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Background

• Population:
– 62.4 million

• Population under poverty line
– National: 12.8%
– Urban: 17.2%
– Rural: 1.5%

• Per capita GDP: 
– $ 6,440

• Health expenditure:
– Per capita: $347
– Public expenditure: 65.4% of total
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User fee system

• Implemented as a national policy since 1976
• MOPH guidelines: 

– provide charges that can be collected
– stipulate full cost recovery for non-personnel costs
– fees are to be retained by the health facility
– can be used for labor and material expenses 

• Revenue raised from user fees is important
– Provincial and district hospitals: ~40% of total revenue, (of which 

2/3 from insurance plans, 1/3 from patients)
– Health Centers: ~ 70%  of revenue
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Source: Donaldson et al, 1999.
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“Low income card scheme” (LIC)

• Three periods:
– Getting started 76-81

– Development 81-84

– Consolidation >84

• More than 25 years of experience, today 
LIC system replaced by “30 baht” policy 
(>2001)
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“Getting started”, 1976-1981

• Income threshold, established above poverty 
line

• No clear guidelines on eligibility criteria,  
screening procedures and on how to determine 
eligibility

• No staff, information and administrative systems 
available to apply means test

�Facilities used ad hoc criteria to determine ability 
to pay through health staff interviews
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“Development”, 1981-1984

• Policy regulations with three main features:
– Specification of the target group (income 

threshold differentiated for single households and 
married couples

– Benefits (free access to designated health center 
and higher complexity with referral letter, validity 
of card 3 years )

– Screening procedures (community)



8

1. Villagers complete 
application forms, which 
show all household earnings. 
These are returned to village 
heads

2. The village head, in 
consultation with the village 
committees, selects and lists 
those believed eligible

3. The list is debated and 
amended where relevant by 
the Tambon committee

4. In the district the cards are 
produced and stamped

5. The cards are sent back to 
the village head

6. The village head distributes 
the card to the successful 
applicants

Applicants Successful
Applicants

Tambon Committee

Village Committee

Village Head

District officer

4

3

2

1 6

5

Official procedures for screening the poor, 
Thailand, 1981

Source: Gilson, 1998

“Development”, 1981-1984
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“Development” , 1981-1984
• Funding

– LIC financed through general taxation
– Meant to finance non personnel expenditure

MOH Provinces

Province (mainly
health centers)

Districts (primary and 
higher level care)

Allocation formula, 
modified many times Discretion of 

provinces 
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“Consolidation” >1984

• Eligibility criteria are adjusted: 
→Include unmarried couples and other groups (children, 

elderly, veterans, religious leaders, community leaders, 
handicapped)   

• Community screening processes are 
strengthened 

→Village committee was strengthened by including new 
members: health volunteer, monk, agricultural worker

→Health worker now participates directly by assisting the 
village head when interviewing applicants 

�Changes were introduced as i) the process of beneficiary 
selection had supposedly been dominated by the village 
head and ii) members of existing screening bodies only had 
limited knowledge of exemption processes
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“Consolidation” >1984

• Make policy of identifying poor individuals 
proactive

→Scheme had to be announced and village head 
was made responsible for conducting a house to 
house information dissemination visit

• Budget allocation formulas were changed 
several times; allocation formula introduced at 
the provincial level
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Budget allocation formulas to provinces

Somchai, 1998

“Consolidation” >1984
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Results

1. Coverage

2. Leakage

3. Financial protection

4. Use of health card

5. Regional distribution

6. Funding
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Results

1. Coverage (2000): 
– ~37% of the total population has a health card  

(Tangcharoensathien, 2001)

– ~76% of the low income group as defined by LIC income 
threshold criteria has a health card

– ~80% of population living below poverty line

– About 1/3 card holders are low income; rest are other 
target groups (monks, elderly etc.)

2. Leakage
– ~45% of card holders are non-poor according to national 

poverty line
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Results

3. Utilization patterns of card holders: 
– No systematic data available on the utilization patterns of 

the health card owners: . 
– Information from focus group discussions indicates that 

the card is highly valued but that some card holders do 
not use their cards due to stigma, lack of information of 
the beneficiaries and perception of discrimination at health 
facilities
→ “Having LIC was good but it also has disadvantages. My sister in

law used it at the hospital. They did not pay attention to us. They 
thought we did not have money, they paid less attention to us.. 
“(Gilson et al., 1998).

→ “Sometimes I self-treat because I do not want the health worker at 
the health center to complain that I often get free drugs from the 
health centre” (Ibid.)
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Results
• Financial protection: no systematic information.
• Study based on small periurban sample found 

the following

3.1%State Insurance

1.5%Social Security 
Scheme

4.6%CSMBS (Civil Servant 
Medical Benefit)

6.4%LIC (Low Income Card)

OOP expenditure as a % of annual 
household income in Phitsanulok

Benefit group

Source: Mongkolsmai, 1993
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Results
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Findings:
• Pro-poor reallocation of public budget (Gap has decreased)
• There is room for improvement: equal allocation is still not pro-poor enough

LIC per capita budget allocation by region (in 
nominal baht), Thailand, 1992-1999
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Results
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Results

Findings:
•Real per capita budget has tripled during the period 
•Coverage has doubled
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Results

41%15.388.8669.018.3416.372.5241997
46%4.345.0682.345.0672.000.0001991
26%2.757.6962.051.856705.8391987
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cost)

Total cost of 
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Revenue 
forgone from 
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•Findings
•Exemptions are not fully compensated
•Percentage of compensated care has increased

Source:  Donaldson 1999.

Budget and expenditure of the LIC, Thailand, 1987-1997 (millions)
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Lessons and challenges

1. High coverage and low leakage is not a sufficient 
measurement of success of protection mechanisms

2. Identifying the poor is difficult and requires the 
consideration of many different dimensions

3. Sufficiency of funding is key to the success of protection 
mechanisms

4. Allocation formulas are an important part of any 
exemption system

5. Benefits and target population have to be consistent 
with available funding

6. Evaluation and monitoring is key to the improvement of 
an exemption system though extremely scarce
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Lessons and challenges

• Utilization patterns and financial 
protection provided by LIC are not well 
documented and there is some disperse 
evidence that

– Some card holders do not use health cards due 
to discrimination at health facilities and stigma

– Card holders are not adequately financially 
protected
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Lessons and challenges

Source: Donaldson, 1999; and Somchai, 1998.

200020001500Cut off point for a single/month 

911636473National per capita poverty line 
per month1

1997-981993-941988-89

•Eligibility criteria explain leakage

• Income threshold way above national poverty line

• About 50% of the Thai population classifies for LIC

• Convergence due to inflation

• Widespread eligibility was addressed informally

National poverty line and cut off points, LIC, Thailand
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Lessons and challenges

• Income criteria are difficult to implement.

• It was replaced by other more flexible criteria

• Flexibility led to inconsistency in application 
among locations, within the community screening 
body

• “The 1990 village card-allocation committee used different criteria from those of the 
health worker, The committee based their judgments of card eligibility on how much 
money each villager had loaned from the Bank for Agriculture.. The lager the debt the 
more likely they would be granted a card. The health worker simply based her 
judgment on a criterion that anybody owning more than 10 rai of rice filed would not be 
eligible…” (Gilson, 1998)
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Lessons and challenges

• The poor do not always ask by themselves 
to be identified and aggressive “supply 
driven” mechanisms of information 
dissemination may be necessary

• Member composition of screening bodies 
has to be adjusted to reach a balance of 
skills and powers
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Lessons and challenges

• Exemptions given were not fully 
compensated

• Creates incentives to give lower quality 
care to card holders

• Funding should reflect expected outlays
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Lessons and challenges
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Lessons and Challenges

• Thailand achieved increasing equity in 
allocation formulas
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Lessons and challenges

• In Thailand the following factors coexisted
– An eligibility criteria encompassing almost 50% of the total 

population

– A lot of uncompensated care

– Possibly some discrimination against card holding patients

– No defined benefits package

• What should be done?
– Increase funding?

– Reduce target population?

– Limit benefits?
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Lessons and challenges
• High coverage and low leakage is not a sufficient 

measurement of success of protection mechanisms

• Identifying the poor is difficult and requires the 
consideration of many different dimensions

• Sufficiency of funding is key to the success of protection 
mechanisms

• Allocation formulas are an important part of any 
exemption system

• Benefits and target population have to be consistent with 
available funding

• Although evaluation and monitoring is key to the 
improvement of an exemption system, it is lacking
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Lessons and challenges

• Throughout, there has been no systematic 
evaluation of performance, i.e.,:
– Coverage and leakage

– Effective protection (access and financial 
protection)

– Identification process, its costs, and other potential 
problems



39

Lessons and challenges

• LIC is one of the most successful 
exemption systems among all cases 
reviewed here

• A surprising end of story: LIC has been 
replaced by an even more ambitious policy 
called 30 baht policy, whereby all 
uninsured can access health care by 
paying $0.70 per event.


