functional restrictions and ADL 

and IADL the difficulties are elevated which increases the demands for the caregivers. 

 

In Thailand, questions were included in 2011 SOP regarding the four potential 

functional restrictions as well as potential problems with seven ADLs and three IADLs. 

For every question the participants were inquired if they had any difficulty in 

performing their tasks themselves. Their response was noted in form of three categories 

which are: unable to do at all, can perform little activity but with the assistance of 

physical aid and cam perform without any hindrance nor require anyone’s help. The 

results are summarized in table 2.3. 

 

In total, one third reported having one of four functional limitations.  At least one of the 

difficulties along with ADLs were reported for 4% or the participants and IADL 

difficulty was reported by a fourth. 30% of people reported functional restrictions and 

they were not able to lift 5 kilograms by themselves. However, very less number or 

individuals (only half as many or less) reported that they had difficulty while using 

toilet still 3% showed problems in carrying out this task. 25% with respect to IADLs 

reported difficulty with the transportation but 10% indicated difficulties in counting 

change or having the medicines without the help of others. For the cases which compel 

functional restrictions, ADLs and IADLs nearly 40 % of the elderly people show 

problems with any one of them. 
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Table 2. 3 Functional limitations, difficulty with activities of daily living (ADLs) and 

difficulty with instrumental activities of daily living (IADLs), among persons 60 or 

older by age, gender and area of residence, 2011 

 

 

  age Gender Area 

 Total 60-69 70+ Men Women Urban Rural 

% with functional 

difficulties 

       

Lifting 5 kgs 29.2 17.1 45.7 20.5 36.0 31.2 28.2 

Walking 200-300 meters 15.7 7.4 27.0 11.6 18.9 16.5 15.2 

Squatting 12.7 6.3 21.3 9.4 15.2 14.4 11.7 

Climbing 2 or 3 stairs 11.9 4.9 21.5 8.5 14.6 12.6 11.5 

Any functional 

difficulties 

32.9 20.0 50.6 23.8 40.0 34.6 32.1 

% with ADL difficulties        

Using toilet 3.1 1.2 5.6 2.5 3.5 3.9 2.6 

Bathing 2.9 1.2 5.1 2.4 3.2 3.7 2.5 

Putting on shoes 2.8 1.2 5.1 2.5 3.1 3.6 2.4 

Dressing 2.7 1.2 4.8 2.3 3.0 3.5 2.3 

Grooming self 2.6 1.1 4.6 2.4 2.7 3.2 2.3 

Wash face/brush teeth 2.4 1.0 4.3 2.2 2.6 3.2 3.0 

Eating 2.2 1.0 3.8 1.9 2.4 2.7 1.9 

Any ADL difficulty 4.1 1.9 7.1 3.5 4.5 5.1 3.6 

% with IADL difficulties        

Using transportation 24.0 11.0 41.9 17.5 29.1 24.1 24.0 

Counting change  10.6 4.1 19.6 7.9 12.7 9.5 11.2 

Taking medicines 9.3 3.6 17.1 7.2 10.9 8.8 9.5 

Any IADL difficulty 25.5 12.2 43.8 19.0 30.7 25.2 25.7 

% with any functional, 

ADL or IADL difficulty 

listed above 

37.7 23.5 57.3 28.4 45.1 38.3 37.4 

Source: 2011 SOP    (69) 

Note: persons with functional, ADL or IADL difficulties include who cannot do the 

task at all and those who can do it only with someone else’s assistance or with an aid. 

 

 

 

Beyond any doubt factors like age and gender are linked with the functional limitation 

and complexity with ADLs and IADLs. People who are over 70 years of age are more 

prone to these problems in contrast to the individuals in their 60s. Moreover, it was 

clearly expressed that females tend to show more difficulties than men when they are 
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asked to perform a similar task. Area of residence do not play a predominant role in 

alteration of function but it is generally believed that older people or rural areas show 

less functional restrictions than the residents of urban areas. 

 

Less than one-fifth of the persons between 60 to 64 years experience problem with any 

of the tasks, this will show a steady increase as the age progresses.  Out of individuals 

who are 80 or elder than that, more than one fourths show restrictions with one or more 

tasks. A parallel steep is noted in both the functional limitations and IADL difficulties 

are more prevalent whereas ADL issues show a little incline in persons less than 75 

years. For the individuals aged 80 years and above, around 17 % experience difficulty 

with at least one ADL.  Functional limitations of any one kind were noted in 40 % of 

the individuals; on the contrary one fifth have all four. Out of the proportion of the older 

person who have problem with ADLs, approximately 45 % have difficulty with all the 

seven issues which were inquired about and only one fourth had faced only one such 

difficulty. While considering IADLs almost half showed problems with only one out of 

three issues whereas, one fourth indicated problems with all the reaming three tasks. 

 

2.5.3 Long-term Care in Thailand 

  

Thailand started to consider ageing as a serious issue in 1980s. The awareness 

rose regarding ageing in the World Conference of Aged Population by the United 

Nations which gave rise to the First National Elderly Council of Thailand was 

commenced in 1982 (Table 2.4). The First National Long-Term Plan for Older Persons 

(1982-2001) which tended to design path for the life quality of elderly persons by 

providing guidelines for their treatment was also introduced in the same year. In the 

year 1991, the elderly rights were put forward in front of World Assembly by the United 

Nations which needed following of the Member States. Few years later, in 1997 older 

persons were highlighted for the first time in the Constitution of the Kingdom of 

Thailand. Articles 54 and 80 hold government responsible to take care of the less-

privileged citizens aged 60 and above. The constitution further binds the government 

to work for the good of disabled and poor along with the older citizens in an attempt to 

make sure that the particular citizens mentioned live a standard and stable life (70). 
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Table 2. 4 Timeline of activities regarding Ageing Population in Thailand, in relation 

to the UN activities 1980-2011. 

 

 

year Activities in Thailand Activities of United Nations 

1982 First Elderly Council in Thailand World Conference of Aged 

Population 
 The First National Long-Term Plan for Older 

Persons (1982-2001) 

 

1991  UN World Assembly 

Recognized Elderly Rights 

1993 Introduction of the Elderly Monthly 

Allowance (200 Baht/month, targeting 20,000 

persons) 

 

1997 New Constitution of the Kingdom of 

Thailand, with two sections devoted to the 

elderly 

 

1999 National Committee of Senior Citizens UN International Elderly Year 

 Declaration of Thai Senior Citizen WHO introduced the concept of 

Active Ageing 

 Expansion of the Elderly Monthly Allowance 

(300 Baht/month, targeting 400,000 persons) 

 

2000 Older Persons’ Brain Bank  

2002 The Second National Long-Term Plan for 

Older Persons (2002-2021) 

UN Second World Assembly on 

Ageing; led to Madrid 

International Plan for Action on 

Ageing 

2003 Elderly Act B.E. 2546  

2005 Healthy Thailand; one component focused on 

promoting health of the elderly 

 

2006 Sunday, the Family Day to promote family 

relationship nationwide 

 

2009 The Elderly Monthly Allowance for  all 

people aged over sixty years of age (500 

Baht/month) 

 

2011 The Elderly Monthly Allowance for  all 

people aged as following 

Age 60-69 receive 600 Baht/month 

Age 70-79 receive 700 Baht/month 
Age 80-89 receive 800 Baht/month 
90 + receive 1,000  Baht/month 

 

 

Source: Adapted from Table 1 in Jitapunkul and Wivatvanit (2009, p.63).(70) 
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The importance of elderly was further highlighted in the year 1999 which was tagged 

to be the International Elderly Year by the United Nations. In the same year, a 

permanent committee called as National Committee for Senior Citizens was introduced 

in Thailand which aimed to apply elderly related policies. Individuals representing a 

number of non-government organisations, departments, ministries and public as well as 

private sector are members of the committee. The year 1999 is further marked by the 

Declaration of Thai Senior Citizens. It shows great responsibility and concern of the 

Prime Minister and all political parties to enhance the living standards of Thai senior 

citizens as well as to safeguard their basic living rights. 

 

In the year 2002, there appeared the Second National Long-Term Plan for Older 

Persons (2002-2021) that aimed to enhance the previous plan and further tended to 

address the United Nations’ Madrid International Plan for Action on Ageing. The 

central aims of the Plan are to make Thai people aware of the worth and value of the 

elderly as well as to ring a bell for Thai people to realise the importance of ageing and 

the measures needed to address it. With communities, families and private and public 

figures at the back, Thai people need to consider the ageing quality. The second plan is 

further explained with the help of central domains and basic activities in Jitapunkul and 

Wivatvanit (2009)(70).  

 

The second plan is distinct from the first one because it focuses on the needs of the Thai 

ageing population while the first plan was introduced just to address the questions raised 

by United Nations regarding ageing consciousness. Public hearings were organised in 

each of the four regions as well as in Bangkok to highlight the demand of Thai elderly. 

The second plan is said to be more focused and successful as compared to the first. The 

reasons for second plan’s success are well-explained and extensive plans and objectives 

and the proper strategies to measure performance levels that the first plan lacked as 

highlighted by Jutapunkul and Wivatvanit (2009)(70). These reasons paved the way for 

second plan to gain broader success and retained the restrained the first plan to achieve 

ultimate success.  
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The year 2003 brought to light the new Elderly Act B.E 2546 in which the rights of 

Thai elderly are highlighted. The services to be provided to the senior Thai citizens 

aged 60 and over as per the Act are security in residential buildings, health and medical 

benefits, discounted transportation charges, aids for deserted, illegally exploited and 

abused persons, important facilities and clothing, vocational training, waived admission 

fees at state attractions, participation in community and social activities, consulting and 

counselling for legal matters or family disputes and aids and allowances as well as 

support to organise traditional funeral (71). The Act further provides income tax 

deduction to a wealth or asset donators to some foundation and b) supporters of aged 

parents who aren’t earning much to support themselves.  

 

The Elderly Act B.E. 2546 and the Second National Long-Term Plan for Older Persons 

(2002-2021) are currently in practice. To respond to the Plan and the Act, various 

activities and projects have been organised especially for the betterment of elderly. For 

instance, in the year 2005, Healthy Thailand had to be promoted as a national agenda 

so that people of Thailand show their capabilities in spiritual, social, mental and 

physical constituencies. The aim is to ensure a happy and peaceful life of elderly in 

communities and the families. Family relationships have been give mere consideration 

by the Ministry of Social Development and Human Security. Thai culture ensures the 

significance and happy living of a family where the family members live together and 

thus support each other. A campaign known as Sunday, the Family Day is another step 

since 2006 towards strengthening family bonds and thus developing love, care and 

strength among family members. The projects and activities regarding Thai elderly 

people are further explained (71) (72). 

 

The LTC Committee headed by the Ministry of Public Health Permanent Secretary was 

formed by the National Commission on Older Persons in 2009. In 2011, an Action 

Strategy on LTC (2011-2013). Social and economic matters and health that sought to 

be executed by the concerned parties or line ministries are covered by the plan. A sub-

Committee on lasting care to establish a lasting care system for needy elderly people 

was established by the National Health Security Board on March 11, 2013 (73). 
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Nonetheless, the office of the National Health Security is not authorized for direct 

control of LTC. 

 

 

2.5.4 Service care delivery 

 

Thai society is arranged on the premise that youngsters would care for 

their elders. This has helped the Thai government in not having to concentrate 

specifically towards ensuring the availability of basic services for the elderly, since the 

younger generation has been traditionally doing this. Thus, the only long term service 

the government seemingly provides the elderly is in the form of constructing a network 

of elderly homes for the poor, and those who have no family to take care of their needs 

and requirements.  Overall, elderly care in Thailand constitutes two basic categories, 

stated in terms of homes for the aged, and nursing homes for the infirm, explained as 

follows.  

 

2.5.4.1 Home for Aged/Residential Home 

 

The first ever government initiative in this regard was the 

Bangkae Home for the Aged, founded in 1953 in Bangkok. It started off being within 

the purview of the Department of Public Welfare and Social Services, Ministry of 

Interior, but was subsequently taken over by the Ministry of Social Development and 

Human Security (74). Since then, multiple initiatives have been undertaken in this 

regard, and today there are some 25 public residential homes for the poor and elderly. 

As of 2007, 12 of these institutions were being managed by the Ministry of Social 

Development and Human Security while the remaining 13 were under the guardianship 

of the Ministry of Interior. Residential homes have been designed in various ways. 

Therefore, they could include options for the inhabitant designing his individual 

independent unit and spend his life there, or they rent a single room within a commune. 

Nevertheless, a factor considered while designing the houses was the extent of care it 

could provide to inhabitants, and the affordability of the targeted segment of the 
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population, with public residential homes generally benefiting the poor, the homeless 

or those without any care-giver in society. Nevertheless, there are still deficiencies in 

the extent of long-term care options, and a residential home for the elderly is considered 

to be more associated with social welfare concepts rather than something which is the 

responsibility of the state.  

 

2.5.4.2 Nursing Home 

 

Generally, the standard options available in this regard are in the 

private sector. A telephonic survey within Metropolitan Bangkok accounted for some 

19 nursing homes and 5 long-stay hospitals. However, of these only 8 were found to be 

registered with the Medical Registration Division (MRD), Ministry of Public Health 

(75). The institutions were all independent units, in the private sector, and were drawing 

no assistance from the government. Since the Medical Registration Division (MRD) 

has yet to state a formal nursing home category within its classifications, therefore 

concepts of long-term care has yet to be defined and explained upon by the government. 

A few hospitals have allowed for the long term care of the infirm and elderly, defining 

a long-term care units within their premises. Others have converted an apartment or a 

residential unit into a nursing facility, a trend generally observed in urban areas. Such 

establishments would not necessarily have formal designated living areas, or prescribed 

formal safety regulations. Since these nursing home were all in the private sector, their 

admission criteria generally included the inhabitants having no communicable diseases, 

and being able to bear the associated costs of the establishment. While the general trend 

in Thai society was for the younger generation to care for their elders, if the care-givers 

were themselves employed and unable to personally look after the old, they are apt to 

hire care assistants from care agencies to fill the gap.  

 

2.5.5 Services Provider by Public Sector 

Government funded facilities for the old and the infirm currently 

include residential homes, generally targeted for the population segment whose are 

below the poverty line, and have no caregivers left (Bureau of Empowerment for Older 
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Persons, 2008) (74) . However, as their health deteriorates over the passage of time, 

they are increasingly more in need of nursing facilities than just residential homes.  

 

Although a significant percentage of the older population 

increasingly require nursing facilities, there are unfortunately no dedicated nursing 

facilities available in the public sector. Sasat & Purkdeeprom (76) are of the perspective 

that even though formal nursing facilities are not available, but nevertheless a more 

intensive degree of care can be provided within a residential home to a certain extent. 

A corresponding study by Choowattanapakorn, et al. (2007) (77) concluded that 

residential homes had to factor-in handling multiple health issues amongst its residents, 

including chronic illnesses, dependency, and post hospitalization complications. In 

coordinating the aforementioned, the homes often have to cope with shortages of health 

professionals within their staff, including the likes of nurses, physiotherapists, and 

occupational therapists (78). This indicates that the residential homes are often manned 

by non-specialized staff, and a seemingly perennial shortage of men and equipment 

which could bring into question the kind of facilities provided at residential homes, 

especially for residents requiring specialized care and support. It also needs to be kept 

in perspective that the limited facilities provided are just seemingly restricted to current 

residents, although there are many more individuals in need of such services. Therefore, 

there is an urgent need for the government to do more in this regard, and provide more 

services for the older segment of our population.  

 

 

2.5.6  Services Provided by Private Sector 

 

All permanent nursing care facilities in Thailand are in the 

private sector. The government has yet to formally recognize nursing homes as a 

distinct classification, which is why the current facilities are registered as simply being 

medical institutions for chronic illnesses. Such a classification require the facilities to 

maintain independent out-patient departments, pharmacies, emergency rooms and 

related facilities. Large sized nursing homes would need to be registered as private care 

medical institutions. Hence, it is difficult to clearly delineate the number of nursing care 
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facilities for the elderly from amongst the more than 400 registered medical facilities 

in the country (76). 

 

A limited survey of 76 elderly care institutions by a 

gerontological nursing student from Chulalongkorn University (2006) (75) concluded 

that there are some 19 nursing homes, 5 dedicated long term care units for the elderly 

within hospitals, 17 care homes and agencies sourcing dedicated services for the elderly 

and a single temporary residential home. The remaining institutions were found to be 

service agencies catering to this sector, training institutions for professions and the 

related. It was also concluded that of the 19 institutions designated to be nursing homes, 

only 8 of them were recognized by the Medical Registration Division as chronic care 

institutions (75). Further, of the 17 institutions identified to be either personal care 

homes or agencies sourcing services for this sector, 8 of them were found to be 

registered with the Ministry of Commerce, 8 with the Ministry of Labor and the 

remaining institute was found not to be registered at all.  

 

The requirement for institutional care as a complement when 

needed was pin pointed by policy makers; despite of its expensive costs concerning 

home-and-community enhanced care, as in their knowledge, it demonstrates 

impractical to depend on just family care givers plus volunteers.  

 

The last section below entailed the execution of current 

guidelines on area-based care of elderly people in Thailand, with more emphasize on 

the model of Lamsonthi district. 

 

2.5.7  Community based care 

 

As most of the people take care of their elders at home, 

consequently, the Second National Long-term Plan for older people focused on taking 

measures to help take care of these people at their own homes in the community. Lately, 

the assistance programs have been increased in order to help the elderly after they have 
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been discharged from a public hospital. That is because it had been established that the 

elderly will need measures so that proper care shall be taken. For the elders and 

handicapped, setting up community and home-based services is pretty essential. Among 

all the other services that have been established, an ambulance had been allotted at the 

disposal of the patients, in the tertiary care hospital settings. Apart from that, timely 

home visits for the handicapped or the patients who had been discharged from the 

hospital, were set up; although this couldn't be carried out for long. Thus, it could not 

have been labelled as true home health service. 

 

During the 1990s, although, the MoPH proposed an idea of 'Home Health Care', it 

wasn't carried out as planned. It was supposed to have a team consisting of a physician, 

nurse, social workers and physiotherapist so that they could stop by, at the patient's 

house to check in. Few services which allowed the community curative care of the 

elderly if they were suffering from a chronic disease, were all what came into being 

despite everything that had been thought. This too, didn't involve any rehabilitation 

programme. Less than one third of the elderly population have been visited by these 

health caregivers at their homes. This statistical analysis had been done during a survey 

held by Government's health services.  

 

For the betterment of healthcare of the elderly, 26 hospitals introduced a new project, 

under the Ministry of Public Health in 2005, known as HHC i.e. the home health care. 

It provides risk prevention, health promotion, treatment or rehabilitation. This all is 

done solely for the purpose of helping and enhancing mental and physical health of the 

elderly and be a channel through which old people can be looked after in the 

community. 65% of the community hospitals are known to cater home-based health 

care services. Similarly, most of the central and provincial hospitals in all the provinces 

practice the policies of this project. On the downside, despite everything, the palliative 

care for the weak old people is under-developed and hasn’t been able to claw its way 

into the hospitals as yet, along with the community rehabilitation. 

 

In Thailand, (Chiangrai, Nonthaburi, KonKaen, and Surathani provinces) different 

regions have been chosen to introduce a new four year project by MoPH (2007-2010) 
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i.e. “Community-Based Integrated Services of Health Care and Social Welfare for Thai 

Older Persons”. By the help of intersectional co-operation between the two chief 

ministries, a model is to be formulated regarding the care of old people in the 

community. Apart from that, the local authorities and the elder people themselves will 

play a part in making this work; volunteers are also appreciated. On the other hand, in 

Bangkok metropolitan areas, a new model was designed known as, "The Bangkok 7 

Model". By merging the health care and social services, the model of community 

service has paved a new path. 

 

 

Lamsonthi model-an area-based development on community-

based long-term care 

 

In Lopburi Province, at Lamsonthi District, a community-based 

LTC structure has been created, which projects to evade the revisits to medical centre 

and to conquer a shortage of family care-givers for needy elderly people and younger 

persons who need lasting care, for instance persons with disabilities. A partnership 

between Lamsonthi District Hospital and the Local Administrative Organisations 

(LAO) has founded a synchronized medical and social care system. Lamsonthi District 

Hospital plus the community medical centres or local health support hospitals offer care 

management plus technical support.  The care team comprises care assistants where 

most of them are rural health volunteers. They have on-the-job training as well as 

training on basic medical care for elderly people. LAOs offer their unassuming monthly 

salaries of THB 5,000 equivalent to $155. They are charged with (1) supporting patients 

to take drugs; (2) organizing proper positions in bed; (3) crucial sign taking; (4) 

enhancing Activities of Daily Living (ADL) such as dressing, showering, relocating  

and eliminating; (5) helping in rehabilitation; (6)mental health assistance such as 

chatting with them, reading articles to the patients; (7) harmonization with relevant 

parties; (8) offering general advice; (9) household tasks such as making the bed or 

dusting the house. 
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When volunteers or care assistants notify the community of 

cases or when a plan for discharge is made, arrangements for LTC services are made. 

The hospitals or the health centers in the community assess the needs of the LTC. A 

further diagnosis is carried out after the results of the assessment are released. The 

district hospitals’ multi-disciplinary teams develop a care plan. The multi-disciplinary 

team includes the psychologist, nutritionist, therapist, doctor, occupational therapist, 

family nurse and the plan and data officer. The multi-disciplinary team supervises the 

care assistants who provide community based care and they are also responsible for the 

provision of technical support. Social and health care are some of the services offered 

where the national health security funds these health care services.  On the other hand, 

LAOs, volunteers’ contributions in kind and charity funds finance the social care 

services.  Volunteers and home carers should cater for the varied older persons’ needs 

according to the LTC policy of Thailand. Currently, the district of Lamsonthi is able to 

overcome the challenge of family carers’ shortage due to the use of care assistants who 

are paid. This is a clear illustration of social and health sectors collaboration. This aids 

in reducing the gaps of service and enables practical ageing process. However, the 

district of Lamsonthi is not linked to other health centers from other districts. This 

makes it hard for them to make a follow up of their patients who sought treatment 

outside the district. Although social and health care has been provided quite effectively, 

the quality of these services is not assured since there are no standards agreed upon on 

how operations and training of care assistants should be carried out. 

 

The maintenance of the communities’ population’s well-being became a responsibility 

of the LAOs after the policy of decentralization was passed. The LAOs are however 

not allowed to implement or finance programs fully.  These programs include issues 

related to staffing. LAOs are not part of the regulated list although they carry out care 

assistants’ employment using alternative lines of budget.  For the provision of older 

persons’ social services and critical welfare, there is a need to amend laws and 

regulation related to this. 
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2.6 Summary  

 

This chapter has reviewed the old-age disabilities which are central outcomes for public 

health and ageing. The prevalence of chronic diseases increases with older ages, as does 

the development of senescent changes that lead to frailty.  Requiring assistance or 

facing problems while doing one or many activities in daily living (ADLs) or 

instrumental activities of daily life (IADLs) is often used to describe old-age disability 

in many countries. 

 

ADL are basic and universal competencies of adulthood. All people need to accomplish 

ADL tasks; and people perform these tasks on all or most days. While the IADLs are 

household competencies, which typically include managing finances, going shopping, 

doing housework, doing laundry, using the telephone, and taking medicine.  The need, 

desire, and training to perform IADL tasks vary by gender, education, health status, 

lifestyle, and culture.   

 

Over the years these measures have made their way onto national surveys and studies 

in which older adults, typically, in a community setting, are asked to self-report their 

level of difficulty or need for help or use of help with daily activities. However, there 

are many additional challenges related to these measurements such as the variation 

across questions in whether underlying or residual difficulty is being assessed; source 

of information (proxy report or elderly themselves such as children, spouse, relative 

etc.)  

 

The ICF and WHO disability conceptual model have broad acceptance worldwide, 

offers several advantages for public health and ageing. First, components can be 

expressed in both “positive and negative terms”, thus changing the dialogue from 

disability prevention and maximizing functioning. Second, it introduces the notion of 

participation in activities beyond those necessary for self-care (so-called ADLs) and 

domestic life (so-called IADLs). Last, there is an explicit role for environmental factors 

of central interest to public health, including services, systems, and policies in filling 

the gap between capacity and performance. 
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Owing to the increasing amount of elderly population falling prey to growing chronic 

diseases burdens, long-term care for disabled elder citizens is now considered as a 

pressing dilemma among developed countries, for instance; Organization for Economic 

Co-operation and Development or OECD, and even more in developing countries. 

There is an escalating distress regarding the capabilities of current LTC systems to keep 

up with the increasing amount of elderly people and their necessities related to LTC 

services. It is anticipated that the fraction of people above 80 would increase three times 

around the globe in the next 40 years, as stated by (79). Similarly, the number of years 

that people estimate now to live with disability is escalating as the total number of older 

adults and the problem of diseases are not intensifying. This increases the possibility of 

people being helpless without LTC services. Among many countries, the systematic 

information regarding LTC requirement and availability is inadequate. According to 

OECD Francesca 2013 (23) across various countries, the central resource of LTC is the 

informal care supplied by family members and that mostly includes women. The 

inclination of elder people towards leading an independent life at home or the 

community for as long as they can, it is explained by their dependence on informal care 

to some extent. In many developing and developed countries, the dwindling size of 

families owing to the increase in low fertility and female contribution as employees 

leads to the conclusion that there are less family members capable of offering informal 

care to their parents. The formal care is anticipated to take the place of informal care or 

at least to some degree, taking into account the deteriorating accessibility of the latter. 

 

Thai population exhibits increase in total disability and long-term disability with 

increasing age.  Similarly as the risk of disability and chronic illness is expected to grow 

rapidly with increased longevity, no recent studies have been examined the risk factors 

of disability across country from 2002 through 2011. Moreover, it is unclear what need 

to be solved urgently in order to improve quality of life of elderly whose are in long 

term condition and how might Thailand develop a sustainable and feasible LTC 

delivery to address the growth in LTC needs over the next ten years? The next chapter 

will explore data sources and methodologies employed in this study. 
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CHAPTER III  

RESEARCH METHODOLOGY 

 

The focus of this chapter is on the sourcing of data utilized in this study.Based on 

different type of research questions, two different approaches have been used in this 

study. The first two research questions (RQ1 and RQ2) approached by quantitative 

method, which collected national survey data. This methodological are designed to 

ensure objectivity, generalizability and reliability. The descriptions of all these are 

described in detail in Section 3.1. While the last two research questions (RQ3 and RQ4) 

approached by qualitative method, which in-depth interview were chosen to collect the 

perceptions and attitudes regarding Long Term Care Policy in Thailand. In section 

Section 3.2, also, are the presentations of the procedures used in in-depth interviews 

and samples of the methods used in putting ideas regarding LTC together. 

 

 

 

Research questions Method 

1. What is the overall prevalence of elderly with six types 

of disability among the elderly in Thailand in 2002, 2007 

and 2011? 

 

Quantitative 

method (3.1) 

2. What are the risk factors of the elderly with six types of 

disability among the elderly in Thailand in 2002, 2007 and 

2011? 

3. What need to be solved urgently in order to improve 

quality of life of elderly whose are in long term 

condition? 

Qualitative 

method (3.2) 

4. How Thailand develop a sustainable and feasible LTC 

delivery to address the growth in LTC needs over the next 

ten years? 
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3.1 Quantitative study: Survey of Older Person 2002, 2007 AND 2011 

 

Research questions Objectives 

1. What is the overall 

prevalence of elderly with six 

types of disability among the 

elderly in Thailand in 2002, 

2007 and 2011? 

To examine the overall prevalence of the 

elderly with six types of disability among 

the elderly in Thailand in 2002, 2007 and 

2011. 

 

2. What are the risk factors of 

the elderly with six types of 

disability among the elderly in 

Thailand in 2002, 2007 and 

2011? 

To identify the key risk factors of the 

elderly with six types of disability among 

the elderly in Thailand in 2002, 2007 and 

2011. 

 

 

 

 

3.1.1 Data Source and Sampling 

 

Applying for access to microdata. 

A formal letter and research proposal to principals seeking permission access 

micro data of the Older Person Survey sent to the National Statistical Office (NSO) of 

Thailand (Appendix A.1-A.3). The asking permission was followed the principle 

procedure of NSO.  

 

Statistical Forecasting Bureau, National Statistical Office. 

The Government Complex Commemorating His Majesty the King's 80th Birthday 

Anniversary, Ratthaprasasanabhakti Building 2nd Floor. 

Chaeng Watthana Road Laksi Bangkok 10210 

Telephone:  0-214-17500 - 03    email: services@nso.go.th 
 

The NSO had conducted three cross sectional surveys in 2002, 2007 and 2011, and so 

there are three data sets. The prime goal of this survey to form a data base of 
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demographic, socioeconomic, health characteristics and living arrangements of people 

aged 50 years and over in Thailand can be represented nationally. To obtain this goal, 

a stratified multi-stage sampling technique was done by the NSO through allocating 76 

strata in 76 provinces of Thailand which were further classified based on administered 

classification into urban and rural areas. The blocks for municipal areas and villages for 

non-municipal areas were the main sampling units. The probability of selection depends 

on the number of households exist in a block or village. As illustrated in Table 3.1, a 

total of 5,796 blocks/villages were chosen in 2002 and 2011 while 5,793 blocks/villages 

were chosen in 2007. 

 

Secondly, the private household were sampled. There were 15 households including a 

person aged 50 years or older was chosen systematically from each chosen block and 

for the non-municipal area; 12 households were chosen systematically from each 

village. As shown in Table 3.2 consequently, in 2002 and 2011, 79,560 households 

were chosen for final sample and in 2007, 79,542 households were chosen for final 

sample.   

 

The interviews were conducted with the people aged 60 and above of elderly 24,835, 

30,427 and 34,173 people in the 2002, 2007 and 2011 Surveys of Elderly Thai 

respectively. It was covered by the survey of elderly in Thailand that a variety of 

demographic, socio-economic, health characteristics and management of people being 

at the age of 60 or above need to be there. This questionnaire is divided into following 

sections: 

 Age, Gender, Marital Status, Education, Number of Children, Income, Sources 

of Income and Reasons for not working are part of Demographic and Socio-

Economic Characteristics. 

 The health status included problems regarding self-related health along with 

daily living activities. 

 Type of living quarter, toilet type and location, bedroom and the living place 

of owner are included in the living conditions. 

 Co-residence and relationship with spouse, children and relatives, and material 

exchanges performing with children or others are part of living arrangements. 
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Through the questions on health of the aged in Thailand, the first indicator of the 

diseases and mortality in old age was the self-rated health. Another indicator for the 

disability in old age was the capability of doing activities in daily basis which is 

associated with the need for personal assistance. 

 

Since the surveys have almost the identical questions on health, then the availability of 

three cross-sectional data sets potentially present the capability to quantify the 

differences of health between three points of time while caution will require to be 

exercised. This will aid to predict and plan future health. 

 

Table 3. 1 The number of Primary Sampling Units (PSUs) in survey of 2002, 2007, 

2011 
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Table 3. 2 The number of private households in survey of 2002, 2007, 2011 

 

 

 

Primary sampling unit: blocks for municipal and non-municipal areas 

Secondary sampling unit: households which were systematically selected from listing 

of all enumerated households in each block/village. 

 

3.1.2 Data management 

 

Exploring the questionnaire and data dictionary in each year. Look up data 

dictionary which codes correspond to each response. Component of data dictionary 

include variable names, variable descriptions, variable types, response options and 

codes used to represent the response options. It is important to review the dataset to 

identify errors before beginning analysis. 

 

Step 1:  Identify how many records are in the database 

Step 2: Detecting and correcting missing, duplication records. 

Step 3: We detected outliners by examining descriptive statistics for each variable.  
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Step 4: We examined the data in each variable by conducting a frequency distribution. 

Review the individual variables and look for values that are out-of-range or 

inconsistent with other data in the record or where data missing. We use a 

command to show missing value. 

 

In this study we create a dummy variable for each dependent variables, if the elderly 

answer ‘not know’ we create it as system missing. 

For example 

compute b28e=b28. 

if b28e=9 b28e=$sysmis 

 

 
 

Step 5: Then created the same-name variables in the original files for each year,  

 

for example,  creating the name variables in 2007 and 2011  dataset 

 
2007  

If yr=50 studyyear = 2007 .  

if area = 1 rural = 0 . 

if area =2 rural = 1 . 

if b12 = 1 liveother =0. 

if b12= 2 liveother = 1. 

compute notwork =  c1r . 

compute incomelow = c25r . 

compute marr3level = a5Rrev . 

compute wgtpop3yr = wgt .  

compute wgtprob3yr = wtprob60up . 

 

if yr = 54 studyyear = 2011 . 

compute female =genderrfl . 

compute rural = arearfl . 

compute liveother = membersrfl . 

compute notwork = op14rfl . 

compute incomelow = op41rfl . 

compute marr3level = a10rflrev . 

compute wgtpop3yr = wgt_pop . 

compute wgtprob3yr =  wgtprobrsc60up . 
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Step 6: We rechecked by conducting a frequency distribution, the new variable must be 

the original name, for example, gender and marital status in 2011 data, the table 

below display the distribution of original variable name and new variable name. 

 

 

 
 

Step 7: Deleted original name from data set in each year 

 

Step 8: Before merging files on top of each other, the variables must be in the same 

order in all files. Then we use the merged file to analyse the data in this study. 

* open 2002 file then  merging  ALL 

ADD FILES /FILE=* 

 /FILE='D:\filename2007.sav'. 

EXECUTE. 

ADD FILES /FILE=* 

 /FILE='D:\filename2011.sav'. 

EXECUTE. 

 

New variable name original variable name 
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The health variables from the Survey of Older People in Thailand are obtained from 

the ability to perform activities in daily living as present in table below. 
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Table 3. 3 Health variables of ability to perform activities in daily living in each 

survey 

 

Can you perform these activities by yourself? (no, yes with aid, yes without aid) 

ID Activities Activities Activities 

 2002 2007 2011 

1 Eating Eating Eating 

2 Dressing Dressing Dressing 

 Bathing/toileting Bathing/toileting Bathing 

   Toileting 

   Shave/comb/fix up hair 

   Put on shoes 

3 Squatting Squatting Squatting 

4 Lifting 5 kg Lifting 5 kg Lifting 5 kg 

 Walking 1 km Walking 20-300 

meter 

Walk 200-300 meter 

5 Stairs 2-3 steps Stairs 2-3 steps Stairs 2-3 steps 

6 Bus/boat alone Bus/boat alone Bus/boat alone 

  Money management Count money 

   Taking medicine 

correctly 

 

From above table we get six activities queried all 3 surveys to use as dependent 

variables 

Activities Field name 

year 2002 2007 2011 

Eating G33 B28 Op104 

Dressing G34 B29 Op105 

Squatting G36 B31 Op111 

Lifting 5 kg G37 B32 Op112 

Stairs 2-3 steps G39 B34 Op114 

Bus/boat alone G40 B35 Op115 
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3.1.3 Dependent Variables 

Since three surveys have six the identical questions on doing activities. There 

are six activities in this study that determine disability status: eating, dressing, squatting, 

lifting a 5-kg object, ease of stair use and being able to travel by bus or boat. Survey 

participants in all three years (2002, 2007 and 2011) specified for each task whether 

they 

1) could not do the task at all 

2) could do the task with help 

3) could do the task without help 

 

We recoded these 3 responses into a dummy variable. Persons who could do 

the task without help were considered not to have the disability. Persons who could 

not do the task, or could do it only with help, were considered to have the disability. 

Then we recheck by conducting a frequency distribution. 
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3.1.4 Independent variables  

Table 3. 4 Independent variables in this study 

 
Variables  2002 2007 2011 Dummy 
Age 
 

 A2 A2 Age 
 

 

Chronic 
diseases 

categorical 
measurement 

Hypertension: 
G16 
Diabetes: G18 
Heart: G19 
Cancer: G21 
Stroke: G26 and 
G27 
 

Hypertension: 
B22 
Diabetes: B23 
Heart: B24 
Cancer: B25 
Stroke: B21 and 
B26 

Hypertension: 
OP 96_1 
Diabetes: OP 
96_2 
Heart: OP_3 
Cancer: OP 
96_5 
Stroke: OP 
96_13 
 

Not present  = 
0 
Present any of 
5 chronic 
disease = 1; 
 

Education categorical 
measurement 

A4 A6 A8 
 

Any 
education = 0 
No formal 
education = 1, 
 

Gender 
 
 

categorical 
measurement 

A1 A1 Gender 
 
 

Male = 0; 
Female = 1 

Income categorical 
measurement 

C25 A80 op41 
 

higher income 
= 0 
lower income 
=1  

Living 
arrangements 
 

categorical 
measurement 
 

B12 Members 
 

members Living with 
other = 0; 
Living alone 
= 1 

Marital status categorical 
measurement 

A5 A4 A10 
 
 

0 = never 
marr, 1 marr 
living with 
other, 2 marr 
not living 
with other. 

Place of 
residence  

categorical 
measurement 

area Area 
 
 

area Urban = 0 
Rural =1  
 

Region 
 

categorical 
measurement 

Reg Reg Reg Bangkok, the 
Central , the 
Northeast, the 
North, South; 

Study year categorical 
measurement 

yr yr yr 2002 
2007 
2011 

Working 
status in 
previous  7 
days 
 

categorical 
measurement 
 

C1 
  
 

A52 
 
 
 

Op14 
 
 
 

Work = 0 
Did not 
work=1 
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Figure 3. 1 Variable diagram of the study 

 

 

3.1.5 Data Analysis 

 

Descriptive statistics were used to summarize characteristics of study 

participants.  Logistic regression analysis was used to assess the extent to which the 

selected independent variables explain the disability of the elderly in Thailand.  

Confidence intervals (CIs) were calculated at the 95% level to estimate statistical 

significance. Sample probability weights were applied to data for each year. Statistical 

analysis was conducted using IBM- SPSS version 18. 

 

The modelled absolute prevalences of each disability, along with odd ratios, were 

calibrated including and not including every independent variable and computing the 

mean values of every other independent variable. The difference found in the modelled 

prevalence for every independent value was computed in the form of a ratio of weighted 

prevalence associated with that disability. The degree of effect produced by every 

independent value on every disability was provided by this product. (As example, the 

Could not do activities at all 

Could do activities with help 

Could do activities without help = not have disability 

 

1. Age 

2. Gender 

3. Education 

4. Working status 

5. Regions 

6. Living with others 

vs living alone 

7. Household 

income 

8. Any of 5 chronic 

disease 

9. Study year 

10. Rural/Urban 

11. Marital status  

 

 

Eating 
Dressing 

Lifting 
Squatting 

Stairs 

Bus/boat alone 

Independent variables 

Dependent variables 

2002, 2007, 2011 

= have disability 
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model prevalences found during problem in carrying 5 kg, in individuals who did and 

did not work over the past week, and at the mean stages of every other independent 

variable, were calculated as 32.8% and 15.6%, having a modelled prevalence difference 

of 17.2%. The proportion of this difference was found to include 0.560 of the weighted 

lifting disability prevalence of 30.7% (.172/.307=.560). The proportions were then 

averaged among all of the six disabilities for every independent variable. Proportions 

belonging to the independent variables were organized in an order descending to the 

average proportions in order to allow contrast among the relative impacts of the 

independent variables. (There are similarities between this approach and computation 

and comparison of the modelled population-attributable risk fractions for all 

independent variables. However, this approach does not incorporate prevalences. 

Therefore, this approach is considered as an evaluation of "absolute impact" of the risk 

factors, despite their frequency found in the study population.) In addition to this, this 

technique also provides the advantage of including the absolute prevalence differences 

also related to risk factors besides odd ratios, which have significant differences at 

varying baseline prevalences of the results under study, which are can be misleading. 

 

3.1.6 Ethical Consideration 

 

As indicated above, the analyses reported here employed secondary data, which 

were originally collected by Thailand's National Statistical Office (NSO) in its 

nationwide surveys of 2002, 2007, and 2011. The NSO obtained written consent from 

all participants in these surveys. Completed consent forms are on file at the NSO.  
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3.2 Qualitative study: In-depth interview 

 

Research questions Objectives 

3. What need to be solved 

urgently in order to improve 

quality of life of elderly 

whose are in long term 

condition? 

To identify policies, interventions to improve 

quality of life of elderly whose are in long term 

condition 

Specific objectives 

-To understand the existing patterns of 

elderly care available in Thailand. 

-To identify strengths and weaknesses of the 

existing care service delivery for elderly with 

disabilities. 

-To identify the factors that influence the 

LTC implementation in Thailand. 

4. How Thailand develop a 

sustainable and feasible LTC 

delivery to address the growth 

in LTC needs over the next ten 

years? 

 

To develop a sustainable and feasible LTC 

delivery to address the growth in LTC needs over 

the next ten years 

- To identify the appropriate based care  

- To identify who should be primarily 

responsible for expense 

 

 

3.2.1 Sampling strategy 

 

Creswell (79) asserted that the basic objective of employing qualitative research 

is not to view at the concerned generally rather to make an in-depth analysis of it. This 

can effectively be achieved by using definite sampling techniques. For such an analysis 

in which an in-depth examination of the subject matter is required, random sampling 

would not be appropriate as in this case the intent is not to generalize the results to a 

specific portion of population but to approach people who are fully aware and 

acknowledged of the goals and objectives of this research i.e. Long-term care policy in 

Thailand. 
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3.2.2 Data collection and sample size 

 

For conducting interviews from the experts, the selected sampling technique 

incorporates the basic features of maximal variation and snowball sampling methods. 

The snowball sampling method refers to the sampling technique in qualitative research 

which usually progresses with the development of research process and specifically 

occurs when the participants of the study are asked by the researcher to suggest other 

individuals for conducting study (79). The selection of snowball approach is based upon 

researcher’s lack of adequate knowledge about the research topic and complexity of the 

topic. The approach initiates from an expert whom may not be interviewed but had 

instigated the occurrence of snowballing. Nonetheless, after the continuation of this 

process, it is required to keep it directed through a definite direction so that to collect 

views from different experts having different backgrounds and perspective regarding 

the concerned topic. The maximal variation approach tends to allow the researcher to 

opt for a diverse population so that they may be able to attend to the pertaining 

complexity of the researched phenomenon. It can be referred to a sampling technique 

in which the researcher examines the cases or individuals having varying 

characteristics.  

 

Keeping in view the availability of limited time period the corresponding weightage of 

the expert interviews with respect to literature and document review, the sample size 

was decided to be of ten interviewees from the following sectors: 

 

 Number of persons 

The government organization  3-5 

Non-Government Organization 3-5 

Academics 3-5 
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Inclusion Criteria 

 Must be a sub-committee/committee member of The Development system of 

Long Term Care for Older Persons in Thailand. 

 Must have a lifetime of knowledge and experience in elderly policy in 

Thailand. 

 Must get involved in the development of long-term care for elderly policy at 

least 1 year. 

 

Exclusion criteria 

 Could not participation the sub-committee/ committee meeting and asked other 

professionals in their organization to represent them more than two times of 

meeting. 

 Not willing to give the opinions. 

 

The list of key informants are in Appendix B 

 

- Location of Interview 

 

The detailed interviews require a peaceful and friendly environment therefore 

we settled on to carry out the interviews via telephonic conversations as this 

communication mean is more comfortable and expedient for the participator. 

Afterwards, we give them an opportunity to select the location of interview that might 

be their home, administrative centre or any further place of their choice. Similarly, the 

scheduled time with the participants is decided earlier. Moreover, we held the interview 

of a personnel member and ask him if he could tell the suitable time for the interview 

and transliterate them. 

 

- Time duration of interview 

The most detailed interview took 30-45 minutes to complete. 
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3.2.3 Methodologies regarded as appropriate for interview purpose 

 

3.2.3.1 Tape Recording 

 

 

The entire interview was recorded via tape recorder for creating an audible 

evidence of the interview and the interviewee would be at ease too rather than 

considering that his statements are being recorded in a written manner and the 

recording was also consented by the interviewee. Furthermore, abbreviated note 

takings are done during the interview, written and then the notes are arranged 

while the interview is about to terminate. The tape recordings would be heard 

afterwards to extract necessary information or detail.  

 

The entire emphasis was laid down over the fact that: 

i) To gain all the appropriate outlooks and elaborations of the 

interview, it is recorded. 

ii) The tape recording would not take place without the consent of 

the interviewee. 

iii) The recording would be kept confidential. 

 

3.2.3.2  Note-taking 

 

Note taking serves to be a key element of the interview and it 

will be great significance after the interview. The most suitable way of preparing the 

interview is to get the queries well-typed with adequate space left in between every 

question in order to inscribe the comments of the interviewee during the interview. 

 

3.2.4 Processes, privacy and confidentially 

 

The maximum time of the interview will be 45 minutes along with tape 

recording done. The interviewees will be interrogated for their levels of expertise along 

with their personal perceptions regarding the long-run approaches of Thailand. 

Afterwards, if the interviewee agrees upon the consent form then his initials will only 
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be taken with providing the confidentiality to his data endowed. Consequently, the 

name of the interviewee will not be utilized during the interview due to the privacy over 

tape recording. The consent form along with the recording tapes would be kept in a 

secret room with no one else allowed to utilize or access that data. The file of the 

interview and the recording tape would be kept free from any recognition tool. This 

method will assist in providing security to the interviewee and to ensure him that his 

data would not be utilized in the research reports but the main objective is to conduct 

an interview. The confidentiality of all the data and the information of interviewees is 

the responsibility of chief pollster whereas the entire data would be eradicated once the 

research is accomplished i.e. after one year period. The information provided by the 

interviewees may be presented for publishing purposes but their recognition would be 

kept confidential. 

 

3.2.5 Data Analysis 

 

Interviews in the Thai language were copied and translated into English 

by the bilingual researcher. Randomly selected interviews were checked for accuracy 

of the content and the translation through back translation. After that, transcripts were 

subjected to an NVivo 8 for data analysis (avoid the researcher’s impressions of the 

data). A first set containing thematic codes produced from the transcript subset was 

created by 2 independent investigators to enhance reliability. Afterwards, the codes 

were adjusted using an inductive analytical method, and outcomes arranged basing on 

major themes within the data.  

 

3.2.5.1 Thematic analysis 

Thematic analysis is a form of qualitative analysis. It is utilized 

for analyzing classifications as well as presenting thematic concerns (trends), which are 

related to the information. It shows detailed data and addresses various topics through 

interpretations. Thematic analysis emerges as a suitable method for studies, which 

attempt to discover through interpretations. It offers a systematic avenue through which 

data can be analyzed. It enables the investigator to compare the thematic frequency 
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analysis with the one existing in the entire content. This would confer intricacy as well 

as accuracy and bring out the whole meaning of the research. Qualitative research needs 

a better understanding and collection of varied data and aspects. Moreover, thematic 

analysis offers an opportunity of understanding of an issue’s potential in an extensive 

manner (80). 

Additionally, thematic analysis enables the investigator to 

identify precisely how concepts are related and can be compared to the replicated 

information. Through thematic analysis, it is possible to connect different learner views 

and concepts, and compare them with the information collected under different 

conditions at different durations in the project. All interpretation possibilities are 

available. (Details of Thematic process are in Appendix C) 

 

3.2.5.2 Themes’ reliability and validity 

One critical stage in thematic analysis revolves around the fact 

that thematic concerns ought to be assessed to ensure their consistency with the entire 

text. According to Miles and Huberman (2002) (81), validation of thematic concerns in 

the initial and final phases of analyzing data is crucial. 

In this phase, the services of an external reviewer were sought 

for evaluation of identified thematic concerns. Simply put, to determine whether the 

thematic concerns identified by the investigator are consistent with the entire text. 

Afterwards, an “independent reviewer” was engaged for a feedback. 

This would allow the investigator to relate the two groups of 

feedback. This procedure is aimed at “developing reliability within theme analysis 

coding”. The investigator has a better understanding of any redundant outcomes with 

regard to thematic concerns, which were omitted or added by the independent and 

external reviewers. 

Notably, the investigator need to crosscheck with the set of 

thematic concerns evaluated by the external reviewer and identify the excerpts from 

respondents in support of all thematic concerns. Final verification and checking entailed 

an evaluation of the overall thematic concerns, demonstration and confirmation of the 

textual excerpt details by an independent reviewer. According to Miles and Huberman 

(1994)(82), the inclusion of two reviewers (independent and external researcher) in the 
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two different stages would create a strong and credible analytical process. Validation 

should be undertaken within the initial phases of any study. At this stage, the accepted 

codes of external and independent reviewers were concurrent with fewer variations 

between them.   

 

3.2.6 Instrumentation 

Among a large number of data collection techniques employed in 

qualitative research, interviews are deemed as the best choice. Interviews are the most 

widely used technique in qualitative research. In this particular research, a semi-

structured interview with open-ended questions was chosen. 

 

The selection of semi-structured interviews was based on following aspects: 

 

-In the semi-structured design the participants have sufficient margin 

with respect to time and scope for articulating their opinions. The researcher is 

respectively allowed to attend to and act as per the newly conceived concepts 

and thus get a better understanding of the pertaining phenomenon. The results 

obtained through semi-structured interviews can be subjected to a comparative 

analysis among each other as all participants are supposed to give their opinions 

about the same topic. This approach not only enables the researcher to evaluate 

the participants' opinions, statements and convictions but to draw substantial 

conclusion on the basis of the narratives about their personal experiences. Open-

ended questions provide the participants the liberty to narrate their experiences 

without any restraint and allows for very little or no influence of the researcher's 

behaviours and previously results (79).  

-The participants were ensured that their identity would be kept as 

anonymous so that they may be comfortable to give their opinion and also 

speak upon sensitive political issues. 

 

A list of guidelines was prepared in order to ensure that the participants 

of the expert interviews attend to the interview process as per the objectives of 
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the study. The list of guidelines have been approved by 3 senior researchers. 

(Appendix D) 

This list was not used to generalize the data collection procedure; rather it 

facilitated a basic framework for the interviewing process and was aimed at 

encouraging the participants to voice their opinions. 

 

In-depth interview guideline 

1. What is the existing care for elderly with disability in Thailand?  

and how its effect the elderly and their families? 

2. What are the strengths and weaknesses of the existing care 

service delivery for elderly with disabilities? 

3. What are the problems needs to be solved urgently to provide 

care for elderly with disabilities? and how to solved it? 

4. What factors that influence successful LTC policy 

implementation? 

5. Who should be the primary responsibility for the care of the 

elderly with disabilities in the next ten years? 

6. How should services to elders with disabilities and their families 

be designed, and who should deliver them in the next ten years? 

 

3.2.7 Ethical Consideration 

 

Ethical approval to undertake the study was granted by the Ethics Review 

Committee for Research Involving Human Research Subjects, Health Sciences Group, 

Chulalongkorn University (ECCU) with the Reference number 192.1/57. (Appendix E) 

 

 

3.3 Summary 

 

Based on different type of research questions, two different approaches have been used 

in this study. The first two research questions (RQ1 and RQ2) approached by 
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quantitative method, which collected national survey data. This methodological are 

designed to ensure objectivity, generalizability and reliability.  While the last two 

research questions (RQ3 and RQ4) approached by qualitative method, which in-depth 

interview were chosen to collect the perceptions and attitudes regarding Long Term 

Care Policy in Thailand.  

 

For quantitative study, the data were gathered from a cross-sectional surveys of Older 

Persons  in Thailand’s was utilized in risk factor assessments.  These were annual 

surveys conducted in 2002, 2007 and 2011 by the National Statistical Office (NSO). A 

stratified multi-stage sampling technique was done by the NSO through allocating 76 

strata in 76 provinces. The probability of selection depends on the number of 

households exist in a block or village. A total of 5,796 blocks/villages were chosen in 

2002 and 2011 while 5,793 blocks/villages were chosen in 2007. Secondly, the private 

households were sample.  In 2002 and 2011, 79,560 households were chosen for final 

sample and in 2007, 79,542 households were chosen for final sample. The interviews 

were conducted with the people aged 60 and above of about 24,835, 30,427 and 34,173 

people in the 2002, 2007 and 2011 Surveys of Elderly Thai respectively. It was covered 

by the survey of elderly in Thailand that a variety of demographic, socio-economic, 

health characteristics and management of people. It is important to review the dataset 

to identify errors before beginning analysis. Exploring the questionnaire and data 

dictionary in each year. Look up data dictionary which codes correspond to each 

response. Then cleaning the data, managing data, rechecked data. Then we use the 

merged file to analyze the data in this study. Since three surveys have six the identical 

questions on doing activities so there are six dependent variables included feeding, 

dressing, and squatting, together lifting a weight of 5 kg, climbing up 2-3 stairs, and 

transportation.   

 

The participants of the survey that run for three years (2002, 2007 and 2011) chose 

whether they:- 

1) Could not carry out the task in any way 

2) Could carry out the task with assistance 

3) Could perform the assignment with no assistance 
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The responses for these 3 scenarios were recorded in dummy variables. Respondents 

who confirmed that could accomplish the task without assistance were assumed not to 

have been disabled. On the other hands, respondents who could not carry out task, or 

could carry out the task with some assistance, were assumed to have some form of 

disability.  

 

The independent variables used in this research included: age, sex, academic Level, 

employment status, location, living alone and with others, family income, those who 

had suffered from a list of 5 Chronic diseases, Year of Study, rural/urban and Marital 

Status. Sample probability weights were used on the data gathered for each year and 

SPSS 18 was applied to carry our explanatory evaluation, in addition to logistic 

regression. 

 

Additionally to odds ratios, the modeled absolute prevalences of each disability were 

calculated with and without each independent variable, at the mean values of all other 

independent variables.  For each independent variable, the resulting difference in 

modeled prevalence was calculated as a proportion of weighted prevalence of that 

disability. This procedure gave a measure of the impact of each independent variable 

on each disability.   

 

With regards to qualitative study, a further evaluation was carried out in order to find 

out what action was required to be taken immediately so as to enhance the quality of life 

particularly for the aged with long term issues as well as to develop a sustainable and 

feasible LTC delivery to address the growth in LTC needs over the next ten years. The 

snowball method was used to choose the important informants who were sub-

committee/committee member of The Development structure of long-standing Care for 

their elderly people in Thailand. Partial arrangements in the comprehensive interview 

were used. The longest time spent on an interview was estimated to be 45 minutes which 

included the tape recording. The respondents were cross-examined in order to establish 

their level of knowledge in addition to their individual perceptions concerning the long-

term methods of Thailand.  
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Interviews that were initially conducted in the Thai language were later on copied and 

translated into English by the multilingual researcher. Arbitrarily chosen interviews 

were evaluated to ensure the accurateness of the material and the final copy after the 

back translation. Subsequently, the records were analysed through NVivo 8.  The initial 

set that included thematic codes were derived from the transcript subset that was 

produced by 2 independent researchers in order to boost consistency. Later, the codes 

were accustomed using an inductive systematic technique, along with results presented 

based on the main themes in the records. 

 

Table 3. 5 Summary of methodology approached in this study 

 

RQ RQ 1,2  RQ 3,4  

Research methodology Quantitative Qualitative 

Population Thai age > 60 years old Policy maker at National 

Level 

Inclusion: Must be a sub-

committee/committee 

member of The Development 

system of Long Term Care 

for Older Persons in 

Thailand. 

Sampling technique Stratified multi-stage 

sampling by the 

National Statistical 

Office, Thailand 

Snowballing 

Sample size 2002  n = 24,835 

2007  n = 30,427 

2011  n = 34,173 

n = 11 

Instrumentation Structure questionnaire, 

face-to-face interview 

Semi-structure, open ended 

questions 

Data collection The Survey of Older 

Person in Thailand, on 

2002, 2007 and 2011 

In-depth interview 

Duration 2002, 2007, 2011 May-June 201 

Analysis Descriptive, 

Logistic regression 

Thematic analysis, 

Two independent researchers 

Bilingual back translation 

Software SPSS version 18 Nvivo8 
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CHAPTER IV 

RESULTS 

Every society has people who are disabled and ageing. These two facts are real and 

distinct from each other but connected. Therefore, there is a need to craft and develop 

simple and unambiguous health services policies that will reflect the real lives that 

people live rather than classifying them. This chapter, therefore, attempts to come up 

with the finding based on research questions. The finding from research question 1 and 

question 2 were approached by quantitative method. Section 4.1 has a full presentation 

of all these with the description of the risk factors facing the elderly uses the surveys 

conducted on the elderly in Thailand during the years 2002, 2007 and 2011 to describe 

the six kinds of disabilities affecting the elderly in the country. While section 4.2 

contains the finding based on research question 3 and question 4 which approached by 

in-depth interview, this sections contains the suggestions made by major policy maker 

with regards to LTC. 

 

4.1 Quantitative study: Survey of Older Person 2002, 2007 AND 2011 

 

4.1.1 Characteristics of Study Population 

 

The interviews were conducted with the people aged 60 and above of about 24,835, 

30,427 and 34,173 people in the 2002, 2007 and 2011 Surveys of Elderly Thai 

respectively.  The mean of the ages of all members was found to be 68.6, 69.0 and 69.2 

years according to the 2002, 2007 and 2011 surveys, respectively. In each of the three 

surveys, females were found to be in majority in the population. Over 90% of the elderly 

individuals occurring in the specimen were found to be residing with others. The 

percentage showed slight but regular decrease from 93.7 in 2002 to 92.3 in 2007 and to 

91.4 in 2011. Elderly citizens suffering from at least one chronic illness were found to 

occur in a percentage increasing from 29.6 in 2002 to 40.3 in 2007 and to 43.8 in 2011. 

(Table 4.1)  Elderly citizens found not to have gone to school were found to decrease 

from 20.6 in 2002 to 16.4 in 2007 and to 11.8 in 2011. About 30% of these were found 
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to reside in the Northeast region, having the largest population of elderly citizens in 

comparison to all the areas in Thailand 

 

Table 4. 1 Characteristics of study population, weighted by probability weight 

 
 2002 

N (%) 

2007 

N (%) 

2011 

N (%) 

Total 

N (%) 

N 24,835 30,427 34,173 89,435 

Demographic     

Mean Age 68.61 ± 7.2 69.03 ± 7.4 69.24 ± 7.5 68.96(7.3) 

Female 13,480 (54.3) 16,859 (55.4) 19,119 (55.9) 49,938 (55.7) 

No education 5,113 (20.6) 5,002 (16.4) 4,030 (11.8) 14,145 (16.26) 

Low income 8,548 (34.4) 12,751 (41.9) 13,149 (38.6) 34,448 (38.3) 

Did not work   16,848 (67.8) 19,552 (64.3) 21,077 (61.7) 57,477 (64.6) 

Marital status     

Married not 

together 

7,732 (35.2) 10,592 (34.8) 12,352 (36.1) 22,944 (35.4) 

Married couple 13,677 (62.2) 19,001 (62.4) 20,494 (60.0) 53,172 (61.5) 

Never married 584 (2.7) 834 (2.7) 1,325 (3.9) 2,743 (3.1) 

Living 

arrangement 

    

Living alone 1,554 (6.3) 2,332 (7.7) 2,933 (8.6) 6,819 (7.5) 

Living with 

others 

23,281 (93.7) 28,095 (92.3) 31,240 ( 91.4) 82,616 (92.5) 

     

Chronic disease     

Absent  17,482 (70.4) 18,176 (59.7) 19,210 (56.2) 54,868 (62.1) 

At least one 

chronic disease 

7,353 (29.6) 12,251 (40.3) 14,963 (43.8) 34,567 (37.9) 

     

Area of 

residence 

    

Rural 17,130 (69.0) 21,737 (71.4) 22,728 ( 66.5) 61,595 (68.9) 

Bangkok 2,577 (10.4) 2,806 (9.2) 3,366 (9.9) 8,749 (9.8) 

Central  

(excluding 

Bangkok) 

6,373 (25.7) 7,166 (23.6) 7,918 (23.2) 21,457 (24.2) 

North 5,230 (21.1) 6,360 (20.9) 6,948 (20.3) 18,538 (20.8) 

Northeast 7,591 (30.6) 10,224 (33.6) 11,647 (34.1) 29,462 (32.8) 

South 3,063 (12.3) 3,872 (12.7) 4,293 (12.6) 11,228 (12.5) 

 

 

 

4.1.2 Prevalences Disabilities in Three Study Years 

 

The prevalence of the six limiting actions by the year is displayed in 

Figure 4.1 and Table 4.2. The prevalence of difficulty faced in lifting 5 kg was 

discovered to decrease from 37.4% in 2002 to 27.0% in 2007 and slightly increase to 

29.2% in 2011. There was a decrease in the prevalence of difficulty in transportation 
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alone, from 30.5% in 2002 and 25.8% in 2007 and 24.0% in 2011. In 2002, the 

percentage of elderly citizens who found difficulty in climbing 2-3 stairs was found to 

be 10.1%, which increased to 13.6% in 2007 and slightly decreased to 11.9% in 2011. 

Difficulty in squatting was found to have prevalence of 6.5%, 12.4% and 12.7% in 

2002, 2007 and 2011, respectively. Difficulty faced during dressing was discovered to 

be 2.1% in 2002, which was found to increase to 3.0% in 2007 and then decrease 

slightly to 2.7% in 2011. Individuals with limitations in eating were discovered to have 

percentage of 1.2% in 2002, 2.3% in 2007 and 2.2% in 2011. 

 

Table 4. 2 Weighted prevalences (%) of disabilities by year  

 

 
  

 2002 

N (%) 

2007 

N (%) 

2011 

N (%) 

Overall 

N (%) 

Lifting 5 kg 9,067 (37.4) 8,185 (27.0) 9,970 (29.2) 27,222 (30.7) 

Travelling 

alone 

7,341 (30.5) 7,835 (25.8) 8,207 (24.0) 23,383 (26.4) 

Climbing 2-3 

steps 

2,422 (10.1) 4,140 (13.6) 4,066 (11.9) 10,628 (12.0) 

Squatting 1,574 (6.5) 3,761 (12.4) 4,325 (12.7) 9,660 (10.9) 

Dressing 503 (2.1) 918 (3.0) 926 (2.7) 2,347 (2.6) 

Eating 280 (1.2) 687 (2.3) 738 (2.2) 1,705 (1.9) 

     

Number of 

Disabilities 

    

1-2  9,410 (40.7) 8,299 (27.4) 10,154 (29.7) 27,863 (31.8) 

 ≥ 3 967 (4.2) 2,339 (7.7) 2,313 (6.8) 5,619 (6.4) 

     

Any disability  10,954 (44.9) 10,712 (35.2) 12,467 (36.5) 34,133 (38.4) 
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Figure 4. 1 Weighted prevalences (%) of disabilities by year 

 

 

In the sample population, the disability found to have the highest prevalence activity in 

all of the three surveys was lifting 5 kg (30.7), which was followed by independent 

travel by bus or boat (26.4). It was found that 12% of the elderly citizen population 

faced difficulty during climbing 2-3 stairs, which was found to be considerably higher 

than that found for squatting (10.9). The figure 4.2 showing estimated numbers of 

people with the disabilities (the population weight.) 
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year 

person 

 

   

Figure 4. 2 Population weight of disabilities by year 

 

 

4.1.3 Logistic Regression of Risk Factors Over all Three Survey Years 

The subject characteristics related to risk of disability is shown in Table 

4.3. The highest risk of difficulty with dressing (OR=1.09, 95%CI: 1.09-1.10), eating 

(OR=1.09, 95%CI: 1.08-1.10), climbing stairs (OR=1.10, 95%CI: 1.09-1.10), traveling 

independently (OR=1.12, 95%CI: 1.12-1.13), lifting 5 kg (OR=1.10, 95%CI (1.09-

1.10), squatting (OR=1.08, 95%CI: 1.08-1.09) and  disability (OR=1.11, 95%CI 1.10-

1.11) at p<0.001 was found to be due to age. 

 

No education was found to associated a higher risk of difficulties faced during dressing 

(OR=1.34, 95%CI: 1.20-1.49),eating (OR=1.59, 95%CI: 1.41-1.79), climbing stairs 

(OR=1.21, 95%CI: 1.14-1.28), traveling independently (OR=1.42, 95%CI: 1.36-1.49), 
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lifting 5 kg (OR=1.27, 95%CI: 1.21-1.33), squatting (OR= 1.13, 95%CI: 1.06-1.20) and 

any disability (OR=1.39, 95%CI: 1.32-1.45) at p<0.001 when the education level was 

studied. Insufficient income also displayed highest risks for difficulty during dressing 

(OR=1.14, 95%CI: 1.29-1.54), eating (OR=1.29, 95%CI: 1.16-1.43), climbing stairs 

(OR=1.35, 95%CI: 1.29-1.41), traveling independently (OR=1.28, 95%CI: 1.23-1.33), 

lifting 5 kg (OR=1.09, 95%CI: 1.05-1.13), squatting (OR= 1.26, 95%CI: 1.20-1.32) and 

any disability (OR 1.20, 95%CI: 1.16-1.40) at p<0.001. Residence with other 

individuals also presented highest risk for difficulty during dressing (OR=2.79, 95%CI: 

2.21-3.52), eating (OR=1.96, 95%CI: 1.54-2.51), using stairs (OR=1.38, 95%CI: 1.27-

1.51), traveling alone (OR=1.18, 95%CI: 1.10-1.26), lifting 5 kg (OR=1.10, 95%CI: 

1.03-1.17), squatting (OR= 1.45, 95%CI: 1.32-1.59) and any disability (OR= 1.12, 

95%CI: 1.05-1.19) at p<0.001. 
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Those suffering from at least one chronic illness (heart problems, diabetes, 

hypertension, cancer or stroke) displayed considerable influence on dressing (OR=3.41, 

95%CI: 3.10-3.76), eating (OR=3.19, 95%CI: 2.85-3.56), using stairs (OR=2.16, 

95%CI: 2.06-2.26), traveling alone (OR=1.85, 95%CI: 1.78-1.92), lifting 5 kg 

(OR=1.70, 95%CI: 1.64-1.76), squatting (OR= 2.07, 95%CI: 1.97-2.17) and any 

disability (OR=1.77, 95%CI: 1.71-1.83) at p<0.001. Having female gender provided 

negative relation to difficulty in eating and dressing and a positive relation to squatting, 

lifting 5 kg, climbing stairs, traveling by bus and any disability. Individuals who were 

married displayed more efficiency in performance of routine activities as compared to 

individuals who were not married (divorced, widowed, and separated). Individuals 

residing in rural areas were found to display difficulties performing while suffering 

from any disability and independently travelling by means of bus or boat as compared 

to individuals residing in urban areas. However, they did not show as many difficulties 

during eating, dressing, squatting, lifting 5 kg and climbing stairs. 

 

It is interesting to note that not working in a week before an interview caused a greater 

risk for difficulty during dressing (OR=6.03, 95%CI: 4.88-7.45), eating (OR = 

5.15,95% CI: 4.10-6.47), using stairs (OR=4.0495% CI: 3.73-4.37), traveling 

independently by bus (OR = 3.28, 95% CI: 3.12-3.44), lifting 5 kg (OR=2.64, 95% CI: 

2.53-2.76), having any disability (OR = 2.64, 95% CI: 2.54-2.75) and squatting 

(OR=2.61,95% CI: 2.44-2.80) at p<0.001. 

 

Figure 4.3 and Table 4.4 show the proportional effects of independent variables on 

disability prevalences. The features found to have the greatest severe influence on 

disability prevalence were unemployment over the past week (average impact 61.2%), 

age per 10 years (53.7%), and suffering from one or more chronic illnesses (46.3%). 

Residence with other individuals, absence of education and insufficient income were 

found to be related to positive influences on disability prevalences (average impacts 

16.4% 15.1%, and 12.6%, respectively). Having female gender was found to present a 

positive effect overall. However, it displayed significant variation with each disability 

(average 12.5%, range 37.6% to -12.2%). With each disability, the proportional impacts 

of study year differed. Regional impacts were not as significant; disabilities differed 
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visibly. Disability risks were lower in individuals residing in rural areas as compared 

to urban areas. Individuals who were married also faced lower risks when contrasted to 

individuals who were unmarried. This was also acceptable for married individuals 

residing together as couples. 

 

 

 

 

 
 

 

 

Figure 4. 3 Proportional impacts of modeled independent variables on prevalences of 

the 6 disabilities studied. 
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4.2 Qualitative study: In-depth interview 

 

4.2.1 Characteristics of key informants 

 

A qualitative method was selected to offer a comprehensive understanding of 

key contexts that are considered critical in improving the life quality of Thai 

octogenarians. 11 participants comprising of 8 males and 3 females were interviewed. 

Transcripts were subjected to an NVivo 8 for data analysis. A first set containing 

thematic codes produced from the transcript subset was created by 2 independent 

investigators to enhance reliability. Afterwards, the codes were adjusted using an 

inductive analytical method, and outcomes arranged basing on major themes within the 

data. 

While respondents came from academic, non-governmental organisation 

(NGO) and government, the presentation of data was based on issues that required 

urgent resolution to enhance octogenarian life quality and better care within the next 

decade. Variations between respondents’ opinions from various were not ascertained. 

 

Table 4. 5 Characteristics of key informants 

 

 
 

 

 N (11) 

Sector: 

Government 

Non-Government Organization 

Academic 

 

5 

3 

3 

Gender: 

Male 

Female 

 

8 

3 

Age (years): 

Range 

 

42-90 
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4.2.2 The existing Long term care pattern in Thailand 

 

Policy makers stated that it was not concrete LTC policy that have been 

implementing, but it can be divided into two types, there were informal care and 

formal care. 

 

1. Informal care; this type of caregivers provided constant care and 

support without being paid. It included care by family member, 

neighbor, volunteer in community. 

2. Formal care provided by experts in institutional based, whether 

government operated or handled by private organizations. 

 

- The exiting form of elderly care in Thailand varies, it 

depends on the degree of illness or disable level. I think 

that elderly who are living with their family tend to 

receive care from family member first. But if they need 

attention care 24 hours, they will be move to hospital or 

institution whether operated by government or private.   

)female 1, NGO) 

 

From the past until present, elderly care in Thailand 

based on family. At some point in our life, we have to 

provide care to our parents. Most of family caregivers 

are daughter (male 1, Gov’t) 

 

Some policy-makers stated that another form of care that increase 

significant has been observed is hiring an in-home health employee from a private 

organization or agency. In-home health worker may possibly be nurses’ assistant or 

other types of visiting nurse for example a certified home health aide. 
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There are many forms of long term care in Thailand, it can be divided 

into three types, institutional care by government, hiring care giver to 

provide care at their home and volunteer care. (male 2, Academic) 

 

Care provided by family members is still the dominant form of long-term 

care in Thailand. The form or type of care are varies from one place to 

another. Some family that have dependent elder person may hiring the 

care giver from private agency. (male 3. Gov’t) 

 

 

4.2.3 Benefits and drawbacks of each pattern 

Benefits and drawbacks of such services can be assessed depending on 

the requirements of older people and needs of the elderly.  

 

4.2.3.1 Family based care 

Following are the major benefits of family based care source: 

 Family members can also play their role through several ways and 

possess the tendency to make the individual feel more comfortable 

in his home environment. 

 Such care is time-consuming as it is easier to develop a routine in 

such circumstances. 

 Chances of recovery increases as the comfort level in such 

conditions increases. 

 The process of providing care is considered a precious manner to 

reward the loved ones so most of the caregivers prefer to provide 

services to their parents or spouse. 

 Providing such facilities at home are less expensive as compared to 

the care provided in the hospitals or residential care.  

 

Several negative consequences had mentioned by key informants. As a matter of fact, 

these caregivers were not experts and were certainly not better than the professionals 
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in terms of healthcare knowledge and abilities. In case if the patient is in critical 

situation, the family caregivers cannot handle such situation, thus, professionals are 

needed.  

 

The amount of work increases when the patient is ill. As the caregiver 

works and handles the patient at the same time, there is a significant increase in the 

amount of work. Most of the caregivers felt physically tired and fatigued after critical 

care of the older person. The symptoms like fatigue, poor appetite, decline in sleep 

quality etc. were witnessed in the family caregivers. Another concern is financial 

support as the most family caregivers had to belt-tighten due to insufficient income. 

 

4.2.3.2 Community based 

The major advantage of using health volunteer in community is less 

expensive. They can also be an invaluable resource of reaching certain isolated or 

vulnerable older people. On the other hand, health volunteers in community don’t have 

time to volunteer or visit the elderly and provide some daily task as they have their own 

duties.  

 

4.2.3.3 Institutional Care 

Institutional setting provided professional care with appropriate 

facilities, equipment. On the other hand, elderly living in such settings may possibly be 

at risk for social separation, mistreatment that will not only affect them physically but 

psychologically as well. In addition, it’s expensive and many families cannot afford the 

services. Moreover, the elder people acquire services easily by fulfilling the conditions 

of admitting into the LTC institution and such conditions should be transformed as per 

the need and embrace LTC need evaluation. 

 

4.2.3.4 Hiring aid from agency 

Some policy maker stated that some Thai people relies strongly on 

private, home-based care, much of which is purchased in the grey economy, probably 

due to the availability of immigrant carers.  The first advantage is that agency staff 
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member are more likely to be fully trained and licenses. An individual gets one-on-one 

concentration when hiring the personal care assistant from agency. Agencies will be 

generally provide backup care should primary aide or nurse become temporality 

unavailable. Policy maker pointed out the drawback of hiring aid from agency 

including, elderly and family may not get to pick the particular worker who will provide 

services. This can become a problem if the elderly and the aide do not get along. In 

addition, most of nurse aides from agency are migrant workers such as Lao, Burmese. 

So, the quality of service should take into consideration when hiring home carers.  

 

4.2.4 The factors that influence policy implementation in Thailand 

 

The interviewee expressed the opinion that there are various factors that 

determine the success or failure of policy application; however, the main factors are 

politics and government. For any policy that was agreed on by the government, the 

government offices will heed it and immediately put it into action as can be seen from 

the previous government’s policy of establishing elderly centers in every sub-district, 

but there was no continuous operation.  

 

In addition, there is also cooperation between government offices, of which 

currently there are many offices undertaking the issue the elderly, but they only do it 

for the part that they are responsible for. Moreover, sometimes many offices take care 

of the same issue causing duplicated work. Furthermore, each office also tries to expand 

the scope of their mission to be wider without making any benefit for the elderly but 

for their own offices. 

 

Factors of applying policies into action in the field level are still dependant on 

the leaders of each office as to whether they recognize problems and the importance of 

policies or not. If they do not see the importance, then no operation is undertaken; for 

example, in Lamsonthi sub district, policies were successfully applied as the leader 

agreed with the polices, and moreover, staff were prompt and willing to collaborate. 

Another factor are commitment and relationships between the organizations that are 

responsible for applying policies into practice with other relevant organizations are also 
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important factors. In addition, limit funding factor, thereby offices at the field level 

cannot complete their work. Furthermore, the successful policy implementation can be 

found at some local areas but cannot expand to another area.   

 

 

It shall be occurred in the period that leaders can talk together 

with us and understand us. However, if the leader is changed, and we 

cannot talk to the leader, it may not be sustainable." [male 6, Academic] 

 

For successfully implementation, it’ must be heart, if you have 

heart or passion in something, you will find the way to do it, second,  

head, I mean…the vision of the leader, and last one is hand, which 

mean should have team. [male 4, Gov’t] 

 

It need corporation among key stakeholders, moreover, commitment 

among key players.[male 2, NGO] 

 

 

4.2.5. The problems that urgently need to be solved to improve the QoL of 

disable people 

 

4.2.5.1 Imbalance in health care and social care service 

 

Key policy makers addressed that, there are imbalance between 

social care and health care as the Ministry of Public Health is emphasize on only health 

care, cure, treatment; despite, there is economic and social support. The elderly care for 

doing normal daily tasks and living is the main obligation of the family in Thai society.  

Currently, many sectors are responsible for social management 

but the main sector is Ministry of Social Development and Human Security and Local 

Administration Organization. However, the current service is arranged in a form of 

periodical assistance with objects or money such as elderly cash allowance rather than 
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a systematically service management for impoverished elderly. Government sector only 

provide nursing home for those who are dependency.           

 

 

We [government] set up the policy but it tend to provide only 

health care or medical care…you know well Universal Health Coverage 

but how about social support such as help them out their home, buy thing 

or any type of simple home task…who should support? (female 3, Gov’t) 

 

The care for community now is now separated into section. One 

section is for social care, and another section is for health.  We provide 

health care via many channels, via universal health coverage, but how 

about social support. (male 7, NGO) 

 

For such case, only normal villager can do it with not very high 

salary, but just salary for their living. Or, we can hire caregiver from 

private company such as NGO or Profit to help. However, the quality 

shall be controlled and improved. There will be another new work as a 

career.  (male 6, Academic) 

 

 

4.2.5.2 Poor management system 

 

A lasting care inevitably engages to several entities, prior to a duty and 

responsibility that requires coordination of efforts. The recent scheme of community 

incorporated elderly care is based on management between the elderly care centers, 

health promotion hospitals in addition to executive organizations. Unluckily, every 

community has its individual perspective within the scheme. Thus, to keep up with a 

sustainable elderly care service, further mechanism will need to be recognized to 

strengthen coordination as well as cooperation amongst disjointed associations like the 

‘Committee for Community Long-term Elder Care’.  
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the administration system need to improve as it do their task 

separately (male 3, Gov’t) 

 

there are fragmentation, discontinuous work, need 

coordination  (female 2, Gov’t) 

 

 

At community level, if a volunteer organization does not have 

appropriate capability, then an important person who has undergone good training has 

to work and assist the older people for the provision of a lasting healthcare. Thus, every 

now and then the health volunteers operations are not that well managed and poorly 

organized and can result in the care volunteers issues and problems in communication 

in order to address their roles and sense of duties powerfully. Consequently, there must 

be several data collected in order to discover the efficient areas of the healthcare 

volunteers as well as elderly home care villages and be able to recognize and realize 

ways for the development of assistance and its underlying staff improvement. 

 

In case, one Aor-Sor-Mor cannot visit the elderly at some day, 

is it possible to inform another one [Aor-Sor-Mor] to visit the elderly 

in that day. (male 2, NGO) 

 

Why don’t we use technology to support the health worker in 

order to manage the data and information. (male 3, Gov’t) 

 

 

4.2.5.3 Caregivers need knowledge and skills 

 

Policy makers expressed that the quality of care outcome 

remains poor due to lack of tools or equipment. Moreover, family caregivers need more 

information, knowledge and skills to provide appropriate assistance to their elder. 

Providing the external support such as services, tools and increasing family caregiver’s 

knowledge and skills are the solutions that mentioned by key informants. 
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This has only their heart, but it cannot meet the standard of care.  

It is true that this kind of caregiver will meet the basic needs of the 

elderly according to Maslow. It fulfills only at a certain level, but if you 

want more than this, it cannot be supported.(female 3, Academic) 

 

We must have an academic professional team to support in the 

family as it can take care of them conventionally, but it still doesn't meet 

the standard of care. There shall be team of doctors, nurses, family, 

scholars, or whoever who can provide more knowledge, especially for 

another stage of diseases. Suppose some caregivers who don’t 

understand for it shall be very stressful as the elderly are very boring 

for them. (male 7, Gov’t) 

 

 

The volunteers of the care for elderly will need an improvement 

of their care abilities and skills. Thus, the project has initiated a village based healthcare 

volunteers in addition to the elderly home care advocates do not include enough training 

to serve well the older people in the community. As a result, the volunteers will need 

ample support in the improvement of their abilities and skills and be successful in 

providing of elderly care services.  

 

Some cases, Aor-Sor-Mor cannot handle elderly that have 

serious ill especially psychological or mental health. We [government, 

policy maker] should think about this circumstant and form health care 

team such as professional, nurse to help Aor-Sor-Mor. (male 3, Gov’t) 
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4.2.5.4 Health human resource shortage 

 

Key informants shared their though that the problem is caregiver 

shortage, both formal and informal caregiver. Remote and rural areas are the specific 

sectors that are faced with a shortage of services to cater their needs, and some of this 

shortage includes a low number of skilled and trained doctors, nurses and health 

professionals that can address the concerns of the elderly and patients. The sectors that 

are greatly affected by this shortage include the community care and residential aged 

care sector. The shortage of health care workers also contributes to the provision of low 

quality health care services in the communities. 

 

Lack of caregiver to provide care assistant is urgently need to 

fix, even paid caregiver…now high demanding but no caregiver supply. 

(male 4, Gov’t) 

 

 

We [Thai people] usually think volunteering involves committing 

time and energy to provide health care or assistant that benefits 

someone without expecting financial rewards. If they [Aor-Sor-Mor] get 

some paid, it’s not volunteer. How can they survive without money, it’s 

extremely hard to survive. (male 2, NGO) 

 

 

 

4.2.5.5 Problem in Regulation issue 

 

Key informants mentioned that the problems that need to be 

solved for formal care are lack of price regulation issue and standard of curriculum 

training issue. Private Service facilities are more operated for take care the elderly but 

they still lack of price monitoring. If the service depends on market mechanism, the 
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price will be getting higher and the customers are unsure whether the price is reasonable 

for the standard service and worth paying or not.   

   

we don’t know the cost that we pay is reasonable or not. No 

existing price regulation, it seems the private institution are take 

advantage by market demand. (female 1, NGO) 

 

From now on, Thailand will have more and more elderly 

in the country, so why don't we rethink how to improve the course 

of teaching…..increasing credits and hours in studying for the 

elderly caring field and spilt this course as another subject. 

(male 7, Gov’t) 

 

 

Some key informants shared their thoughts that the Elderly Care 

Training Curriculum is variety and mainly based on the curriculum of Ministry of 

Education. When the elder caretaker is more required, private training center responds 

to this demand by training more elder caretaker aides. The curriculum of Ministry of 

Education is applied along with English and computer skills. Moreover, some training 

centers modify the curriculum to be completing in a shorter period to produce the elder 

caretaker aide to respond the market demand. Thus, the variety of training curriculums 

does not meet the standard. Further, the training is lack of monitoring, assessment, and 

standard control from professional associations.   

 

There are many private agencies enter this [elderly care] 

market. They offered short course training, but in fact, how do we know 

the quality of care as the short course training are depend on that 

agencies, how they develop the course? (male 8, Gov’t) 
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4.2.5.6 Problem in Information system 

 

Policy makers stated that various organizations gather viable 

information on elders such as for example, the local government unit and the elderly 

care centers. Nonetheless, ideal information is not all the time precise and functional 

since it is not evaluated for totality as well as appropriateness. Any information must 

be collected and confirmed each time since the information about these older people 

can be altered rapidly. As a result, the weight of meeting up with sensible and precise 

information must be impressed on a local community. They must be settled up with 

tools to assess and to analyze the available data in order to know the situation of the 

elderly.  

 

There are many unit collect elderly information, but the data is 

not accurate or some unit don’t share their data.. that’s the 

problem…[female 2, Gov’t] 

 

 

4.2.6 Gathering the idea how to develop a sustainable and feasible LTC 

delivery to address the growth in LTC needs over the next ten years 

 

In the next 10 years, policy makers agree that long-term care in Thailand 

should be based on family and community. Thai social value in “the gratitude to 

parents” is the significant culture heritage to promote the long term caring system 

development for the elderly in community. Meanwhile, most of elderly would like to 

live in the house and be taken care of by the children rather than to live in the nursing 

home. Thus, the development direction is to promote the family as a major in charge 

for caring. However, the supportive system in community must be developed to 

enhance the family to be able to take the role.     
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Another 10 years, family base may be used as always, but it may be 

covered to the neighbors.  Of course, we have compassion, generosity, 

etc., but everyone has their own duties and they don't free for all 42 

hours. Thus, we have to think about system that we will use to provide 

help for the family. (female 1, NGO) 

 

In the next  01 years, it shall be in the community family, but in another 

42 years, the pictures of rural areas might be changed to be more urban 

and it will become urbanization. (male 4, Gov’t) 

 

This is the policy challenge of what we can do to take care of the family 

without resigning from the current work and it can be used as our own 

business. (male 5, Academic) 

 

In the future, the size of family will continue decrease, and the female 

will be main family caregivers…comprehensive local service in 

assisting family is key point.(female 1, NGO) 

 

 

To some extend, we further asked about who should take 

the financial responsibility for Long term care?  

 

Policy maker suggests that the responsibility should be shared between family, 

community, local administration organization, and government at the first stage.  The 

elderly from the capable family should be the burden of their families. Local and 

community should set the service system to support those families and. Moreover, they 

should take more action with the elderly who have no family or the families are unable 

to take the by accessing Health Security Local Fund service and the support from the 

community. In a long term, Community Welfare Fund or National Benefit and Pension 

Fund to support finance for service system development might be developed. Lastly, 

all policy makers agreed that everybody must prepare themselves in advance. 
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For the source of money.... we should talk and discuss together 

clearly that we will collect more local taxation or central taxation to 

manage this system or will use what kind of security system for this as 

hospital cannot bear for this duty. (male 2, NGO) 

 

For financing in long term care, everybody should be aware, 

prepare themselves. (male 3, Gov’t) 

 

The elderly must award adapt themselves and rely on 

themselves as much as possible. (female 2, Gov’t) 

 

 

 

4.3 Summary 

 

This study was conducted to explore the understanding of disability in older Thai people 

and factors that contribute to their disability (quantitative). In addition, this study 

explored perceptions and reactions to current LTC policy (qualitative).The results 

provided covered the quantitative study on SOP 2011, 2007 and 2002. On average, 

there was a mild reduction amongst of the six events. Indiscretion may transpire in 

relation to the realized levels of intricacy witnessed in the findings since not all the 

assessments were carried out by the NSO.  The aspects realized to portray the utmost 

stern impact on disability frequency were ailments from several chronic illnesses 

(46.3%), did not working 7 days before interview (61.2%), and age for every 10 years 

(53.7%).  

 

An additional assessment was conducted via in-depth interviews. The following issues 

regarding durable care for the elderly  were found critical and needed to be attended to 

effectively and in urgency: 

1. discrepancy in service providence amid health care and social care 



 

 

103 

2. deprived managerial supervision 

3. problem in regulation issues 

4. deficiency of expertise and proficient skills  

5. shortage of health employees 

6. problem in information systems   

From their perception, makers of policies believe that that enduring care in Thailand 

ought to be founded on family and society. In addition, the Chapter 5 provides a deep 

discussion regarding explicit findings from the research.  



104 

 

 

CHAPTER V  

DISCUSSIONS AND RECOMMENDATIONS 

 

This subtopic offers a thorough discussion of the findings from the preceding chapters. 

This chapter commences at subtopic 5.1 with a synopsis of key results from the 

quantitative research regarding the disability’s risk factors. Additionally, this section 

offers a comparison analysis of the empirical results.  Section 5.2 discusses the findings 

gathered from qualitative research, commencing with factors affecting implementation 

of the defined policy (subsection 5.2.1). Subsection 5.2.2 discusses various matters 

regarding the setbacks that ought to be unraveled. The suggestion regarding the 

establishment of maintainable and a viable LCT delivery for the purposes of 

highlighting the development within LCT for the next decade will be discussed in 

subsection 5.2.3. For every section highlighted, a summary and a policy 

recommendation will be provided.  

 

5.1 Quantitative study: Survey of Older Person 2002, 2007 AND 2011 

 

5.1.1 Disability prevalence in three survey study 

 

Between the years 2002 and 2007, the prevalence of disability in each type faced 

by elderly persons were slightly decreased. The category which displayed decrease in 

the level of difficulty during 2002 and 2007 and increase during 2007 and 2011 was the 

capability to travel independently by bus or boat. The level of difficulty in one or two 

disabilities was found to be lower during 2007 and slightly increase during 2011. 

However, in case of three or more disabilities, the scenario was inverse i.e. the difficulty 

level increased in 2007 and decreased in 2011. The overall difficulty level showed mild 

decrease among all of the six activities. Irregularity may occur in association to the 

recorded levels of difficulty seen in the results due to the fact that not all the surveys 

were conducted by the associated parties. 
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Furthermore, different studies show distinctions in the appearance of ADL disability. 

Due to the use of different ADL measurements and age groups, contrast among various 

studies is not convenient. In addition to this, documents describing the disability 

prevalence in Thailand are uncommon. It was found in a study by village health 

communicators in 1989 in community residing in a rural northern Thailand that the total 

rate of prevalence of disabled aged was 6.3/1000 population  (83). In a study during 

1997, 19% of members aged 60 years and over were discovered to suffer from long-

term disability (84). After this, in 2001, a study discovered that the disability prevalence 

rates were higher in females as compared to males of the elderly population residing in 

the Central region (85). 

 

The rate of ADL disability in populations with individuals being of age 60 or over was 

as great as 25.7% in Lebanon, when considering the international context (86). In 

studies carried out after the year 2008, the ADL disability was found to not be as 

broadly prevalent. In China, the population consisted of individuals of age 65 years and 

over and displayed prevalence of approximately 14.9% (62). In the US, the same age 

group was found to have a prevalence of 18.4% (87). In Malaysia, the prevalence of the 

ADL disability for populations having age 69 years or more was 10.6% (88). These 

studies were diverse as the age group for Malaysia was younger (mean age 69.0) in 

contrast to the Chinese and US populations (mean age 75.1 and 74.5 respectively). The 

difference of prevalence of ADL and IADL limitations among Asian countries was 

shown in a study conducted by Ofsterdal et. al 2007 (89) and the trend was found to be 

increasing. In Singapore, the prevalence of ADL disability was 3.9% (1999), 4.7% in 

Beijing (1997), 6.5% in Indonesia (1997), 9.2% in Taiwan and 14.7% in Philippines 

(2000). IDAL restriction found in Singapore was 17.2% (1999), 17.7% in Beijing 

(1997), 25.1% in Taiwan and 27.7% in Philippines (2000). Although we cannot 

explained the reasons why our results contrast with these, we can, however, conclude 

that there is an increase of disability associated with the elderly Thai citizens. 
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5.1.2 Factors associated with Disability 

 

In this study, the characteristics found to be related to disability are old age, 

having female gender, lack of education, insufficient income, cohabitation, 

unemployment seven days before the interview, suffering from at least one chronic 

illness (hypertension, heart problems, diabetes, strokes or cancer), and living in a rural 

area. As shown in previous studies, various groups including age, gender and socio-

economic status are components of physical disability in elderly citizens (90-92). In 

this study, different factors such as age, income and marital status are linked to this 

problem. In physical disability, age is highly associative risk factor (18, 93). 

 

Several studies have been conducted which assess variations in gender in case of the 

ADL disability, showing that there is greater prevalence of this disability in females as 

compared to males (86, 88, 94-96). In Lebanon, a study was conducted which explained 

that there is greater disability among women in contrast to men (31.3% in comparison 

to 18.7%) (86). The increase of mortality rates of men in comparison to women is 

determined as the cause of such gender variations (97), as well as by the higher 

prevalence of the ADL disability in women as compared to men having increased 

durability and decreased recovery rate (98, 99). In Netherlands, a study was conducted 

during 1990 to 1999 using population of 55 years and older not suffering from baseline 

disability. It was found that approximately 26.7% displayed the ADL disability at a 

follow-up six years later. It was found that the prevalence of the ADL was higher in 

women (33.2%) as compared to men (19.7%)(100). In Brazil, another study examined 

populations of age 60 years and older and discovered that ADL disability prevalence 

was higher in females in comparison to males. The population at the baseline was found 

to not be suffering from any disability. In the follow-up conducted six years later, the 

rate in females was 42.4/1000 person-years and in males, 17.5/1000 person-years. 

Compared to this, a review study described that upon management of socioeconomic 

factors, health conditions and social links, differences in the occurrence of disability 

amongst males and females were non-existent (101). In Sweden, a study conducted 
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showed that there were no differences in ADL disability occurrence between males and 

females (102). 

 

Regarding residential area (rural vs. urban), not many studies have studied the 

differences in the ADL disability and health. Most of these studies initiated from Asia 

(103-108). In these studies, it was discovered that the prevalence of the ADL disability 

is higher and health conditions are worse among older adults residing in rural areas as 

compared to those living in urban areas (103, 106, 108). In Canada and Australia, a 

study was conducted which discovered that there was weaker health among individuals 

of age 18 years and older residing in the rural areas of these countries. Differences in 

rural areas were studied in another research conducted in Canada (105). The rurality of 

an area and health of adults aged 18 years or older were found to be correlated i.e. the 

more rural an area was, the weaker health is showed (107). In Finland, a research 

studying the differences in rural and urban areas associated to health and health 

behaviour of adults of age group 52 years and older were studied, which showed weaker 

health in rural areas. Additionally, adults living in rural areas displayed an unhealthy 

lifestyle including lack of physical activity, bad eating habits, obesity and smoking 

(104). 

 

In this study, income was found to be more related to disability as compared to 

education. Many prior studies validate this statement (91, 109). However, others 

describe the unimportance of income in predicting the potential disability which could 

be displayed (110). Despite this, individuals earning insufficient incomes may not take 

necessary measures for healthcare. 

 

Observed unexpectedly in this study that elderly citizens residing with other individuals 

were more probable to be disabled. This result is identical to the results of Li-Tang 

Tai’s study (111). Individuals living alone are more likely to complete tasks 

independently without external support, while those residing with others are dependent 

(112). A clear link cannot be obtained between disability and living with another 

individual in this study. The individual may begin to live with someone else after they 

have become disabled or vice versa. We need to conduct more researches in order to 
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obtain proof. Several studies debate that elderly citizens living independently may 

acquire a disability (113, 114), specifically with a lower socio-economic rank (115). 

 

The cause of a significant link among disability risk and unemployment for seven days 

prior to the interview is not definite. The problems faced while defining unemployment 

is a component in the high likeliness as this can include individuals unemployed as a 

result of disability, individuals searching for jobs and those who have taken a temporary 

sick leave, are retired, home-makers and individuals who face restrictions by their 

spouse and/or children. In addition, this may be reverse causality. Therefore, this issue 

should be examined further. 

 

Because of data inconsistency, this study was not able to include health behaviour 

variables including exercise, smoking, drinking water, etc. Past studies showed that 

physical activities and exercise positively impact the physical functioning and ADL in 

the elderly citizens (116, 117). Therefore, this can lower the risk of ADL disability 

development (118-120). It was found in an intervention study conducted amongst older 

adults (70-89 adults) that the physical capabilities of the physical activity group were 

found to improve after 12 months (119). One more study which analysed adults 65 

years and over discovered that at the time of the 3-year follow up the ADL disability 

risk increased for those lacking physical activity (118). Another study conducted in the 

US for older adults showed a link between higher total physical activity and lower 

disability (120). Self-rate health was not included in this study due to the possibility of 

rating current health based on previous health (90). 

 

5.1.3 Policy recommendation for disability 

 

The results of this research discover the associates of old people who face 

disability plus require special consideration from policy makers plus both government 

and agencies who serve older people. Policy inferences plus intervention programs 

ought to concentrate on the cohorts of the susceptible people as follows. 

1. For the jobless, the illiterate, the elderly old plus the poor people. These 

features are inextricably linked to each other. Thus, these sets of people should be 
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offered with openings to develop and sustain their healthy situations and aged with no 

problems by encouraging involvement programs in the following ways. 

1) Life long education should be enhanced through group education 

plus heath learning on community to increase skill and awareness 

for personal-care management 

2) Paid job after retirement that is relating to their livelihood in the 

society such as tasks that utilises the local knowledge or available 

materials such as local music, conventional massage and growing 

herbs must be supported by skills enhancement. Subsequently, the 

Thai governing body must progressively enhance the marketing and 

allotment of these commodities. Offering suitable task for the old 

not only enables them add their revenues and active commitment but 

as well reduces their reliability on the family plus the society. In 

coming years, Thailand’s size of human resource will reduce due to 

swift fertility reduction, thus an elderly labour-force can augment 

national product. 

3) The government may consider to provide the pensions for the too 

disable old group with extremely poor elders. 

2. Because of the major relationship amid disability and chronic illnesses, it is 

necessary for rule makers to promote plans of wellbeing prevention so as to 

reduce the danger of disabilities in coming years. The impediment of 

chronic diseases must begin in young adulthood through adoption of health 

support initiatives. Furthermore, the old people experiencing chronic 

condition must be medicated and handled via proper inferences such as 

individual-help group, personal management, drug observance and 

treatment use by medical care experts working close with family and society 

to reduce complications plus avert long-duration care issues and load for 

families and community. Moreover, early diagnosis of chronic illnesses like 

diabetes mellitus plus hypertension under the “Healthy Thailand” scheme 

that is powered by the MOPH to prompt screen plus identify these NCD in 

every Thailand province must be progressively carried out and highlighted 
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for elderly living in the society so as to reduce the predominance of chronic 

illnesses. 

3. Almost 30 per cent of older citizens experienced strain in carrying heavy 

things such as grocery bags or lifting 5 kg, which has biggest predominance 

compared to other six disabilities. Therefore, it may be hard for them to pick 

commodities off supermarket, it may influence the daily life, buying habits, 

as well as alter standard of old life. This plan can sustain home delivered 

foods, ageing market, small duties in the house (all including shifting heavy 

boxes, changing light bulbs), shopping for grocery, and assist in goods 

production at this demographic. 

4. It was discovered that 26.4 per cent old people are unable to travel alone. 

This is when immediately being reliable on another mode for getting 

common services can be a big issue. This supports the demand to begin 

strategizing and executing substitute transport alternatives for individuals 

living in regional and country side areas. The public transport system should 

offer access for individuals effortlessly, safely and effectively. Even if 

public mode is gradually presented in some parts, most elderly people 

struggle getting public transportation. In some areas, older adults may 

struggle walking to bus stops. These regions require improved alternative 

transport. The financial side of public transportation will create 

conventional public transport modes in regional parts quite tough. There 

exist small levels of support where citizens will not be travelling to 

workplaces and there exists no present public transport facilities in 

countryside parts. It is as well important that any future strategizing has a 

regional emphasize to make sure that all modes of transport and movement 

are incorporated at a countryside level. Moreover, elderly still have 

commute requirements after retirement plus the personal vehicle is feasible 

to stay the central and safest means of mobility for the seniors. In addition, 

to seniors, driving symbolises a mark of autonomy, freedom and self-

dependence, as well as controlling their own life. Pitiable movement poses 

a big burden on the person, family, neighbourhood and public and there is 
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an actual requirement concern of the mobility requirements of elderly at all 

levels to enhance continuing movement for elderly road users. 

 

 

5.2 Qualitative study- in-depth interview 

 

Even though Buddhists place importance on the parent refunds as definitely inbuilt in 

Thai civilization the declining family members will outcome in lesser caregivers, 

perhaps parting older connections with no attendants (45, 121). For that reason, it is 

predictable that some weak elderly will have incomplete support. The preservation of 

traditional care regardless of modernization will be the challenge when scheming up an 

efficient lasting care scheme. Various factors required to encourage and support this 

cause have been developed at the national scale, employing national best practice, 

policies, practice, but it required more support for the better results.  

 

The government of Thailand and people of the society have realized the significance of 

these issues with the passage of time (71). Moreover, various strategies have been 

adopted to deal with these challenges. These strategies involve the developments in 

various institutions and introduction of various community-based programs. 

Nevertheless, some community-based programs are providing the services but there 

exists no national LTC delivery and financing system. The following sections were 

draw from the key informant. 

 

 

5.2.1 Factors that influence policy implementation 

 

We crafted our hypothesis on the principles that quality of life for the 

elderly within the community is influenced by the local policies that are in place. 

However, certain factors, in the form of the policy makers’ intentions and 

understanding, as well as the agencies’ staff and their commitment heavily influence 

the carrying out of such policies. Other factors such as the coordination of government 
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agencies and accomplishing of policy goals as well as the emergence of a good and 

competent leader also affect implementation policies.  Despite the fact that any of these 

factors can, on its own, influence the carrying out of these policies, they are, 

nonetheless, related to one another.  

 

Policy change could be due to a leader’s action, but its implementation may still not 

push through if no adequate resources and committed staff are available. Sometimes, 

necessity forces intergovernmental agencies to coordinate among themselves, 

especially when one agency may not have all the resources required for the completion 

of a project. Furthermore, bickering among agencies always leads to difficulties in 

coordination, thereby defeating the leader’s noble intentions. Coming up with the effect 

of each factor is difficult to assess with just a single case study. 

 

The implementation of policies appears to be influenced by the degree of dedication 

shown by elected officials and staff with regards to a project. Berke and French (122) 

discovered that plans might be of no essence if there is no degree of dedication shown. 

Opportunity to promote and deliver good health services to the elderly, for example, 

may be identified by dedicated staff, but such identification may become of no essence 

if there are no commitments given by the concerned authorities for such project to take 

off. Capacity is of essence, but any specific policy can be scuttled by lack of resources, 

no matter how strong the commitment is. Nonetheless, having enough resources does 

not really guarantee policy implementation. 

 

However, tensions emerge when funds become limited, as users compete and struggle 

for it. Take as an example funds allocated by a government agency for the training of 

health staff. If provisions are not made in the budget for traveling in order to visit the 

elderlies in their homes, it will defeat the intent of the program as limited funds will be 

involved in the distribution of the outreach services in their homes.  

 

Policy goals are also accomplished through coordination that runs across government 

stages and agencies (123). It is really important that coordination be established across 

government agencies given the degree of fragmentations that exist in them. Agencies, 
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on the other hand, must have the will to share and the desire to participate in joint tasks 

if coordination is to work. It is quite amazing regarding the level of coordination that 

takes place in the country, considering the many obstacles encountered in the form of 

contradicting missions and absence of resources, as well as differences in personalities 

and the no-show on the part of the individual tasked with the job of ensuring that 

coordination takes place. 

 

Intergovernmental coordination in Thailand, nonetheless, has become institutionalized 

through the creation of organizational and administrative infrastructure-mandatory 

referral as well as through the yearly expansion policies and boosting. Still, others 

include master plan process and stirring up expectation or developing a culture that 

helps work beyond boundaries. It does not necessarily mean that successful 

coordination taking place among government agencies will always lead to opportunities 

in the expansion of implementation policy. Intent and policy champion’s efforts are 

equally essential in intergovernmental coordination. 

 

Many studies have shown that an advocate or a champion’s actions can be a boost in 

achieving policies or accomplishing program objectives (124-126). In that case, the 

champions must have the will to invest their time, pour in their energies and commit 

their money in the promotion of a specific position or issue. Three major qualities are 

present in successful champions. The first quality is their ability to make hearing claims 

as a result of their positions and professionalism. The second quality is their ability to 

have political connections, while the third major quality is their tenacity in persistence 

and perseverance. A lot of policy changes would never had taken place nor good 

policies ever be executed had policy champion not emerged.   

 

The importance of ensuring that a champion who would help in raising consciousness 

regarding issues or policies affecting changes is well illustrated in our research. 

Nonetheless, a paradox is presented in the quest to clamor for strong and visible change.  

 

Generally, the factors so far presented have demonstrated their relevancy while trying 

to comprehend how Thailand implements its policies, specifically those that deal with 
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long-term care. Analyzing the implementation policies of only one site made the 

findings to be limited. Again, the interviews utilized only 11 informants. However, 

different findings would have emerged, had a different set of informants been 

interviewed. Lastly, an extensive policy overview was made as well as the factors 

influencing their implementations. However, the study failed to be as in-depth as other 

studies that directed their focus on a specific implementation policy. 

 

 

5.2.2 The problems that urgently need to be solved in order to improve 

quality of life of disable people. 

 

From the results (Chapter IV), the key informants highlight the following six issues 

that urgently need to be solved. 

 

5.2.2.1 Imbalance in health care and social care service  

 

Several reasons may be attributed to the imbalance of health care 

services. Firstly, for more than thirty years ago, shifts from adoption of the individual 

disability model to the social model, as well as from policies that considered peoples` 

problems to policies that consider societies` problems have been evident at both UN 

and EU levels (127-129) The perspective embedded in the individual model is that it is 

the individual that experiences problems, and as such, it is the person that requires to 

be changed via rehabilitation, therapy or by preventing the respective persons from 

being born as an initial intervention. The perspective embedded in the social model 

implies that it is the society and its institutions that experience the problem hence it is 

the social institutions that require to be changed (130).  

 

The second reason concerns the bureaucracy in administrative systems (131, 132). 

Separation of health care services for disabled individuals and older individuals poses 

a huge barrier to the holistic view of the health services demanded by older individuals. 

There are The Ministry of Social Development and Human Security (MSDHS) and 
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Ministry of Public Health (MoPH) and managerial and regional levels. This is attributed 

to a variety of problems; firstly, even though we are required to ensure existence of a 

“unified health system”, this leads to additional levels of bureaucracy on the ground, 

and smaller organizations that focus on a single form of disability across all ages do not 

have the capacity to handle this. Secondly, these separations result in difficulties for the 

individual upon reception of the services. Regarding psychiatric services for instance, 

it was seen that when a person attains 65 years of age, they tend to have “graduated” 

from their services, and now join the elderly category of services, irrespective of the 

level of comfort and satisfaction the person may have been experiencing in the initial 

arrangement. Closing this aspect of service separation was viewed as the challenge as 

well as a remedy to the respective problems. It was thus agreed that the manner in which 

the delivery of health and social care services require amendment. Eventually, we are 

supposed to attain a level where a person is assessed with respect to his or her needs.  

 

The third reason concerns several disciplines. Research focused on paid and unpaid 

care services for the elderly individuals covers a number of disciplines (133). Policy 

makers have been immensely concerned with the latest increase in the level of 

utilization of paid care and in reducing replacement of formalities for unpaid family-

offered care services (134-136). To help the community in targeting patients who are 

at high risks, general practitioners and epidemiologists have established a number of 

risk factors associated with the use of paid care (97). Demographers have especially 

concentrated on the importance of the presence of a kin in refraining the living choices 

and arrangements of care (113, 137). Social gerontologists have examined family care 

giving and the burden linked to provision of care services and work on the function of 

market factors in the need for care services (138).  

 

Majority of studies reveal that increase in restrictions in activities of daily living 

(ADLs) as well as in instrumental ADLs (IADLs) lead to greater tendencies of living 

with others to access paid care or a mixed care network (8, 139). There are a number of 

reasons to expect that the period of care used by the disabled elderly will also respond 

variedly to comparable huge declines and improvements in performance levels when 

other things remain equal. This is especially possible for the unpaid IADL services 
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offered by family care givers that tend to be associated with significant social elements 

(140, 141). The pattern on use of time linked to shared meals, housekeeping and 

transport provision established during the time of care may be sustained or even partly 

reduced in cases where the patient recovers to levels where he or she can manage self-

care (142). Whenever an older parent settles with a child in response to the ADL need, 

the co-residence may be sustained in spite of a later recovery to full functionality. In-

turn, co-residence fosters IADL assistance provision even if the help may not be 

seriously needed. Other researches have also identified some level of unpaid ADL help 

received by older individuals who, as per their self-reported accounts, do not require 

this kind of assistance (143). As regards paid care, particularly in handling ADL needs, 

we would anticipate third-party payers for these kinds of services to ensure enforcement 

of declines in service levels in response to performance improvement and reduced 

degree of evaluated need. Nevertheless, the monitoring of altered care requirements 

may be less efficient, taking place at large or irregularly spaced intervals of time. 

Carefulness on the part of case managers as well as home health aides may also result 

in situations where clients` performance shows improvement but no reduction to 

services. Therefore, both paid and unpaid care services may respond in asymmetric 

manner to changes in the seriousness of the disability. The responses shown by every 

type of care may vary.  

 

Furthermore, even though it may be difficult to realize an equitable allocation of service 

with the availability of substantial heterogeneity in disability trajectories, programs that 

are home-based and policies that require to be developed around the premise that 

disability at old age represents a dynamic construct if the policy makers are to consider 

such an objective.  

 

Recommendations 

1. Joint working between wellbeing and social consideration staff, is either 

helped or impeded coordination is by a scope of elements, yet the 

commitment of expert generalizations and issues of status is noteworthy. 

It appears to be clear that for any type of multi-disciplinary incorporation 

to be fruitful time and vitality must be committed to helping the diverse 



 

 

117 

expert gatherings see one another's parts, obligations and methods for 

working. Joint preparing and instruction can make a critical commitment 

here as can having distinctive expert gatherings cooperate from a 

common area. 

2. A volunteering system must set up the integrated aspects of health as 

well as social care. Previously, the operation of community volunteers 

and home care advocates were not constantly harmonized ever since the 

health advocates emphasize on the wellbeing aspect of care and the 

volunteers only concentrate on a social feature. 

 

 

5.2.2.2 Poor Management System 

 

When the time has changed, these elderly would have dependency and 

take care of each other. Some dependent elderly, who are able to pay for will use the 

service from the private nursing home. However, these nursing homes are lack of 

service quality monitoring from the sectors responsible for medical and public health 

service, which separated from those responsible for social service. This results in the 

limitation of the linkage and service continuity. Thus, the linkage mechanism is 

required. Medical and public health mechanism to approach the elderly in the 

community is Public Health center while the Local Administrative Organization is the 

social mechanism to approach them such as Sub-district Administrative Organization 

(SAO) or municipality, so the linkage of the two organizations is significant. Health 

Security Local Fund provides more opportunity for the cooperation; including the 

budget for operation.      

   

Moreover, elderly people in society suffer negatively in the misconduct of the 

established laws, rules and regulations since they find themselves unable to enjoy and 

exercise their perks and rights in obtaining access to a number of available government 

services provided for them. It reflects the poor management system.   For instance, 

hospitals put up sign boards that state that elderly people that are aged 70 and above no 

longer need to wait in line in order to receive medical assistance, yet in reality they still 
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wait in long lines since there is a shortage in the number of doctors and nurses to attend 

to them. Additionally, the elderly are theoretically entitled to free entry fees and 

services, yet they do not enjoy this privilege. Therefore, the need to enforce these set of 

rules and regulations is imperative. 

 

Recommendations 

 

1. One of the integral aspects of health promotion programs for older 

individuals include management structures that warrant unfailing 

quality of health interventions and use of knowledge of good practice 

throughout the health organization. Efficient communication and 

information should be observed at all scopes of project 

operationalization in order to guarantee the transfer of evidence-based 

guidelines and experimental know-how between the centre and the 

health practitioners. 

2. Adaptive Management is one of the solutions in addressing the issues 

and problem within an organization in order for the latter to improve, 

adapt and respond to the need for change. The goal of adaptive 

management is to address the concern of the communities in terms of 

their need for a wide range of social duties and responsibilities through 

long-term care. Recommendations and solutions to the problems can be 

fully addressed through conducting a public gathering in a designated 

area, wherein they are entitled to voice out their concerns and opinions 

on a specific subject matter. By doing so, meeting of minds between the 

different parties that have diversified fields of expertise can be 

established in order to arrive at the optimal solution.  

3. A “one-stop shop” strategy for access to services: Flexibility in 

service provision is essential. Service providers should consider an 

aspect where elderly individuals are not supposed to bargain for their 

services and deal with a variety of service providers in order to meet all 

their needs but rather access all their service requirements at one point.  
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5.2.2.3. Caregivers need knowledge and skills 

 

Persons or individuals who are part of a family and of a local 

community that give ample care for the elders frequently do not comprise absolute 

knowledge of the enduring elderly attention and care (144). They tend to have 

insufficient knowledge to offer suitable care and receive minimal guidance from the 

general health practitioners. For example, nurses as well as family care givers rarely 

concur on particular requirements of problems during instances of hospital admission 

or discharge from hospitals. This is attributed in part to the fact that nurses tend to be 

unaware of the strengths and weaknesses of both the caregiver and the patient.  

 

Insufficient knowledge and skills of family caregivers render them unfamiliar with the 

kind of care they are required to offer and the level of care needed. Family caregivers 

may fail to know that community resources form part of the necessities, and they may 

also fail to know when to access and how to sufficiently make use of the available 

resources. Due to this, caregivers usually ignore their own health care requirements to 

allow themselves to take care of the family members in need. Hence, the result may be 

a deterioration in the health and well-being of the caregiver.  

 

In view of this, there must be encouragement of knowledge about the care of the elderly 

because various local enriching traditions were handed down from a generation to a 

generation such as on food as well as nutrition. A single approach to improve their 

knowledge to have some learning institutions that are willing to serve and help others 

such as a vocational college for a caregiver training for them to understand the ultimate 

values of a lasting elderly care. 

 

Recommendation 

1. Improving the professional support from social work 

Professionals from the developed countries in the West reveal 

that professional practice of social work can offer an irreplaceable technical platform 
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that can aid the supply of public services by third party organizations, society as well 

as the government. Meanwhile, it can also offer technical support as professional 

service support for the demands of caregivers and their families. On the other hand, the 

government may be actively involved in leading a proper development of social work 

and also collaborate with teachers and students of higher learning majoring in social 

work to allow provision of differentiated and specific professional services for 

caregivers in line with their attributes like social work for women, elderly and families.  

 

To be concrete, Thailand may introduce a complete assessment 

system, which depends on the expertise of social workers to execute professional 

assessments of the demands of the old-age individuals, caregivers and their families. 

Additionally, experts in the field of social work should also be dedicated towards 

establishing a university-community research collaboration to promote research and 

practice of community bases social work services for caregivers.  

 

 

5.2.2.4 Health human resource shortage 

 

Shortfall in the workforce of both volunteers and paid workers 

are the problems identified by major policy makers(145, 146). Assuring the availability 

of such care will partly depend on appropriate personnel. Such workers will come in 

the form of registered nurses (RNs) and licensed practical nurses (LPNs), as well as 

certified nurse’s aides (CNAs) and personal care attendants (147, 148) . Other workers 

will include unpaid family members and neighbors, as well as volunteers who could 

render care services when needed. Many communities are already struggling with the 

problem of procuring enough RNs and LPNs while other parts of the country may 

possibly be hit with shortfalls in the supply of professional staff  (148). The reason for 

the shortage of staff is because of the high rate of turnover along with the difficulty of 

finding and selecting the appropriate staff replacement for the job (147). The high rate 

of turnover can be traced to the fact that the employees often find themselves looking 

for a more stable job since serving in the rural sector only provides low salary, a 

relatively isolated work environment, lack of motivation in identifying their career path, 
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health and safety issues in the personal homes of the patients, and the community care 

workforce’s age profiles (147, 149). With both the private and public sectors taking no 

conclusive actions in the strengthening and expansion of the workforce, there is the fear 

that the problems will take a turn for the worse as older adults’ health and long-term 

care increases (147). 

 

The salaries of most professionals are very low and the majority of them do not even 

receive benefits. Besides, in home situations, the work that is performed is part-time 

and sometimes unpredictable. Most aides working in nursing homes as well as in home 

health care do not necessarily enjoy benefits coming from the employer-provided health 

insurance nor are they provided with normal worker pension coverage. Aside from the 

low wages and the few benefits given to them, paraprofessionals have little or no 

opportunity of advancing in their careers despite the fact that they work in very difficult 

environments that are physically challenging and mentally grueling. In their line of 

work, they transfer patients in and out of bed, stand and walk for hours, and attend to 

and handle disoriented or uncooperative patients or residents (150). Likewise, 

undertaking this job is quite dreadful as it requires one to constantly bathe, feed, change 

diapers, and ensure that the bedsores of the clients who are elderly and disabled are kept 

clean. The majority of the workers complain of no respect, absence of autonomy, or 

lack of recognition accompanying the performance of these tasks despite the fact that a 

lot of researchers recognize the “high touch” care necessary in providing life quality to 

long-term disabled individuals (147). 

 

Family members are now being recognized by policy makers as a bridge that makes it 

possible for those needy individuals to have long-term care (136). Unpaid family 

caregivers actually provide most of the long-term care to those who are old or disabled 

in homes where they stay or where they live with families (151) . The savings realized 

in public spending as a result of relatives and friends volunteering their time in 

providing long-term care to the elderly and the disabled are now gaining recognition by 

policymakers (152). Although a good number of informal caregiving is happening 

together and in cooperation with formal arrangements, nonetheless, many elderly and 
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disabled people would have been forced to be institutionalized had there not been for 

the assistance from family members and friends (45). 

 

Most long-term care, contrary to more services that are medically oriented, remains 

informally provided from family members and friends. A good number of caregivers 

have remained unpaid despite the fact that the use of paid care is now expanding. More 

than 70% of people providing care to the elderly with limited activities is family 

members (69, 153).  Likewise, many individuals belonging to youth have seen shifting 

to urban areas for finding employment opportunities and causing deterioration to the 

current support system of the rural areas (154) . The LTC in Thailand is highly 

influenced by these findings and it is anticipated that there will be a dearth of caregivers 

to satisfy elevating care needs, more specifically in the rural regions (155, 156). 

Recently, out-migration of adult was highly associated with poor mental health but it 

was not associated with the physical health of the elderly left behind (157, 158). As 

there has been an upsurge in the remarkable economic and social changes in the last 

few decades, the family has not proven better to provide LTC to elder people and 

majority of the nursing homes existing or recently structure are far too pricey and 

owned by private sectors that low-income elders cannot afford them. 

 

In Thailand, there are several good practices plus lessons cultured of wide-ranging 

community-based programs which could be implemented and more developed even 

though these efforts are disjointed (152, 159, 160). Several local professionals also 

perform the LTC functions and visit to those elder people’s homes that reside in remote 

areas where there is no LTC institution or community-based program. People dwelling 

in rural areas usually suffer with some diseases and not severe symptom so they do not 

require intensive care and, thus, the LTC workers or volunteer may visit them at their 

homes. Voluntarism is a significant requirement of the community for elders who are 

commonly free but slowing down. Volunteers can give facilities in a way that makes 

elders carry on feeling linked to a community and not reliant on a formal care system. 

Also, volunteers often can act as precautionary medicine, keeping away the impacts of 

social isolation and keeping elders as lively and busy as possible. Ability of the 
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volunteer does not appear without effort, nevertheless, communities require employing, 

instructing and encouraging volunteers. 

 

National Health Security Office (NHSO), not long ago, came up with the care manager 

because their task is considered a means of ensuring high quality care through their 

planning, executing, and assessing of the care provided to elderly adults that enable 

them live independently for a long time in their homes for as much as possible. But a 

lot of questions still remained unanswered at this initial state. Follow-ups need to 

accompany the training of care managers. Their roles and effectiveness also need to be 

monitored and evaluated. 

 

Recommendations 

1. The government, in trying to address the shortages in workforce as 

well as in turnover rates, should focus on training and advancement 

of career, as well as improving the working conditions through the 

development of new methods. 

 

2. Financial reimbursement or in-kind substitutes given by the health 

system that precisely reveal the worth given to volunteer work could 

actually strengthen present incentive at the individual stage by 

making volunteer feel encouraged and competent enough to give 

more time to health-related undertakings without feeling they are 

avoiding other duties. Better policies and strategies can be designed 

in this regard by keeping in view the current sources of 

encouragement. Moreover, this process should not only reflect the 

organizational level as a source of inspiration but will consider how 

support delivered by the health system can strengthen sources of 

motivation at various levels, in this manner assisting to make sure 

the sustainability of volunteer packages. 
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5.2.2.5 Problems in Regulation of price and standard of 

curriculum training issue 

 

The key informants voiced many concerns about standard of 

curriculum training and price regulation. 

  

With respect to the standard of course training, a lot of agencies 

train caregivers in the art of taking care of elderly people right in their own homes. This 

kind of service is very expensive, and only those families within the middle and upper 

income brackets can afford to pay for that. Poor individuals, on the other hand, look for 

their own relatives to take care of older people living among them. Care providers who 

render care services for the elderly (as well as for children) in their private homes 

receive special training from their own schools. The Ministry of Education is mandated 

with the task of seeing to it that these schools providing training to caregivers are 

registered and their performance monitored. But the key informants raises concerns on 

the quality of training which these schools provide and the kind of care they give apart 

from the fact that professional nursing standards which fall under the council’s 

jurisdiction are being violated. 

 

Thus, fast-tracked short courses are now being applied in situations where even 

individuals undertaking such short courses have no prior work experience in dealing 

with elderly people or community organizations. In spite of the fact that the system of 

vocational education calls for the acquiring of competence in terms of training and skills 

and not just putting up attendance in a training program. In the positive side, this short 

course provide health care givers to serve the demand side, but on the other hand, the 

quality of curriculum training may not meet the standard. The truth that a lot of these 

accredited agencies offering training courses find it difficult to cope with the set 

standard is an indication that many of these trainees are not actually learning from these 

agencies, the skills and competence they are supposed to acquire from them. 

 

Short course training programs are issues in Thailand that are quite remarkable in terms 

of the aged and the care giving sector in the community and the entire vocational sector. 
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Two major conclusions can be drawn here: The first is that the trainees do not get the 

proper training and skills that they are supposed to acquire. The second is that 

accredited agencies making genuine efforts to provide quality skill training and 

competencies required of them are facing stiff and unfair competition coming from 

other accredited agencies that provide cheap (in terms of costs and prices of training), 

incompetent, and below standard skill training deemed to be unrealistic and with 

shortcomings in all standards. 

 

The result is that we are left with an environment that has created a training market 

where competition has turned into a competitive race to the bottom to see which agency 

attracts more students through cost cutting measures for the courses offered and with 

no regards to the quality accompanying such skill training. In this manner, quality and 

adequate time are sacrificed while quality skill learning, competence, and assessment 

become the causalities of this system. 

 

Lastly, the dissimilarities that are prevalent among the agencies when it comes to 

providing work placements in terms of training and evaluation of care programs for the 

aged and the community were quite remarkable. Nonetheless, all these seem not to 

relate to the variations present in the training requirements of the clients. 

 

There has not always been enough clarity regarding any mandatory requirement when 

it comes to the delivery of training, together with exposure at the workplace and 

assessment. A lot of these are being taken care of in the on-going reevaluation of the 

training packages. They are also being looked into in the proposals which delivery and 

evaluation measures included in the training package have become part of. Still, a lot 

more needs to be accomplished. Additional and current critical regulatory evaluations 

will be required to curb the high rate of non-compliance to standards among agencies 

offering care training for the aged and the community. 

 

It will then follow that the vocational education curriculum will be determined by 

clarity with reference to skills and competencies which the economy requires, rather 

than focusing on the content of training programs which agencies themselves determine 



 

 

126 

and produce. In the light of all these vital developments enfolding in the entire system 

of vocational education through the assurance that it meets the modern needs of the 

labor market, it has become unacceptable for these agencies to overlook the entire 

picture of the standard program required of them and just pay lip service to the giving 

of competent and quality training skills.  

 

Recommendation for standard of course training 

It is therefore essential that a continuance of the critical 

regulatory examination by the Skills Quality Authority be given high priority in the 

area of regulation and regular monitoring of care training for the aged and the 

community. Skills Quality Authority should also make it a mandatory requirement for 

any agency offering the training services to include care training and evaluation of the 

aged and the community and also include its sample of qualifications when conducting 

audits of agencies providing such training services. As a way of understanding and 

coming to terms with the requirements of the revised national standards, agencies must 

also be mandated to attend workshops designed to teach and explain everything about 

the revised standard.  The workshops should take off once the final approval by the 

National Standards of the new national standards for agencies registration is made. 

 

Regarding the price control, the history of control of prices is extensive, consistent as 

well as uninspiring (161, 162). Tight caps of prices result in wastage of resources, which 

can stop production. Extensive shortages warrant service providers a sufficient demand 

for substandard services and block them from benefiting through quality improvement 

and innovation. Prices fixed by fiats lower incentives for service providers to reduce 

costs and motivate them to look for profits via playing politics instead of taking care of 

their customer`s needs. While recommendations have proposed that regulations can 

confirm the capacity of monopolists regarding price inflation, it may be possible to eke 

out all the aspects of competition to persist in the market. Theoretically, while price 

control may lead to reduced prices and increase output on a monopolist, in the absence 

of an intervention by the government or structural roadblocks to competition, any 

market power will appear to be a short-term phenomenon (163). Ideally, the ability to 

increase prices than the marginal cost of service provision is cruel towards attraction of 
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the substantial fixed capital investments, which are essential for the present health care 

system. The hospital market for instance, is not a natural monopoly but rather an 

artificial one brought up by regulation. If providers are permanently prevented from 

competition, control of prices may not replace the need to improve on the causes of 

unearned market power, including barriers to hospital expansion, regulatory limitations 

on the ability of insurers to negotiate with care providers, licensing needs or regulations 

that benefit favored service providers. Far from mimicking the advantages attributed to 

competition, government`s price regulation hinders care providers from competing 

amid themselves to get more through provision of a better service. 

 

Price control, as a general issue, is most efficient in a market where significant natural 

barriers to competition are present, with a few homogenous products as well as 

providers to be checked and one ideal objective. Circumstances like this may not be 

more varied compared to those persisting in the health care system. 

 

As a matter of fact, the elderly people are more likely to suffer with chronic ailments 

and disabilities, require care from institutions; thus, institutional care serves as a crucial 

part of the LTC system of Thailand. Moreover, the institutional care may be given more 

significance in urban areas as people have the potential to pay higher remunerations 

and fees of LTC services, considering institutional care better for their parents.  

Institutions initiatives by Private-sector are seen as the fastest way to meet the demand 

of long term care. These facilities are too expensive to be afforded by the low income 

segment of the population(164).  

 

Nonetheless, it is still difficult to implement the best designed price regulatory system 

since a significant amount of resources need to be invested if the regulators are expected 

to collate, analyze, and act properly on the information regarding the regulated firm’s 

structure costs and sales. With price monitoring system in place, the regulator is 

relieved of some of the information burden, although the pressure being exerted on the 

monitored establishments is very much in place. 
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According to Afifi and Busse 2003 (165), the present price regulation system lacks 

effectivity and has weak retention in its economic values. Even in scenarios where these 

economic doctrines are opposed, other initiatives still possess the scope that would 

inevitably boost the service delivery efficiency which could be brought in to take the 

place of the present inefficient and ineffective price regulation. It is difficult to 

implement an all-inclusive price regulation system which has clarity and transparency 

while geared towards efficient results because of an absence of any monopoly pricing 

problem. Regulation of private health care prices in the private health sector is not an 

effective method of controlling costs because of its extreme direct nature. 

 

Recommendation for price control 

It is recommended that a shift to the system of price monitoring be 

implemented in the premiums for private elderly care providers.  

 

 

5.2.2.6 Problem in Information system 

 

An elder registration is an imperative concern in terms of the assessment 

and the giving of obligations of older people from different clusters. This permits every 

cluster to obtain a suitable stage of service and or unique concentration, and tolerates 

the consideration of family support along with practical assistance required in society. 

To guarantee that any information is practical, it is vital that the foundation be well 

thought-out for the reason that ample sequence regarding elder population has 

inclinations to transform often. In view of that, the reliable basis of information about 

elder citizens is a health promotion hospital. This is due to lose connections with the 

old people who knew their existing situation, including those elderly who are 

bedridden.  

 

Thus, the challenge of offering efficient and suitable healthcare services to disabled and 

elderly individuals in elderly nursing home has been issue of great concern. It is 

important for Information and Communications Technology (ICT) to be adopted to 
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enhance quality of living standards and healthcare of the elderly individuals. 

Nevertheless, the rate of ICT development for assisting elderly life is quite restricted 

when compared to other aspects in which ICT is applied in education, entertainment, 

business among others. Certain hindrances have been identified by some research 

studies in the discipline of healthcare (166). These hindrances include:  

- Poor system of disseminating health information. At the present time, 

majority of local healthcare organizations utilize health data that is 

restricted within care settings only. There has been no sharing of 

healthcare data in areas outside healthcare settings and particularly not 

even in the elderly care setting The impacts of such situation in which 

medical data is not shared with places outside care organizations include 

effects of poor efficiency of delivery care services, increased cost of 

managing healthcare resources and poor use of healthcare facilities and 

resources.  

- Poor method of preventing, assessing and managing health issues.  

- The available healthcare framework is incapable of consolidating 

several care needs. The present healthcare framework is majorly 

focused on illnesses, which is, the healthcare framework majorly 

focuses on addressing reoccurrence of disease, but has failed to 

holistically concentrate on improving people’s health. The effect is that 

information associated with patients’ care issues (for instance, 

information about people’s health or health records) is suppressed 

because most healthcare information focuses on types of diseases and 

information regarding treatment options. The current healthcare system 

has failed to integrate several healthcare needs because of numerous 

illnesses affecting the elderly person particularly persistent illnesses that 

affect the elderly.  

 

 

Recommendation 

  Communications of healthcare information should be improved while 

quality procedures and operations of healthcare data should be enhanced. It is advisable 
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for healthcare practitioners to be trained on methods of quality of healthcare data, and 

to enhance the existing healthcare data.  

  For a long time, Thailand had a disintegrated administrative framework 

for continuous healthcare activities. Based on the past events, programs were assigned 

in different departments depending on the available finance, professional attributes of 

the individuals administering such programs or other considerations.  

  Several government organizations create administrative centers to meet 

the needs of the residents living in the county level. Under several experienced 

circumstances, the organizations developed a new framework of new quality 

management structure for all LTC initiatives which consist of an advocate serving 

patients’ needs as well as a continuous care administrative system to perform the role 

for sustaining and developing high respected, competent skilled and rewarded LTC 

team of employees who would offer effective quality healthcare within a supportive 

framework.  

 

 

5.2.3 Gathering the idea how to develop a sustainable and feasible LTC 

delivery to address the growth in LTC needs over the next ten years 

 

Key informant mentioned that in the next ten years, long term care 

scheme must make use of capability of a society. Thai social order has immense 

prospective and Thai communities have momentous competence (167). On the other 

hand, ever since lasting elderly attention and care cannot just depend on the members 

of the household or family, the system needs an orderly establishment of care personnel 

and care organizations as a whole. Like, a sub-district hospital, a voluntary elderly care 

centers can contribute in the care of older people.  

 

The standard amount or number of children involved in a family and or 

a household had decreased and this also includes the decreased number of household 

members readily okay and available to take good care of the old members of the family 

(153, 168). Further, there has been an increasing amount of the elderly people who are 

already in a bedridden status of which these people frequently need ample and effective 
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care as well as proper attention coming from other members of the family (169). Thus, 

certain hospitals that are of a sub-area promotion of the health must engage and take 

hold of the main duties and responsibilities for the integration as well as the 

coordination of key players that deliver and present long lasting care and attention to 

the elder individuals within a particular community zone and or societal unit. These 

sub-area hospitals do not compel and do not assume that a family caregiver will give 

ample care and time to attend to such issues or concerns (170).   

 

Thus, a privately owned establishment or institution must need to show or display a 

more innovative and updated role for the provision of care to people who are old 

already. For instance, a business firm could deliver and give out some funds for the care 

of these elders as part of realizing their CSR supported roles and will serve as a factor 

to strengthen their business and promote more on its mission and vision engagements.  

 

In addition, a monastery of the Buddhist is known as an organization that is asserted as 

appropriately integrated as well as enhanced from the social arrangement in Thailand’s 

social order (171). Thus, numerous Thai monasteries do have suitable and considerable 

sources and means in addition to enough financial support or monetary funds. These 

monasteries do have ample roles for the promotion of programs and its underlying 

development for the elders. A monastery has a good potential to carry out and execute 

long term care for the older people like that of service offices generation that will give 

proper assistance and care to the elders living in monasteries. 

 

As the number of older people increases, more healthcare programs and long term care 

services will be required for them. With the passage of time, the needs and requirements 

of an individual increases that involves walking or dressing, and instrumental activities 

of daily living (IADLs), for example grocery shopping and money management. The 

availability of informal caregivers has been influenced by the socio-demographic 

elements. As most of the women now are working women, thus, they are not able to 

spend more time with family members and cannot help the older people of the family. 

The following factors have also affected the availability of family caregivers: 

 Marriage and reproductive trends 
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 Smaller family sizes 

 Higher divorce rates 

Then a long term care of the elders has to be well-organized in order to get the others 

be involved in serving for a local district in a community, for case in point a driver of a 

taxi of which the driver can help the elderly when they want to have some food or water 

for the purpose of consumption on a daily basis. Aside, the giving of a merit by means 

of voluntarily giving of alms to a monk and or help in calling out a taxi if the monk 

needs a transportation to go to see a doctor. 

 

As the most widespread type of ‘‘voluntarism’’ is the care given casually by families, 

friends, neighbourhood. These caregivers also require encouragement through coaching 

programs and respite programs. Many consider that extra financial help for family 

caregivers is required too. Such contributions to encourage family care-giving also 

demonstrate a significant characteristic of community capacity to encourage elders 

(152, 172, 173). 

 

Thus, volunteers have a relatively large population in the labor workforce in providing 

long-term care to the different sectors in society because of their strong sense of 

responsibility in achieving their advocacy and supporting care for others. Despite the 

fact that they are generally helpful and plentiful in society, it should still be considered 

that volunteers are never a substitute to full-time and paid employees and professionals. 

The reason behind this is that volunteers are not bound to provide personal care that 

involves changing diapers, cleaning up filthy areas, helping with the toilet, assisting 

medically, and managing different notorious behaviors from patients. With this, 

policies are established that encourage volunteers to recognize that providing their labor 

to the society also entails relationship-based care in order to successfully execute a 

specific set of tasks. 

 

Communities and volunteers are making efforts so as to make the environment 

friendlier for older people but this is not enough. A well-ordered, inexpensive formal 

long-term care system is necessary for every community (45, 146, 151, 174, 175). It is 

not clear whether such local care systems can develop effortlessly through market 
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powers or whether market disappointments will arise to hinder the development of care 

systems that reveal the requirements and desires of elders. 

 

In the coming 10 years, how many people will require formal services? In the present 

time, it is not possible to answer this question accurately. In case, if informal caregivers 

and volunteers continue to help elders in various ways then the number of people with 

poor health who need help, care and other services could be quite similar to the number 

in 2015 in the next ten years. The number of people with poor health should be kept 

same so as to keep costs inexpensive and affordable.  

 

More people will be inclined towards combining family caregiving with paid work in 

the near future and the government will also encourage this initiative. Structural actions 

intended at a manager’s strategy that is approachable to carers are inevitable if the 

government wants to support greater contribution by women and the aged people in the 

labour market and simultaneously make greater requests on carers and helpers. These 

should involve comprehensive steps intended at making it simpler to mix work and care 

but primarily, also steps focused at decreasing the system of government and red tap 

facing carers. Such steps can be taken via general and individual settings with 

managers. Successful mediation programs will thus have to be reinforced and 

economically supported. 

 

 

5.2.3.1  Who should take financial responsibility for the Long Term 

Care? 

 

In the past, Thailand’s long-term care had been unfairly prejudiced in 

favor of the hospital; but, today, a rising number of services are giving care to Thai’s 

aging and disabled for their future. Lots of these services are less expensive compared 

to having complete institutional care. However, they are still being utilized by a larger 

number of elderly and disabled individuals (176). Expenses for long-term care will 

naturally increase significantly if the demand is to be met (177). The generation of baby 

boomers has better education and better financial security than the generation before 
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them who are aged. There is still no clarity on whether they, too, are factored in when 

it comes to long-term retirement plan. 

 

Public funds are what dominate financing and even the present 

economic growth rates in the economy are probably not going to lend any support to 

public funding at the percentage range that it is at present and neither will it do so when 

it greatly increases as forecasted. Even growth brought about by increase in the 

coverage of private health insurance will not force it to do so. These assertions are all 

indications that new methods to finance and deliver long term care services must be 

found and accommodated. Nonetheless, such attempts become lost in the ideological 

debates regarding which method should be considered the best approach - social 

insurance or a private insurance (178). The focus on values and beliefs come in conflict 

regarding what the proper role of the federal government should be when it comes to 

providing financing social services. 

 

Policy analysts are one in warning that major problems with regard to 

long-term financing are confronting us (177). Yet, significant problems are going to 

surface in the near future that will be even worse than the solvency problems that the 

Universal Health Care  program and the Social Security system are battling at this 

present time.   

 

The failure to reach a consensus with regard to these very reforms is not 

a good sign to suggest that a political solution can be found very soon to tackle the 

problem of long-term-care financing.  

 

We have to be ready, both at the level of the individual as well as at the 

level of society, for the time when old age sets in.  Preventive health measures and 

financial preparedness will be our focus on the individual level because we are quite 

aware that a good number of individuals reach their old-age years with little or no 

money to show as their savings. 

 



 

 

135 

The opinion raised by the major informant with regard to this study 

should not serve as the ultimate solution to problems of long-term financing. It should 

rather serve as an awareness that will help bring out these issues in order to create a 

pattern that pushes for a policy debate that will eventually result in finding creative 

solutions. Everyone should raise their awareness about saving money, and be ready. 

 

 

5.2.3.2 Recommendation for LTC needs over the next ten years 

 

(1) Entire Family Policy Principles and Compensatory and 

Developmental Policies Integration 

The old-age individuals, family caregivers and the family logically make 

up an entity. Addressing and satisfying the needs of family caregivers and their families 

will satisfy the needs of the old-age individuals, allowing them to enhance the quality 

of their lives. As such, through advancing the policy of elderly-care, the government is 

supposed to ensure consideration for the elderly and their families as a single entity via 

inclusion of family caregivers into elements for welfare and offering holistic services 

for caregivers and their families. This strategy would warrant maintenance and 

improvement of care-giving capacities among family caregivers.  

Additionally, regarding the critical requirements of the family 

caregivers, the government is supposed to offer economic support to their families. For 

unproductive old-age patients, the government is supposed to offer caring allowances 

in various proportions in line with the required caring levels. The government may also 

support caregivers directly via allowing them suitable tax exemptions or bounty 

granting, hence lessening the serious severe economic ordeals resulting from offering 

care to the old-age patients. Furthermore, amendment of the important policies is not 

only required to be limited to treat defects in order to satisfy the basic requirements, but 

they are supposed to consider it as the beginning point to offer support and fulfill the 

development requirements of the caregivers and their families via focusing on 

prevention, support and interventions in advance and surpassing the conventional ides 

of mitigating poverty. Meanwhile, the government is also supposed to work together 
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with the media and societies to support the publicity and operationalization of policies 

and familiarize caregiver with the important policies to in significant ways benefit the 

caregivers, the old-age patients as well as their families.  

 

(2) Energetic Support of Service Development of Non-governmental 

Organizations (NGOs) and Communities 

 

The authority NGOs in offering support comes when the third party is 

required as a complement amidst market and government failures. Presently in 

Thailand, the civil society is not decisively grounded and the development of NGOs is 

faced with grueling tasks. As such, energetic support from the government is necessary, 

particularly the support and motivation in terms of revenue allocation as well as tax 

preferences. Non-governmental organizations can be an advantageous complement for 

the government in regards to policy making and allocation of funds under idyllic modes. 

By the allocation of social and governmental resources, they can also have a crucial 

duty in designing and executing specific programs in line with the real requirements of 

caregivers and their families. For example, communities can work together with the 

government to initiate and operationalize the plan of offering support to the family 

caregivers and also develop different community services that may support caregivers 

via putting in the family policy at the community level.  

 

(3) Investing in healthy elderly group 

 

The evolving practices of the current policies for the elderly are focused 

on confronting current problems that call for taking care of group elders already at their 

dependency stage. For the fact that these groups are a small part of the entire local 

population, attempting to cover a larger number of them through the provision of 

preventive care and self-management of themselves will possibly be a more efficient 

method of providing benefits that can be measured throughout the local economy. It is 

an accepted fact that a single policy or one pattern is unable to tackle all the problems 

existing in different areas because different areas have their unique contexts and unique 
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environmental factors. Furthermore, as a result of the dynamic society we currently 

have in progress, the policies now being implemented might not be feasible to 

implement in the future. 

 

It is with this regard that the author is advancing a concept that would 

highlight the healthy groups of elders residing within the levels of the local community 

in promoting an elderly community. The following three components must be present 

in the local community: 

(3.1) Local Wisdom: The first component is the promotion of local 

wisdom that will promote the forward movement of self-adjustment and the 

development of an economy that will be based on sufficiency. Citizens who are 

self-reliant have always built strong and long-term communities capable of 

protecting the local culture and adapted excellently whenever there are 

inevitable changes. No doubt, the ageing society appears to be a burden in many 

ways, but communities are always presented with the opportunities of 

transforming crises into opportunities and benefits. Putting forward, events that 

promote the traditional game provide visitors with some attractions. Letting 

older people become engaged in social activities will help improve their self-

esteem. 

 

(3.2) Effective Management of System in community: There is always 

the need to employ a system of effective management because it is not that 

simple to undertake activities that bring about benefits that lead to stability and 

balance among large groups of individuals. A well-managed community would 

always have a popularly accepted leader with vision and ideology, who is an 

adept in organizing discussions on community’s preparations. Such a leader 

should also be a local philosopher who understands the uniqueness of every part 

of his community and be knowledgeable on which activity should be conducted 

in each area and at the same time understand how resources should be organized 

and distributed. In addition, this leader should have committees placed at every 

community level effectively to manage the area. 
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(3.3) External Support System: Elders in the community are taken care of 

by the external support system through health promotion and health prevention, 

together with medical care, social care, and professional teams. Elders should 

be given the support in having their personal plan because each individual is 

different and as such has different needs that require different plans because 

individuals have different health problems. Elders should be allowed 

participation in decision making that involves their medical treatment and 

information on their requirements. These come in the form of desire to quit 

smoking, go on diets, or desire to adapt an exercise program that supports health 

improvement, as well as the desire to undertake recreational activities, or the 

desire to save money. In addition, an external support system has within it 

information advice and other supportive elements that the government, private 

organizations, or NGOs provide. 

There must also be proper coordination of all these three parts 

involved. 

 

 

5.3 Summary 

 

The data obtained from cross-sectional Survey of Older Persons in Thailand was used 

for risk factor assessments. The cross-sectional surveys were annual surveys carried out 

by the National Statistical Office (NSO) in year 2002, 2007, and 2011 For this survey, 

the interviewed respondents were elderly individuals of 60 years and older. Six 

activities were compared in the survey, including eating, dressing, lifting a weight of 5 

kg object, squatting, climbing 2-3 stairs, and transportation alone. For the descriptive 

analysis and for logistic regression, software SPSS 18 was used. 

 

The total difficulty level indicated a slight reduction among all the six activities. There 

could be irregularity in linking the recorded difficulty levels seen in the findings 

because all surveys were not carried out by the associated parties. Moreover, various 

studies show differences in the presence of ADL disability. It is not adequate to have 

differences between different studies because of utilisation of different ADL 
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measurement and age groups.  A study performed by Ofsterdal et al 2007 (89)  indicated 

the differences in the existence of ADL and IADL limitations in Asian nations. This 

trend was observed to be continuously increasing.  

 

In this research, the features that were observed to be associated with disability included 

old age, being a female, inadequate income, dearth of education, unemployment seven 

days prior to the interview, cohabitation, residing in a rural area, and suffering from at 

least one chronic disease (heart problems, hypertension, cancer, strokes, or diabetes). 

Differences in gender with regard to ADL disability have been analysed in a number of 

studies, which indicate that in females there is higher prevalence of this disability than 

in males (86, 88, 94-96). Considering residential area (rural or urban), there is little 

research on the differences in the ADL disability and health. Majority of this research 

were performed from Asian regions (103-108) . It was found through these studies that 

there is increasing prevalence of ADL disability and health conditions are worsening in 

elder people living in rural locations in comparison to those residing in urban locations 

areas (103, 106, 108). This study indicated that when income and education were 

compared, income was observed to be more related to disability. This statement has 

been confirmed in a number of previous studies (91, 109). But, income has also been 

explained by some as being insignificant when predicting the possible disability which 

could be apparent (110). Irrespective of this, necessary measures for healthcare might 

not be taken by those who do not earn enough incomes.  

 

It was observed in this study that there were higher chances of disability in those elderly 

citizens who were living with other individuals. These findings conform to the findings 

of Li-Tang Tai’s study (111). This is because individuals who live alone tend to perform 

their tasks on their own without any external assistance, but those living with others 

tend to become dependent (112).  There is also no clear reason for the significant 

association between risk of disability and unemployment for seven days before the 

interview. Thus, there could be further study regarding this link.  

 

Through the outcomes of this study, the associates of elder people who are experiencing 

disability and who need special consideration, from policy makers and government and 
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agencies addressing older people, are discovered. The focus of policy inference and 

intervention programs should be on the associates of the vulnerable individuals as 

mentioned below: 

1. For the illiterate, jobless, elderly, and poor people. All these characteristics are 

quite connected with each other. Therefore, some options for these sets of 

people should be provided so they could enhance and maintain their healthy 

conditions and age with no issues if involvement programs are promoted 

through these methods: 1) paid job after retirement; 2) Life-long education; 

3)via government rations pension for support of very old and very weak elders.  

2. Since there is a significant link between disability and chronic illness, it is 

important that policy makers should encourage programs of well-being and 

prevention so that the risk of disabilities in the near future could be reduced.  

3. Around 30% of elderly citizens felt strain when lifting heavy items like grocery 

bags or 5kg weight. This disability had the highest predominance in comparison 

to other six disabilities. This shows that their daily life activity could be difficult. 

This plan could help in provision of home delivered grocery, little errands 

around the house, ageing market, and help in production of goods pertaining at 

this age group.  

4. It was found that independent travelling is not possible for around 26.4% of old 

people. At this stage, it could be a major concern to find an immediate and 

reliable mode for receiving common services. There should be safe, easy, and 

effective access of public transport system for all individuals.  

 

 

Personal interviews were used to for the extra evaluation. The problems that needed to 

be dealt with immediately and efficiently concerning the wellbeing of the old people 

are as follows:  

 

1. Coherent attitude regarding health, welfare and support should be assembled 

and the inequality amidst health care and social care services should be reduced. Even 

though the assurance of reasoning and problems regarding position is evident, the 
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impartiality between the wellbeing and social consideration staff, mainly aided and 

obstruct is due to many factors.   

  

2. Prior to accountabilities and authorities that need management of work, many 

firms use LTC. Along with executive firms, elderly care centres and health promotion 

hospitals are also among the incorporated elderly care being administered according to 

the current arrangement. The strategy of each society has its own distinctive view. 

Additional techniques will be acknowledged to intensify the regulation and 

collaboration between disconnected corporations to maintain a viable elderly care 

service. To assure the assigning of proof-based direction and empirical skill among the 

centre and the health specialists, adequate contact should be exercised when the strategy 

is under process. In service provision, the adaptability is also vital.   

                                                 

3. Usually the person or character providing the old people with consideration 

and concern are not aware of the expertise required, specifically the ones who are a part 

of a family or a local community. Taking these things into account, the improved 

culture of looking after the retired which was passed along amongst generations like 

meals and nourishment should be supported and shared. To achieve this, the simple 

way is to obtain the help of some associations that are agreeable to supply and provide 

the awareness regarding the concern of retired people like caregiver trainings being 

offered at vocational college.   

 

4. The senior citizens and patients of the distant and country regions are 

confronted with the lack of aid to help them with their requirements which comprise of 

a deficiency of experienced and competent doctors, nurses and health specialists. The 

community care and residential aged care sectors are the areas that are highly troubled 

by this deficiency. The senior citizens who are most retired and declining in health look 

forward to voluntary workers which are an important necessity. It is the duty of 

government to establish creative resolutions involving training, career progress, and 

refined employment while considering the shortfall of help and large turnover 

percentage.   
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5. The issues that require being resolved include the failure to control the cost 

and approved scheduled training programs according to basic informers. For the 

concern of aged people, the Private Services facilities are usually considered but the 

cost control is their weak point. Due to its severely straightforward character 

the organizing of the private health care costs is not an efficient procedure of 

supervising prices. In case of private elderly care services a switch to the scheme of 

controlling costs are observed. When there is an increase in the demand of caretakers, 

the private training sector deals with it by guiding more individuals through training 

programs. Hence, the ideal approved specification is not met with because of the 

diversity. In the sector concerning with rules and routine overseeing of care trainings, 

the constant crucial supervision for the aged and the community by the Skills Quality 

Authority should be given great preference.   

 

6. For the evaluation and the assigning of responsibilities regarding array of 

elderly people, an elder registration is a compulsory matter. This enables each 

individual elder to receive the essential service and care they require, and also allows 

the family's help and society's cooperation. The information regarding healthcare 

should be transmitted and the quality procedures and activities should be intensified. 

The health experts are recommended to be skilled in healthcare information procedures 

and upgrading it.   

 

Long term care plans, in the next decade, must put the abilities of the society to 

use, as suggested by the key informants. To aid the elders who are incapable of having 

the perfect life and exercise social capabilities, the long-term care vows to provide the 

kind of care and concern that is relatable to the care of family, institute, and community. 

Health services and social services are services and activities coinciding to other 

services. Activities and services from appropriate subdivisions should be linked 

together in a good long-term care services provider, which should have assistance to 

treat chronic illness, specifically mental diseases. Also, for affording necessary supplies 

to reduce the strain from long-term care, appliances and devices substantial for the 

elderly residents, suitable settlement to collect funds should be initiated.  
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CHAPTER VI  

CONCLUSIONS 

 

This chapter provides a conclusion and key findings summary in section 6.1. In 

addition, a description of the drawbacks that characterised the study coupled with 

potential means of undertaking further research is presented. The significance of the 

study is concluded through a summary in the chapter. 

 

6.1 Key findings summary 

 

Thailand has seen dramatic increase in both the proportional and numerical size of its 

older populations due to the combined impacts of declining fertility and rising life 

expectancy. These sudden increase raise concern for a number of issues related to the 

welfare of the elderly including the treatment and costs involved with old age disability, 

and the level of care that can be reasonably provided to those who are physically 

impaired. Also, elderly have different unmet needs. This makes them to live with 

additional challenges in their daily lives. 

 

Similarly as the risk of disability and chronic illness is expected to grow rapidly with 

increased longevity, no recent studies have been examined the risk factors of disability 

across country from 2002 through 2011 (RQ1, RQ2). More importantly, it is unclear 

what is the problem that urgently need to be solved in order to improve quality of life 

of elderly whose are in long term condition and how might Thailand develop a 

sustainable and feasible LTC delivery to address the growth in LTC needs over the next 

ten years? (RQ3, RQ4). All these concerns merit thorough examination and political 

consideration. 

 

Based on research question number 1 and number 2, the data derived from Thailand’s 

cross-sectional Surveys of Older Persons was utilized in risk factor assessments.  These 

were annual surveys conducted in 2002, 2007 and 2011 by the National Statistical 
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Office (NSO). The respondents, interviewed for this survey, were elderly individuals, 

aged 60 years and above.  A total of six activities were compared. These were eating, 

dressing, and squatting, together lifting a weight of 5 kg, climbing up 2-3 stairs, and 

transportation. SPSS 18 was utilized in descriptive analysis, as well as in logistic 

regression. 

1.  It is essential that policy makers see to it that illness prevention policies be 

encouraged to help reduce future disability risks because of the notable links between 

long term illnesses and disability. One important characteristic that has a link with 

disability in elderly people is unemployment. The problem of disability can be lessened 

with regards to the elderly if increasing  job opportunities can be made available to 

elderly people  although there is cannot specific the casualties. 

2. Elderly citizen who experience problems in lifting 5 kg or finding it difficult 

to carry heavy objects such as grocery bags number approximately 30%. This difficulty 

encountered in lifting weight among elderly people is the most common of all their 

difficulties. A solution can be found through policies that would lead to the creation of 

goods which could take care of individuals in this demography. It has been discovered 

that 26.4% of the elderly find it difficult to travel independently. Such difficulty must 

be taken into consideration when crafting policies for infrastructures so that the 

concerns of the elderly can be factored in and addressed in terms of their need for 

mobility and travelling around safely. 

3. There has been a steady rise in the total number people with disability in 

Thailand despite a general downtrend in prevalence. Increased disability problems and 

new challenges now confront the health-care delivery system and the people 

themselves. There is therefore a need to increase the mandatory retirement age of 60 

years in Thailand since our study indicated that elderly people who stopped working 

had increased chances of suffering from disability. Providing the elderly with the 

opportunity to work will reduce their chances of becoming disabled; however, such 

casualties are very unclear.  

 

Based on research question number 3 and number 4, in-depth interview have been 

chosen to collect the opinion from key policy makers. An additional assessment was 



 

 

145 

conducted via direct interviews. The months of May and June 2015 were both selected 

to organize personal interviews. The bilingual expert worked to interpret the interviews 

held in Thai language to English. With performing back transcription, the contents of 

the casually picked interviews were inspected for certainty. Data analysis was later on 

done on the translations administering to an NVivo 8. Authenticity was improved by 2 

uncontrolled examiners who constructed the first set of thematic codes from the 

transcriptions. The adaptation of these codes was done by operating an inductive 

examining procedure and the dominant ideas help to form the conclusion. The 

demonstration of input was established on problems that require vital solutions 

regarding the improvement and providing superior care in the next ten years, to the 

people already in their eighties, even though the accused came from snowball path 

mainly academic, government and non-government organization (NGO). Contrast 

between the beliefs of the accused and several others were not determined. The 

problems that needed to be dealt with immediately and efficiently concerning the 

wellbeing of the old people are as follows:  

 

The following six issues regarding durable care for the elderly  were found critical and 

needed to be attended to effectively and in urgency: 

1. discrepancy in service providence amid health care and social care; 

2. deprived managerial supervision; 

3. problem in regulation issues; 

4. deficiency of expertise and proficient skills; 

5. shortage of health employees; 

6. problem in information systems   

 

From their awareness, makers of policies believe that that enduring care in Thailand 

ought to be founded on family and society. Thus, the significance of long-term care is 

to care continually and associate with the care in family, institute, and community to 

fulfill the basic need to help the persons who lose the ability to do social activity to have 

the best quality of life.  For this reason, the activity and the service are overlapping with 

the different services: health service and social service. Also, there is the difference in 

service types of long-term care. Thus, a good long-term care should connect activities 
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and services from relevant sectors very well, have service management for chronic 

illness, particularly mental disease which requires many suitable health services. At the 

same time, an appropriate arrangement of habitation and raising money for supplying 

equipment and instruments which are social service are important for the elderly and it 

is the mechanism to lessen the burden of long-term care.         

 

6.2 Policy Recommendations 

 

Based on the results, the following policy recommendations have been put forward. 

 

6.2.1 Providing integration service that elderly people want 

Thus, the preferences of the older citizens that are living in their own 

houses for as long as it appears universal, where in the values of the family are 

extremely regarded as well as deep-rooted in the cultural practices of filial goodness. 

In certainty, nevertheless, the up to date guidelines and the resource distribution 

inclination in the direction of the institutional care for the elderly. Aside, there is a 

requirement for further facilities to remain justified; however the Thailand based policy 

creators must be cautious and keep away from any form of institutional prejudice into 

the country’s fledgling lasting care arrangement. Even though what does constitute the 

most positive service combination seems indefinable, the makers of the policy should 

go all-out to create a reasonable scheme of service that reveals the elderly choices. 

 

6.2.2 Consolidation regulatory oversight through information 

systems 

Various scandals have previously started to surface in relation to 

Thailand lasting care amenities, prior to the underscoring the requirement for a narrow 

supervision. Thailand makers of the policy will need to set up a formal regulatory 

arrangement in immediate manner. An effective supervision will need the building of 

better information schemes in order to smoothen the progress of evidence based 

guidelines in addition to authoritarian enforcement. 
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6.2.3 Building a LTC workforce 

Indeed, the lack of competent and lack of expert labor force in lasting 

care for the elderly is a pressing concern in Thailand. The mainstream of care 

employees are poorly educated and weakly salaried. Nevertheless, insufficient 

preparation for care personnel is not a mere barrier. A specialized clinical along with 

administration staffs are moreover required to guarantee better change of contemporary 

information on the delivery of care and its underlying scheme. The makers of the policy 

must prioritize the education as well as the initiative for training for achieving 

professional elderly care and care related labor force. 

 

6.2.4 Developing appropriate Delivery Infrastructure 

The country Thailand is required to construct an LTC delivery 

infrastructure equalizing the care services delivered in three different parts and different 

objectives to support the entire LTC system and supplies. The rural and urban 

differences will also be highlighted through this infrastructure whereas the institutional 

care of the LTC delivery system should be reinforced in urban and rural areas. The 

expansion of community-based programs should be taken care of but they should be 

present in different structures in the rural and urban areas where support services should 

be endowed to support informal caregivers. 

 

6.2.5 Investing in healthy elderly group 

The current practices of the existing policies for the elderly meet the 

challenges of taking care of the elderly who are in their dependency stage. Since these 

groups form only a small part of the local population, it is practical to cover them in a 

large number in terms of preventive care and self-management. This system is more 

efficient than any other methods of giving benefits to the elderly, and measured through 

the local economy. The three major elements of a local community include local 

wisdom, effective management system and external support system. Local Wisdom 

promotes the people’s wisdom in a locality. This element will enhance the forward 

movement of the people’s self-adjustment. Additionally, it will lead to a healthy 

economy’s growth that makes sufficiency as the basis. Self-reliant citizens often build 
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stable and long-term communities that can protect the local culture. When inevitable 

changes occur, the people can adapt to them excellently. On the other hand, it is 

necessary to use an Effective Management System for this task. The reason is that it is 

a bit difficult to engage in activities that produce benefits for a large group of persons 

in terms of stability and balance. Under the External Support System, the focus is on 

the elders of the community. This system takes care of them through health promotion 

programs and disease prevention techniques. It also involves medical care, social care, 

and participation of professional teams. These three major elements need the presence 

all these functions to work efficiently. 

 

6.2.6 Concerning Relevant Policy Areas 

Apparently, technology is increasingly becoming pervasive in all 

aspects of life including inside and outside home, with amazingly wide relevant policy 

areas. These policy areas must be influenced since present decisions will tend to bear 

impact on people in the future days. Nevertheless, technology may be viewed as a twin-

bladed sword since it can create barriers, which were previously absent. Majority of 

products and services are presently being delivered electronically and not via the 

conventional delivery methods. Due to this, it is becoming increasingly vital to have 

the capability of accessing the products and services via electronic means. If the 

products and services are not designed in a manner that renders them accessible, 

disabled and elderly individuals encounter fresh barriers that would not have been in 

existence.  

 

 

6.3 Limitations of study 

 

1. We recognized that our study is not entirely conclusive. It was not possible to 

procure data on all aspects of the effects of disability on daily life. Additionally, 

as our surveys relied on the involved parties describing their own circumstances, 

inaccurate data may have been transmitted if a friend or family member took 

part in the reporting. The percentage of proxy respondents on surveys of 2002, 

2007 and 2011 were 27.1%, 28.7% and 32%, respectively. Because this study 
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was cross-sectional in design, another concern about its limitations is that 

causality cannot be definitively determined. 

 

2. We interviewed 11 key respondents for this work. Our findings might have 

produced a different result had we chosen to interview a different set of 

respondents. We might have failed in our findings since they are not the result 

of an in-depth study, in contrast to other studies that had their focus on a single 

implementation policy. This is because we studied the general overview policies 

and factors affecting implementations. 

 

6.4 Future research 

 

This research investigate the risk factors of six type of disability among Thai elderly 

during 2002, 2007 and 2011 combined with the insight perspectives of  11 key policy 

makers. So, the potential area that should be further study is as follows: 

 

1. Elderly citizens cohabiting with other individuals had a greater chance to be 

disabled invariably, was not proved in a study. This coincided with Li-Tang Tai 

study (111). Solitary individuals were more prone to finish jobs independently, 

but cohabitation resulted in interdependence (112). A lucid correlation cannot 

be derived between disability and cohabitation with others. Individuals may live 

with others, after disability has set in, or the other way round. More research is 

required to get more concrete results. Several studies argue that elderly citizens 

living on their own may get an infirmity (113, 114), particularly down the  

ladder in the socio-economic hierarchy (115). Thus quality-of-life is the index 

of disabled conditions level, whether living alone or not. The solitary or 

otherwise factor required more analysis to understand, which caused greater 

disability conditions.  

 

2. The reason between disability risk and weekly unemployment, preceding the 

interview is hazy. The obstacles encountered in defining joblessness, is present 

as a parameter of high likeliness, since it absorbs unemployment in the category 
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of disability, such as job searching people, people on temporary medical leave, 

retired ones, home-makers and those who are constrained by their family 

members. Hence this angle can be scrutinized further. Unemployment is a kind 

of disability, since it shows normal life deviation, but how much it relates to 

actual physical retardation is a matter of scientific debate, study and research. 

More observations for concrete materials and proof need to be gathered and 

scrutinized. 

 

3. It is therefore essential that further investigations regarding trends linked to 

disability risk factors be continued. The results derived will help policy makers 

draw adequate intervention plans to help in the reduction of disability burdens. 

 

4. Restrictive functioning, ADL and IADL, obstacles become higher, and thus 

caregivers are in greater demand. Although most have a physical independence, 

sometimes help is required for activities of daily living (ADL). Family members 

or home care practitioners are available sometimes, but they can be absent or 

inadequate, and then the result is kept unfulfilled. These have stronger needs for 

social support as indicated. The aged living with life partners or other 

individuals have more fulfilled needs, than the solitary ones (179-182). People 

without any family or support otherwise, are more likely to have more 

unsatisfied needs, since they have no one to call for help. The elderly face the 

same outcome with informal help constraints (182-184).  Individuals with more 

care wants, restrictions and tough infirmities, have chances of larger unmet 

situations (180-182,185, 186). There is proof to support that a larger need for 

care wanting situations, occur in an overload on the caregivers, and hence 

fulfilling all care needs become constrained. The elderly, in general, have a 

difficult time coping alone. Policy making for long term support needs, have a 

central position, since this requires a lot of detailed issues to be taken care of. 

Short term needs, having their roots in brief illnesses, will lead to long term 

problems, unless sufficient attention is paid to it. As already said, the elderly 

have different problems. Their daily lives are filled with extra challenges. 

Adequate research has not been done yet, which has resulted in a knowledge 
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gap in these areas. Unmet studies need to be studied more, and still it is fuzzy 

that whether the elderly are made to feel incapacitated, merely by chance of the 

given social system. Short-term or long term physical problems need equal 

attention. Their causes and effects need to be studied with great care, and the 

cumulative and supplementary effects also need to be examined in proper 

perspective. Social situations may differ under different conditions from time to 

time, and how they affect physical health makes up a huge body of study. 

 

5. Future study needs to discriminate between those receiving any human help, 

either by paid jobs or otherwise, from those who were independent, but used 

disability related equipment.  They reflect a modicum of disability, where 

environmental policies application in meeting their needs by promoting the self-

help method.  

 

6. Studies displayed that chronic disabilities, corresponded with physical 

constraints such as lifting heavy objects or carrying shopping for groceries. It 

could be osteoporosis that becomes less harmful, earlier diagnosis and treating 

with advanced methods, may be the cause for some seemingly decreased rate of 

chronic illnesses. But these may be more expensive, such as mobility 

improvement methods, like hip and knee replacement have shown a huge leap 

in recent years, indicating that disability improvement implementations are due 

to higher health care spending. 

 

7. Nonetheless, much improvement can be achieved with regard to Thailand’s 

health data if the Survey of Elderly is conducted again. Authentic health trends 

are possible if a series of good time surveys were conducted. It is also vital that 

health questions such as the ones appearing in previous surveys be asked again 

in any surveys that are being repeated. In addition, development of longitudinal 

panel studies will benefit Thailand especially when questions with health status 

are asked. Such will help in the measuring of transition between health states. 
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6.5 Summary 

 

As the demand for care has increased, it is a challenge for the Thai government to take 

steps to develop the treatment processes and improving the management of long-term 

conditions. This procedure includes a shift away from reactive, disease-focused, 

disjointed model of care towards one that is more active, holistic and integrated, in 

which people long-term circumstances are inspired to play a significant role in handling 

their own care. 

 

It is believed today that care and support required living with a long-term condition 

needs a fundamental re-design of facilities, permitting patients to handle the care 

development process. Regardless of the initiatives taken at several forums and 

strategies, development on the ground has been slow with less significant improvement 

in the past 10 years. Many of the components required to encourage change have been 

established, employing international best practice, but they stay inaccessible and 

disjointed. Top-down encouragement and objectives have been unsuccessful to affect 

change and clinical behaviour at the grassroots. Along with developing a sustainable 

system for long-term community health-care for adults, there is a need to attend to the 

inadequacies in the existing system. Despite of serious steps being taken to bring 

improvement in the quality of care, sustainability and access to facilities, there still 

remains room for more. 

 

Certainly, integrated care delivery systems are deemed as most well-organized and 

helpful system for providing care delivery to senior citizens. A non-integrated system, 

which though includes health and social support, home care, community services, case 

management, residential care, and certain elements of acute care (particularly 

continuing care) neither facilitates an individual with ability to pass through from one 

service to the next nor provides them with cost-saving substitutions. In such a home 

care program there exist a need to develop a relationship between informal caregivers 

and community voluntary and local government organizations. This would help to 

provide an effective support network for informal caregivers and people. Hence, this 

requires a formal health care system, to not remain isolated but in the form of a joint 
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collaboration between other individuals, groups and organizations aim at benefiting the 

senior citizens within their localities. Both internal as well as external environments of 

a formal health care system require to be integrated. 
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A.1 Letter Seeking Permission to Use the Survey data 
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A.2 Letter of permission from National Statistical Office. 
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A.3 Contract for access the Survey of Older Person in Thailand 2002, 2007 and 2011 

(page 1 of 3)  
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A.3 Contract for access the Survey of Older Person in Thailand 2002, 2007 and 2011 

(page 2 of 3)  
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A.3 Contract for access the Survey of Older Person in Thailand 2002, 2007 and 2011 

(page 3 of 3) 
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APPENDIX B  

Key informants and letter requesting an interview 

B.1 List of key informants 

 

 Name Position Date of interview 

1 Dr. Bunloo Siripanich, M.D. Chair, the Foundation of 

Thai Gerontology Research 

and Development Institute 

(TGRI) 

12 May, 2015 

2 Dr. Jadej Thammatach-aree, 

M.D. 

Director of Bureau of 

Policy and Planning, 

National Health Security 

Office (NHSO) 

20 May, 2015 

3 Dr. Ekachai Piensriwatchara, 

M.D. 

Director Bureau of Elderly 

Health, Ministry of Public 

Health 

26 May, 2015 

4 Dr. Ladda Damrikarnlert, M.D. Deputy secretary-general of 

the Foundation of Thai 

Gerontology Research and 

Development Institute 

31 April, 2015 

5 Dr. Samrit  Srithamrongsawat, 

MD. PhD. 

Deputy Secretary General, 

National Health Security 

Office 

21 May, 2015 

6 Associate Professor  

Sasipat Yodpetch 

The Faculty of Social 

Administration lecturer at 

Thammasat Universit 

14 May, 2015 

7 Ms. Siriwan Arunthippaitoon Bureau of Empowerment 

for Older Persons, Ministry 

of Social Development 

and Human Security. 

11 May, 2015 

8 Dr. Thaworn Sakunphanit,M.D. Director, Health Insurance 

System Research Office 

(HISRO) 

15 May, 2015 

9 Dr. Vichai Chokevivat, M.D. Ministry of Public Health 6 May, 2015 

10 Dr. Worawet Suwanrada, Ph.D. Dean, Associate Professor. 

Education. Ph.D. in 

Economics 

18 May, 2015 

11 Dr. Yongyuth Yuthavong, Ph.D. Deputy Prime Minister, 

Royal Government of 

Thailand 

14 May, 2015 
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B.2 Sample letter requesting an interview. 
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B.3 Sample inform consent  
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APPENDIX C 

Thematic process 

1 Data reduction 

According to Miles and Huberman’s (1994) model (82), 

reducing data constitutes the initial step of analysing data. It encompasses 

transformation, simplification and selection of data. The process of reducing data is 

undertaken in a manner that allows verifications to be completed and conclusions to be 

drawn. Moreover, coding is included through assigning of table values to the 

information, which might be gathered from the respondents whether it exists as one 

statement or long answer. 

Coding is mainly used in thematic analysis for connecting 

different data parts. Coding is obtained from the response of informants, for instance, 

reports and statements and it classifies data with the intention of structuring it in form 

of theoretical perceptions. Notably, coding would enable the investigator to examine 

the entire data by determining it critical meaning or simply put the message contained 

in the data. 

 

Phases in data reduction 

The reduction of data might be attained in three main stages. 

However, in each stage, data was reduced in various means as indicated 

below.  

 

I. First phase for data reduction 

After data has been gathered, it is recorded using Microsoft 

Word before organizing and preparing the data content. This implies that the 

information is ready for word-by-word analysis using tables that indicate key themes 

or trends. Going through the data severally prior to and after determining the codes and 

themes emerged critical because of the reasons below. 

1. It enabled the investigator to understand the entire picture and connect 

between the respondents’ data, ideas and views gathered through observations.  
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2. Reading before commencing analysis enabled the investigator to 

locate and have abundant time for evaluating the data, thus avoiding premature 

conclusions. 

 

II. The second phase of data reduction 

This stage entailed highlighting each respondent’s sentences that 

might be utilized, for instance, to respond to the research questions by picking “excerpts 

from respondent’s full text”. Notably, investigators should always focus on the research 

questions during gathering and analyzing of data; this will enable the investigator to 

locate accurately ‘excerpts’ that are related to the objectives of the study. 

 

III. The Third phase of data reduction 

This stage entailed utilizing the “highlighted sentences” and then 

dividing the data into minor themes or segments. The themes or segments are sentences 

that form a paragraph. In view of this, the investigator should read the whole content 

repeatedly to search, contrast and compare data that was missing in the initial phase of 

the thematic concerns  (187). 

The data ought to be developed further at the initial theme level 

that allows thematic texts to be tabulated effectively and to save them in new Word file. 

This process would enhance clarity and understanding of themes with regard to the 

focus of the investigator. The data ought to be prepared for classification and 

identification of level-two themes. 

 

 

2  Data display 

The second step for the Miles and Huberman Model (1994) is display of data. 

The step entails obtaining data through data display. It may not be delineated from the 

process of reducing data as it supports the former. 

Data display can be defined as the systematic and compressed compilation of 

data. Its aim entails understanding the collected data. Data display arranges data and, 

assists in the arrangement of thoughts and concepts.  
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Following the reduction of themes, the investigator ought to review the RQs 

(research questions) for identification of data that compares to the similar concepts. 

Additionally, data display plays several roles that include: 

1 . The ability of viewing and enhancing the clarity of research data 

2 . To avert data overload in the analysis process 

3. Understanding the collected data through display of similar concepts 

from various statements. 

All data, which relates to every question, ought to be presented and arranged 

systematically. This would enable the investigator to examine any correlations, 

similarities and variations by inserting the data in form of conceptual clusters during 

analysis. 

Displaying of data was utilized descriptively for gaining conceptual coherence 

through collation of items, which related to all research questions. A detailed 

description of data reduction was undertaken (188). 

At this stage, analysis extended to include the interpretation of concepts utilized 

within the research subjects in supporting the statements of respondents through 

provision of reliable evidence.  

 

3  Data drawing and conclusions 

The third phase of Miles & Huberman Model encompasses drawing of data and 

conclusions (1994)(82). The two investigators proposed the application of certain 

points to enable investigators draw conclusions after displaying data in different ways. 

Some ideas for generating meaning from the information utilized in the current 

study was borrowed from their work. Such include: 

1- The identification of any thematic concerns or patterns as well as the 

importance of all statements, particularly if contrasting or similar  

2- Grouping or creating categories of ‘similar data’ 

3- Locating correlations amongst variables and factors 

4- Creating conceptual consistency and coherence that in the end should 

be utilized for exploring the findings validity to facilitate their fitting into the 

study’s theoretical framework.  
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The data display and drawing phases should not be delineated from the 

reduction of data, because they play a complementary. Furthermore, the phases entail 

verification and data drawing (Miles & Huberman 1994) (82). 
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APPENDIX D  

Interview Guideline and approval letter 

D.1 Interview guideline of Long term care policy for elderly in Thailand  
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D.2 Sample letter requesting for approve the Interview guideline 
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D.3 Letter approval the interview guideline – from the 1st  Expert  
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D.4 Letter approval the interview guideline – from the 2nd Expert  
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D.5 Letter approval the interview guideline – from the 3rd  Expert  
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APPENDIX E 

Ethical Consideration 

E.1 Letter to the Ethics Review Committee for Research Involving Human Research 

Subjects, Health Sciences Group, Chulalongkorn University. 
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E.2 Certificate of Approval-Thai 
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E.3 Certificate of Approval-English 
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Dr. Pattaraporn Khongboon was born in Surin Province, Thailand. She did her 

undergraduate work at Sirindhorn School in Surin Province. She received her Bachelor of Nursing 

Science, Faculty of Nursing, Mahidol University in 1996.  During her four years in nursing studies, 

she was introduced to public health. The curriculum exposed her to a broad range of interdisciplinary 

topics and enabled her to experience diverse opportunities in her career. She realized that as a nurse 

she had not enough power to affect change to make patients’ lives better.  

Through a Master degree in the field of Toxicology, Faculty of Science, Mahidol 

University, she had an opportunity to expand her laboratory skills. It provided her a chance to 

experience and to gain in-depth knowledge of what it is like to conduct research (Thesis title: 

Inhibitory effect of piperine on 1,2-dimethyl hydrazine-induced aberrant crypt foci formation in the 
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impact of research which contributes to the advance in science and technology. After graduation in 
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Mahidol Award Foundation under the Royal Patronage until present 
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Consequently, an opportunity to do an internship at the International Health Public Policy (IHPP), 
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consists of several sub-sections. There are big barriers among patients, practitioners and policy-

makers. It is possible to break down barriers through communication and management.  

She completed her Ph.D. in 2015 through the College of Public Health Sciences, 

Chulalongkorn University, with a concentration on health policy and management, her dissertation 
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