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I. Introduction

Agra pa}t of inupsurge in inferest in income distribution
among individuals or households in recent years, basic health services
seem to be 1nc1uded in a group of effective agents which help redis-
"tribute incone, maklng it more equal or less unequal. The causal rela-
tlonshlps between health andl;ncome and its distribution are mot too
difficﬁlt to'perceive: good health may provide a good form of invest-
meﬁi or aﬁ increase in human capital {(Mashkin [29]) which, in turn,
| helpsincruaselabour or worker s productiv1ty, and finally labour in-
come, Or health services may be seen as providing direct benefits to
health service beneficiaries in the sense that the cost of treatment
in tiﬁgibf illness may be reduced wi#h public:suppqrted health services,
or the expected~treﬁtm§ht_cost is:forégohE ﬁith é}fé;éive preventive
and ﬁiomoéional.ﬁe#ﬁures°”thus savné a pdtieﬁt some~mone}. In short,

LR

the household income dlstrlbut1ona1 problems .can be. helped by provision

of basic healtﬂ ;are by the State

iﬁere are several ways in whicﬁ'baéiéhheaifh‘cére could be
provided to the entire populaticn, The public sector could act as only
secondary health provider, leaving primary health care deliveries in
the hands of the private sector. Or theé State could be more 1nvolved
in health care provision; either it beccmes the magor health prov1der

. itself or facilitates private health sarvices through subs1d12at10n or

Ty



public assistance. Even the extent of public involvement could take
a variety of forms and magnitudes: the State may wish to adopt the
basic need approach where a certain specific standard or standards
of health perceived to be the minimin allowable and then strives to
attain that status. Or it may pursue another varient of health ser-
vices which would provide the pecple with the level of health that will
-permit them to "lead socially and economically productive lives."
. This is a famous, new policy direction of the World Health Organization
called "health for all by the year 2000." In the words of Dr. H. Mahler,
. the Director General of the ‘WHO [Zi; P 3]'the essentihlvéiements to
the attainment of hedith for all include: o

‘ ".....adequate food and housing, with protection

of houses against insects and rodents; water adequate

to permit cleanliness and safe drinking; suitable waste

‘disposal; services for the provision of ante-natal,

natal and post-natal care, including family, planning;

infant and childhood care, including nutritional

support; immunization against.the major infegtions

diseases of childhood; prevention and control of

locally endemic diseases; elementary care of all .age

groups for injury and diseases; and eacy access to

sound and useful information on prevailing health

problems iand the methods of preventing and. controll-

© ing them," ' - h

Whichever‘approach the State has decided to adopt,. it is still
required that all the facts about the existing health system be fully
known before specific policies could be planned, or implemented. The

process may entail the analysis of the present health status or health

conditions of the population, the health delivery system, the access



to health services and all the problems associated with the distribu-
tion of health facilities and pc}sonnel The knowledge of these matters
is partlcularly useful or relevant to the plannlng of health as a

social welfare policy 1nstrument

In Thailand, health is regarded as one of the most important
basic factors of life but has received relatively little attention
from the Government as- an important area of concern. It is also one
of the areas where many are puzzled by its strange phenomena. For
example, the official statistics seems to show that the infont mortality
rate in Thailand is very low. 1nd1cat1ng satlsfactory state of health,
yet life expcctancy stiil seems to be very low, Or, while educat1ona1
services are widespread and popularly acceptable health fac111tles
'seem to be very restr1cted and not so popularly accepted Or despite
be1ng tradltlonally-orlented country, re11ance upon modern medlclne
‘and modern techniques of heallng are also w1de1y accepted and w1despread
These and other features need to be explored as to the1r true chcfac-

teristics and causes before Government 's soc1al p011c1es are sugéested.

The major purpose of this paper, therefore, is to analyze
few salient features of the present health system of Thailand., First,
the health condit%ons of the Thai population will be explored especially
those related to demographic characteristics, nutritional situations,
and mortality and morbidity trends of the population. Secondly, the

delivery system of the present basic health services, that is health




'from the po1nt of view of prov1ders w111 be dlscussed as well as the

rLe

popular access to health services, that is health from the point of
view of TSCEIVBTS.‘ Thlrdly, problems of health de11very and access
will be discussed and a few prospects to improved health care system
will also be mentiomed. And, finally, some policy recommendations re-
garding the aforementioned issues will be discussed in the hope that
they would help. toward formulating government policies particularly

in. the area of health services as a basic need.

g

The plan of the paper strlctly follows the outline mentioned

above In Chapter 11 whlch follows 1mmed1ate1y, aggregate health

R R

condltlons of Tha1 households and 1nd1v1dua15 are analyzed Chapter

III d1scusses access to health services, dellvery systems, and health

dlstrlbutlon characterlstlcs whereas Chapter IV discusses prohlems

of health service ut1llzat1on malnly in the rural areas, and presents

some new innovatlons about 1ntegrated primary health eare de11very

system, Flnally, Chapter A summarlzes the main olscu551on and con-

clusions and offers few pohcy recommendations,



ITI. Aggregate Health Conditions in Thailand

There are several ways in ﬁﬁich health conéition; éf a
nation could be assessed. First, they can be assessed tﬁrough status and
charges in demographic characteristics of its population: How many were
born alive at any one time? How many died before they reached oné-yéar
of age? Has the general death rate been declining? What is the life ex-
pectancy of a child at birth? And so on. Secondly, they can be assessed
through nutritional adequacy of the general population: !ave they received,
or were they able to receive, adequate nutrients - through their usual
food consumption? And finally, such health conditions could be measured
through the incidence of ill-health expressed in such indicators as the
extent and frequency of illness of the population, the subsequent loss of
working time due to that illness, and the severity of the types of illness
or death suffered by the people as a whole or in a particular region, loca-
tion or occupation. In what follows we will examine the demographic charac-
teristics, the putritional characteristics, and the incidéncé'bf'iil-bealth
of the Thai households or population the result of whi¢h should provide

us with the overall picture of health conditions in Thailand at present.

Demographic Characteristics

By demographic characteristics of a community is meant the in-
formation relating the birth, death, fertility, domicility, migration and
"-other similar aS?ects of its population, "ut here we will only be con-
cerned gbout those charictovistics :ssociatod with birth and déath as these

human”phenomena do reflect the ~7fuc: of nealth conditions in the sense



that birth could be facilitated or controlled when necessary, and life ex-
pectancy could be increased or death reduced by improved health and medical

advancement ,

The vital statistics of Thailand are collected and published by
Division of Public Fealth Statistics (DPHS), Office of the Under-Secretary
of State, Ministry of Public Mealth. The stages in which such information
on birth and death have gone through before it reaches the Division of
Public Health Statistics are as follows: First, when there is birth, death
or stillbirth in any area, the head of the household or his representative
must, by law, register such vital event with the local registfar. In the
‘municipal area, this registrar is the Municipal Registrar, whereas‘in the
non-municipal area, he is the Kamnan or tambon headman. The time allowed
for such registration is 15 days for birth and 24 hours for death or still-
birth. These registrars will then fill out birth, death, or stillbirth
certificates as the case may be, each of which has three parts, except
stillbirth certificate which has two parts, and then give one paft to the
inférmant for use as evidence of registration (only for birth and death),
keep.one part for use in local registration record, and send the last part
to the provincial chief medical officer who will then record and forward
all the certificates to the Division of Public Health Statistics on a

monthly basis,

However, the official vital statistics published by the Division
of Public Mealth Statistics cannot be regorded as presenting the true

picture of birth and death events in Thailand hecause of the existence of



widespread non-registration on the part of hou§eholds, particularly in
the rural areas. Accepting these statistics at face value, as many
research and planning institutes such as the.NESDB{}z] has done, could
be most misleading. This problem and extent of under-registration,
although generally suspected to be prevalent, was quantitatively disco-
vered through two surveys of population change by the National Statistical
Office {NSO) in 1964-1967 and agaih in 1974-1975 fNSO{B3] which showed
that the extent of understatement of official vital statistics_éué to
household non-reporting ranges from about 15 percent for overall‘death
to about 60 percent for death of infﬁnts below one-year of age. Taﬁle
II-1 shows the extent of thlS understatement as _percentages between the
off1c1a11y recorded ;;tal statistics and the surveyed vital stat1st1cs
which are here assumed to represent the true birth and death of the

population, . o e e

There are many reasons for the failure in the non-repoitiné of
birth or death on the part of households. From the survey by the NSO,
the majority of the non-reporters {over 60 ﬁérééﬁi)_simply ignored the
‘reporting procedures; a small number (about 27 ﬁércent)'ﬁbuld say fﬁey
were too busy to report or thought that it was not an important matter,
and an even much smaller number would cité the loss of:non-pdsseSsion
of household registration records as the reason for non-reporting. The
rate of non-reporting for infant death is shown to be much higher than
other death because if the child is dead before his birth is reported
(which may have already beeﬁ delayed), then the parents will do nothing,
that is reporting neither birth nor death, So, it is not surprising to

see that the infant mortality rates given in the official statistics for



Table II-1: Extent of Understatement of Officially Recorded Vital
| Statistics Due to Non-registration Expressed as .
Percentages of Recorded Data to Surveyed Data

Total Male - Female
Birth
1965 . 62.5 65.2 | 60.0
1975 | © 59.4 57.9  61.4
Death
1965 : 84.4  s4.2 84,6
1975 - 69.9 71.1 68,5

Sour;e: DPHS [_6], and NSO.ESSE.

1965 and 1975 (31.2 and 26.0, respectively) (DPHS 6, p. 199 ) are lower than

the same 1nfant mortality rates obtained from the populatxon change surveys
by - the NSD for th;‘éame periods (84 3 for 1965 and 56.3 for 1975) (NSO

33 p 26;) by almost 63 percent and 54 percent, respectively. Also,
one 1nterest1ng feature that can br‘seen from Table I1-1 is that in the period
of 10 years between 1965 ﬂnd 1875 thls _extent of under regxstratlon seems
.to increase rather than decllne Thls is rather disturbing as one would

expect these civic dutles of blrth 1nd dnath reportlnp to go up with

economic develonment 1nsteﬂd of Falllnp down

o' Oi the .basis of undérstatément of data discussed abdvc, 3&just~
‘ments:were made to the officially vwuklished data on crude birth raté’ (CBR),



crude death rate (CDR), natural rate of population increase (NRP), and

infant mortality rate (IMR), the results of which are shown in Table II-2.

Table II-2 shows not only our adjusted vital statistics, but

also official figures for comparison purpose. For crude birth rate, the
adjusted figures are quite close to official figures in‘the earlier periods
under consideration, but then the differences increase in later years as

3 result of the increase in the rate of Jﬂéer?registration: The same is
true for death rate although thé.extent Qf under-fegistratioﬁ i;\Q;ea;er
here than the birth rate. Pecause of this, the adjusted natural ra;ésnof
population growth appear to be consistently Iargef than the official rates,
For example, the adjusted NRP for 1975 is estimated as 28.2 compared to
22.5 in the official statistics for the same year. If this‘difference is

accurate, then it could mean that the rate of population growth does not

decrease as much or as fast as many people believed.

Regarding the IMR, the adjusted rates are much larger than the
official rates, but the rate of decline in infant mortalitx-according to
adjusted data from 1965 to 1975 (from 84.3 to 56.3) is much higher than
the same rate of decline in the official figures (from 31.2 to 26.0). In
fact the adjusted rate of decline of IMR is gxactly Soﬁpercent more than
| the official rate between 1965 and 1975, Tﬁig is goqd; but nonethelgss

the rate of 56.3 in 1975 is obviously too high.

The results of the population change surveys in 1965 and 1975
by NS0 .also show these vital statistics by different regions of Thailand

as shown in Table II-3. From Table TI-3, it is interesting to note that,
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Table 1I-2: Adjusted Crude Rirth Rates, Crude Death Rates, Matural Rates
of Population Growth, and Infant Mortality Rate, Whole Kingdom,
1965-1975, and Comparison with Official Rates.

vear Adjusted | Official |

CBR CDR NRP | THR CRR CDR NRP IR
1965 42.2 | 10.8 31.4 84.3 36.6 7.1 29.5 31.2
1966 33.6 12,2 27.4 89,7 35.0 7.6 27.4 33.5
1967 | 40.4 | 116 | 28.8 | 72.8 | 35.0 7.2 | 27.8 | 27.9
1968 | 43.1 | 11.5 | 31.6 | 8.1 | 36.6 7.1 | 205 | 26.5
1960 | 40.3 | 11.8 | 28.5 | e5.4 | 33.6 7.2 | 26.4 | 26.2
1970 40-2 10.6 :29,6 62.5 33.1 6.5 26.6 25.5
1971 | 42.7 | 10.5 | 32.2 | s3.6 | 34.3 6.4 | 27.9 | 22.5
1972 | 41.2 | 11.2 | 30.0 | 2.7 | 32.5 6.8 | 25.7 | 27.0
1973 | 40.1 | 10.6 | 29.5 | ss.a | 1.0 6.4 | 246 | 25.7
1974 | 40.3 | 1006 | 29.7 | s7.8 | 30.6 | 6.4 | 26.2 | 26.1
1975 | 370 | 8.9 | 281 | se.3 ! 28.4 i 5.9 | 22.5 | 26.0

a i | s

Source:  DPHS [6); Nso (33,

for birth rate, the Northern region has exprienced a treﬁendous reduction
from 43.7'pef 100b population in 1965 to 26.6 in 1975 wﬂiéh ié.the lowest
of all regions in the codnfry. But whereas its CBR is lowést in 1975, the
CDR and IMR in the North are still highest among all other regions, If
this trend continues, we-can expect a relative decline in population growth

in the North in the near future. Along witbh the Northern region, we see



Table II-3:

11

Crude Birth Rate, Crude Death Rate, and Infant Mortality PRate

Obtained from Population Change Surveys, 1965 and 1975, by

Region and “Whole Xingdom.

CPR CDR IMR
1965 1975 1965 1975 1965 1975
"hole Kinpdom 42.2 37.0 10.8 8.9 84.3 56.3 .
North 43.7 26.6 12.4 10.3 96.5 96.0
Northeast 43.5 45.0 11.4 10.0 83.4 54.4
Center 39.7 34.1 10.4 6.8 94.0 9.5
South 40.9 41.4 8.6 10.3 48.5 60.4
Bangkok - 32.6 - 4.3 L 31.0
Urban 29.9 39,1 5.6 6.2 67.6 10.3
Rural 43.2 36.7 11.3 9.3 85.5 - 63.9

Source: NSO {?3}

CRR of the Central region fall slightly in 1075 but this is more than

compensated by a fall in CDR in 1975 as compared to 1965. In the Northeast,

CBR increased slightly betweenllgﬁs and 1975 thus makes it the region with

the highest birth rate in the country, but it interesting to point out also

-

that IMR for this region in 1975 (54.4) is also one of the lowest in the

country, and lower than the North by almost -zl1f. Of course this could be

attributable to even sreater rate of non-registration. If not, then it

could mean that, deépite their low income and hardy economic conditions,
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the Northeasterners are ouite sturdy people.

Tt .

It is often useful to compare our demograhpic charactefistics
with those of other countries to see how we fare in these aspects of health
conditions. Although there are dangers involved in such comparison because
the data may not be compatible or are not of the same quality, it still
give somc idea as to the relative improvewent in the health conditions.

Such comparison is shown in Table 1I-4.

From the above information regarding major demographic characteris-
tics of Thai population, it can be concluded in general that the health
conditions in Thailand, insofar as tﬁéy have regigcted through these birth
and death rates, have definitely improved. Put the rate of improvement
is still slow as the demographic status of the Thai people at present are
still far behind other countries. Pesides, there are urgent need for im-
proved system of vital statistics collection which seems to lag behind

economic development in general.

Nutritional Characteristics

Good health must require, among other things, eating food with
adeguate nutritioﬁal valué. In order to know whether an individual is
receiying adequatq nut;ients from his food, 2 nutritionist must first de-
cide_the staﬁdard against which the adequacy of thot individual's food
plan would be judged, In Thailand, scveral such mutritional standards
have heen aﬁtémpteﬁ, bgt perhaps the most authoritative standard has been
the one formulatod by Division of Nutrition, Denartment of Health, Ministry

of Public Pealth. 37 . From the list of basic nutritional substances
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Table II-4: : Comparison of Some Major Demographic Indicators between

Thailand and Some Countries.

Life Expectancy .

Country CRR CDR IMR T F
Thailand 1965 42,2 10.9 84.3 55.9 62.0
1975 37.0 8.9 56.3 57.8 63.7
USA 1975 14.8 8.9 16.7 68.7 76.5
Japan 1975 17.2 6.4 10.0 72.2 77.4
S. Kprea 1970-75 28.8 8.0 - 63.0 67.0 (1970)
Philippines 1%70-75 4%.8 10.5 58.9 56.9 60.0
Malaysia . 1975 31.4 6.4 35.4 65.0 | 70.3
Singapore 1975 17.8 5.1 13.9 65.1 70.0
Indonesia  1970-75 42.9 : 16.9 125.0 47.5 47.5
! !
Source: UN. Demographic Yearbook, 1976; UM, Stafistical Yearbook, 1977.

which a typical Thai classified by age, weicht, and sex must consume in

a day in order to receive adequate nutritional values, one can prepare an

average nutritional plan for an averace Thai which can be used for the

purpose of overall evaluation of national nutritional adegmacy. One of

such plans is presented in Table II-5.

L Table II-5 must be examinzd and interpreted with care.

First,

there is no absolute sanctitv in the recommended amount of nutrients that

an average Thai should nced in a day: Second, the actual intake obtained
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Table II-5: Reauirements of Mutrients for -An Average.Thai, 1972 and.
Actual Intake from Sample Surveys
X - Amount Recommended | Actual Intake from S s
: * ) Nef .
Nutrients per Capita per Day Sample Surveys Percent Deficient
Calories 1915 1745 g.1
Protean 37.6 gm, A6.7 gm. -
Calcium 484.0 mg. n.a. -
Iron 3.5 mg. 18.0 mg. -
Vitamin A 1988 I1.U, 1781 I.U. 10.0
Vitamin P1 0.8 mg. 0,42 mg. 47.5
Vitamin Bz 1.1 mg. .0.54 mg. 48.8
Niacin 12.6 mg. n.a -
Vitamin C 27.0 mg. n.a -
Source: NESDR [31].

from the results of various nutritional surveys can at best be regarded

as indicative rather than definitive because the samples were small and

the surveys were carried out at different periods, some almost 10 yeérs

before. As regards the actual daily caloric intake which‘ﬁés obtained f

from a survey back in 1962 shows a deficiency of about 9.1 percent, It

is most likely that this dificiency must have been remedied through improved

diet in 1972. The same must he true for vitamin A deficiency; hut for

vitamins Bl and B?, the casual corservations of the nresent situations do

not lend support to any reversal of the showm result,

It is still very
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apparent that the populatien in the rural areas are still suffering from
beri-beri and angular lesions in great number as a result of vitamin-R
deficiency. As for iron intake, the result seems to indicate that there
is no deficiency from nutritional habit, but the prevalence of paréSitic
infestationof the people in the rural areds has caused them to become

anemic also in great number.

Perhaps it is not entirely appropriate to survey the ordinary
food intake of an ordinary adult because in Thailand,'food-eating habit
changes often with changes in sﬁrgpunding circumstances and certain specific
groups of people, namely infants, preéscﬁool children, pregnant women and
nursing mothers are more susceptible to nﬁtritional deficiencies than
ordinary people. Take pregnant women and nursing mothers for example,
the food habits in various locations throughout the country dictate that
they must refrain from Pating certain foods during pregnanéy or the first
fou months after birth delivery on the belief that such foodﬁ'will quome
toxic for them during these particular periods. And it so happens t%at
mosf of these ”festricted" foods ars indéed very rutritious and should be
encouraged rather than restricted. For cxample many nﬁrsing mothers in
the rural Northeast would not eat beef or cgps and a host of other foods
and vegetables. As the list of restricted foods may become very large,
in fact too large to remember, many women will avoid the selection and
resort to eating very simple foods éuch as plain rice witﬁ salt or fish
sauce which obviously is not very nutritious. As z result, the infant
whose main source of diet is his mother's milk will also receive inadequate

nutrition. HMoreover, feeding practices in the rural areus often do rot
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require supplementary diet for small children except perhaps rice and banana.
As such, the growth of the cbild is often stunted “oth physically and in-
tellectﬁally. Preferences for many raw or half-cooked foods and the

habit of eating with unwashed hand also contribute to the spread of
parasitic infostation which 2ffects the absorption of nutrients in the

stomachs, as mentioned carlier.

One other approach to find out the-proportion of Thai population
suffering from nutritional inadequacy is by conVerting the minimum nutri-
tional féquirements such as those given in Table II-5 above into a typical
food bhasket and then éompute thé minéﬁﬁm costs of that typical food basket.
.If this amount of expenditure needed by an average person or household to
purchase food having adequate nutritional values is less than the average
actual food expendifure by a person or family, then nutritional inadequacy
dqes not occur. If not, then there is reason to believe that some forms

of malnutrition do exist in Thqiland.

Table II-6 shows a typical, well-balanced, food basket which
meets minimum nutritional requirement when consumed. DRy multi?iying‘the
quantity of these food items ky their averses prices shown in Table 11-7
and adding up what results is ths minimum food expenditure which will
satisfy average nutritional rcavirements. An experiment with the 1975
prices  in each different repion results in a series of miﬁimum expéndi—
tures necessary to acquire food with nutritional adequacy. When these
minimum experditures are comparad to actual food exnenditures per person

- in different regions one can immedistely see whether such actual expenditures
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Table IT-6: Typical, "ell-balanced, Basket of Food Which Satisfies

Minimum Daily Mutritional Requirements for an Average

Thai, 1975.

Food Item Amount {gm.)
Rice 340
Fish 18
Poultry 17
Beef . 16
Pork | 23
Epg ’ 27
Dry bean _ - 15
Green Vegetables : 100
Other Vegetables 200

~ Fruits 200
Lard 15
Vegetable Cil ’ . 15

Source: NESDE [3,p. 100].

were sufficient to cover the basic minimum food requirements, The dif-
ference between these two sets of expenditures could then be construed as
the extent of malnutrition ip the country. Such comparison is shown in

Table 11-8.

It is apparent from Tahle II-8 that the extent of malnutrition
in Thailand in 1975 was estimated at 30,8 percent for the whole kingdom

but, as expected, was much more pronounced in the Northeast (42.1 percent)
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Table II-7. Average Food Prices in 1975, by Region

I'mit: BRaht/Kg.

Food Items North | Northeast | Center | South Rangkok
Rice and cereals 4.41 1.32 4.51 4.54 4.41
Foultry and meat 24.29 24,64 26.17 26,41 30.00
Fish 19.53 19,92 16.37 16,44 17.81
Fpgs 21.06 20,97 19.33 19.33 20.61
Vegetables and Fruits 7.70 7.00 7.26 6.56 8.04
0ils and fats 21.43 22.51 ¢ 20.90 23.59 23.00
Sugar and sweet 5.80 ' 5.63 5.22 5.81 |  5.15

[ i ! , f

Source: computed from primary data obtained from the Department of

Business Economics, Ministry of Commerce,.

and in the North (37.7 percént). By our method, Bangkok has smallest

percentage of malnutrition (10.3 percent), What lent credence to this
technique of estimation is that the severity of nutritional deficiencies
seems to conform to our general understanding of economic conditions of
gach region, that is to say, most severe in the Northeast which is the
poorest region, then the North, South, Center, and Bangkok in descend-

ing severity,
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Table II-8: Comparison Between Minimum or Nutritionally Adequate
Food Expenditures and Actual Food Expenditures, and
the Presumed Extent of Malnutrition, by Regions, 1975,
Minimum .
Region Recommended gctuaé.Food Percen;agf 2e§;g1ency
Food Expenditures | . xpenditures or nutrition
North - 1241 773 (5.0)2 37.7
Mortheast 1403 813 (5.9) 42.1
Center 12598 1032 (5.2) 18.0
South 1245 901 (5.3) 27.6
- Bangkok 1499 1345 (5.7) 10.3
whole ¥ingdom 1335 924 (5.5) 30.8
|
Note: anumber in parenthesis is size of household.
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Incidence of Il1l-health

Having dealt with somewhat indirect aspects of health conditicns
in terms of demographic and nutritional cheracteristics of the population,
we now turn to mére direcf aspects of health conditions, that is to consi-
der the incidence of ill-health of the Thai population. T@e definition
of ill—health inéludes both ﬁortality and morbidity of general population
due to various kinds of diseases and afflictions. ¥ith regard to mortality
situations, the points of concern are the sipnificance of the causes of
death, but with regard to morbidity situations, what is of concerned is
the oprortunity cost of illness in terms of time "loss as well as producti-
vity loss. Any improvement in health conditions must be measured in

changes in certain causes of death and the reduction in time and producti-

vity losses.
a) Mortality situations.

Table II-9 presents the rate of deaths per 100,000 population
of all ages by ten major known causes of death in 1971, 1973, and 1975,
The purpose of this table is to show the mortality situations in Thailand
between 1971 and 1975 and sorme tendencies for changes in major causes of
death during these 5 years. WYith the exéeption of deaths by old-age and
by other ill-defined conditions which constitute the largest bulk in the
"others” category, deaths by accidents, poisoning and violence seem to be
leading, and rising, causes of «d-aths betweer 1971 and 1975, Incidentally,

death by homicide failed to get listzd in Tabkle 11-9 but which is very
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Table 1I-9: Deaths of All Agés by;Causeé of Death, 1971, 1973, and 1975

Death Rate per 100,000 Populdtion

Causes of Death 1071 1973 1975
' Total | 1020.2 |1014.3 | 936.2
1. Accidents, poisoning & violence 43.5 50.8 54,0
2. Diseases of the heart ' 32.1 30.2 25.8
3. Tuberculosis of respiratory system 31.n 27.2 26.1
4. Diarchocal diseases 3C.1 30.4 25.8
5. Pneumonia 24.0 26.2 29.4
6. Malaria , 1.8 22,7 22.9
7. Malignant neoplasm, all forms 19.8 26.1 29.3
8. Avitaminosis and nutritional
maladjustments 13.5 ;O'Z 6.1
o. D}seases of pregnancy, child- - 10.4 s 8.2 7.0
birth and puerperium
10. Diseasing stomach § duodenum 11.8 9.8
11. Others i 795.6 | 770.3 | €99.7
j |
| |

Source: PH, (6]

significant in terms of its large size (about 46.8 per 100,000 population
in 1975). However, we should he concerned ahout health-related deaths.
Those causcs of death which show declinine tendencies are diseases of the

heart; pulmonary tuberculosis: avitaminosis and nutritional maladjustment;
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and diseases of pregnancy, childbirth, and puerperium. And those causes
which show rising tendencies include all forms of concer, pneumonia, aﬁd
malaria. Death by malaria_hés.been increasing quite rapidly since the
latter part of 1960's after it had been controlled at fairiy low level
during the late 1950'5 and early 1960's., This upsurge in death by malaria
must be explained in part by the rapid openning of forest reserves for

agricultural expansion starting from late 1960's.

As for deaths by pneumonia and diarrheal diseases, Table 1I-9
does not present the whole picture. These two major diseases should be
grouped with larger groups of diseases, namely, diseases of the respiratory
éract and diseases of the digestive system. Reclassifying them this way,

these two grouns of diseases become the two most significant causes of

death in Thailand, as we can see a new mortality situation below:

Death per 100000 population by 1971 1973 . 1975
Diseases of respiratory tract 86.5 94.7 295.1
Disease of digestive system 67.4 73.7 72.4

An unusually large number of death by acute respiratory infections had
caused the total death by diseases of respiratory tract to jump consi-
derably in 1975. But even if this is discounted, deaths by this group of

diseases still show a distinct sign of increase.
5) Morhidity <ituations

Two asnects of meorbidity situations will he of concern here.

First, the rate at which n number of people in the country become ill at
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any one period of time could be use as an indication of health or healthiness
of the population. Second, more exact morﬁidity conditions are measured

by the number of inpatient discharges from various health institutions

after being treated for all kinds of diseases or afflictions (including
normzal birth delivery), plus the:number of out patient visits and times

of illness of the entire population.

Information on number of persons who reported ill during any
period of time is obtaihed from the survey of utilizaﬁion of health per-
sonnel and medical care expenditures of the population conducted by the
Ministry of Public Health in corraboration with the Institute of Population
and Social Research, Chulalongkorn University and Faculty of Public Héalth,
Mahidol University, in 1970. This survey, better known as the National
Health Survey, 1970, interviewed almost 4000 households or almost 24,000
individuals throughout the country. 1In one part of the survey, respondents
were asked whether they became i1l during the month before the interview,
and if so, how many time they were ill. The results of this question are

reported in Table I1-10,

Table II-10 classifies respondents by.region and by location
(urban or rural area). It is clearly scen that there were some differences
among the incidence of illness across regions and locations.ﬁu}or;the whole
kingdom, the rate of number of people reporting ill within one month was
14,9 percent of total population (blown up from surveyed population}, and
a little higher (16.5 percent) with regard to the number of .time of ill-

ness per total population. One striking feature of the survey result is
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Table 11-10: Number of Population Reported Tl11 and Frequency of Illness
- Within One Honth, and the Rates per 1,000 Population, by
Region, 1970.

. No. of Population Frequency of

. Reported I11 in Illness in

Region and Location Population One Month One Month

Samnle ‘
* Rate per Rate Per
No. 1000 No. 1000
North : Urban 569 142 147 154 15¢
Rural 2074 . 259 125 291 . 140
All 3043 - 401 132 445 146
Northeast : Urban _ 1203 184 157 203 169
Rural 3105 389 125 415 134
All 4308 573 | 133 618 | 143
Central :  Urban 1975 | 312 | 158 - 382 193
Rural 3919 658 | 168 826 211
All 5894 970 165 1208 205
South : Urban 380 163 | 185 184 200
Rural 1742 338 194 389 220
All 26272 i 501 191 573 219
: .

Bangkok 7922 ilOS? 137 1094 138
Whole Kingdom ! 27783 13532 | 140 3933 | 165

Source: MOPH le].

that rural population in the North and the Northeast reported the smallest

number of illness whilc those in the South and the Center the highest.
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This seems odd in the sense that people in the rural North and the
Northeast whdhafe generally poorer than their éouﬂfefparts in the South
and Center would be expected to become ill more frequently. Apparently
this reasoning is not valid if the survey result is to be acééfté&; if
there was no unusﬁal underreporting in the North and the Northeast, the
above phenomena could indicate that people in the North and the Northeast
are hardier and healthier than those in the rest of the country.'-This
point was confirmed again by Table II-11 which shows the disabléd“days
due to illnesses by individuals in each of the four regions. Population
in the North and the Northeast ha& lower disabled days when they‘Became
i1l than population in the Center and the South. However, th157§;u1d

equally mean that they were too poor to afford a rest when they became ill.

On the incidence of illness by type of diseases or afflictionms,
data were available from "Base Year Data and Background Information for
‘Na;iOnal Health Programming: Thailand, January-February, 1975," prepared
by the Ministry of Public Health, Morbidity rates from this data source

are presented in Table II-12,

Strictly speaking, Table I1-12 which shows the morbidity rates
measured in terﬁs of inpatient discharges and outpatient visits and
number of times of illness for the year 1972 is not very useful because
it does not telllﬁs how morbidity rates have changed from one period to
another since thése data were available for only one year. . But certainly
these base.year data would be very useful as a benchmark or referenée

upon which future changes in morbidity rates would be compared,
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Tablé TI-11: Nuﬁbér'of-ﬁays Lost Due to Illnesses in One Month
per: 1000 Population '

Raté per 1000 Population _
- Urban Rural Region
| Noxrth ‘ 350 380 370
Northeast | 430 484 ‘ 469 - Lo
| Center - 452 556 : 521
i South | | 215 490, 398

Source: HPD [12].

From Table II-12 we can see that the largest number of popula-
tion were afflicted by respiratory tract infections morc than any other
diseases. This is more or lgss consistent with the mortality rate of this
group of diseases as discussed earlier. Another salient feature of morbi-
.dity situations in 1972 was the prevalence of infections and parasitic
water-and food-borne diseases which was the second largest type of diseases
from which the pebple were suffering. Eépeciéily for parésific infestation
in human beings, this type of 111-health was 56 prévéleﬁ;“fhat almos£ ;*o
out of three persons in the rural arcas selected atiraﬁdomzaoﬁld be‘aéfected
by some’ kinds of werms. This facer is cenfirmed by most heélth sufvéfs in

~all &rea of the country, foy @xamﬁ1e, éfinopﬁakuﬁ and Jiradi£'[4811
reported that the positive ratosg oF pardsitic iﬁfesta%ioné'in Thailaﬂd

in 1974 are 46.0%, 61.5%, 71.0% an’ ¥5.7% in the Central, Northeastern,
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Table II-12: Morbidity Situations by Type of Diseases or Affliction,

Whole Kingdom, 1972

Morbidity
Inpatient Outpatient
Type of Diseases or Afflictions Discharge Visits -
Rate Rate
No., Per No. Per
(000) 1000 (000) 1000
Pop.- Pop.
1. Accidents 134.,7 (3.49 2649.,3 68.68
2, Complications of pregnancy
and puerperium 150.3 [3.90 1753.6 45.46
3. Normal delivery 154.7 14,01
Infection and water and food : '
borne diseases 111.4 |2.89 19440,9 244,73
5. Infection vector borne diseases 56.3 |1,46 1192,1 30,90
6. Respiratory tract infection 117.2 13,04 32810.7 850.52
7. Infectious diseases controllable - :
by immunization 32,2 {0,83 168.3 4,36
8. Other infectious diseases 18.8 0,49 823.9 21,36
9. Diseases due to nutritional _ .
deficiency 27.7 0,72 3498,6 90.69
10. Chronic degenerative diseases 1148 1{2.98 3122,0 80.93
11, Diseases associated with stress
and mental disorder 50.6 |1.31 2206.4 57.19
12, Diseases of skin i5,1 |0.39 1499.9 38.88
13, Dental diseases 1.0 (0.03 2193.4 56.86
14, Congenital anomalies,handicaps,
and rehabilitative diseases 7.7 (0.20 157.5 4,08
15. Other diseases requiring
medical care 157.1 14,07 24180.3 626.81

Source: HPD LIO].

-
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Northern, and Southern regions, respectively.
Conclusion

In this chapter, we have discussed the health conditions of the

Thai individuals or households for which we have found that indices of
health may not be.éo favourable as many may be led to bhelieve. True, the
~ health conditions have improved considerably in the last one or two decades,
for example, the death rates were falling rapidly, as were infant mortality
rates, and life expectancfseemS'to rise all the time, but certainrhealth
. indicators such a§ the infant mortality rates referred to above were still
toc large at presentl The?e are still widespread malnutrition or nutriticnal
ﬁroblems throughout the coﬁntry particularly in the North and the Northeast.
.The incidence of ill;healtﬁ was still prevalent with the type of diseases
which could be controlled by change ‘of habits;.immﬁnizations, énstanita-

tion, all of which tﬁere.are still rocm for improvement. In the next’
Chapter, popular access to health services will be analyzed to see whether

such aceess is difficult or whether the basic health services'are fully

utilized.
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111, Access to Health Services

The existing health conditions described in the last chapter
could be regarded as a benchmark upon which the present or future health
services could attempt to improVé. Such health status could be both the
cause. and the outcome of the access to health services by the people,
that is to say, many people were too severély afflicted by illnesses
because they could not get access to health services, or on the contrary,
existing poor health conditions demand that present health caré adﬁiﬁis-
tration be ‘improved to provide better access. In this sectioﬁ, we 5ha11
discuss the health care delivery system, the distribution of health
personnel, public expenditures on health services, the health benefits
that accrue to~certain income groups, all of which implf-the efficacy

or the deficiency of the access to health services in Thailand at present.

Health Care Delivery Systems

The delivery of health services to the population at large
are taken ué by both public agencies and private organizations. In
the following acbouﬁt, the delivery systems by public agencies and pri-

vate organizations will be discussed in turn.

Public Agencies

Government's agencies which provide health care in various
forms include Ministry of Public Health, health-related departments or

organizations in other ministries, some state enterprises, local
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governments and official or semi-official mobile medical units.
a} Ministry of Public Health (MOPH)

The largest health provider in Thailand, the MOPH oversees
a widespread network of hospitals and rural health centers reaching out
to all 72 provinces, to over half of the 570 districts of the country,
about 60% of the sub-districts and almost 10% of the villages. In
principle, it has the major responsibility of taking care of health
problems of any Thai citizen. The Ministry, which is éitﬁatad in Bangkok,

is organized into six major components as follows (see Figure II-1):

1. The Office of Under-Secretary of State for Public Health
has 18 divisions, and coordinates the work of five departments within
the ministry. In addition, it directly administers, supervises, and

controls provincial health care systeh.

2, The Department of Medical Services provides ﬁart of the
medical care to the Bangkok Metropolis in the form of specific and

general hospitals, and psychiatric services for the whole country.

3. The Department of Health with its eight technical diviéions
dealing with dental health, rural water supply, nu;ritjoq, sanitation,
family health, school health, environmental health and occupatioﬁal health,
provi@es a variety of support for ministry programs relafing to the en-

vironment and population.
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4, The Department of Communicable Disease Control is respon-
sible for the control of venerea. diseases, malaria, filariasis, leprosy,
tuberculosis and general communicable diseases. It also operates specia-

lized hospitals for leprosy, tuberculosis, and infectious diseases.

5. The Department of Medical Sciences is responsible for

laboratory research and services.

6. The Office of Food and Drug Committee deals with the quality
control of cosmetics, drugs, psychotropic substances, and food and

beverages.

At the provincial level, norﬁal health care facilities can be
divided:into five classes (see Figure 11-2)}, The smallest unit of health
facilities is.fhelmidwifery center where one government midwife is res-
“:pgnsibig for matérnal and child health, family planning,andVgenerai
health sefv;cés. This midwifery center is supposed to servé a village
with an immediate ﬁopulation of at least 500 to 1000, In the area where
tﬁe population is 5000 to 10,000 the midwifery center will be upgraded
to a (formerly second-éléss) health center having at least a male junior
health worker in addition to the midwife, and offering more services than
the midwifery center, such as sanitary work, communicable disease control
and minor medical care. Service area of a health center normally covers
a subdistrict or tambon, If this health center is located in fhe district

seat, its administration will be handled by a district health officer
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Figure 2: Current Ministry of Public Health Facilities at the
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who will have a larger staff than ordinary health center and also pro-

vide services for a larger number of patients,

In about half of the districts, the health facilities are
available in the forms of district hospitals and medical and hezlth
service centers, The difference between these two types of facilities
is that a medical and health service center is usually smaller and is
waiting for the assignment of a medical doctor, after which it is up-
grade@:to a district hospital. Even if it is a medical and health
serﬁice‘center, its health staff is qﬁite cbmplete having, at a minimum,
usually one or two nurses, two junior health workers, two nurse aides,
midwives, and a labpratory technician. At least 10 beds are also avail-

able for inpatients.

At the peak of provincial health system is the proviﬁcial
hospital which is usually a large institution offering the most exten-
sive medical services in the province, The general administration of
the provincial hospifal and its sister imstitution, the provincial health
office, is in the hands of the Provincial Chief Medical Officer who is
directly responsible to the Under-Secretary of the State in the Ministry
of Public Health as well as to the Provincial Governor, Although the
Provinecial Chief Medical Officer is officially in charge of both tﬁe
proviﬁcial hosﬁital and rural health center network, there has tradi-
tionally been a clear separation between the former which provides pre-

dominantly curative care, and the latter which is responsible for the



35

network of rural health. centers, providing some curative but mostly pre-
ventiive services, Provinces are also grouped into nine health regions
each of which has at least one regional hospital, Figure III-3 éﬁ;;g"
the provincial health care organization in relation to overall provincial

administration.
b) Other Govermment's Organizations.

Health services are also provided through a network of
university hospitals which are under the jurisdiction of State University
Bureau, Ministry of Defence operates several hospitals which are also
open to the general public. Similarly, the Police Department in the
Ministry of Interior has its own hospital in Bangkok whose services are
also available to the general public. In Bangkok Metropolis, the Bangkok
Metrdpolitén Administration maintains a vast network of general hospitals
and health centers. Notice, however, that except for one or two
university hospitals, most hospiiaié and health centers referred to

above are situated in Bangkok Metropolitan Area.
o

In sﬁpport of‘these mainly curative health services, certain
preventive and promotive health services such as immumization services,
maternal and child services, family planning, health education and nutri-
tion programs are also offerred by the above organizations. Activities
of some of the Government's departments may not be classified as healéh
services, but they could certainly be conceived as health-related. For

exampie, the Department of Labour enforces that part of labour law which
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deals with avoidance of occupational health hazards; the Department of
Industrial Plants has a part in the protection of environmental pollu-
tion by industrial firms, the same may as what the Office of National

Environment Board may be doing on a larger scale, and so on,
c) State Enterprises

Few of the larger state enterprises in Thai;hnd such as
the State Railways, the Port Authority and the Tobacco Monopoly, have
their own general hospitals for their employes and, whenever possible,
the general public. Again, all these hospitals are located in Bangkok.
One state enterprise which provides neither direct curative nor preven-
tive services, but has a unique contribution to health care in Thailand,
is the Government Phgrmaceutical Organization (GPO), This state enter-
prise produces several pharmaceuticals and biclogicals and is the offi-
cial-sppplier of almost half of these products used by public hospitals

throughout the country.

d) Official or Semi-official Mobile Health Units

Until 1976, one of the major functions of the Office for
Accelerated Rural Development attached to the Ministry of Interior was
to prbvi&e medical-and.health services to remote areas in the North
and ﬁortheast. This was carried out through mobile health units under
close cooperation with medical universities, Departmengs'gfvﬂealth and,

Medical Services, and few Other Government bodies which would provide
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doctors and other health personnel. Although these se;yices were not
pfdvidéd to an& particular area on a regular basis, the ARD Office had
tried to opé;ate the mobile health upits in the designated areas as fre-
quenfly as possible. Since.1976, ﬁowever, this mobile medical service.
has been suspended, but its resumption has not been ruled out entirely.
Other twd mobile health care delivery units whiéh'are‘of note at present
are those mobile health units organized under the Central Committee for
Nationai éecﬁrity of the Sﬁpreme Command Headquarters and the director-

ship of the Queen Mother, They are equally effective as providers of

health care to rural areas of Thailand,

Privats Ofganizations

Information on private organizations providing health services
is not as complete as information on public agencies,: However, the health
care delivery systems by private concerns can be summed up rOughly:as

follows:
1. Private hospitals and clinics

Modern health care especially éuratiﬁe éspeét of it is being
provided .in increasing degree by private hospitals and cliﬁiés‘wﬁich offer
modern or "Western' type of medical services. Some of the doctors in these
private hospitals and clinics are full-time medical staffs thére;‘buf
many are government's doctors who work in public hOSpitals éf ﬁeélth
centers’ during official hours, but work in their own privateﬁééﬁécitiés'

outside official working hours in these private medical centers. In
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Bangkok the member of private hospitals has increased tremendously in
the last few years due partly to the investment promotion measures
offered by the Go§ernment. As for private clinics, they have become

a major sourcé of health care that the majority of Bangkok people will
go to when they need medical attention. In the rural areas, these
privafe, modern'me&ical-services have become widespread in on;y recent
years. -

2. “Traditional doctors

.Tradltlonal doctors as a source of health care are found
'everywhere in the country but perhaps in a dw1nd11ng number because -
most people have 1ncreased faith in modern medicine. Herbs are used
as curing agents coupled, occasionally, with food restrictions, It is
interesting to point out, however, that whereas the visits to these
traditional doctors at the first sign of illness are quite small, the
tendeﬁcy to resort to these doctors increases when modern medications

fail to cure a patient of his illness.
*3. Magic or spiritnal healers,

In the rural areas, these types of "megical" services
are still available, and are apt to be quite popular in the case of
neuroses or psychogenic symptoms. But otherwise, their number is quite

small and insignificant.
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4, Injectionists

A group of medical practitioners who are not themsélves
licenced medical doctors or pharmacists but who know a little about
modern medicine and are able to administer injections are called in-
jectionists, or in a more prejorative term, quacks. However, people
in the rural areas have come to depend a great deal on these injectionists
for the delivery of health services, This is because these injectionists
make frequent visits to the people inAxural areas, administering powerful
medicines to rural patients at reasonable costs. Despite the danger
~of this unauthorized use of drug maihly fhrough injeétion, these injec-
tionists have become quite popular as health care delivery agentslin

many areas today.
5. Traditional midwives

‘Most of childbirths in the rural aréasffbday are still
attended by ‘these numierous traditional midwives who-sﬁill uSe fﬁéiéhcient
techniques of childbirth deliveries and post partuﬁ care. They a}e
usually elderly women who serve thgir neighbours when the cepasion arises,
or they may establish a regular practice if there is enough demand for

their services. . T
6. Private drugstores or local drug sellers

In large pharmacies located in town, various sophisticated

medicines may be purchased without prescriptions. This gives rise to a
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situation whereby the drug seller, who is not a proper pharmacist, is
able to give medical advice to those who come to buy medicines for them-
selves by themselves. ' In a sense, then; these private drugstores pfo-
vide both a source of medicine and medical services. Siﬁilar situations
occur in rural areas with local drug sellers who have even smaller range

of pharmaceuticals, but may offer medical advice or even give injections.
7. Other private organizations

There are few other private. organizations which provide
va;ious.health services, Eor example, the Community-based Family Plann-
ing Serviceé (C@EPS) have extensive family planning network throughout
the country, The Thai Red Cross operates two hospitals, blood banks,

serum and vaccine services, and so on.

Distribution of Health Services

e
A well-known fact about health care delivery system in Thailand

is the unequal distribution of health services expressed in terms of

health institutions and health personnel between Bangkok and other. re-

R

gions of the country as well as between each region in the country.: .

This section discusses these two main points of concern: distribution

RS -

of health institutions and distribution of health personnel.
Distribution of health institutions

- Distribution of various health institutions between

Bangkok Metropolis and four other regions for 1977 is presented in
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Tables IIT-1 and III-3, Tables III-2 and ITI-4 show such distributions
in percentaées. Froﬁ these tables, one can immediately see thatlBangkok
Méiioﬁolié receivéd a lion share of both public and private important
health institﬁ;iéns‘such as numbers of hospitals, hospital beds, pri-
vate clinics;aandcsb on; The BMA'S share méy_be smali as regards such
institutioﬁé‘as health centers and midwifery centers, This is un@er-

standable because these centers specifically belong to rural health

system.

Although Bangkok received the largest shares of both public

and private health institutions, these sharesseem to be declining during

the period from 19727to’ 1977. The said event is depicted in Tables
1I11-2 and 111-4 where one can see that the percentage share of public
hospitals in Bangkok dropped from 26.0 percent in 1972 to 22,8 percent
in 1977, and of private hospitals from 78.6 percent to 39.8 percent for.
the same period, - The same falling trend is aisosg.n in the shére
of both public and private hospital beds for Bangkok. This movement

is a desirable one as Bangkok always dominates the rest of the country
in terms of availability of health facilities. But even with this re-""
duction, the share of Bangkok is still very high. Moreover, health faci--
lities ‘only moved out of Bangkok to other provinces in thé;suf%duhding::-
central region, not spread out throughout all regions. Also,'ﬁhédchange
in the number of health institutions alone may be misleading if the size
of those health institutions is chaﬁged too.' Tt would be more appro-

priate to supplement a change in distribution of health facilities with
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Table III-1: Distribution of Public Health Institutions, by Region;
1972 and 1977

i
|

¥

Type of Institutions |{Whéle Kingdom | Bangkok 'Center | North | Northeast | South

Hospital . _ _
- No, 1972 131 ’ 34 . 34 22 21 20
_ 1977 206 47 . 69 32 .. 30 . 28
- - Beds 1972 34455 12753 6682 (4708 6016 4296
1977 54650 13377 {17730 | 8577 8725 | 6241
First class health .
centers A 7 ]
- No, 1972 248 7 - 70 55 64 52
: 1977 333 43 . 86 73 . 83 .- 48
-Beds 1972 2488 78 700 550 640 520
1977 4942 66 1596 968 1549 874
Secondvclags health
centers” ' ; ,
- No. . 1972.. 2593 . 62 763 525 919 324
1977 3832 62 1163 824 | 1121 662

-Midwifery centers = | _ o
- No, -. 1972. 1542 26 313 356 464 383

1977 1570 & .30 287 661 305
H : ' }
Source: HPD [11] and (}2] — S e
Note:

aAt present, these become district hospitals or medical and

health service centers.

bAt present, these are called simply health centers.
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Table III-2:  Percentage Distribution of Public Health Institutions,
by Region, 1972 and 1977

Note: see note

of Table I11-1,

Type of Institutions |Whole Kingdom | Bangkok { Center | North,| Northeast | South
Hospitals
- No. 1972 100,0 26.0 26.0 | 16.8 16.0 15.3
1977 100.0 22.8 33.5 | 15.5 14.6 13.6
- No.of beds 1972 100.0 - 37.0 19.4 | 13.7 17.5 12.5
1977 100.0 24.5 32.4 | 15.7 16.0 11.4
First-class health -
centers i 1.
- No. 1972 100.0 2.8 28.2 | 22.2 25.8 21.0
o 1977 100.0 12.9 25.8 | 21.9 24.9 14.4
- No.of beds 1972 100.0 3.1 28.1 | 22.1 25.7 20.9
1977 100.0 1.3 32.3 | 19.6 31.3 17.7
Second-class health
centers
- No. 1972 100.0 2.4 20.4 120.2 35.4 12.5
1977 100.0 1.6 | 30.3 |21.5 29.3 17.3
Midwifery centers
= No. 1972 100.0 1.7 20,3 123,11 30.1 24,8
: 1977 100.0 0.5 19.7 ! 18.3 42.1 19.4
Source: HPD |11} and {12
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Table III-3: Distribution of Private Health Institutions by Region,
1972 and 1977°

Type of Institution .

Whole Kingdom | Bangkok | Center | North |Northeast | South
Hospitals
- No. 1972 112 88 6 6 - - 12
1977 113 45 24 15 9 - 20
-~ No,of beds 1972 2786 1916 224 323 - - 323
1977 5395 3022 592 866 171 744
Modern medical clinics
- No. 1572 3157 1583 633 324 314 293
Traditional doctors'
clinics
- No. 1972 747 442 184 44 41 48
Dental c¢linics
- No. 1972 780 352 189 72 . 59 108
Modern matexity
centers
- No, - 1872 263 58 96 39 25 45
Modern drugstores
~ No., 1972 6313 2148 1630 248 1031 556
Traditional drugstores
- No. 1972 7495 2002 2258 | 1350 1264 621

Source: HPD [11] and [}2]

_Note:

. ?Data for 1977 for some type of institutions are not available.



46

Table III-4: Percentage Distribution of Private Health Institutions,
by Region, 1972 and 19772 '

Type of Institutions [Whole Kingdom | Bangkok | Center | North | Northeast| South
Heospitals
- No. 1972 100.0 78.6 5.4 5.4 - 1.0
1977 100.0 39.8 21.2 | 13.3 8,0 17,7
- No.,of beds 1972 100.0 68,8 8.0 11.6 - 11.6
1977 100.0 56,0 11.0 | 16.1 3.2 13.8
Modern medical .
clinics
- No. 1972 100.0 50.5 20.1 ;10,3 9.9 9.3
Traditional doctors® |
clinics
' - No, 1972 100.0 59,2 24,6 | 5.9 5.5 6.4
Dental clinics
" - No. 1972 100.0 45,1 24.2 9.2 7.6 13.8
Modern materrity
centers
- No, 1972 100.0 22.1 36.5 14.8 9.5 17.1
Modern drugstores
- No. 1972 | 100.0 34.0 25.8 | 15.0 16.3 8.8
Traditional drugstores
- No. ‘ 1972 100.0 26,7 0.1 !'18.,0 16,9 8.3
i

Source: HPD {11} and {12]

Note:

%pata for 1977kfor56metype of institutions are not available.
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a change in distribution of health personnel, which is the subject of

the following section,

Distribution of health personnel

Four tables, Tables III-5 to I1I-8 in the following pages,
summarize the distribution of health personnel by region throughout the
country. In Table III-5 and I1II-6, the absolute numbers of different
health personnel working in Bangkok and in other regions, both in public
and private health institutions, are presented, whereas in Table III-7
and II1-8 such distributions are shown in percentages. Again, fhe
preponderance of Bangkok Metropolis as the area where most health per-
sonnel are located. For example, almost 60 percent of government's
physicians and more than 64 percent of private physicians work in Bangkok
(see Tables III-7 and III-8). Equally large or even larger percentage
shares are found in almost all other types of health personnel: pharma-
ciét, dentist, nurse, scientist, and technician., With a possible excep-
tion of government health workers and midwives, and private health
volunteers, communicators and traditional midwives, the Northeast, as
expected, is the poorest region in terms of availability of health

personnel.

This inequality in health service distribution is so obvious
from the aforementioned tables that it would seem redundant to explain
it any further. However, to facilitate quick comparison, the ratios of

major types of personnel to total population for Bangkok and for the rest
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Table IIT-5: Distributicn of Government's Health Personnel, by Region, 1977
Type of Personnel Whole Kingdom | Rangkok |Center | North |Northeast | South
Physician 5320 3180 745 599 aA87 309
Nurse 12487¢ 7018 12321 1707 1477 1153
Pharmacist 076 727 02 80 43 34
Dentist | 765 503 95 .. 81 29 37
Nurse-aidé : 11388 3080 3150 1973 1836 1349
Dental hygienist 134 15 49 20 40 19
Fealth worker aGarn 1017 1743 1222 2005 992
Midwife | 7258 197 2285 | 1536 2126 1144
Scientist : 1032 757 1 123 49 59 44
Technician 359 277 43 16 15 8
Physiotherapist - 24 Looea |13 a1 6
Dietician = | 358 o2 - 60 27 34 26
Pealth cducator | %6 . 82 8 4 2 -

X-ray operater - f a7 127 59 | 27 24 .20

Sourcz:  MPD [1il

of the country arc shown side by side in Tablic 111-9,

From Table 711-9 it is seen that EMA has one medical doctor for
every 1289 population in 1977 where the rest of the country has only one
doctor for every 17280 populaticn, a difference of more than ten times.
Even worse situation:is found in pharmacist and dentist with the ratios
of 1 : 2372 2nd 1 : 8336, respectively, for BMA as against the ratios of

1 : 120431 and 1 : 143726, vespectively, For the rest of the country.
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Table II1I-6: Distribution of Private Health Personnel, by Region, 1977

1
Whole Kingdom| Bangkok

Type of Personnel Center i{North |Northeast | South
Physician 526 337 53 75 15 46
Nurse 1532 1015 115 247 29 126
Pharmacist 1259 1185 59 9 3 3
Dentist 53 41 7 5 - -
Nurse-aide 2057 873 437 423 Zg! 195
Midﬁife 443 363 47 16 7 10
Scientist 158 87 18 36 4 13
Technician 89 73 3 11 - 2
X-ray operator 58 37 7 5 - 9
Health communicator 31571 - 3351 {4200 18024 5996
Health volunteer 3332 - 365 420 1993j 554
FP volunteer 2271 - 494 265 1209 303
Traditional midwife 14163 - 3048 (1709 6520 2886

!
i

Source: HPD [11]

- Only in nurse-aide and health worker that the rest of country has better

health personnel to total population ratios than BMA, but'then such

ratios are not much higher,
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‘Table III-7:  Percentage Distribution of Government's Pealth Persornel,

by Region, 1077,

Type of Personnel *hole Kingdom | Pangkol |Center | North {Northeast | South
Physician 100,06 59.8 | 14.0 | 11.3 9.2 | s.8
Murse 100.0 51.% 17.0 12.5 10.8 8.4
Pharmacist i00.5 74.5 9.4 8.2 4.4 3.5
Dentist 100.9 65,8 12.4 10.6 6.4 4.8
Murse-aide 100.0 i 270 27.7 17.3 16.1 11.8
Dental hygienist 100.0 11.2 360.6 14.9 29.9 7.5
Health worker 100.0 11.¢6 25%.0 17.5 28.7 14,2
Midwife 100.0 2.7 | 31.4 | 21,10 20.2 | 15.7
Scientist 100.0 73.4 1 11.9 £.7 | 5.7 | 4.3
Technician ing.0 77.2 12.0 4,5 4.2 2,2
Physiotherapist 100.0 €81 13.8 4.3 ‘6.4 7.4
Dietician ) 100.0 55.¢ | 16.8 | 7.5 ] 9.5 7.3
Health educator I 1N0.0 E g5.4 | 8.3 4.2 2.1 -
X-ray operator : 1005 Po19,4 | 23.0 | 10,5 | 9.3 7.8

Source: HPD {;11

In conc;usion, therefore, the present health care delivery system
has been clearly shown to"be 'much biased in faﬁour of-Métropbiitan Bangkok
as against the rest of the country, espeéially the Northeast. Tﬁis is a
most unsatisfactory health care system which needs to be improved of.recti—
fied as soon as possible, Literature abounds on why most health personnel

especially medical doctors do not want to work in the rural areas but prefer
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Table I11-8: Percentage Distribution of Private Health Personnel, by

‘Region, 1977,

-

Type of Personnel | Whole Kingdom | Bangkok (Center | North Northéagfa South
Physician - S TTT00.0 64.1 | 10.1 14;3 2.9 8.7
Nurse 100.0 66.3 7.5 | 16.1 1.9 8.2
Pharmacist | 100.0 94.1 | 4.7 | 0.7] 0.2 | 0.2
Dentist 100.0 77.4 | 13.2 9.4 - -
Nurse-aide 100,0 47.3 21.2 20.6 1.4 9.5
Midwi fe | 100.0 81.9 | 10.6 | 3.6 1.6 |2.3
Scientist 100.0 55.1 | 11,4 | 22.8 2.5 8.2
Technician o 100.0 82.0 3.4 12,40 < - 2.2
X-ray opérator 100.0 63.8 | 12,1 8.6 - 15.5
Health communicator 100.0 - 10.6 | 13.3] s7.1 19.0
Health volunteer 100.0 - 11.0 12.6 59.8 16.6
FP volunteer 100.0 - 21.8 11.7 53,2 13.3
Traditional midwife 1000 - 25 |12 460 |20,

Source: HPD [}1}

to practise in big cities or even overseas, creating the famous (or infamous)

brain-drain or brain-overflow phenomenon. Economic returns, convenience,
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f
Table 111-9- Ratio of Total Health Personnel to Total Population:
| Bangkok Metrcpolis Versus the Rest of the Country, 1977

Major gﬁggiﬂgﬁlﬂealth BMA i Rest of the Country
Physician s 1280 1: 17280
Nurse : 1 @ 3¢5 1 : 5488
Pharmacist ‘ 1 : 2372 1 : 120431
Dentist . 1 : 8336 - 1 : 143726
Nurse-aide ' 12 111s 1 : 4120
Health Workers o 4429 1 ; 6609
Midwife - 1': 8098 1 : 5478

Source: DHP [il]

opportunity for advancement, comfort, security, all may account for this

urban/rural maldistribution of health facilities and services.

Health Expenditures and Health Benefits

Earlier, the extent of health services was shown by the size and
distribution of health institutions and personnels, This section further -
analyzes health care system through gevernment's health expenditures, in-
dividual or househo;g.gxpenditures on health, and estimated health benefits

accrued to individuals or households by income class,
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Government's Health Expenditures

As the Ministry of Public Health is the largest health
provider im the country, it also receives the largest health budget
allocation each year, Together with allocations to other government
agencies and state enterprises, these public expenditures on health,
as shown in Table III-10, can be used as an indicator or public concern

over health issues in general,

- Table 1I1I-10 depiéts several important characteristics of
public health expenditures such as the appropriations for the Ministry
of Public Health and other health-related government organizations,
fafiosiof health expenditures to total government.expenditures, the
share ﬁf govermment expenditures. in GDP, and the public health expen-
diture per capita., There are several important points in this Table.
Take for example, Line S: tptal government expenditures on health as
a percentage on total government expenditures. This share seems to
fluctuate around 4.8 percent to 7.0 percent during 1973 and 1978, The
trend appeared to increase somewhat in 1976 but fell back again in 1978,
The public health expenditures of this size are not unreasonable but
is still considered too low for an effective social spending. A casual
check with the 1977 UN Statistical Yearbock revealed that, in 1975, the
share of health expenditures to total government expenditures in the
Philippines was 7.5 percent, and in Singapore was 10.8 percent. 1In terms

of public health expenditures per capita, this health indicator shows



Table 1:iI1-:iG:

Total Government Expenditures on Health, 1973-1978

54

(Unit: millions of baht)
) Fiscal Year
Agencles. . 1973 | 1974 | 1975 | 1976 | 1977 1978
1. Minsitry of Public
Health ‘ 1023.2 | 1113.6 | 1547.4 | 2696.1| 3520.6 | 3417.0
2. Other agencigs - : 573.3 630.0. 792.1 | 1090.8 | 1306.8 1434 .6
of vhich:
- State Univewsity ‘ :
Buresau 412 .4 455.9 563.8 823.8 921.6 1101.1
- Ministyy of Imteriem ,137.6 147 .4 204 .8 243,2 351.7 297.4
- Ministry of Defence 13,5 16.1 18.5 23.8 33.5 36.1
3. Tilsl Gevernment |
Expenditurc on Health | 1596.5 | 1743.6 | 2339.5 | 3786.9.| 4827.4 4851.6
4, Total Go.avnnant '
Expenditures 31600 - 1 36000 48000 62650 68790 " 81000
5, Tetal Gortt Expendi-
tures cn Haaldh a3
a Percomtzze of
Tetel Gor¥t Expsn-
ditures 5.1 4.8 4.9 6.2 7.0 6.0
6. MOPH Expencitixze
as a rercontaz
of Total SHov'y
Expendit.ooz 3.2 3.1 5.2 1.3 5.1 4,2
7. GDP (billicrs of -
bzht) 216.5 271.4 287.2{  337.5 383.1 444 .2
8. Total Gov't Exnan- '
ditures: 25 2
Percentzge of GDP 14.6 13.3 16.2 18,6 18.0 18.2
9. Tetal Gov'% Expen~
ditures o Hzalth
Per Caopita {iaht) 40 42 55 87 108 . 105

Sources: Boonyuen

4], BoB {5], WNESDB [49]
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a distinct increasing trend, but it may not have much meaning if the
distributions of health facilities and health personnel are still very

inequitable between the rich and the poor areas.

Household Expenditures on Health

Whereas the increase in government's per capita expen-
diture on health may indicate greater public interest and concern over
the health of the people, the same thing cannot be said for the increase
in private health expenditures by individuals and households. The latter
increase more likely reflects greater incidence of ill-health of the
people in question, or difficult or costly access to public health
services so that more expensive private health services (including
purchasing of drugs for self treatment} must be resorted to, or both.

If the end-result of public spending on health is the improved health
status of the population, one would expect private expenditure 6ﬁ}health
to fall if the health policies have been effective, Whatever the
argument, it might be equally intcresting just to know the pattern of
household or individual spending on healfhﬁ how much of the consumption
expenditures is for health purposes? What is the difference between

urban and rural households?

Table III-11 compares monthly expenditures on medical and
health care by households by region and location of domicile in 1970
and 1975. The 1970 data were obtained from the 1970 National Health

Survey, while the 1975 data were obtained from the 1975-76 Socioeconomic
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Table III-11: ‘iiedical and ¥Yealth Care Ixrenditures of Households by

Aselon and Location, 1870 and 1975

Anount of Fxpenditures

thé:

family/n
Region and Year (haht/.amlly/nonth)
Urkan Pural Yhele Region

" North 1970 43 30 34
1975 (current price) 84 69 71
1975 (1970 price) 48 40 41
Northeast 1970 . 58 39 45
1975 {current price) R7 60 61
1975 (1870 vrice) 56 30 40
Center 1970 136 75 96
1975 (current price) 136 107 109
1975 (1970 price) 85 67 €8
South 1070 . 70 62 64
1775 (current vprice) 88 70 73
1975 (1270 price) 53 A2 44
Bangkok 1970 108 ) 108
" 1975 {current price) 112 - - 112
1875 (1970 price) 74 - 74

Whole ¥ingdom 1970 . 9F 54 62*
1975 (current price) 100 74 80

1675 (1970 price) 63 A6 50
Source: HPD {12 | , msn {35} , »or 27

adjusted by proper wazight of urban/rural population.
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Survey, and the consumer's price adjusfmentstetweenH1970 and 1975 were

obtained .from Bank of Thailand's Monthly Bulletin.

From Table III»ll; one can see thaﬁ‘houseﬁbld‘ﬁealth”éxpéﬁdi-
tures have all increased in 1975 from 1970 in absolute terms. But when
adjusted by the increase in consumer price index be;ween‘1970 and 1975,
the average household expenditures on health seemed to have fallen
across the bourd in all regions'excépt the North. In the Bangkok Metro-
politan area, for example, the aﬁérage houseliold health expenditureé
fell from baht 108 in 1970 to baht 74 in 1975 in 1970-constant price.
Overall,‘éhe average health expending by all'héuseholds in the whole
kingddﬁ.féll, in constant terms, from baht 62 to baht 50 between 1970
and 1975; or about 20%, fhe North, héwever,.is the only region where
private health eipendifures did not faii in constant terms between 1970

and 1975,

. If a reduction in private health expenditures, in money as well
as in real terms, is taken as an indication of better public access to
the government's free or low-cost health care services, then such access
seeﬁs ;o have improvéd from 1970 to 1975. But the improvement in health
acéess is quite unequal across regions. The Ndfth, of course, was having
diffiéﬁlties Qith access to public health either in physical sense or
fihanciélléense or both., The Northeast did not fare much better as the
rate of iﬁpfoféﬁent was so negligible. Public héalth access appeered

to have a diéproportionately:large improvement in Bangkok Metropolitan
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area, Central and Southern regions, Again, this confirms earlier con-
clusions that Government's health services have benefited households
in Bangkok and Central region more than those in the Northeast and the

North.

Incidence .of Health Benefits

If the amount 6f public expenditures on health are tied
up with the amount of health benefits to be received by the population,
then, assuming perfect efficiency of_the delivery system, more public .
health spending would mean higher health benefits to the people.
However, we need to think about the incidence of health benefits, or the
distribution of health benefits by income class, as well as the average.
level of such benefits. In the previous chapters, we have seen that
the interregional distribution of health spending favours Bangqu more,
than the rest of the country, especially the North and the Northeast,

It would be interesting to know further the incidence of health benefits

within each region.

A good exampié of the study on incidence of public health
expenditures is the one study by Heller [14} for Malaysia. Heller
combined the actual expenditures on health classified into various cate-
gories and the paftefns of health benefits received by households. In.
short, he c0mﬁuted the unit costs of different categories of health ser- .
vices provided By the government and then ;urveyed who received. what

categories of health services. By assuming the health benefit equal the
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uni; cost of providing that health service, it is possible to estimate
the ahount an& fhe distribution of health benefits By different income
classes. Unfortunately, no similar study of the same scale is available
in Thailand. Nevertheless, a very small-scale study of one public
hoéﬁitéi?in Bangkok and another in the North by Supachanyarak {AZ]

may give some insights into the incidence of health benefits in Thailand.

Following the methodology just briefly described above, that
is computing the unit costs of verious health services and allocating
them to households which receive those health serQices,QSupachaﬂyﬁrak
was able to estimate the distribution of benefits from hospital services
received by outpatients and inpatients in various income classes. The

results are shown in Table III-12

From Table I11-12, one can see that the unit cost of hospital
services for one outpatient visit to Hajvithi Hospital in Bangkok was
estimated at baht 60, compared to baht 28 for the same seryiqe at Prae
Hospital, As for inpatient services, the unit costs for one inpatient
day were baht 143 for Rajvithi Hospital and baht 69 for Prae Hospital.
Notice that costs at Prae Hospital were approximately half of those at
Rajvithi Hospital for both outpatients and inpatiénts. Treating patients
in a ptbQincial hospital $eems to cost the Govermment only half of the

cost of doing so in a Bangkok hdspital,

Regarding the distribution of health benefits by'income class,

patients were divided into three classes: those having less than
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TableriII-IZ: Estimated Benefits from Hospital Services, Rajvithi

'Hospital and Prae Provincial Hospital, 1877

1. Unit cost of hospital services® {baht)

- Rajvithi

-~ Prae

2. Distribution of health benefits by

income cla.ssb (%)
Rajvithi
Low incoﬁé
Medium income
High income

Total

s.le-'a‘e--‘“
Low income
Mééium income
High income

Total

Outpatient

60
28

o

51.4
31.4

17.2

100.0

Ingatient

143
69

42.5
33.4

21.1

100.0

69.9
20,5
9.6

100.0

Source: Supachanyarak {;2:1 and additional estimation for Prae

Provincial Hospital,

Note:

3the cost is per outpatient visit or per inpatienf day.

computed only fror: those who sought hospital services, not

percentages of total population.
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baht 5,000 per family per year; between baht 5,000-10,000, ahd over baht
10,000, all to be designated as low, medium, and high income groups,
respectively. For outpatients at Raj&iihi Hospital, the aistribution

of hospital benefits seems to be fairly equal aﬁdng-fhése.fhfeg income
groups, that is to say, benefits accrued fo low, ﬁe&iﬁm, and high income
groups were 33.3, 36.0, and 30.7 percent, respectively, whereas for
inpatients, the incidence of hospital benefits was sqmewhét regtessive
(pro-poor) as the poor appeared to have received greafer benefifﬁltﬂan.
the middle-income group and thé rich.l/ Such regressive fattern§.§f_
hospital benefit incidénce were much more pronounced in Prae Hoépifai.
For what little evidence that this study has shown, public hospital
services outside Bangkok seem to benefit low-income householdé relativel{
more than higher-income households which fits in well with popular belief.
But in Bungkok itself all classes seem to benefit equally from existing
hospital services, except those outpatients who came from outside

Bangkok who were likely to have come from well-to-do or medium-income

families rather than poor families.

However, there are at least two qualifications to such a
conclusion: (a) such incidence was estimated only from those who sought
medical services at these two public hospitals; all other medical treat-
ments were excluded, and (b) the higher-income households in Bangkok
received relatively larger hospital services than those outside Bangkok,
especially with regard to outpatient services, which of course did not

help the already unequal distribution of health services in the country.
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Conclusion -

‘ This chapter described the access to health services of Thai
individuais or houséholds in terms of availabilities or distributions

of ﬁealth'institutions, personnel{ and expend}tuges throughout the
country. The available data have shown that the present health care
delivéry system has cdncentrated in Bangkok Met;opolitan areas much more
than all other regions. Altﬁough lowiiqcome families in each region
seem to Bénefit from ﬁublic hospital services relatively more than
higher-income families, this does not imply that ;he poor have better
access to existing health services, There are many problems .concerning
popular #ccess to official hedlth services which wfli be the subject

of the next chapter.
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IV. Problems and New Prospect of Official Health Services

This chapter discusses the problems of access to, and utiliza-

tion of, official health services, new innovations that have been devised
to promote basic health services; and the—oierall assessment of official

health services, new and old.

Problems of Health Access and Utilization

As discussed in the last chapter, there are several levels of
health services which individuals.can get access to, namely ﬁidwifery
center at village level, (second-class) health center at subdistrict or
district level, district hospital at district level, and so on until
one reaches specialized hospitals or institutes in Bangkok. But availabi-
lities of access may be different from actual utiliﬁation of health
services., One way to know if individuals or households have‘méde ade-
quate use of official health facilities availablé to them is to see how
they first treat themselves in case of illness, The National Health
Survey of 1970 had asked this question to more than 4000 respondents,

and the findings are reported in Table IV-1.

Table IV-1 shows the rate of utilization of various types of
medical treatment of 4272 respondents in all regions both in urban and
rurai’areas. Upon quick inspection, one will immediately see that most
people preferred to purchase drugs for their own self—treatmgﬁt when ill.

The rate of utilization of local drugstores as sources of medicine for



Table Iv.i Rate of Utilization of Medical Treatment Services, by Region and Location, 1970

North Northeast Center South B Yhole
angkok Kingdom
irban | Rural| !'ftan | Rural |Urban | Rural | Urban | Rural | - &
. Buy drugrfor-self-treatment 44.1 52.7 51.6 62,6 44.4 58.41 49.0 55.9 37.1 51.4
. Health centers o6 1.2 2.21 7.8 1.7] 7.0 5.1 8.3 1.3 4.4
+ Provincial and other public 20,21 19.2] 14.6| 2.4 15.8! e6.0] 871 8.8 | 13.0 11.1
hospitals and clinics ,
. Private hospitals and clinics| 27.8 7.1 26.7 2.0 29.7 7 10.2( 28,1} 14,0 43.3 22.7
|
+ terbal, magical doctors and’ 061 A7) oAl 7.6l 44 38| 5.6] 55| 1.3 3.9
native midwives
. Injectionists 2,51 12,70 o0.9) a8 | o.0! 3.9 2.0 2. 0.3 3.8
. No treatment, no énswér 2.8 2.8 0.9 .01 3.0 1.7 1.0 1.2 3.7 2.7
' ) H :
. Total 100,0 5 100.00 100.0 7 100.0 {100.0 | 100.0 | 100.0 QIOU.@ ' 100.0 { 100.0
. s ! : b BE
Source: HPD (121 =
e
o
. .
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self-treatment was highest in the rural Northeast (62.6%) whereas the
lowest was in Bangkok (37.1%), Other than buying drugs for self-medica-
tion, 22.7% of total respondents would go to private hospitals or clinics
for treatment, followed by the choice of visiting provincial and other
public hospitals (11.1%). However, such patterns of utilization may
differ widely between and within regions. For example, the ﬁajority of
the peopie of Bangkok would prefer going to private hospitalé é}fgiinics
for medical treatment rather than buy drugs for self-treatment (43.3%
versus 37.1%) which was very much opposite the case of the Northeast

where private hospital or clinic services were very scarce.

Overall, the rate of use of provincial hospitals by rural
populap?on was lower than the rate of use of Qrivate hospitals and clinics
in all fegions except in the North., This does not mean, however, that
provincial hospitals were underutilized. On the contrary, as the largest
and most modern public health institutions in the provinces, these pro-
vincial hoSpitals_had to provide medical services_gg §§ye;a1 hundreds
of patients each day. Rather, it was the rurgl midwiﬁgnxqand health
centers which were underutilized. Located nearest to the people in the
rural areas, yet only 4.4 percent of the whole population would consider
goingj;hgre to seek first medical treatment. This rate of use was only
slightly higher than the util%;ation of traditional or herbal doctors
and injectionists_(3(9 percent and 3.8 percent, respectivgly). Anyone .
who used to yisip rural areas where thgse midwifery and health centers ..

are located might recall having seen some of these health centers
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closed down, unattended, or in a state of inactivities due to a lack
of 1ocal patients. At this juncture, it might be appropriate to ask the
question: why these midwiféry and health centers are underutilized

whereas the provincial hospitals are overutilized?
There are several factors that could be used to explain this

underutilization of the lowest forms of health unit, These factors

will be discussed as follows:
1, Trust or confidence factor

Although the government's midwives and health workers are
ofteﬁ addressed to as "doctors' by the local people in the rural areas,
théy are not percéived as the same‘doctors as thoée who work in prbviﬁ—
cial hospitals, By law and regulation, these midwives or health workers
can only perform simple first-aid treatmenfs, prescribe simple dfugs,
and refer those patients who are béfond their treatment abilitylto dis-
trict or provincial Hbspitals. As we knoﬁ, the role of these health
workers is to perform preveitive and‘promotive'services more than'curé;
tive services. Patients who can get only minor or simple treatments from
health centers tend to lose confidence in the "curing" ability of these
midwives or health workers., It is not unusual; therefbré, to see that
those who have-time and money will bypaés heélth centers to go direct
to district or'prﬁvincial'hospitalﬁ or even to Bangkok to seek medical
treatment. 'Or"iﬁey may.resort to private sources or institutions whiéh

BED

they have greater confidence in theif ability to cure.



67

2,  leocation factor

The access to health éenter may be diffiéult because it
was located so far away from the p#fient;s #illage. The travel time
may be so great that the patlent is deterred or d1scouraged from going to
the heaifh-cenfér. inStead ‘he may seek treatment from local tradi-

) t10na1 doctqrs, or itinerant injectionists, or if he should decide to
take a long trip at all, he will go to big hospitals in the’ c1ty
However, a recent study by Day and Leoprapai [ 7} has shown that dis-
tance is of minor improtéqce‘in influencing the use.of health stations
ﬁithin a sizable intermediate range, éﬁy;'dne hour of travel time.::
But this onifiﬁﬁﬁlies to those who already come to health centers not
those who have a choice of éoing to heq{th;centers and other health
facilitiés from the same distance aﬁay;‘ Day and Léoprapai argued that
the health station's problens at this stage of;deJelopment of health
sy;fem seemed to be the lack of attractive service which contributed

much more to their present underuse,
3. Convenience and attractiveness of service

‘If distance is not a problem, the patient may still fécé
the inconvenience of waiting for medical_éervicgs in case he goes to a
large prov1nc1a1 hospltal One whole déy may bé séént.fdr irbfief medical
attentlon and more waltlng for med1c1ne And ﬁbfe”often_than not, those
hospital officials“ténd to have less-than-kind attitude toward patients

who come from rural areas, and treat them rather rudely. This is a part
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of "public official mentality'" which is still pervasive throughout the
country at present, The patient may find out eventually that private
medical service not only is more courteous, but also takes less waiting

- -time and sometimes even more effective,
4, Cost factor

Contrary to many beliefs, public health services in
Thailand are not so inexpensive as they should be considering the majority
of low-income households in the country.. Of course if a patient using
official health services could not pay for such services he can claim
to be "destitute," in which case he would be exempted from doing so if
the health authorities are convinced.. But this. present charity allowance
is obviously unpleasant to say the least. Although a patient who visits
a health center is expected to pay no more than baht 20 on the average
for one visit, this amount is considered high for an average rural
patient, and especially if he suffers only from minor respiratory in-
fection, say, a common cold where the prescribed medicine consists of
few aspirins, a cdugh mixfure, and some‘anti—histami;es costing all
together no more than two or three baht at most., Until very recently,
the practice of doctors in prescribing brand-name medicine over generic-

name medicine also contributed to high cost of medical treatment..
5. Superiority of other treatments

From Table IV-1 we have seen very clearly that more than

half of the people who become ill in 1970 first bought medicine_from
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drugstores for self-treatment. This could be out of convenience as

well as of expectation that the medicine they bought was the strongest
or the most effective for their illnesses or symptoms, which could be
correct as all kinds of drugs can be purchased liberally from private
drugstores or drugsellers, Where the service of injectionists is sought,
this could be because it is delivered right in the patient's home,
befitting the classic ideal: health to the people, not the people to
health; the fee_is'ﬁUite reasonable (for éxample, about 12 to 15 baht
for a shot of ahalgesiﬁs); and a most potent drug is used'vig the
fastest route (injection). Strictly speaking, this pﬁéééicé is against
the law, and therapeutically, there are many dangers.ééé;éiated with
such practice: overdose, chance of addietion,, harmful side-effects, and
the like. But ffoﬁfthe user's point of.view,‘the quick iesult of the
medical treatment delivered by'theSe injectionists is sufficient to

enhance the image of these i;licit healers.
6. Private practices of official health personnel

It is not unusual for official health p?rsqnnel of all

levels from a villege midwife to a prov1n01a1 chlef medital officer to
have private practices after off1c1a1 hours 1f he or she has the licence
to do so, Bu%,prlvate practlces of official health parsonnel could
result in underutilization of public health faci;ities: the doctor may
encourage some patients to see him at his private clinic so that a closer

examination could be performed, or some may want to profit from the sale
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of certain medicines, and so on. The effect of this private practices

on public health care utilization istore'apparent'at midﬁifery and

health center Ievels where the rate of underutlllzatlon is hlghest
On their study about the variegated medical system in Tha11and as a
. ‘dontext for birth control services, Riley and Sermsri [}8 P. 463 had

this to say about the Government Midwife:

"In spite of formal rules to the contrary,
giving injection is main activity, perhaps the
main activity, of the Government Midwife, even
in her {(presumably official) activities carried
on at the health station. Midwifery is only a
very minor part of her activities. Formally,

~ pre-natal and post-natal examinations of preg-
‘nant and parturent women are supposed to be a
~major responsibility of the Covernment Midwife;
actually, very few are performed. Formally the
Government Midwife's responsibility is preven-
tion of disease; actually, her major activity
is treatment. In addition, there are .economic = = .

- motivations for the Government Midwife to con-
centrate on curing: there is no charge for pre-
ventive services, and the government salary is
meagre compared to what she can earn selling
medicines. There are several categories of
medicines available from the health station.
Formally, ''dangerous drugs" --those which are
supposed to be sold by prescription -- are not
available at the health station, although they
can be provided in "emergency 31tuat10n5." The
health station medicines are supposed to be given
free, or sold according to different schemes of
f1nanc1ng and accounting. But there is little
reason te believe that these rules are followed,
and in actuality a Government Midwife can make a
profit from medicines sold at the health station."

3i. ‘Céftainly Riley and Sermsri's account of Government Midwife
is'not true’'of all government midwives. But at least the above passage

will demonstrate the severity of the problem regarding private practices
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of public heaith personnel in relation to the .underutilization of offi-

cial health services at present,.

New Innovations in Health Care Delivery System

As we have seen above, the result of the 1970 national health
survey showed very conclusively that there was a great deal of under-
utilization of rural health centers by rural population. Such revela-
tion prompted central health administrators to increase their efforts
in improving the rural health services delivery system. A new concept
of integrated rural health care system was formulated and put to opera-
tion on an experimental basis at a Northern province of Thailand, Lampang.
Thig projgct which later becomes known as the Laﬁpang’ﬂéﬁith Develop-

- ment P;oject, however, was not the first attempt at improving. rural
health care #yqtem; there were few earlier attempts in that direction,

but the Lampang Project apparently is the most promising one.
1. Earlier attempts at integrated rural health care

Ten years before the conceptualization and development
of the Lampang Project in 1974, the Ministry of Public Health.Planned
and implemented two project aimed at strengthening ;he rural health
services delivery system and extending basic health'services‘which, in
the MOPH's words, would be "available, accessible, affordable, and
acceétable" to the.rura} population. It was claimed that the experience’

gained in these projects had a direct influence in conceptualizing and
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planning the Lampang Project. These projects were the Pitsanuloke

Project and the Saraphi Project,
The Pitsanuloke Project

This project was launched in Pitsanuloke province in
1964 to strengthen rural health services through the construction of
rural health centers, recruitment of additional health personnél, and
training of all existing health personnel, At the subdistrict level,
voluntary health workers were selected by local people themselves to
be trained and hired as sanitarians of the health centers. The overall
aims of the project were (1) to strengthen rural health services
facilitated by integration of health and medical sérvices at the peri-
pheral service units; (2) to extend rural health services by mobilizing
local volunteer health workers; (3) to establish-a revised record-
keeping and reporting system based on family folders; and (4) establish
a patient referral system between rural health centers and the provincial
hospital, Regular supéfvision and a patient iefefral system were
attempted but could not be maintained. After four years, this project

was terminated and -was considered only a partial success,
The Safaphi Project
More or less as a continuation of the Pitsanuloke'Project,

the Saraphi Project was: implemented in Chiengmai province in 1968 to find

a model for rural health services, emphasizing mother and child héalth,
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family planning, nutrition and communicable disease control services.
Like the Pitsanuloke Project, active part1c1pat10n of community and
villege health volunteers and health c0mmun1cators was an important
feature of the Saraphi Project A series of health centers were con-
structed and staffed by newly-recrulted government health workers, but
the h1gh11ght of the pro;ect was the recruitment and training of health
post volunfeers {HPV) and health communicators (HC) . Other activities
of the pro;ect included the establishment child nutrition centers
through communlty part1c1pat10n v111age health posts, well child clinics,
and a patlent referreal system between the v111age health post and the
government health centers. The project was concluded in 1971 with a
strong Beliéf;that the future improvement in rural health‘care deli-t:i

very must reiy on village health post volunteers and health cpmmunicat?gs.
2. The Lampang Health Pevelopment Project
A) Backgrdund

Although the Pitsanuloke Project and the Saraphi Pro-
ject were policy efforts in the desired direction, they lacked facilities
for close supervision and the follow-up of main activities. The in-
terest in reforming the health care delivery system was kept alive,
and in fact was given the needed push, by the involvement of the U.S.
Agency for International Development {USAID) in its'pfbgrém td'deveiop

and evaluate new approaches for integrated rural health care delivefy

systems for improved health, population, and nutrition services in the
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developing world. After the inception of the idea in 1971, théIUSAID,

in cooperation with the American Public Health Association and the School
of Public Health, University of Hawaii, had reached an agreement with
the Ministry of Public Health in 1973 to plan a Development ﬁnd Evalua-
tion of an Integrated Health Delivery System (DEIDS) projebt at the o
MOPH. In 1974, the DEIDS/Thailand project was finalized and inaugurated
in September, 1974, Lampang province was chosen as the site of this
DEIDS/Thailand project because it satisfied all the Criterié of the
selection of site, that is it had over 500,000 populatioh, had fair
communication system within the province, was not in an insurgent area,
attained moderate economic status, and its ﬁrovincial officials en-
dorsed the project, Today the DEIDS/Thailand Project at Lampang is
better known as the Lampang Health Development Project, or simpl?ﬂthetu
Lampang Project. The Department of Health of the Ministry of Public
Health is given the resﬁonsibility to implement the project through

Lampang provincial health administration, and the Director-General of

the Department of Health becomes the Director of the Project.
B) Goal and Objectives

According to the MOPH [25] , the qltimaté’goal of the
Project is to improve the health status of the population of Lampang
province. The specific objectives of the Lampang Health Development

Project in reaching the overall goal are:
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(1) To expand health care coverage to at least two-thirds
of the rural population, especially women of the child-
bearing ages and pre-school-age childrem, with an e
phasis on family planning, nutrition, and maternal and

child health services;

{2) To establish a model of an integrated provincial health
services delivery system which extends integrated cura-
tive - preventive - promotive health services to every
subdistrict health center, and to estéblish é?eventive -
promotive health services in every villége%fhrough

trained village health volunteers; and

(3) Te éétaﬁlish a provincial health care system that is
cost-effective, that Es haﬁing low-cost per service
unit, the key features of which can be replicated

_throughout the country within reasonable budgétary

constraints,

Behind these rather straight forward objectives lie a basic
philosophy for a good "integrated primary health care delivery system."
The;pea}th care is "primary" because it consists of simple and effective
measures, in terms of cost, technique and organization, which Easily
accessible to the pqop;e:requiring,relggf from pain and suffering and.
which improves the living.conditions ;f»individuals, families, and

communities. And the health delivery system is "integrated" because”
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it provides under one single administration all health sérvices --
curative, preventive, promotive, and rehabilitative -- for a defined
population within a defined area. To make this syétém work, community
effort, involvement and participation are essential ingredients in the

process of health service integration and health system reorganization.
C) Key Features of the Project

To accomplish the goal and objectives Seﬁ above, the
Lampang Project has developed a series of innovative strategies as
follows: (1) development of community health volunteers for primary
health care; (2) involvement and cooperation of the community and
private sector; (3) training and deployment of Wechakorn paraphysicians;
and (4) feorganization and integration of provincial health service

infrastructure,
{1) The development of community health volunteers

The development and training of comm:nity health volunteers
for the purpose of primary health care is a promisingﬁféatﬁfé of the
Lqmpang Project, This strategy is based upon the nofions.éf locél
self-reliance, mobilization of all forms of local resources, utiliiation
of appropriate health technology, and provision of relevant healfh.in-
formation and services. ‘The obvipuz benefit of this communify healthj_
volunteer is the extension of primary health care coverage to every

viilage in the province beyond the health services of the rural health
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centers, Community health-volunteers are chosen from and controlled
by the communities which they serve. They are under the general
direction and control of the village health coordinating committees
and, indirectly, the tambon health coordinating committees., They are
provided technical and logistical support, supervision, and referral
facilities by the official health delivery system, mainly through local

health workers.

There are three categories of community health volunteers
under the Lampang Project: health post volunteers (HPV), health com-

municators (HC), and traditional birth attendants (TBA).
- Health post volunteers (1iPV)

Health post volunteers are the pfimary‘link between
the network pf loéai cémmunity health volunteérs and:thé official govern-
ment health system. Each volunteer is selected by tﬁe village health
coordinating committee and given a two-week training céurse. The
training program is conducted by local health Personnel and other govern-
nment officials pnder the direction of the'Lampang Projéct. Major func-

tions of these health post volunteers include:

(i) providing first-aid, medical services for minor ill-
nesses, and family planning supplies;
(ii) directing referrals from village health post to appro-

priate health facilities;



(iii) assisting health workers in local health programs
and activities;
(iv) ‘reporting vital events (i.e, birth, death, migration)
- in ajnew system for vital events monitoring, and
(v) = supervising health communicators and village
health activities organized by the village health

coordinating committee,

A lucid account of the usual activities of a HPV:is given

in the following passage, quoted from MOPH [252L

"Upon completion of training, the HPV returns
to his village and established a small area in his
home which will serve as a consultation area when
neighbours come for help. This consultation area
usually has a bed where patients can rest while
being examined by the HPV. It also has a small
medicine cabinet to store simple non-prescription
medicines which the HPV sells to his patients,
Everyday at least one sick villager comes to visit
the volunteer. Some of the more successful volun-
teers may see as many as two hunderd patients
each month. The medicines provided by the HPV
are sold as inexpensively as possible, but with

~an..allowance for a small profit, the only monetary
incentive allocated to the volunteers, After
treating the patient, the HPV enters a record of
the contact in his daily log. This record essists
the local health worker to review whether the HPV
has given the proper treatment for the symptoms."

- Healith communicators (HC)

Health communicators are ordinary villagers selected

from their communities by village health coordinating committee. Two
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days of training are given to these health communicators by provincial

health staff after which they are expected to serve four functions:

(i) recognize the health problems that are common in their
areas and report them to the HPV;

(ii) report all vital events in their neighbourhood,

(iii) refer any villager who becomes ill to HPV or other
appropriate entry points of -the health delivery system;

(iv) help facilitate communication from and between villagers,

HPV's, and health officials.
- Traditional birth attendants (TBA)

These traditional birth attendants or "traditional
midwives" who do most village deliveries are identified in their res-
pective villages and invited for a two-week government.ﬁi§wifery train-
ing by professional staff at the Lampang Midwifery Scﬂoéi; They are
taught aseptic techniques and modern methods of normal delivery, recbgni-

tion of abnormal pregnancies for referral, personal hygiens, good child

care practices, and nutrition for mother and child.

(2) The development of a community health paraphysician:

the Wechakorn.

As mentioned earlier, onz of the reasons for the under-
utilization of local health centers is the inability of health center

personnel to provide curative medical services and/or the lack of
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confidencéuthat the villagers have upon these heaith per§pnne1.: If
these heal£ﬁ workers could bé trained to acquire gre#té¥ knowledge of
medical and health services and the arts of healing, they could perhaps
attract local villegers to make more use of iocal health centers.

This could be construed as a second-best solutiorn to the implausibity
of havihg a medical doctor stationed at every health center. And, in-

deed, this is what the Lampang Project is doing at present.

Health services personﬁel mosfly from rural health centers
throughout Lampang (nurses, nﬁrse-aides, government midwives and health
workers) are selected and given an intensive one-year training at the
Lampang Provincial Hospital, the Midwifery School, and the rural health
center, fhose who passed this one-year training course will become
Wechakorns or community health paraphysicians who normally will go back
to their respective rural health centers with an added responsibility

and competency. Now a Wechakorn could:

{1) provide general clinical treatment for infectioms,
wounds, and common diseases of the skin, respiratory,
gastrointestinal, and genitourinary system;

(ii) carry out such preventive and promotive health education,
immunigation, environmental ganitation, family planning,
and nutrition surveillance of all pre-school children

in the subdistrict;
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(iii) refer any serious case to a physician at an appropriate
‘Hhealth facility; o
(iv)  supervise the activities of the HPV, TBA and sdééié-
trict health center staff, as well as.eeeise viilage
- . health coordinating committee in organizing local |
health activities,
Wechakefn who aee deployed at rural health centers are super-
' v1sed by the‘;e;aeeng hosp1ta1 phy51c1ans and physicians from the Com-
munxty Health Department of the Lampang Provincial Hospital {(discussed
Iibelow) There are a small number of Wechakorn who work in the hospital
who are thus-supervised by hospital physicians in the OPD to which they
are'eseigned.i Although ongoing physician—supervision of Wechakorn and
'the Patlent Referral System prov1de opportunities for cont1nu1ng
profe551ona1 development Wechakorn also rotate back to the provincial
'hospltal on a periodic basis for refresheg courses and special skills
develepeeet. Wechakorn syﬁervise HPVS at the village-level and health

workers and midwives at the subdistrict level.

(3) The reorganization and integration of the provincial
health service infrastructure.
There are at least four important aspects of the reorgani-
zation and 1ntegrat10n of provincial and rural health services. - First,’

with the establishment of provineial chief medical officer position in
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the pfovincial health administration system, the hospital and rural
health services functions which previously were under full authority

of fhé provincial hospital director and the provincial health officer,
respectively, are now brought under one administrative unit which should
make the integration of medical and health services at the pro&incial
level much more effective. Secondly, this reorganization and integration
process required several interventions beginning with the reorientation
and reeducation of ali health service personnel, supervisors_and ad-
ministrators of the principles of integrated health services and primary
health care, and the strategies of the new health delivery system,
Thirdly, the patient referral system between the rural health centefsl
and the provincial hospital was developed. And foufthly, the Cémmunity
Health Department was established at the Lampang Provincial Hospital
which was reorganized to serve as the nucleus of all government clinical
services in the province. The responsibility of this department includes
sending hospital-based physicians to rural héalth centéré on a rotation
basis; dispatching mobile health teams to‘distant rural health centers
to provide mainly vasectomy:services, but also all sorts of medical

and Qeai;h Services to villagers as well as to give the opportunity for
the peripheral health personnel including Wechakorn to discuss or con-
sult with field ‘supervisors about a wide range df 16cal medical and

health problems.
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(4) The development of community and private sector involvement

In the discussion above, reference was made to viilage
and subdistrict health coordinating committees without explaining what
they really were. Indeed, these committees are one of the most outstand-
ing features of the Lampang Health Development Project because without
their active support, the extension of basic health services to rural
areas .is quite impossible, These health coordinating committees
generally are composed of influential members of the community whether
it be village or subdistrict. Their functions are to participéte in
health. planning and management decisions as well as to select community
health volunteers. In Lampang, many committee leaders have become very
active in organizing local health activities and have helped persuade
their heighbbﬁrs t& take advantage of appropriate services qfferrgd at

nearby health facilities.

Involvement of the private sector is another important aspect
of mobilizing local resources., In the Lampang Project this invoiiement
takes the form of willingness on the part of local drugstores to re-
supply health post volunteers with simple household medicines when their
stocks are depleted and they c¢ould riot get resupply from the géfernment

sources. in time,
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D} Operation and Evaluation’

The operation of the Lampang Project is divided into
three phases. The first phase of operation (1974-1970) covered just
one experimental area, that is Hang Chat district, and two control
areas: Mae Tah district in Lampang province and Mae Tha district in
fhe adjoining Lampoon: province.  During the second phase of operation.
(1976-1978) seven more districts were added into experimental areas;.
and during the third phase (1978-1979) all four remaining districts
including Mae Tah which was one of the control areas during the first
phase. of operation will added into experimental areas, thus completing

the whole coverage of Lampang province,

'As the goal of thé Lampang Project is the imbrove&
health status of the population of Laﬁpang pfovince, some basé;iiﬁe
information about health conditions of individuals or houséﬁoi&ﬁ.i; H
the province before the commencement of the project must be known so
that it could be used to compare with the health conditions after the
end_of.the,pquect. Therefore, the Community Health Survey was coﬁducted
during 1974 in the first experimental area (Hang Chat). .and two control
areas (Mae Tah and Mae Tha) (Major results are reported in Pradith
Siddhichai [40:}. ) . Then the system of community participation
was set in motion: village and subdistrict health coordinating committees
were formed, community health volunteers and Wechakorn candidates selected,
and various training began. The summary of Lampang Project training

activities as of August, 1978 is presented in Table IV-2,
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Length Number Estimaééa Total
Training Category of Tralned:as I Number. . Trained at
Training of August Yet to be En@ of
1978 Trained Project
Wechakorn 1 year 96 30 94
Health Post Volunteers 2 weeks 572 100 672
Traditional Midwives 2 weeks 244 100 342
Health Communicators 2 days 4846 1000 5846
Trainers 2 veeks 133 - 133
Supervisors and 1 week
communicators (half days) 72 - ‘_72
Service Personnel 195 75 ... 270

rralin

1 week

Source:

LHDP {19, P. 30}

The training approach used for Wechakorn deserves some special

mentioning. Adapted from the so-called Medex model originated in the

United States in 1960's, the training approach is problem - oriented and

.

the methods are competency-based. During this one year of training,

. !
less than one-third of the time is spent on theoretical or classroow

matefial; major emphasis is placed on practical clinical experience

or "learning by doing."” Therefore, when the training is completed, these

Wechakorn would help expand the provincial and district hospital's
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capacity of dealing with routine medical care patlents, thus freeing

the physicians for more serious and complicated case¢s. In case where
these Wechakorn have returned to rural health centers, competent clinical
care which has previously beéﬁ unavailable to the rural populatlon is:
now possible in addition to the usual preventive and promotive services.

These points have already been discussed above.

Other major activities of the Lampang Pro;ect 1nc1ude famlly

planning, which it succeeded remarkably well in terms of numbers of
sterilization cases and new acceptors of birth control technlques,'and
nutrition surveillance of pre-school children. Together with the ex-
panded role of Wechakorn, the participation of community health volunteers,
the administrative changes at the provincial hospltal and prov1nc1a1
health system the Lampang Pro;ect has created a powerful case for a new
concept of ptlmary health care in Thailand. When the project imple-
mentation is completed in 1980, it ié expected that an integrated pro-
vincial health delivery system will be fully operational for the entire
prov1nce, and 700,000 rural res1dents will be prov1ded w1th regular
access to basxc health services, | If th1s is true, and 1f the Project
'1n suff1c1ent1y cost effectlve, this 1ntegrated health services delivery
system 1nc1ud1ng prlmary health care services at the V111age level may
be rep11cated in other prov1nces throughout the country As a matter
of fact, integrated health care dellvery system in the mold of the
Lampang Pro;ect are being rep11cated in Samerng District of Ch1engma1

Province and in Jana D1str1ct of Songkhla Prov1nce at present.
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Despite its very promising potential as a model for future
basic health care development in the country, the Lampang Project is
not without its conceptual and administrative problems. Few major

problems may be summarized as follows:

a) Active community‘participation is one of the most important
features of the Lampang Project which cqntributed rmuch to its apparent
success so far, But it may be difficulf to keep this cqmmunity partici-
paﬁion constantly active long into the future ifrthe préfincial health
adﬁinistfatioﬁ"is not competent or has lost its interésf in this approach
of priﬁaryfheélth”éﬁre delivery system. Cooperation and coordination
between village énd'subdistrict'heAItH committees and the provincial

health authority must constantly be reinforced and encouraged,

b) Even if the provincial health authority is receptive to
the idea of health administration reorganization for the purpose of
effective, low-cost, basic health delivery system, higher authorities
in the Ministry of Public Health may not be so agreeable with present
or future reorganization, especially reorganization which stresses
greater local autonomy and decision-making process. If so then policy

implementation may be delayed.

¢) NKot all health volunteers are equally capable of carrying
out ;heir_respective duties once they graduated from their training and

returned to their villages. Perhaps only about half of the trained
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health post volunteers would have very active service contacts with

the villagers; others were not so active, This may have something to

do with the personality and social popularity of each HPV inrﬁis village.
But supervision from Wechakorn and other provincial heélth personnel could.
improve the performance considerably; when supervision has been regular,
performance has been good. ‘As for the health communicators, these
volunteers seem to be relatively inactive, possibly because of uncer-
tainty.over their role and the lack of clear directive from the village
health committee, Thé same is true with the trained traditional birth
attendants. It has beén observed that beyond carrying oﬁi midwifery
activities at é higher ieéel.of skill than_befpre, these TBAs seem rela-
tively inactive. Like HCs, for insténce, thgy;are not even helpful in
reporting vital events. Pe;haps by providing these health volunteers
with more substantive rewards for their services than just a privilege
to have free medical services at the district or pfovinciai hospitals,
say, some monetary returns for their'sérviées, they would Bé induced tb

put more efforts toward their jobs.

J&)'.The cost of services at rural health centers remains high
in cOmparisdn witﬁ privéte édurces of treatment, If Wechakorn or health
workers at these health centers could be provided with adequate low-cost
standard medicines and other measures adopted. to reduce incentive to
profit from sales of medicines and private practicés,'tﬁén utiiization

of health center services is likely to increase greatly.
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e) Theagugstion of local drug sellers and injectionists will
have to be dealt with ﬁbre effectively within the ideal framework of
basic health care delivery to rural areas. In Lampang as in most other
provinces, many kinds of medicines'including'théSé in dangerous drug
list can be acquired from drug sellers in the village or in town.

What in more important, however, is that many rural residents have been
using many habit-forming, pain-killing medicines for so long so that

they are more or less addicted to them, Strict control of advertise-
ment and reeducation of local drug users should be a part of new system
of basic health care delivery. As for the injectionists, since the
strict suppression of their activities is neither possible nor popularly
warranted, some compromises may have to be meted out by giving them tacit
recognition in exchange for theiriwillingnes§ to receive proper train-
ing ;n Qggern medicine and greater caution in using powerful drugs.
Thig_ﬁgunds like a dgﬁqatisp“policy, but short of a massive, expensive
and probably not very effective, drive against these popular injectionists,

this may still be considered a realistic policy.
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V. Conclusions and Policy Recommendations

This chapfer sums up the f1nd1ngs of the last three chapters,
namely on health cond1t10ns of the country, on health de11very systems,
and on problems of off1c1a1 health services and new 1nnovat10ns to deal
with such problems. On the bases pf these flndlngs,_some pollcy‘recpm~
mendations will Be made after careful qonsideratidns of'the relevan;_

factors.
- Conclusions

A, On health cohditions

Demographically speaking, the vital conditions of the Thai
population are improving rapidly in the last two decades. The death
rate in fallen;. the birth rate has been more oriless controlled; and
the infant mortality rate was reduced substantially from the last decade,
However, these demographic variables could be improved even further,

For example, the death rates both general and infant, though falling"'

rapidly, are still too high even by our neighbours' standards.

On nutrition, although Thailand is a food surplus country,
eating habits of the people coupled with general poverty conditions of
households in both urban and rural families, have caused malnutrition
of various severity throughout the country. It was estimated that around

40,000 to 48,000 of Thai children between 0 - 5 years of age would die of
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malnutrition or malnutrition-related diseases in 1974 [30, p. 24-26],
and these figures were expected to continue unabated unless urgent food
and nutrition policies are conscientiously implemented on a national

scale.,

The two most prevalent groups of diseases which caused the
highest number.of deaths are diseases of the respiratory tract end
diseases of the digestive systems, respectively, This mortality situe—
tion reflects deficiency in health conditions in the sence that sucﬁ |
deaths could be prevented or reducedrby immunization and/or sanitation
and environmental controls, The severity of these two groups of diseases
.was also shown in the morbidity situations of the country as large pro-
portions of the population were shown to have‘sufferred from various
resoiratory tract-diseases and diseases of the digestive systems The
majority of Thai populatlon were also sufferlng from para51t1c 1nfesta-
tion and dental dlseases. Morbldlty measured in terms of number of days
a patzent‘ls out of work due to 111ness was elso reported But since |
the data were avallable only for one year (1970), no comparlson of th1s
aspect of the incidence of ill-health with other times per1od is p0551-
ble, However, avallable statlstlcs could be used as a benchmark upon

wh1ch a future change in thls aspect of morb1d1ty 51tuat10ns could be

compared.

On the whole, therefore, it would not be too easy to say that

the overall indices of health in Thailand are favourable or séiisfactory.
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Health conditions certainly are improving, but its present status seems -

to indicate that a great deal of improvement is still needed,

B. On health access and delivery

Like other aspects of government's administration, health
administration in Thailand is highly centralized., Health authorities
flow down from the Ministry of Public Health in Béngkok to provincial
health systems then to districf,'sub&istrict and village health adﬁinis-
tfatioﬁl 'The smaiies%‘dnif of heaifh pfo#idef in tﬁe present $tructﬁre
of héalth”delivery sYstem.is the govérnment‘s midwifery center which is
intended for mother and child care service at a viliage level, Next comes
the subdistrict health center which is found in at least one out of every
two subdistricts in the country at preSent. Medical and Health Service
CentefA,di§§fict hosgixalﬁandhprpyinpial-hpspital fom_the remaining parﬁ
of the pfovincial heﬁlth'ngivérw sy&feﬁ.T»Ail of the#éﬁ‘however, could
not match the health facilities bdfh in terms of health instituﬁions and
health personnel that are available in Eﬁngkok Metrﬁpolitan area, The
population of B5ngk6k alway$ receives morefﬁnd.bétter héﬁltﬁ services
than those in the rest of thé'countfy. 'Proble%s regarding heaifh perﬁonn;i
at various locations are deep-rooted in the physical ds‘well as financial,
incentive Systems} This is a major reasbﬁ why many mediéal déétérs pre-

fer to work abroad or in Bangkok, not in the remote rural areas.

The Government's general policies toward health in Thailand

are pértly to blame for this maldistribution of health services. Public
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spending on health services consistently forms a very small part in the
total budgetary allodationé each year. No substantial improvement in
health services is expected unless the Government has changéd its basic
policies regarding health problems in Thailand. Had it ndf been for
~"the opportunity to profitably carry on-ﬁfivate practiceé, the number of
"medical doctors working for the Government would not be so highﬁeveﬁ'in

Bangkok.

C. Problems and New Prospect of official health services

A major problem of official health care delivery systems cﬁn
be characterized as overutilization of pfovincial an& Béngkok hospitals
and “tinderutilization of rural midwifery aﬁ&‘heaithfcéﬁ;é£;. Thélcauses
of this problem appear to consist of the lack of faith égét local reﬁi-
dents have upon rﬁiﬁiphealth persénnel; ihédhféngeht 15;;tion of healfh
‘cefitérs, not so inexpensive cost of mediéal éé;vit;s, and 1imited héalth
servites that these health centeré could provide for local patients,
Partly’ ¥his is a problém of health access; that”is,'health centers are
" not found in every village or at location eésiif acée;sible by iocal
‘patients., But mainly, it is a problem of éhéfﬁage of médiéal doctors

who could provide curative treatments desired by those rural patients,

Realizing that shortage of physicians cannot be rectified
within a short period of time, and that curative health services are not
the most important aspect of health care system (prevention of diseases

and promotion of individual well-being and good health are), the
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Ministry of Public Health has tried to devise a new health care delivery
system which 1mpha51zes curative, preventlve promotlve and rehablllta-
tive measures in one package. Moreover, local resources w111 be ex-
pIoited ah&'looal participation be made one of the maln features of this
new healtH‘delivery‘QYStem. This is a case of "iﬁgegreted" health_cere
delivery'system which is being experimented on a rather large scale in
Lampang through the Lampang Health Development Project. The four maiow
features of the Lampang Health Development Project are. (1) the involve-
ment of local populatlon in process of health service planning and health
policy 1mp1ementat10n (2) the establishment of health post volunteers
and health commumicators from among the local populat1on the former to
administer some basic medical treatments and other health services, the
latter to record vital events as well as to'oropegate orher'heeith
information' (3) the upgradlng of former government's health worker and
midwives to the p051t10n of Wechakorn or paraphy51c1ans through one year
1ntens1ve tra1n1ng and returning them to work in their old health centers;
and (4] the reorganizarion of provincial Heaith sysfem where all aspects
of health servioes are now undé}'bﬁé proviocial anthority plus the.sett;h
ing up of community health department in the orovincial hospifal which
sends out hospifal-based physiciane on a rotetioh basis to statioh‘et
rural health centers performing vasectonny service as: well as other

medical treatments to the local residents.

So far, the strategles envisioned in thlS prOJeCt seem to work

well as expected ' The Wechakorn have earned more confidence from Iocai
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patients as effective healers; some health post volinteers have established
themseiveé as popﬁiar first-stop health providers; the idea of rotating
hospital-based physicians to rural health centers is really very useful;
and so on. But SQme cautions remarks were raised conéerning the evalua-
tion of the project: local participation is a good thing, but may be
difficult to keep it from waning; some of the health post volunteers

and health communications are not able to discharge their duties fully
due to uncertainties about their new roles as well as their incompetence;
the cost of medical service from.a patient's poiﬁt of view is still con-
sidered too high. In order to retain the momeﬁtuﬁ §£ the project, a
system of incentives, financial and otherwise, should be devised for
volunteer health workers as well as the Wechakorn and those mobile

hospital-based physicians,

Policy Recommendations -

Having summarized the main theme of the paper, we now turn to.
the final part of the study: recommendations regaxdlng pollcles that
should improve the distribution of and access'to ba51c health services
in Thailand, Before doing so, it should be mentloned at the outset that.
these recommendations have taken into con51derat1ons certain reglditles
inherent in the present’ Health admlnlstratlon in Th$11and the feas1b1-
lities of certain: policy changes whlch 1mp1nge upon some structural changes,

the expected economxc, social and p011t1cal repercuss1ons following cer-

tain policy changes, and so oh:‘sérthat what are recommended are within
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the realm of possibility to be implemented immediately or within a
short preparatory stage.

The six areas of the above policy recommendations can be

described as follows:

1, General health expenditures

The most important policy recommendation concerning the im-
protement of basic health services in Thailand, perhaps, is a change in
policy directionrtoward greater role of the public sector in the provision
of basic health services, If it is admitted that the health conditions
in Thailand have rooms for improvement, and that the Government is the
most effective agent that could effect such improvement upon the popula-
tion as a whole, then one is expected to see an increase in general
health expenditures in overall.govefhmeﬁt's bﬁdget. Because the present
health expenditures proper,‘that is the annual budget of Ministry of
Public Health are quite small by any standard, a doubling of these expen-
dituree ftem the presenth}evel within a few years should not be considered
exeeesive Such an increese in health expenditures would enabie the
public health anthorxtles to implement certaln policies which would not
be posszble w1th marglnal 1ncrease 1n budgetary allocation such as-a
restructurlng of present health adm1n15trat10n, creating new incentive .
systems for var1ous health personnel as well as providing for medical
and health equ1pment, 1nfrastructure and medicines. Some of these

speclflc pollcy changes may be discussed below, but the purpose of this
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recommendation is mainly to clear away budgetary constrainsts which may

obstruct some of these specific policy changes.

2, Decentralization of health administration

Being highly centralized, the Thai bureaucratic system is
often blamed for the slowness and inefficiency .in policy implementation.
As regards the health administration, practically all major health poli-
cies are decided at the Ministry of Public Health in Bangkok, then policy
directives flow down to provimcial health administrators and lower.
Recently, however, there have been serious attempts in the Minsitry of
Publlc Health espec1a11y at the Health Plannlng DlVlSan of the Office
of the Under-Secretary, to encourage health plannlng at the provinciail
level, thus trying to revert the usual "top down" to "bottomwup” type
of planning. These attempts have 50 far been met with 11m1ted success,
first because prov1nc1a1 health admlnlstrators are st111 unfamlllar
with health plannlng at the local level and secondly because even if

local health authorltles are g1v;n some autonomy 1n dec1d1ng 1oca1 health

B i e A P P o o hien

plans they are st111 bound by r1g1d flnanC1a1 control systems as well
as other admlnlstratlve control of the prov1nc1a1 adm1n15tr1t10n systems

(through prov1nc1a1 governors as well as dlstrlct offlcers)

At present, several suggestions have been: offerred:regarding
the: strengthening of local governments through increased autononmy in

terms of local taxation and budgeting. - This type of autonomy should cover
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health services as well in such a manner that the local health authori-
fies shall havé major control over the use qf funds for local health
purposes such as speciél femuneration for health personnel, purchase of
drugs and other medical equipment, and so on, This does not imply, of
course, that local health authorities have a free hand in doing every-
thing, but ét least this kind of autonomy would for exémple, eénd the
:‘presenf system of allocatidg only baht 10,000 to each district hospitai

and baht 500 to each health center, to buy drugs.

3, Health personnel”

As maldistribution of health personnel across reg;o#s is the
main prqﬁlem fﬁcing health administrators today, a redistribution of
health personnel becomes a crucial policy which could alleviate the
problems of lack of access to local health services and the underut111-
zation of local health centers. This redlstributlon policy means both
the increased, assignment of the old personnel in rural areas, and the
recryitment of new perspﬁnel who live in the rural areas, Despite the
greafer importanée of pfeventive and promotive aspects of health wer-
vices, curatiyg services probably have greater impact upon the rural
patients when.thgy become ill an& are seeking medical help. As pointed
out earlie;, it was the shortage of physicians'at rural health centers
which was mainly responsible for theé underutilization of these centers.
Therefore, by increasing more physicians and stationing them at these

- health centérs, the underutilization problem certainly would be reduced.



99

Relocating existiﬁg ﬁedical doétﬁrs from Bangkok and other
urban areas to rural health centers would be difficult but not 1mp0551-
ble prov1ded new incentive systems are instituted such that these doctors
received adequate compensations for hardship and protection from danger
while working in the rural areas. Other incentives may be built into
this rural assignments such as better chance for promotion, or permission
to take leave abroad, or the rural assignments need not be too long,
even a short-term regular rotation of hospital-based physicians can be
envisaged, At the same time, administrative flexibilities regarding

the use of funds and other medical activities should be accorded.

Expanding medical training to get more health persomnel is

prqpaply an easier way to get a physician posted at §;rura1 health center.
At preéent, formAi medical education in Thailand i§;oft9n criticized
for preparing doctors who would become medical specialists rather than
general practitioners, and who would likely to go abroad'after’gréﬁﬁgf
. tion or, if not, prefer to work in or near Bangkok because.it Egr%ghfbi
to home, or the chance for lucrative private practices is grgat. Aparf
- from changing the emphasis from medical specialization to general |
medicine which would equip the medical Stuﬁents:with‘better‘ﬁ%i%eption
of public health in general, the system of selecting studefts to ‘enter
medical schools should also change. At present.‘oniy’ the brightest
students who are likely to be those living in’Gf hear ‘Bangkok would gét
admitted to medical schools, These studeits 45 Mot normally experience

the life in rural areas and thus could not possibly expéct to carry on’
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their quiqal practices there. If the entrance procedur¢ could be changed
éo that”a }arger quota is given to students whose domiciles are in rural
areas, then there exists a better chance that, after graduation, these
new medical doctors would have'little avetsion in working in the rural
areas, The present encouragement for medical education in regional
universities such as in Chiengmai, Xhonkhan, and Songkhla is the step:

in the right direction and deserved to be supported.

" Another issue could be raised about the quality of medical
doctors who graduated from medical schools.. Certainly a given standard
must- be maintained for a satisfactory training of a medical student,

But suppose that there is a great demand for medical practitioners, too

~ great for the usual output of medical schools, would it be possible to
have lower-than-standard medical training? Obviously most medical purists
would object to such an idea, but it is indeed possible, and infact appro-
priate to recommend practical training of lower-level medical practitioners
or paraphysicians, The training of Wechakorn in the Lampang Proiect would
be a case in point where former midwives and health workers ‘Wwho origi-
nally could provide only the most basic forms of medical treatments such
as first-aid and attending minor ailments such as common cold, cough,
headache, and prescribing simple houschold drugs, now could diagnosé'a
more. complex symptom and.could administer more powerful drugs. To a
lesger extent,; the: training of health post volunteers also falls into-

the same category. Indeed, this could be conceived as a Thai version

of the famous bare-foot -doctors of China, T
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However, there are some legal niceties which render such médical
practices unlawful, According to the Act for the Control of the Practice
of the Art of Healing, B.E. 2479 and the Médic;i Profession Aét, B.E.
2511, no one can practise the art of healing wifhout proper licéncé‘
(which most Wechakorn do not have) and licenced physicians are forbidden
to train their assistants to treat patients by themselves. These laws
often create unea;y feélings among practising paraphysicians and are
obstacles to convenient expansion of medical apprenticeship. Of course,
the ‘good intention of these laws was to prevent proliferation of quacks
or mé@ical chala;gns, but they should be made flexible for the expansion
of mgdical practitioners,underlyhe supgrvision_and control of public

health authorities.

Finally, there is some need for the coordination of various
mobile health units under operation at preéent. ViSiting plans should
be made well in advance and coordinated in such a way that the service

in any one location is becoming Fegular and is spreéd out equally among

RN

all regions. Also the service shouid be standardized and always in
coopération with local health céhters if possible so that the local
patients could become more acquaihted with local health centers in their

areas,

4, Costs of medical and health treatments

I
EEIRY IR S

In the course of our discussion on the average cost of medical

treatment at a rural health center, we mentioned that such a cost is
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rglatively high for the level of income in rurai areas, If medicinal
~drugs used in government's health centers or provincial hospitals are
cheap, and their experises are facilitated by the Government either. -
thrgugh free distribution or through subsidized prices, both access to
and utilization of hgalth.seryices will be improved: A fuller analysis
of this so-called ''cheap drug policy' would require another study. It

is suffice to mention here that. ready availability of few essential drugs
at low prices (artificially if need be} could mean a much greater chance

of success in promoting popular access to existing health services.,

The local demand for pharmaceuticals is estimated at around
baht 1000-6000 million annually. Of this amount, about half of local
demand for drugs is met by local manufacturers, and the other half by
import. Althoﬁgh the Government owns and operates a drug manufacturing
firm as a state enterprise (the Government Pharmaceutical Organization
-or GPO) which is also the largest drug manufacturer in Thailand, the .
production of drugs and other pharmaceuticals by private companies still
contribute theulargeSt share of drugs used in Thailand, As a matter of
fact some private drug companies have. been noted for their success in
manufacturing widely popular pain relieving drugs which, today, still
remain one of the most widely known medical products throughout the:

country,

But this simple drug manufactured and sold by private drug

companies can be very expensive indeed from the point of view of the
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cost involved. Take an example of Tumchai, the most popular pain reliev-
- ing drug among rural drug users. It ié in fact a brand-name of a simple
aSpirin plus a small amount of sugar. For an equivalent of 2 aspirins,
one package of Tumchai is sold for baht 0.5 whereas the cost of manu-
facturing it should not be more than baht (.05 to baht 0.10 at most, .

- which means a profit of 5 to 10 times the cost of production. It is
‘not surprising, therefore, to see.that the manufacturer of Tumchai is_
consistantly the company with the largest profit to sales ratio in

Thailandzf

The neéd for cheap drugs by the Government was more apparent
because fhe} had to ;ﬁefate many ﬁublic hospitals and ﬁéalfh centers.
Even itfﬁecane a ‘'state enterprise, the GovernméﬁfﬂPﬁérmaceutical
Organization has been acting as thé Government's major supplier.of drugs
and other pharmaceuticals. A number of drugs are produced and sold as
non-prescription, household drugs to the general public. And #here the
prices of private company drugs are high, those of the GPO are, almost
as a rule, lower. - Yet, at rural health c¢enters, the charge for service
and medicine is relatively high because, firstly, some modern drugs such
as antibiotics which-are still expensive to produce are prescribed, and
secondly the health.workers are allowed to make profits out of these

drugs.

Aithough‘the GPO is a state enterprise, it has not received aﬁy

speéialrtreatment from the Government in its role as a pharmaceutical
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prodﬁcer. In fact, it ﬁas priféte drug producers who received sﬁecial
treatments from the Government in the form of investment promotion measures
including inéome'téi holidays, duty-free imports of pharmaceutibél'
machinery and réw materials, éxémption from business tax, and so on,

The only major concession the ﬁbﬁ‘had fecelved from the Goverrment was

that all public health institutions must purchase their drugs and other
pharﬁaceuticals through the GPO. Prior to 1978,'tﬁese'proﬁiﬁcial hospitals
or heélﬁh centers could order their drués on brand-name basis.A But since
March, 1978, however, the Minister of Public Health has issued a new

. regulation to the effect that henceforth the drugs purchased by public
health organizations using government's money must be ordered by their
generic names following the list of abgut 700 essential drugs givgn in

the Ministry of Public Health Formulary.

The above measure seems to be a move in the direction of
eventual cheap drug policy. This is discernible in two ways:  first,
by'dé-emphasizing the dependence on, or preference 6f, brand-ﬁame drugs
which are unnecessarily expensive, the Government through various
heaith institutions could save a gfeéﬁ deal of monéy; secondly, and as
a corollary of the first point, by narrowing down to a few hundred
choices of essential drugéﬁeipressed in genéfic teéms or cheﬁical equi-
valents, the GPO is expected to exband its role as a manufacturer of
basic essential generic drugs fbr the Government, WhiCh would Cut the

_cost of medicine even further. This is consistent with the overall
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social policy abjectives of the tountry as evidenced in the opinion of
the Secretary-General of the Natiomal Economic and Sotiar;Deve;opméhf““
Board. In his letter to the Prime Minister dated December 13; 1977,
supporting the plan for expansion of the GPO, the Secretary-General of
NESDB stated that
W, ., at present prices of medicinal drugs in
_the market are generally very high; even the same
drug that is produced cheaply by the GPO would have
much higher price, The Government should encourage
the GPO to increase the manufacturing of essential
drugs and drugs which have high public demand and
distribute them to the people in the rural areas in
order to alleviate hardship of the low-income pecple
However for some reasons not yet made public, the GPO has
suffered a set-back in its drive to be a major producer of essential
drugs in losing the bid to be the sole domestic producer of tetracycline,
a“widely-used_aqtibiotic. The Government, through the Board of Invest-
ment had, earlier this year, granted promotional previleges to a private
drug c&ﬁbahy_to,be_that sole producer. Even so, it is still expected
that the price of this popular ant1b10t1c drug will be substantially

TR
reduced in the near future.

5. Private medical practitiaﬂersa S ety

In the discussion of health de11very System in Chapter 111,
one may recall that there were 5 major types of private medical practi-

tioners, not counting official health personnel who carry on private
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practices outside their officigl hours. They were magical doctors,
traditional or herbalist doctor, traditional or "granny" midwives,
injectionists, and some local drug sellers. There is:no need to be con-
cerned about_megical_doctors who must be very few in number becéuse
from various health surveys, it was shown that these doctors were never
a serious source of med1ca1 treatment of the general public., This is
also true more or less w1th tradltlonal or herballst doctors because
most v111agers have come to know ‘modern medlclne and normally have
greater falth in it, It is appropriate of course . to support or promote
the use of tradltlonal medicine as long as its cost is lower than modern
medicine or it is more easily available. Otherwise cheap modgrn drug

policy is better,

h:_,{‘”ﬁ“§p~fap,;h§:e,have been few attempts at upgrading the services
of ;;agigipnallmidwives, such as the training of these¢ midwives in the:
Lampang Health Development Project. This is commendable and should be
continued on a wider and more énergetic scale. But there are two other
categories of medical practitioners who need to be dealt with more
properly at present, They are injectionists and local drug sellers,

As mentioned earlier, the 1n3ection1sts are hlghly popular among villagers
because they provide medical services at the patlents' homes, u51ng
powerful drugs, and charging reasonable fees. : Attempt to act against
these injectionists is.futile.as long as the villagers"are'stiil patroniz-

ing them, Since the Government could: not yet provide the type of medical
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services that these villagers want, namely effective curative treatments
at the village level, these injectionists still serve a useful function
of delivgring health services to the people; 'ﬁ}ﬂdﬁiﬂ!ﬁb agéinst the
misuse of drugs by these injectionists, some tacit agreements may bé
worked out betweenrthe public health authorities and the injectionists
whergby the existence and activities of the latter are recognized de facto
if not de jure by the Government in exchange for some coﬁmitment by the
injectionists to be trained, supervised or controlled by the Governhent.
It is hoped that whén the public health services have.iﬁproved, there

will be less and less demand for the service of these injectionists.

Similarly, basic instruction and training -on the type and use
of drugs.should be extended to local drug sellers as well, -To'the ex- .
tent that the rural population still has to depend on the advice of
local drug sellers for choices of medicine to take in time of illness,
an eddé;ted, and -responsible, advice would be better than misinformed
ofiinresponsfble advice. Certainly, local dfug sellers could be -asked
by the public health authorities to cooperate in the sale of certain
dangerous drugs, or told of any possible danger associated with certain

drugs,

To conclude, it must be reiterated that the purpose of this
recommendation is not the legalization of non-licenced medical practices,
but the practical compromise with the existing conditions, having in

mind the immediate well-being of the population at large,
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6, Integrated primary health care delivery system

) Thelpreliminary evaluation (through fask and_cost analyses)_
of ;h; Lampang:ﬁ;ég;ét has shown thaf this type ﬁf'primary health care
serviéés is fulfilling its objectives at relatively low costs. (See
Suwatthi and others (AS]; Leséons ieafned‘from this experimental in-
tegfated priméry health.care delivery system cou1d be used to perfect

a futufe delivery system, S;me of the policy comments regarding the
"Lémpahg Project have.been mdde at the end bfA£he last éhabfer; there

is no need to repeéf them again here, The ldst policy recommendation
of thi§ stu&y is that vigorous, continuing, purpeseful and remunerative
participation by local population holds the key to the possible success
of integrated basic health care delivery systém in Thailand. Coupled
with necessary policy changes discussed elsewhere in this paper, a
satisfactory distribution of, and access to, basic health services in
Thailand is within a realm of possibility in not-to-distant future.

In conclusion, therefore, with good intention and determination of all

concerned: the Government, health personnel, all private citizens,

it is possible to have, in Thailand, health for all by the year 2000.
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Footnote

Lo

_Strlctly speaklng what Suphachanyarak had done was the same as

allocating 1dent1ca1 benefits to all outpat1ents or inaptients.

As a result; the distribution of health benefits was indeed
cquivalent 1o the distribution of patients by incomc class, that
is to saf, if 33,3% of patiefits have income lower than “baht 5,000
per year then they would also receive 33 39 of health benefits,
This may looks ©dd, but it is plau51b1e because the chance of
getting ill was quite random and has no iRécme bound. For
instance, }he National Health Survey, 1970 “E;?Jiﬁgd found that

the morbidity rates (measured as number of persons who were ill
ot ‘ S

in one month per 1000 population) fcr_low, mediﬁm, and high inconme

were, respectf}eiy, 147.5, 147.9, and 149.8.

R L P

See the list of 100 largest manufacturing. companles in Thailand

e,

complled by Faculty of Commerce and Accountancy, Thammasat University.
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