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Key messages 1: The higher coverage of skill birth 
attendance, the smaller rich-poor gap
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Key messages 2: health systems matters

• Main outcome of Thai UCS:
• Improved equity in health financing;

• Equitable utilization and pro-poor benefit incidence; 

• Reduced catastrophic health spending and 
protected health impoverishment; 

– Contributing factors: 

• Progressive tax-based financing healthcare;  

• Extensive geographical coverage of health 
services;  

• Comprehensive benefit package, free at point of 
services; 

• Effective strategic purchasing; 

• Embraced by evidence-based policy formulation;
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Empirical evidences 
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Increased utilization, low unmet needs

Prevalence of unmet need OP IP

National average 1.44% 0.4%

CSMBS 0.8% 0.26%

SSS 0.98% 0.2%

UCS 1.61% 0.45%

Source: BMC Public Health 2012; 12: 923
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Total health expenditure, NHA1994-2010

Thailand THE 1994-2010
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Source of finance 1994-2010
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Incidence of catastrophic health spending
OOP>10% total consumption exp.

Source: Analysis of Socio-economic Survey (SES)
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UHC 
achieved 

Protection against health impoverishment
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Sub-national health impoverishment 1996 to 2008
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Contributions to UHC: 
health delivery systems 
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Health workforce statistics southeast Asia
Threshold 2.28 doctors, nurses, midwifes per 1000 population

Source: Kanchanachitra C et al Lancet 2011
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Hospital accreditation status 2003-2012 quality 

incentives offered by NHSO in 2007 
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U5MR versus HSD 1970-2010
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1965 1970 1975 1980 1985 1990 1995 2000 2005

External
brain drain

Rural
development 

HFA/PHC

Economic
boom

Economic
crisis

Ratio doctor density 

Between Bangkok to 

Northeastern region

Economic
recovery

1974 

Rural doctor program

(Rural recruitment and 

hometown placement) 1979

Medical education reform

(PHC base, rural training)

1995 

Collaborative Project to 
increase production 

of rural doctor 300-500 /year

2005 

ODOD project

(one district one 

doctor)

Education strategies: 
increase production and rural recruitment

Source: Noree & Pagaiya, 2011

3 year mandatory rural services to all graduates, non-compliance are 
liable to pay a fine of US$ 10,000 to 50,000 (for ODOD)
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Education strategies: increase % doctors 

working outside Bangkok
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10 years observation of graduates between 2001 and 2007 
[5,578 normal trak and 1,088 CPIRD graduates]  

Retention in MOPH services 
Better among CPIRD than normal track [national entrance 

exam] 
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1965 1970 1975 1980 1985 1990 1995 2000 2005

External
brain drain

Rural
development 

HFA/PHC

Economic
boom

Economic
crisis

Ratio doctor density 

Between Bangkok to 

Northeastern region

Economic
recovery

1975 

Hardship allowance
60-88 USD/mo

1995

Non-private practice
allowance  250 USD/mo

1997 

Increase Hardship allowance

Normal 55 USD/mo

Remote 250 USD/mo
Very remote 500 USD/mo

2005 

Special allowance

>3 yrs work - 125 USD/mo
Southern – 250 USD/mo

Financial incentives 
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1965 1970 1975 1980 1985 1990 1995 2000 2005

External
brain drain

Rural
development 

HFA/PHC

Economic
boom

Economic
crisis

Ratio doctor density 

Between Bangkok to 

Northeastern region

Economic
recovery

1978 

The Rural Doctor Society 

1991

PC level 8
(from 11 levels)

2007

PC level 9
(from 11 levels)

1976 
Best rural doctor award

non-financial incentives: career 

advancement and others 
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Conclusion
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Effective implementations: enabling factors

• Systems design focus on equity and efficiency

• Supply side capacity to deliver services 
– Extensive geographical coverage of functioning PHC 

and district health systems 

– Long-standing policy on government bonding of new 
graduates (doctors, nurses, pharmacists and dentists) 
for rural services since 1972

– Quality improvement:
• Locally initiated, 

• Hospital Accreditation capacity fully institutionalized 
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Effective implementations: enabling factors

• Strong institutional capacities

– Information systems 
• Burden of Disease, National Health Accounts, National Drug Account, 

National AIDS Spending Account, national household datasets for 
routine equity monitoring 

– Health technology assessment capacities 
• HITAP contributions and institutional links 

– Key platforms for evidence informed decisions 
• National Essential Drug List sub-committee 

• Benefit package sub-committee 

– Health systems research 
• Self-reliance, national resources supporting HSR  

• Capacities: evidence generation + policy uptakes 
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Thank you for your attention


