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33Thailand::  The socio-economic, 
culturall  and health care system contexts 

Thailand::  Socio-politico, economic and historical backgrounds 

Locatedd in central Southeast Asia, Thailand, known for centuries by outsiders 

ass Siam, is 513,115 square kilometers in size and bordered by Myanmar on the west, 

Laoss on the north and northeast, Malaysia on the south and Cambodia on the east. 

Withh a population of about 60 million (November 1996), the country is divided into 

fourr geographical regions and seventy-six provinces. About seventy percent of Thai 

peoplee are rural and more than 95 percent are Buddhists. Politically, Thailand is a 

constitutionall  monarchy with a parliamentary system of government. 

Thailand,, situated in a tropical climate and traditionally an agrarian nation, 

enjoyss agricultural self-sufficiency and is one of the largest food exporters in the 

world.. During the early 1960s, assisted by the World Bank, the country launched its 

firstt Five-year National Economic and Social Development Plan opening a new 

developmentt era directed towards an industrial and world capitalist economy. Since 

thenn Thai society has experienced rapid and fundamental changes occurring in 

differentt aspects. The society has gradually been transformed by industrialization and 

modernization. . 

Overr the last 30 years, the remarkable success of economic development with 

ann average growth rate of 7.8 percent per annum during that period has made a 

significantt contribution to an overall improvement of incomes, living conditions and 

qualityy of life. Thais' per capita income reached 68,000 baht in 1995 compared with 

2,1000 baht in 1961 while the proportion of people living in absolute poverty dropped 

too 13.2 percent in 1992. In addition, access to basic social services, including health 

care,, has also improved. 97.7 percent of school-age children completed at least six 

yearss of basic education and the average life expectancy of Thai people increased 

fromm 63 years in 1990 to 67.6 years in 1994. 

Amidd the prosperity, however, Thai people have witnessed the negative side of 

growthh as well. The gap between the rich/urban and the poor/rural has been 

widening1.. Changes have brought with them a profound deterioration in various 

aspectss of life including social, cultural, moral, and ecological ones. These concerns 
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aree clearly stated in the 8th National Economic and Social Development Plan (1997-

2001)) as follows: 

'Despite'Despite the impressive rate of economic growth, most of 
Thailand'sThailand's economic activity and prosperity has remained 
centralizedcentralized in Bangkok and the surrounding provinces. The 
averageaverage per capita income inside the Bangkok Metropolitan 
RegionRegion is still much higher than those found outside, and almost 
1212 times higher than in the country's poorest region, the 
Northeast.Northeast. The gap between the rich and the poor in the Kingdom 
hashas also widened over the last 30 years. In the four years from 
19881988 to 1992 alone, the top 20 percent of households saw their 
combinedcombined income rise from 54 percent to 59 percent of GDP, while 
thethe combined income of the bottom 20 percent of households- the 
country'scountry's poorest- dropped from 4.6 percent to 3.9 percent of GDP 
overover the same period. The growing disparity means increasing 
numbersnumbers of Thais are being excluded from the general 
improvementsimprovements in quality of life, and is proving to be a major 
obstacleobstacle to the national development'. 

Fiercerr competition for income and wealth in Thailand has brought with it 

greaterr materialism. This in turn has had a negative impact on people's behavior, 

bringingg about a lack of discipline, declining ethical and moral standards, and the rise 

off  practices which center around self-interest and the exploitation of others. These 

unfavorablee trends are threatening traditional Thai values and ways of life, and they 

havee contributed to the collapse of families, communities and local cultures. In 

addition,, the social stresses that accompany economic prosperity have started to alter 

thee patterns of sickness and mortality, bringing with them the diseases of modern life, 

suchh as cancer, heart disease and high blood pressure. The number of reported 

tragediess and deaths resulting from accidents and natural disasters has likewise 

increasedd (NESDB 1996a: 1-2). 

Sincee July 1997, however, Thai people have entered a new reality when its 

oncee praised fastest-growing economy plunged. The term 'torn yam contagion' has 

beenn echoed ever since the wave of crisis spread from region to region. Today -as the 

wordd 'IMF' becomes an inseparable part of the everyday life- Thai people are 

adjustingg to survive with the unmet dream. The aftermath following the burst bubble 

cann be felt throughout the whole society. Starting from the center and gradually 

creepingg to the periphery, thousands of businesses are being closed, two million 

workerss are laid off while public spending has been remarkably cut. A great recession 
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off  the total economy is still continuing amid hope for the better from the government 

andd IMF. However, it is premature to say how deep and how long the crisis will 

remain.. The downturn has not come to its end yet. 

Healthh Care System 

AA brief history of modern medicine 

Thee modern medicine era in Thailand began the around mid nineteenth century 

withh the introduction of European missionaries. In 1888, the Department of Health 

Caree was established marking the beginning of the Ministry of Health. Before 1932, 

thee year that marked the change of Thai politics to constitutional monarchy, several 

majorr developments in public health were taking place. Important among them were 

"thee production of simple household drugs, then called 'royal prescriptions,' the 

appointmentt of sub-district doctors, and the establishment of 'pharmaceutical 

assemblages,**  subsequently called 'health pavilions,' which were to become 'health 

centers'' as they are called today" (MoPH 1996:3-4.) 

Duringg the period before the country launched its First Five-year Health *' 

Developmentt Plan (1962-1966), other major developments had also been realized. 

Aroundd 1954, for instance, the provincial health services were established in all 

provincess while many contagious diseases such as yaws, smallpox and bubonic plague 

weree effectively controlled. Since 1962, all health development efforts have been 

directedd by the Five-year National Health Development Plans resulting in gradual 

improvementss in health and health care of the country (MoPH 1996; The Bureau of 

Healthh Policy and Planning -BHPP et al. 1996.) 

Healthh status 

Duringg the period 1960 to 1991, the life expectancy at birth of the Thai 

populationn increased from 52.3 years to 70.1 years. The remarkable success of the 

governmentt population policy has resulted in a significant decline in growth rate. For 

instance,, in 1994 the population growth rate dropped to just 1.28 percent (BHPP 

1996:: 52) compared to about 3 percent during the late 1950s. 

Inn terms of morbidity conditions, a dual patterns exists because, while the 

diseasess of affluence and behavior-related diseases become more prevalent, the 

incidencee of some infectious diseases is still high especially among the marginalized 
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groups.. In 1993, the leading causes of illness among outpatients at government 

facilitiess were: 1) respiratory diseases; 2) gastrointestinal diseases; 3) accidents, 

poisoningg and violence; 4) infectious and parasitic diseases; and 5) musculoskeletal 

andd connective tissue diseases. For the inpatients, the leading causes of illness 

included:: 1) infection in small intestine and diarrhea; 2) accidents; 3) bronchial 

diseasess and asthma; and 4) infectious and parasitic diseases (BHPP et al. 1996: 52). 

Industrializationn and rapid economic growth during the last decades have led Thailand 

too encounter new health problems related to new life-styles, pollution and 

urbanization.. Changes in consumption patterns contribute to a higher prevalence of 

degenerativee diseases whilst other socio-economic related morbidity due to things 

suchh as AIDS, violence, stress, traffic accident, pollution as well as occupational 

hazardss are increasingly threatening. From 1984 to 1994, for instance, the cumulative 

numberr of AIDS cases was 22,135 while the present estimated number of HTV 

infectedd cases is more than 750,0002. 

Thee overall rates of mortality of the Thai population are also decreasing. The 

crudee rate per 1,000 population dropped from 6.5 in 1972 to 4.5 in 1990, but rose to 

4.99 in 1993. Major causes of death are heart disease, accidents and cancer. The 

improvingg health conditions also are also reflected by the decrease in infant and 

maternall  mortality rates (IMR and MMR). The IMR and MMR (per 1000 live births) 

inn 1994 were 30.9 and 0.14 compared to 84.3 (1965) and 0.4 (1987) respectively 

(BHPPetal.:52). . 

Healthh Services 

Overall,, the Ministry of Public Health (MoPH) has taken the major 

responsibilityy for the delivery of health services in Thailand. The proportion of MoPH 

facilitiess to non-MoPH facilities is about 70 to 30, and the proportion of service 

recipientss is about 74 to 26 or 3 to 1 (BHPP 1996 et al.: 62)3. 

Thee improvement in health services in terms of service coverage and resources 

allocatedd particularly in the rural areas during the past decades is significant. The 

governmentt health budget has continuously increased although its proportion of the 

totall  government budget has only slightly changed (MoPH 1991; Bannett and Viroj 

1994:7).. The ratio of population to important categories of health personnel is also 

improvingg although some regional inequity still exists (BHPP et al. 1996: 64-65). The 
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adoptionn of the national primar y health care program in the late 1970s has resulted in 

aa significant change in resource allocation and coverage expansion of basic health 

servicee to the rural majority . By the end of the Fifth Health Development Plan (1982-

1986),, community hospitals were constructed covering all of the approximately 600 

district ss and the ratio of villages per  health center  was less than ten to one. By 1987 an 

estimatedd 80 percent of the population were within eight kilometers or  one hour's 

walkk of a health center  (MoPH 1992 cited in Bannett and Viro j  1994:7). 

Thee private health sector  has a marked role in the development of the 

country'ss health care system. Its proliferatio n especially the rising numbers of the for-

profi tt  private hospitals, private clinics, and private hospital beds during the past 20 

yearss is another  remarkable dynamic of the health care system in Thailand. Another 

uniquee characteristic of this tendency is the excessive accumulation of high-

technologyy equipment particularl y in private health facilities4. It is postulated that the 

improvedd economy which affects changes in health care demand has, consequently, 

fueledd the booming of private health services5 (Sanguan and Viro j  1994: 31, Bennett 

andd Viro j  1994: 5). Since 1979, health expenditure per  capita has increased steadily-

moree than 7.5 percent per  annual- higher  than that of the GNP (NESDB 1992:29). The 

expansivee role of the private sector  has brought the MoPH many concerns worryin g 

thatt  that might lead to inefficient use of health resources, uncontrolled growth of 

healthh expenditure, and the disruption of the health care system as a whole (Sanguan 

andd Viro j  1994, Bennett and Viro j  1994). 

Nonetheless,, in parallel with the increasing coverage of the health service 

system,, Thai people are a major  payer  for  health care. Out-of-pocket payments have 

beenn a major  source of financing of the Thai health care system amounting to 73% in 

19877 (see Table 3.1). Although many health care financing mechanisms have existed 

inn Thailand, still, in 1992, up to 25 million of Thais were not covered by any scheme 

(Tablee 3.2) meaning that this group of people has to bear  all costs through user  fees 

whenn using public health facilities. 
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Tablee 3.1 Sources of health care financing in 1984,1986, and 1987 (at 1987 price) 
inn percentages 

Sourcess of finance 
1.. Public sources: 

1.11 MOPH 
1.22 Other ministries 
1.33 Public employee medical benefits 

2.. Workmen's Compensation Fund 
3.. State enterprise employee medical benefits 
4.. Private insurance 
5.. Foreign aid 
6.. Private households 

Totall  percent 
Millio nn baht 

1986 6 
27.9 9 
17.4 4 
6.9 9 
3.6 6 
0.5 5 
0.8 8 
0.8 8 
0.8 8 

69.3 3 
100.1 1 

533 032.9 

1986 6 
26.0 0 
15.3 3 
6.5 5 
4.2 2 
0.4 4 
0.9 9 
0.7 7 
0.8 8 

71.2 2 
100.0 0 

622 099.9 

1987 7 
24.2 2 
14.1 1 
6.0 0 
4.1 1 
0.4 4 
0.8 8 
0.7 7 
0.7 7 

73.2 2 
100.0 0 

677 771.3 

Source:Source: Sanguan N., and Viroj T. (1994) 

Tablee 3.2 Percentage of population covered by insurance schemes in Thailand 
(1992) ) 

Insurancee scheme 
1.. Public insurance 

Loww income scheme 
Elderlyy scheme 
Primaryy school children 

2.. Government employee scheme 
Civill  servant medical benefit schemes 
Statee enterprise 

3.. Compulsory health insurance 
Workmenn compensation scheme 
Sociall  security scheme 

4.. Voluntary health insurance 
Private e 
Healthh card project 

Totall  covered by insurance 
Totall  un-covered by insurance 

Millio n n 
20.3 3 

11.7 7 
3.5 5 
5.1 1 

6.4 4 
5.6 6 
0.8 8 

2.5 5 
2.5 5 
1.8 8 

2.2 2 
1.3 3 
0.9 9 

31.4 4 
25.1 1 

Percent t 
35.9 9 

20.7 7 
6.2 2 
0.9 9 

11.3 3 
9.9 9 
1.4 4 

4.4 4 
4.4 4 
3.2 2 

3.9 9 
2.3 3 
1.6 6 

55.6 6 
44.4 4 

Source:Source: Viroj T. and Anuwat S. (1993) 

Primaryy Health Care (PHC) 

Thee PHC Program in Thailand began when the government launched the first 

nationall  PHC policy in 1979 and set up the Office of Primary Health Care in the 

Ministryy of Health in 1980. 

Sincee the beginning of the national PHC Program, most government efforts 

hadd been directed towards the training of two types of Community Health Workers 

(CHWs):: the Village Health Volunteer (VHV) and Village Health Communicator 

(VHC).. In its first decade of implementation, most of the PHC program budget, 

especiallyy during the 4th and 5th National Health Plans (1977-1981 and 1982-1986), 

wass directed towards the training and supervision of VHVs and VHCs resulting in 
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theirr rapidly expansive coverage. According to the MoPH, in 1986, 99% of the total 

villagess had CHWs accounting for a total number of 510,286 VHCs and 53,498 

VHVs. . 

Duringg the 1980s and early the 1990s, the Thai PHC program had reached its 

goldenn period. A number of community-based PHC projects and activities were 

createdd and implemented nationwide with the goal of achieving Health For All 2000. 

Community-- based activities such as The National PHC Campaign, The Basic 

Minimumm Need Campaign, The PHC Self-managed Village Project, and The Mini 

Thailandd Project etc. were important innovations during that period (Luechai et al. 

1995:: 5). 

Inn line with attempts to realize the PHC eight basic elements, different 

communityy financing schemes were implemented. Important among these are: Health 

Cardd Fund, Nutrition Fund, and Sanitation Fund (Suwit 1991:357). Although the Thai 

PHCC Program has been considered one of the successful cases in the world, its 

sustainabilityy has been questioned since its beginning. Many evaluative studies had 

reportedd a high drop-out rate of the trained CHWs, especially the VHCs. A large 

numberr of villages were having a hard time to keep the CHWs active and the PHC 

fundss alive. During the 1990s, partly because of change of the leadership in the 

Ministryy and because of the diminished support from multilateral agencies especially 

WHOO and UNICEF, the importance of the PHC policy has gradually diminished. The 

programm to train new CHWs to substitute the dropouts, especially the VHCs was 

finallyy stopped; the number of CHWs trained per village was reduced; the sleeping 

community-basedd funds were merged together or left to die. Since the 7th National 

Healthh Plan (1992-1996) PHC has no longer maintained its national program status. 

Thee Drug Provision System 

Thee Products 

Generally,, the drug situation in Thailand has been recognized as plentiful, not 

inadequatee (Suwit 1994: 487). By the end of 1993, for instance, there were about 

30,0000 pharmaceutical products made from about 2,000 active ingredients registered 

withh the Food and Drug Administration (FDA). That number was, in 1994, reduced to 

16,7000 when thousands of drugs that had no record of production were removed from 

thee list (Suwit 1994:12-13). Still, the number of registered drugs in the country is 
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remarkablyy high when compared with that of other countries worldwide and that of 

thee present National Essential Drug List (NEDL) which consists only of 348 drugs 

(forr all levels of care) (Suwit 1994:16). 

Accordingg to the MoPH, drugs for human use are classified into five 

categories:: 1) household remedies; 2) dangerous drugs; 3) specially controlled drugs; 

4)) psychotropic substances; and 5) narcotics. The household drugs, called in Thai as 

"ya"ya sa maan pra cham ban" which can be sold over the counter, include 42 and 28 

formulass of modern and traditional drugs respectively. The purchase of drugs from 

categoriess two to five, on the contrary, legally needs a prescription and can be 

obtainedd only from licensed drugstores. 

Thee ready-packed drugs are a special category of Over-The-Counter (OTC) 

drugss sold in finished packages filled with a limited amount of drugs and necessary 

usagee description. There are two kinds of ready-packed drugs: dangerous and non-

dangerous,, all of which have to be obtained at licensed drugstores. 

Thee Drugstore 

Accordingg to the Drug Act (1967), there are two types of drugstores: Type I 

(Khor(Khor yor I) and Type II (Khor yor IT). Type I drugstores require supervision from the 

pharmacistss during their operation hours and can sell all types of modern drugs. Type 

III  drugstores, on the contrary, need no supervision but are eligible to sell only the non-

dangerouss ready-packed drugs. 

Byy July 1993, there were altogether 9,836 drugstores in the country of which 

45.5%% were Type I. Seventy percent of the total drugstores were in the provinces. 

Aboutt a half of Type I drugstores were concentrated in Bangkok while the majority of 

thee drugstores in the provinces were Type II (see table 3.4). 

Tablee 3.3 Type and number  of drugstore in Thailand (1993) 

Type e 
Typee 1 
Typee 2 
Total l 

Bangkokk  (%) 
2,135(47.7) ) 

817(15.2) ) 
2,9522 (30.0) 

Provincee (%) 
2,3366 (52.3) 
4,5488 (84.8) 
6,8844 (70.0) 

Totall  (n) 
4,471 1 
5,365 5 
9,836 6 

Source:Source: FDA cited in Suwit 1994: 426 
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Drugg Consumption 

Thaii  people spend about one-third of their health expenditure on drugs. In 

1993,, the total value of consumption amounted to approximately 27 billion to 50 

billionn bant at the wholesale and retail price respectively. In terms of per capita 

consumption,, the figures by that year were 450 baht (18 USD; wholesale price) and 

8400 baht (34 USD; retail price). Compared to other developed and the neighboring 

ASEANN countries, the drug consumption in Thailand is rather high. This is also 

substantiatedd by another fact that the rate of increase of drug expenditure per annum 

duringg 1987-1992, which is around 23 percent, is higher than that of the health 

expendituree (14 percent) and GNP (8 percent) of the same period (Suwit 1994: 21-22). 

Inn terms of distribution, more than half of the total drugs, both the locally 

producedd and imported products, was consumed through private channels. An 

estimationn quoted in the Suwit's study gives the figure that, of the total, about 45 

percentt of drugs reach the consumers through drugstores, 11 percent through private 

clinicss and 37.3 percent through government and private hospitals; only three percent 

weree exported (see Figure 1). This figure sheds light on the other side of the reality 

thatt a large proportion of drugs in the country is consumed outside the medical setting. 

Ass estimated and quoted in the same Suwit's report, the value of drugs distributed 

throughh drugstores was at least 10.2 billion baht and might be as high as 34.4 billion 

baht.. Although there has been no accurate figure, it can be said that a big proportion of 

drugss from the drugstores is channeled to local vendors in the communities. Most 

importantt among these vendors are grocery shops, injection doctors and itinerant drug 

sellers.. This explains how about one-third of drugs in the country are consumed in 

people'ss self-medication6. 
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Figuree 3.1 Distributio n of Drugs in Thailand 1992 
source:source: slightly revised from Suwit 1994:386 

EXPORTT (3%) 

MANUFACTURER // IMPORTE R 

PHARMACIE S S 

45% % 

OTHERS S 

3% % 

PRIVAT E E 
CLINI C C 

11% % 

HOSPITAL S S 

37.3% % 

GPO O 

0.7% % 

CONSUMERS S 

Thee ready-packed drugs 

Ass said earlier, officially, there are five major categories of therapeutic 

products:: household, dangerous, specially controlled drugs, psychotropic substances, 

andd narcotics. The first three categories are under the same act while the later two are 

underr separate regulations. The dispensing of drugs in all categories, but the 

householdd drugs and the ready-packed drugs to be described next, needs doctors' 

prescription. . 

Thee ready-packed drugs are categorized between the OTC and prescription 

groups.. They can be (legally) dispensed without a prescription but only at the Type II 

pharmacy.. Therapeutically, many of these products fall in the dangerous and specially 

controlledd categories. However, because they are required to be pre-packed, available 

inn a limited quantity and sold with usage instruction included, they are dispensable 

withh no doctor's prescription. 

Thee ready-packed over-the-counter (OTC) products include most common 

drugss such as cold and cough preparations, worm drugs, skin disease and other topical 

productss and analgesics. Because these products are allowed to be advertised in public 
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media,, they have become a very competitive business with multi-billion Baht of 

turnovers. . 

Prescription-onlyy drugs and doctors' prescriptions 

Thaii  medical doctors can both prescribe and dispense drugs by their own, 

especiallyy in their private practices. It has been argued that such a practice is sensible 

ass it suits the cultural context where people usually perceive that no treatment is 

takingg place unless drugs are prescribed. The dispensing of drugs, therefore, signifies 

thee treatment and justifies the fee charged. Due to this system, the role separation 

betweenn the doctors as prescribers and the pharmacists as dispensers has hardly been 

realizedd in the country. 

Consequently,, private clinics have become an important but unaccountable 

sourcee of drugs. In addition, it explains why the doctors' prescription are rarely seen at 

thee Type I drugstores. In this regard, the law that requires the prescription-only drugs 

too be dispensed with a prescription at only the Type I drugstores, in actuality, has 

hardlyy been realized. 

Furthermore,, the presence of Type II drugstores seems to add more confusion 

too the drug distribution system, at least in practicality. A large number of drugstores of 
7 7 

thiss type have been found selling various potent drugs they are not allowed to do . 

Drugg provision system in the rural areas: an overview 

Generally,, there is a wide variety of choices where Thai people in the rural 

villagess can get drugs. Viewing from the country's administrative structure, in a 

provincee there are a variety of sources, formal and informal, where drugs are 

obtainablee ranging from village, tambon or sub-district, district, to province level. 

Tablee 1 below gives the overview of major sources where drugs are available at each 

level. . 
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Level l Majorr  sources 

Tablee 3.4 Importan t sources of drugs at the provincial level and below 

Villagee Formal: village drug fund 
Informal ::  grocery stores or ran chants; peddlers; injectionists; traditional practitioners; 
clinics; ; 

Tambonn Formal: health center 
Informal ::  ran chams; nurse-midwife's clinics; injectionists; traditional practitioners 

Formal::  district hospital; Type II drugstores (Khor yor 2) 
Distric tt  Informal : general wholesale shops; doctor's clinics; peddlers 

Formal::  provincial or general hospital; 
Provincee Type I drugstore (Khor yor 1); Type II drugstores (Khor yor 2) 

Informal ::  private hospital or poly-clinics; doctor's clinic; general wholesale shops 

Att the province level, besides from public facilities, Thai people still have the 

freedomm to choose medical services from various private providers, i.e. private 

hospitals,, polyclinics, clinics, and drugstores. Common is the fact that most 

professionall  staff- especially physicians, dentists, and pharmacists- working for public 

medicall  institutions are also engaged in private business simultaneously. They may be 

part-timee staff of private hospitals or clinics or have their own clinics or drugstores. 

Thiss implies that most of the advanced medical service providers including the 

drugstoress or Khor yor 1 are concentrated at the provincial level. 

Thee district hospital is at that level the only public provider staffed by medical 

professionals.. The Type I drugstores are rarely seen at this level because of the 

scarcityy of the registered pharmacists8. Thus, most drugstores, if available, at this level 

aree of the Type II category. However, private clinics are another choice for the people 

whoo want modern services. Usually, the number of doctor's clinics in a district town 

iss largely determined by the number of doctors working in the district hospital. In 

addition,, in the study areas, the presence of private clinics operated by paramedics like 

nurse-midwivess is not uncommon. 

Thee proliferation of the commercial drug sector becomes easily visible at this 

levell  particularly in the remote districts. In addition to the private clinics, one can see 

herbb sellers' stalls, booths selling common modern drugs (i.e. pain killers, antacids, 

andd antihistamines etc.) at bus stations, and large grocery stores supplying the ready-

packedd medicines. 
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II  do not mean, however, that the large grocery shops that sell drugs and the 

drugg peddlers/stalls can not be seen in the provincial towns. In actuality, both exist. At 

mostt  inter-province bus terminals, the presence of drug sellers servicing passengers 

withh pain killers, antacids, balms, inhalers, manufactured traditional drugs, and anti-

carsickk medicines is, like what has been reported elsewhere (see, for  example, Van der 

Geestt  et al. 1996), an inseparable part of the scene. 

Forr  the people residing in the peripheries, health centers and village drug funds 

aree the only 'formal '  sources where they can obtain drugs. The wide coverage of 

healthh centers- at least one center  per  tambon or  5-10 villages staffed by 3-5 

personnel-- makes their  proximit y to the villages be, on the average, only three 

kilometerss away. The village drug fund has been promoted country-wide as a source 

forr  essential drugs but its actual impact varies. As discussed in Chapter  9, its roles 

rangee from a major  source of non-essential drugs to a trivia l provider  of a limited 

numberr  of essential drugs. In fact, it is the grocery shops or  ran chams that are the 

primar yy providers of drugs and basic necessities for  most rural people. In many 

villages,, the village cooperative stores, a variant of the VDFs, can fulfil l all needs 

includingg drugs in a manner  similar  to that of ran chams. Injection doctors and various 

itinerantt  drug sellers are an inseparable part of the village's daily life, likewise are the 

vastt  variety of traditional healers who exist in almost all villages . Lik e ran chams, 

onee important function of these illegal drug channels is a bridge linkin g the capitalist 

worldd and the people at the margin. They are, in a sense, retail outlets of drug 

manufacturers.. For  instance, while the ran chams' stocks are replenished by 

commoditiess from general wholesale shops in town, most injectionists purchase 

injectabless and syringes from town drugstores to service their  clients. Moreover, many 

drugg sellers are the out-reach unit or  retailers of local drug manufacturers. 

Thee fact that people residing in the peripheral villages would occasionally 

travell  to towns for  medicines or  medical services proves to be normal. Generally, 

peoplee from the peripheries trust the modern health facilities in towns most although 

theyy consider  them very costly. The private hospitals and clinics in the provincial 

townss are viewed at the top of treatment options. They are used mostly only when the 

situationss are considered: 1) serious, i.e. an accident, a childhood illness, or 

unexpectedd child delivery; or  2) uncertain, i.e. show an unsatisfactory improvement 

afterr  some locally available services have been tried; and/or  3) when extra money is 
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left.. Such an event, if it happens, usually means a big expenditure or sometimes a 

financiall  catastrophe. However, many villagers seem to still live with a dream that, 

anyy time they could afford it, they would prefer to have their illnesses treated by the 

doctorss in the town. 

Notes s 

Tablee 1 clearly shows that, until 1988, there were still one-fourth of the total 
populationn living under the absolute poverty line. Furthermore, as indicated in Table 
2,, the economic prosperity is not evenly distributed; it has made the rich richer and 
thee poor poorer. 

Tablee 3.5 Poverty trend (% of population) in Thailand 

Areaa of residence 
Wholee kingdom 
Rural l 
Village e 
Sanitaryy district 
Municipality y 
Population n 
(million) ) 

1962 2 
57.0 0 
61.0 0 

na a 
na a 

38.0 0 
16.5 5 

1968 8 
39.0 0 
43.0 0 

na a 
na a 

16.0 0 
13.7 7 

1975 5 
30.0 0 
32.9 9 
36.2 2 
14.8 8 
12.5 5 
12.8 8 

1980 0 
23.0 0 
25.8 8 
27.3 3 
13.5 5 
7.5 5 

11.0 0 

1985 5 
29.5 5 
33.9 9 
35.8 8 
18.6 6 
5.9 9 

15.5 5 

1988 8 
23.7 7 
28.5 5 
29.4 4 
13.2 2 
6.7 7 

13.1 1 

Source:Source: National Statistic Organization (NSO), Socio-economic surveys, various years as analyzed by 
Meesookk (1979), Jitshuchon (1989) and Hutaserani and Tapwong (1990) summarized in Viroj (1996) 
Dhukha,Dhukha, Smuhathaiy Nai Rabobsataranashuk Lae Hlakprakansukhaparpkhonthai (Problems and 
Causess in Health Care Systems, and Health Insurance for Thai People). Health System Research 
Institute.. Ministry of Health. P. 22. 

Tablee 3.6 Percent of share of income by household quintiles and Gini coefficient 

Householdd quintile 
Richestt 20% 
Poorestt 20% 
Ginii  Coefficient 

1962 2 
49.800 0 
7.900 0 
0.414 4 

1975 5 
49.300 0 
6.100 0 
0.439 9 

1980 0 
51.500 0 
5.400 0 
0.446 6 

1985 5 
55.600 0 
4.600 0 
0.500 0 

1988 8 
55.000 0 
4.500 0 
0.478 8 

Source:Source: National Statistic Organization (NSO), Socio-economic surveys, various years as analyzed by 
Meesookk (1979), Jitshuchon (1989) and Hutaserani and Tapwong (1990) summarized in Viroj (1996) 
Dhukha,Dhukha, Smu-ha-thaiy Nai Ra-bob-sa-ta-ra-na-shuk Lae Hlak-pra-kan-suk-kha-parp-khon-Thai 
(Problemss and Causes in Health Care Systems, and Health Insurance for Thai People). Health System 
Researchh Institute. Ministry of Public Health. P. 23 (slightly adapted). 

22 From these estimated numbers, 78 percent contracted the virus through heterosexual 
transmission,, 75 percent are aged between 20-39,40 percent are general laborers 
andd 25 percent are farmers (BHPP et al. 1996:51). 
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Thee data during 1991-1993 show an interesting figure that while the number  of 
servicee recipients at the MoPH was rising, those at the other  ministries and state 
enterprisess were decreasing. The expanding role of the private facilities was clearly 
noticedd during that period (BHPP et al. 1996: 62; also see Bennett and Viroj  1994: 
1-17). . 

44 Sanguan and Viro j  give an interesting figure that there were ten Computerized 
Tomographicc Scanners (CT Scanners) per  million population in Bangkok by 1992, 
fivee Magnetic Resonance Imaging (MRI)owned and operated by the private sector 
andd 16 Extracorporeal Shock Wave Lithotripte r  (ESWL) in Thailand as of June 
1991. . 

55 Sanguan and Viro j  (1994: 34), based on the data from the National Statistical Office 
Socio-economicc Surveys, concluded that: 1) the increased private health expenditure 
hass been shifting from drugs to medical care; 2) self-medication has become less 
common;;  and 3) utilization of both public and private professional health care 
providerss is more common (my emphasis) (Sanguan and Viro j  1994: 34; Viro j 
1996::  12-13). However, such conclusions are likely to be incorrect as the decrease 
off  the ratio of the expenditure on self-prescribed drugs does not necessarily mean 
thatt  the people self-medicate less often. On the contrary, the relatively decreased 
proportionn of the expenditure on self-prescribed drugs may be affected by the rising 
costt  of institutional care. 

66 The MoPH estimates that from the total health expenditure in 1992 which was about 
2000 billion baht, 35 percent was the expense of drugs and one-third of that 
expendituree was through people's self-medication. 

77 According to a report by the FDA's Inspection Division in 1981, from 5,365 Type II 
drugstoress inspected, 74.9 percent of them were found violating the law by 
dispensingg the prescription-only drugs (Suwit 1994: 543). 

88 All university newly-graduated pharmacists in Thailand are obligated to work for  a 
governmentt  organization for  a certain numbers of years unless they choose to give 
financialfinancial  compensation to the government. This results in a situation where the 
majorit yy of the diploma pharmacists working in the district hospitals are non local 
peoplee and rarely stay for  a long period. Most move back to work in town after 
meetingg their  working obligation. Maybe because they have no intention to live in 
thee area for  a long time or  maybe because they are still young and do not have 
enoughh money to start their  own business or  maybe because the market is not 
attractivee enough is why they do not act in the same way as the diploma pharmacists 
inn the provincial towns. 

99 In Luechai and Rujinart' s 1992 study, the average number  of all types of traditional 
doctorss present in each village is four. See Luechai S., and Rujinart , A., Traditional 
Folkk  Healers and Primary Health Care. Primary Health Care Division, Ministr y of 
Publicc Health Bangkok 1992. 
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