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Abstract 
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The purposes of this study were to explore the situation of health insurance in Thailand, 
to compare public and private perspectives and to identify related educational needs. Between 
March and April of 1998, the study employed in-depth interviews of 12 public and private 
major stakeholders of the health insurance systems, including policy makers, providers and 
insurers. Additional inputs were gathered in a brainstorming session with 41 participants from 
organizations with important roles in regulating, monitoring, paying, or providing health care 
services, as well as research and education. 

The findings indicated the health insurance market was expanding. But there was no 
national policy on health insurance. Insurance-related law was outdated. Public and private 
schemes overlapped, and were generally characterized by inadequate risk diversification, over­
utilization of services, lack of effective cost containment, inconsistent service quality, and poor 
understanding of health insurance principles. There were needs for more education and training 
in various aspects of health services management and health-insurance related functions. 

Consequently, continuing education and training related to health insurance services for 
policy makers, system administrators, managers, providers and insurers are strongly recom­
mended during the health-care reform process. 
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The health care system in Thailand has 
been changing very rapidly in the last decade. It 
is in transition, both in the way health services 
are delivered and the mean they are financed. 
Although the public has always been a major 
health care provider for the population, the role of 
the private sector-- primarily for-profit-- is in­
creasingly important. The proportion of private 
hospital beds to total beds grew from 7.4 per cent 
in 1973 to 23.1 per cent in 19950). However, 
more than one-fourth of the 60-million Thais are 
uninsured, not being covered by any public and 
private health insurance schemes(2). Private 
health insurance also exists, but the market is 
relatively small being estimated around 8 per 
cent of the population(3). The number has in­
creased from the estimated 1.6 per cent in 1992 
(4). 

Health insurance schemes in this country-­
such as the Health Card project, the Social Se­
curity Scheme (SSS), the Civil Servants Medical 
Benefit Scheme (CSMBS) and the public assis­
tance for the indigent-- vary in terms of choice of 
providers, type of services, benefit coverage, as 
well as inclusive and exclusive conditions. The 
modes of service delivery depend upon the 
financing systems. The methods of provider 
payment depend upon the philosophy and objec­
tives of each scheme and the management system 
of its responsible agency. Some major interesting 
features and differences among schemes are 
summarized in Table 1. 

A health insurance study published in 
1996 suggested a number of problems in con­
trolling costs, service utilization, equity and 
quality of services under different insurance 
schemes(4). Cost containment is a major chal­
lenge for CSMBS and the Health Card project. 
The health care expenditure under CSMBS has 
increased 3 folds within 6 years, from 4,316 
million in 1990 to 13,587 million in 1996. Pro­
blems of CSMBS also include longer average 
length of stay than comparable others, cost 
shifting and fraud(5). The government expen­
diture on CSMBS was seven times that of the 
Low Income scheme. 

Financial instability due to growing health 
care cost is also present in the Health Card 
project. While the income per card is 1,000 baht 
(500 from a purchaser and 500 from the govern­
ment subsidization), the average expenditure 

per card reached 1,893 baht in 1997. The project 
suffers selection bias and high hospitalization 
rates(6). Currently, there are attempts to reform 
the Health Card and CSMBS schemes in order to 
contain cost. 

In contrast, under-utilization was pre­
valent in the early years of SSS. It was attributed 
to inaccessibility, bureaucratic administration, and 
inadequate information for SSS beneficiaries(?). 
However, the utilization rates have jumped drama­
tically in recent years. Out-patient visits increased 
from 0.33 visit per person per year in 1991 to 
1.23 visits per person per year in 1995(8,9). It 
is believed that better accessibility, awareness 
among the beneficiaries of their rights and 
employees' freedom to choose main contractors 
contributed to the trend. The number of main 
contractors and network providers in the scheme 
keeps expanding-- particularly private ones-­
although there have been complaints of inade­
quate capitation payments from the private con­
tractors( 10). The amounts paid to main contractors 
were increased from 700 baht per person per year 
(pppy) in 1991 to 800 baht pppy in 1995, and to 
900-1000 baht in early 1998-- or about a 50 per 
cent rise from the 1991 figure. 

Service quality of public and private 
hospitals varied( 4). For public hospitals, major 
consumer complaints concerned slow services, 
long queues, poor personnel manners, unsanitary 
toilets and inadequate information for patients. 
High price was also a major complaint for private 
hospitals. Nevertheless, patients were generally 
more satisfied with private hospitals than public 
ones01,12). In addition, patient satisfaction was, 
on average, lower among main contractors under 
the SSS than other hospitals02). The finding 
might relate to the capitation mode of provider 
payment, poor hospital financial status prior to 
becoming a main contractor, and different com­
petitive strategies between main-contractor and 
non-main-contractor hospitals( 1 0). 

Problems also exist in the private health 
insurance sector. Information imbalance between 
the insured and the insurer, high administrative 
cost relative to benefits for the insured, lack of 
power to control costs under the fee-for-service 
payment system and adverse selection were sited 
as its weaknesses( 4). 

Alteration in the way the country finances 
its health care system have impacts on all of its 
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components. Thailand needs to prepare for change. 
Human resources development for all parties 
involved in the process-- policy makers, insurers 
and providers, public and private-- may be one 
of the key success factors. This study, therefore, 
aimed to explore problems related to health 
insurance in the present health care system, to 
compare the perspectives of the public health 
sector with those of the private one, and, where 
possible, to identify any educational needs among 
health care providers, health insurers and others 
who may have concern. 

METHOD 
The study used in-depth interviews. In 

order to ensure the quality of information, two 
teams of interviewers were arranged to question 
the total of twelve people whom the investigators 
believed were experts in the field. They were 
selected to be representatives of major stake­
holders in financing and providing health care 
services in Thailand. The interviewees from the 
public sector included a provincial health director 
of the Ministry of Public Health from the northern 
part of the country, a hospital director of a public 
community hospital in a vicinity province of 
Bangkok, and four high-level executives from 
two major governmental agencies responsible for 
public health insurance schemes, including the 
Health Insurance Office of the Ministry of Public 
Health (the health card scheme and the public 
assistance scheme for the indigent) and the Social 
Security Office of the Ministry of Labor and 
Social Welfare (the social security scheme and the 
workmen compensation fund). They had expe­
rience working in their positions for 2 to 10 years, 
in addition to insurance knowledge from formal 
education and training both domestically and/or 
abroad. 

The interviewees from the private sector 
were three private-hospital directors and three 
executives from three market-leading commercial 
insurers. The three hospitals were all for-profit. 
One of them is in Samutprakarn province, and is 
a main contractor under the SSS. The other two 
hospitals were system hospitals located in different 
areas of Bangkok--the capital city of Thailand. 
Both used to be main contractors in the SSS, but 
they withdrew a few years after participation in 
the scheme. Two out of the three selected in­
surance companies in the study sell health and 

life insurance, while the other one sells only 
health insurance. They currently account for 
more than 80 per cent share in the private health 
insurance market(3). 

The interviews applied similar semi­
structured questionnaires with open-ended ques­
tions asking for their opinion on the current situa­
tion and problems of health insurance in Thailand. 
Where applicable, specific dimensions of health 
insurance problems were briefly probed, including 
how health insurance worked in general, culture 
and behavior of consumers, patient rights, law and 
medical ethics, management of a health insurance 
program, sale, premium, compensation payments, 
standards and quality of services, provision of 
medical care, and an impact on medical techno­
logy. Finally, they were asked to state knowledge 
and skills required for managing health insurance­
related services as health care providers, as well 
as insurers. The responses could reflect their own 
needs for additional training, or what they saw 
as necessary for others who work in this area. 
The survey period was between March and April 
of 1998. 

Preliminary findings were presented in a 
brainstorming session organized at the Faculty of 
Medicine, Chulalongkorn University in Bangkok 
for comments and suggestions, particularly on 
educational needs. Criteria for inviting participants 
were that their organizations took part and played 
important roles in either regulating, monitoring, 
paying, or providing health care services, as well 
as doing research and offering educational 
programs related to health care and insurance. 
There were II executives from the Ministry of 
Commerce, which oversees private insurance, 
and all public third-party payers--including the 
Ministry of Public Health, the Ministry of Finance, 
and the Social Security Office. Other participants 
included eight managers and advisors from private 
insurers, 13 public and private hospital adminis­
trators and nine academicians. 

RESULTS 
Table 2 displays a summary of the general 

situational assessment of the health insurance 
market in Thailand made by the interviewees. 
Public and private perspectives shared many simi­
lar concerns while there were some differences in 
emphasis. Both sides indicated that, despite out­
dated insurance-related laws, the health insurance 
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market in Thailand was growmg and in the re­
forming process. The market-- especially in the 
private sector-- was still rather small. Both volun­
tary public and private schemes were generally 
characterized by inadequate risk diversification 
and over-utilization of services. They were attri­
buted to voluntary nature of most of the insurance 
schemes, lack of effective cost containment 
mechanism, and high expectation on health ser­
vices contributed. The insured rarely read in­
surance policies they had and did not understand 
the principle of health insurance. Some thought 
they could get any services any time they wanted 
for free since they had already paid for them. The 
interviewees also mentioned some differences 
between urban and rural areas in terms of choices 
of providers, preferred insurance schemes and 
quality of care. 

Major concerns over managing health 
insurance related services are summarized m 
Table 3. A number of interviewees indicated that 
insurance schemes overlapped one another. There 
was a need for a national policy on health In­

surance to create unity and guidelines to solve 
conflicts between insurers. Current laws need 
revision to enable development of the insurance 
market. Several responsible government agencies 
were referred to as having personnel who lacked 
adequate knowledge and understanding of health 
insurance. At the same time, there were a num­
ber of innovations, such as managed care plans, 
introduced into the market without adequate infor­
mation and legal support. The private sector had 
concerns on the behavior of insurance sale agents 
who lacked correct understanding of health In­

surance principles and concentrate their efforts on 
selling products to the vulnerable to maximize 
commissions. Premiums have rapidly increased due 
to high utilization rates. 

In addition, there seemed to be a lot of 
claim frauds and abuse in both public and private 
insurance schemes. They were more prevalent 
among private hospitals. The result was un­
realistically high health care expenses. Cooperation 
among patients, insurance sale agents and phy­
sicians was blamed as the enabling factor of 
frauds and abuse. As an example raised by a few 
interviewees, there were some physicians who 
thought that insurance companies were rich and 
could pay for everything. 
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Table 4. Summary of topics of interest and comments for educational programs related to health insurance. 

Health insurance 
administrators 

Public-sector perspectives 

I. Planning 
2. Financial management I accounting 
3. Productivity improvement 
4. Health economics 
5. Marketing 

Private-sector perspectives 

I. Marketing 
2. Basic knowledge of health insurance 
3. Insurance medicine 
4. Roles of physicians in health insurance 
5. Actuary 

6. Service ethics and health insurance related law 6. Anti-selection 
7. Portfolio management 
8. Concepts and principles of health insurance 

7. Basic managed care techniques and utilization 
review 

Health care 
providers 

9. Pricing and reference price setting 
10. Actuary 
II. Information technology 

I. Financial management I accounting 
2. General management 
3. Health economics 

8. Hospital contracting and provider profiling 
9. Hospital data and coding systems 

I. Overview of health insurance in Thailand and 
abroad 

2. Medical audit 
4. Concepts and principles of health insurance 3. Utilization management 
5. Marketing and service psychology 4. Quality management 
6. Network building and supporting 5. Risk management 

6. Cost containment 
7. Customer satisfaction 
8. Management without financial loss 

General comments I. Organize training programs in levels: the 
executive level, the general level, the provincial 
level, and the research I speaker level 

I. Have the Ministry of Public Health as an advisor for 
development of training programs 

2. Concepts of health promotion and disease preven­
tion 2. Form network of researchers 

There is also a need for better service 
standards, quality management programs, risk 
management and utilization management systems, 
despite some quality movements-- such as the 
audit system of the Social Security Office in pri­
vate contractor hospitals under the scheme and 
the initiation of the hospital accreditation process 
in 1997. Comments among private providers 
indicated that public hospitals were unpopular 
among privately insured patients since they were 
inconvenient. Services were slow. Moreover, phar­
maceutical expenses were relatively high. 

Table 4 summarizes topics for conti­
nuing education raised by the survey interviewees 
and participants in the brainstorming session 
organized in Bangkok. In order to prepare public 
and private health personnel for expansion of 
public health insurance schemes and changes in 
the private health insurance market, there were 
clearly needs for more education and training in 
general management, financial management, health 
economics, health services management, laws and 
ethics, and a number of health insurance related 
concepts-- including principles of health insurance 
and managed care. There was also a comment that 

health personnel and health-related business should 
have adequate knowledge of health promotion and 
disease prevention in order to achieve health for 
all while containing costs. 

DISCUSSION 
The study can point out a number of 

trends and problems, as well as needs for educa­
tion and training for skills related to various 
aspects of the health insurance in Thailand. They 
could be grouped into four levels-- policy, system, 
organizational and individual levels. At the policy 
level, despite expansion of the health insurance 
market, there is no uniform national policy or 
public consensus on how health insurance should 
be provided to the population. It results in no clear 
direction for development. A national health 
insurance law is very much needed. 

The system-level problems include over­
lapping of multiple insurance schemes. Current in­
surance laws and regulations might be outdated, 
and can hardly accommodate rapid development 
of the market. Significant differences among 
insurance schemes in how they were organized, 
provided coverage and reimbursed providers were 
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mentioned. Moreover, risk diversification in volun­
tary schemes was poor. Poor coordination among 
governmental agencies responsible for various 
health insurance schemes was evident. Unnecessa­
ry service utilization seems to contribute, more 
or less, to the increasing cost of care. The actual 
figure is yet to be determined. Public information 
related to health insurance was poor. These 
factors may contribute to inefficiency and inequity 
in the market. No study has been conducted to 
estimate the potential loss. 

At the organizational level, insurers and 
hospitals lack quality and update of information to 
manage their services effectively. Administrative 
costs seemed to be high. Public and private hos­
pitals require new management approaches to 
cope effectively with the expanding third-party 
payer market and other changes in the health care 
market, including quality management, risk ma­
nagement and utilization management. 

Finally, there are problems at the indi­
vidual level. They were attributed partly to lack of 
knowledge on the principle of health insurance. 
Opportunistic behavior of patients, physicians and 
insurance agents were not uncommon. The know­
ledge problem was also found in governmental 
agencies overseeing health insurance schemes, 
including the Ministry of Public Health, the 
Ministry of Finance and the Ministry of Commerce. 
There is a need for more in-depth studies to assess 
the extent of how fraud and abuse occur in 
different insurance schemes. 

Overall, concerns from some previous 
studies cited earlier are still evident in this study 
( 4). Educational needs in health insurance related 
services are clearly prevalent. One might draw 
such conclusions directly from what have been 
raised from the interviews, and indirectly from the 
problems and trends of the market. At least four 
target groups can be identified: insurers, providers 
(hospitals and physicians), insurance representa­
tives and consumers. Obviously, insurers and pro­
viders indicate different needs, while there is not 
much difference between the public and private 
sectors. There are some common topics, including 
principle of insurance, marketing, cost and utili­
zation management. The need for some manage-

ment-related subjects, such as financial manage­
ment and accounting, are more prevalent in the 
public sectors. 

The health care system in Thailand is 
under the reform process. Although there are many 
issues in the health care system of the country 
that need to be addressed, we see the human 
resources as one of the key success factors in 
dealing with the changing system. We strongly 
recommend continuing education and training 
related to health insurance services for health 
personnel at all levels-- including policy makers, 
system administrators, managers, as well as 
providers and insurers-- so that they have the 
right concepts to enable successful health care 
reform. At the beginning, although the primary 
target might be the public sector in our opinion, a 
common program with participants from both the 
public and private sectors offers certain advan­
tages as they may be able to exchange ideas, 
experiences, and perspectives. This might lead to 
better understanding of each other and future 
collaboration between them. 

Despite our interviews with selected 
public and private key players in the health care 
system of the country, we recognize limitations 
of the study due to the small number of inter­
viewes. It is at the exploratory stage. More 
research in this area is required since human 
resources development is undeniably one of many 
important components of any reform process. We 
hope that our work can be the first step towards 
a more comprehensive and systematic assessment 
of dynamics and need for education and training 
within the health care system of Thailand, and be 
a case study for other developing countries in 
preparing for the nation's health care reform 
activities as they are currently implemented and 
will be proposed in the near future. 
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