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ABSTRACT

Despite Thailand having had universal health coverage
(UHC) with comprehensive benefit packages since

2002, services are neither listed nor budget earmarked
for COVID-19 responses. Policy decisions were made
immediately after the first outbreak in 2020 to fully fund a
comprehensive benefit package for COVID-19. The Cabinet
approved significant additional budget to respond to the
unfolding pandemic. The comprehensive benefit package
includes laboratory tests, contact tracing, active case
findings, 14-day quarantine measures (including tests,
food and lodging), field hospitals, ambulance services for
referral, clinical services both at hospitals and in home
and community isolation, vaccines and vaccination cost,
all without copayment by users. No-fault compensation
for adverse events or deaths following vaccination is

also provided. Services were purchased from qualified
public and private providers using the same rate, terms
and conditions. The benefit package applies to everyone
living in Thailand including Thai citizens and migrant
workers. A standardised and comprehensive COVID-19
benefit package for Thai and non-Thai population without
copayment facilitates universal and equitable access

to care irrespective of capacity to pay and social status
and nationality, all while aiming to supporting pandemic
containment. Making essential services available, notably
laboratory tests, through the engagement of qualified both
public and private sectors boost supply side capacity.
These policies and implementations in this paper are
useful lessons for other low-income and middle-income
countries on how UHC reinforces pandemic containment.

UNIVERSAL HEALTH COVERAGE (UHC) AND
HEALTH SYSTEMS CONTEXT

Since 2002, Thailand has achieved UHC of the
entire population through three main public
health insurance schemes. Public sector
employees and dependants (7.1% of total
population) are covered by the tax-financed
Civil Servant Medical Benefit Scheme
(CSMBS), private sector employees (17.2%)
are covered by the payroll tax-financed Social
Health Insurance (SHI) Scheme, and the
remaining majority (75.7%) are covered by

SUMMARY BOX

= Since 2002, Thailand has achieved universal health
coverage (UHC) of the Thai population with public
health insurance schemes. UHC has yet to adapt to
provide pandemic-related services to everyone in-
cluding the non-Thai population.

= The government approved significant budgets to
support a comprehensive range of COVID-19 related
services not covered by the UHC benefit package to
everyone including the non-Thai population.

= Effective response to the pandemic requires uni-
versal access to services by everyone regardless of
nationality. Mobilising public and private healthcare
providers using the same rule and regulations and
payment rates reflecting cost of services prevents
patient denials.

the tax-financed universal coverage scheme
(UCS).'2

For the non-Thai population, registered
migrant workers are covered by the payroll
tax-financed SHI scheme while voluntary
premium contribution migrant health insur-
ance, managed by Ministry of Public Health
(MOPH), covers documented migrants and
their dependants, though on a voluntary
basis. Hence, a substantial proportion of
migrant workers, notably the unregistered
and their family members, are not covered by
any financial risk protection systems; services
are paid for out-of-pocket.”

By the 1990s, the three decades of MOPH
investment in health system infrastructures
had achieved full geographical coverage of
subdistrict health centres in all subdistricts
(with a catchment population of 3-5000).
Since 2009, these health centres have been
reorganised into Zambon health promotion
hospitals, which still serve as primary health-
care facilities without inpatient services.
As of 2021, there are 9774 Tambon health
promotion hospitals, 41 health centres and
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775 district hospitals nationwide’; district hospitals cover
a catchment population of 50000 each. Citizens have
better access to quality services provided by the district
health system due to their proximity.

In parallel, capacity building of the health workforce
by MOPH, notably physicians and nurses, resulted in
increased health workforce density—40.7 doctors, nurses
and midwives per 10000 population as of 2021." The
health workforce ensures health delivery systems func-
tion, which is the foundation for successful UHC imple-
mentation since its launch in 2002.°

Outcomes of UHC are favourable. The comprehensive
benefit package® and free-at-point of services result in
low and continually decreasing incidence of catastrophic
health spending defined by household out-of-pocket
payment for health accounting for more than 10% of
household expenditure or income.” It was 6.7% in 1994
and reduced to 2.2% in 2017.° The incidence of impov-
erishment, additional people below poverty line resulting
from health payments, reduced from 1.4% in 1996 to
0.4% of the population in 2015 (using international
poverty line of US$3.1 per capita per day).’ Extensive
geographical coverage of district health systems facil-
itates adequate and equitable access® with low levels of
unmet needs."’

This practice paper analyses how Thailand has
responded to the COVID-19 pandemic by applying
the strengths of three UHC dimensions of population
coverage that covers all non-Thai populations, notably
migrant workers; a service package with a comprehen-
sive set of COVID-19 related services and financial risk
protection in the form of no copayment from users. We
argue that using three dimensions of UHC and having
a comprehensive benefit package with no copayment
for everyone is one of the key contributing factors to
pandemic containment.

MIGRANT WORKERS: THE VULNERABILITY CONTEXT
Thailand’s economy has attracted millions of migrants
from bordering countries, alarge majority from Myanmar,
Laos and Cambodia. Migrants seek a better standard of
living or have fled their countries due to national insta-
bility and end up working in fishing, agriculture, hospi-
tality, domestic work and manufacturing/factory indus-
tries. However, migration challenges such as high costs
and bureaucratic processes cause a significant amount
of migrants (1-2.5million of the estimated 4-5million
in Thailand) to enter Thailand illegally.'" These popu-
lations already face increased occupational health risks
due to the industries they work in,'” and trafficking and
illegal statuses decrease their access to care. The fishing
industry, for example, sees high rates of injuries and
serious health risks including mental health issues, but
due to trafficking, migrant workers are often untreated."
In addition to occupational hazards, living conditions
contribute to health risks as well; migrant worker commu-
nities are crowded, often with three to five people in one

apartment room. Some communities house up to tens of
thousands of workers with poor sanitation'* and Venti-
lation,"” becoming epicentres for disease outbreaks.'’
In conjunction with living and work conditions, the low
vaccination rates give rise to outbreaks such as measles
in factory workers'’ and school children along borders.'®
Similarly, pulmonary tuberculosis (TB) is highly prev-
alent in migrant worker populations, but barriers in
accessing care prevent them from getting proper treat-
ment; illegal status and fear of arrest," difficulty in trans-
portation, financial restraints and lack of knowledge on
where to seek treatment are all contributing factors®
and migrant workers often end up self-medicating (this
behaviour is not limited to TB). Lack of access to health-
care make migrant workers a potential host of infection
for further transmission to their own communities and to
Thai populations as carriers of diseases that are prevalent
in their home countries but eliminated in Thailand, such
as lymphatic filariasis.”'

While public healthcare services are officially and
legally available to migrant workers, utilisation remains
low. Registered and employed migrant workers are
eligible for the mandatory Thai social security scheme
(SHI), but it covers only a small proportion of migrant
workers.” The MOPH has implemented the migrant
health insurance scheme covering all registered and
unregistered migrants for two decades, which expanded
to include dependants in 2005. This scheme is voluntary
and prepaid per annum by the migrant worker. Despite
that, in addition to previously mentioned challenges
language barriers, lack of identification documents,* and
discrimination and alienation from healthcare workers
have been reported as hurdles in accessing care.” Recog-
nising this, the Thai government has been implementing
‘migrant-friendly’ service programmes, such as cultural
mediation services through migrant health workers
and migrant health volunteers® since 2003, though
their health literacy remains a problem and needs to be
promoted for the betterment of migrant health.**

Labour trafficking and the resulting fear of arrest is
one of the social origins for COVID-19 outbreaks in Thai-
land. This is precisely what happened with the second
wave of COVID-19 in Thailand originating in December
2020. Undocumented migrants who were not captured
by border quarantine systems caused outbreaks starting
in their industries, including fresh seafood markets.”

FIVE WAVES OF COVID-19 BETWEEN 2020 AND 2022

Thailand responded effectively to the first wave of
COVID-19, which began in March 2020. The epidemic
was triggered by clusters from events at the boxing
stadium and night clubs in Bangkok, which later spread
to 68 provinces,” while people returning from religious
trips in Malaysia and Indonesia also spread the virus
to various southern provinces.”’” ®* After 25 May 2020,
evidence reported no local transmissions; all subsequent
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cases were identified from international travellers in state
quarantine systems.

The second wave was triggered by Thai workers
working in entertainment complexes at a neighbouring
country that illegally returned carrying the virus, causing
it spread to several Northern provinces. In this wave, a
large number of undocumented migrant workers spread
the virus in factories and a large wholesales seafood
market in Samut Sakhon province. The wave subsided
in March 2021 through effective containment and trace-
and-test implementations.”

The third wave was triggered by clusters at entertain-
ment facilities, bars and night clubs in Bangkok and
spread nationwide during the Thai New Year holidays in
April 2021 as masses of people travelled to their provin-
cial hometowns. This wave spread widely in communities,
notably in crowded communities in Bangkok, factories
and prisons, affecting mostly vulnerable populations.*’
The delta variant (B.1.617.2) was identified in Bangkok
in June 2021 and accounted for 25.7% of detected cases.™
The fourth wave was triggered by the delta variant, as it
had 60% higher transmissibility than the alpha variant';
it resulted in an immense increase in the number of
daily cases and deaths and almost overwhelmed the
health systems. The fifth wave was caused by the omicron
variant, starting in December 2021 with more cases but a
lower mortality rate than the delta variant.

As of 14 March 2022, there were a cumulative
3.2million COVID-19 cases, 23781 deaths® and 225886
current active cases under treatment,32 which have
greatly strained healthcare facilities, intensive care units
and ventilators particularly in Bangkok.

The spread of COVID-19 is much more difficult to
control in Bangkok, which is a complex metropolitan
governed by the local government, ‘Bangkok Metropol-
itan Administration’.* It has lower public health capacity
to contain infections than other provinces, which are
under the leadership of the provincial governor and
provincial chief medical officer. Furthermore, Bangkok
hosts more than 10million people, with a population
density of 6718 per square kilometre,”® and a high
concentration of vulnerable populations—elderly, poor
households in congested areas and migrant workers
in cramped dormitories and construction sites. By 21
November 2021, Bangkok was the outbreak epicentre
with 445547 reported cases (22% of total 2.064 million
national cases)”’; Bangkok also had highest records of
COVID-19 deaths at 6708 (33% of total national reported
deaths).®

COVID-19 IMPACT ON VULNERABLE POPULATIONS

Spread in prisons is caused by asymptomatic new pris-
oners despite the 14-day quarantine at reception sites
and asymptomatic wardens causing infection during
travel between prisons to the court of justice.”® On 19
May 2021, there were 12676 out of total 311639 pris-
oners nationwide that tested positive (4%). This figure is

an underestimate compared to active case findings where
10748 out of 24000 prisoners tested positive (45%). Due
to these prison outbreaks, in-person social visitations
have been entirely suspended,”” potentially straining the
mental health of prisoners. Furthermore, prisoners have
a right to healthcare, and the Department of Correc-
tions has long been working with MOPH and National
Health Security Office (NHSO) to ensure access™®; TB,
for example, is highly prevalent among prisoners,” and
they are a target group for TB treatment. The spread
also affects their access to care for non-COVID-19 related
health services.*

Migrant workers are mostly affected by COVID-19 as
they live in crowded dormitories with no social distancing
and low coverage of face masks, poor ventilation'” and
sanitation."* These migrant workers do not have the
choice to work from home® and continue to work in
factory assembly lines as well as fresh markets. Outbreaks
in migrant worker populations have resulted in active
case findings through mass testing followed by strict
14-day community quarantine, where the government
and civil society organisations provide food, potable water
and other necessities.”” *” As businesses struggle, similar
to Thai workers, low-skilled migrants are often the first
to get fired and have wages and work hours reduced.”
They have also reported being in debt and face psycho-
logical stress.” Those caught by immigration patrols face
prolonged detention in overcrowded facilities.* There
are no statistics on the proportion of infection among
migrant workers specifically, but as of 25 October 2021,
336639 cases or 18% of total 1.86million cases were non-
Thai. Among these, 38% were Burmese.

POLICY RESPONSE: UNIVERSAL ACCESS TO COMPREHENSIVE
BENEFIT PACKAGE WITH HIGH FINANCIAL RISK PROTECTION
FOR EVERYONE—REAL UHC IN ACTION
Making services available: scaling up supply side capacity
Despite a robust health infrastructure such as having
hospital beds, intensive care units and ventilators in all
provinces, these are insufficient for a pandemic. RT-PCR
tests, which are the key entry point of case identification
for immediate public health and social measure imple-
mentation, were not sufficiently available to test all indi-
viduals suspected with COVID-19. In April 2020, there
were only 39 certified RT-PCR laboratories in Bangkok
with a capacity to perform 10000 tests per day and 41
laboratories outside Bangkok with similar capacities.*
Strengthening RT-PCR testing capacity, installing equip-
ment and training scientists of the existing laboratories in
MOPH regional and provincial hospitals was immediately
implemented. As of June 2021, there were 317 RT-PCR
laboratories fully certified by the Department of Medical
Sciences, of which 124 (48 public and 76 private) are in
Bangkok and 193 (147 public and 46 private) are in the
remaining 76 provinces.43

The MOPH stockpiled favipiravir and remdesivir
for treatment and planned for the worst-case scenario.
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The initial shortage of personal protective equipment
was resolved as the Ministry of Commerce announced
in February 2020 that surgical masks, polypropylene
and alcohol-based hand sanitisers are to be classified as
‘controlled items’ with legal action against price gouging,
illegal stockpiling and exports,** and that there would be
an increase in local production of surgical and N95 face
masks,” with a new face mask production line.*

Field hospitals, supported by local governments, the
Ministry of Higher Education, Science, Research and
Innovation, Ministry of Defence, private sector, commu-
nities and individual donations, were rapidly built within
days in existing premises in provinces heavily affected by
the outbreaks, especially during the second and third
waves. At the peak of the third wave in July 2021, field
hospital beds increased from 8243 to 12 822, of which
20% of beds are occupied by mild cases.”” At the peak
of each wave, the heavily affected provinces mobilised
Surveillance and Rapid Response Teams, clinicians and
nurses from other provinces to manage cases. Further-
more, hospitels, makeshift hotel-turned-hospitals, were
set up to accommodate the surge and vulnerable commu-
nities such as the disabled.

In the third wave, the private sector and the Royal
Family donated large quantities of high-flow nasal
oxygen machines. Evidence shows that high-flow oxygen
machines result in increased ventilator-free days and a
reduction in intensive care unit length of stay.*®

Ensure adequate financial resources: budget acquisition

In addition to regular budget for health services by each
of the three public health insurance schemes, an addi-
tional budget of 6352.5 million baht (US$206.4 million)
was approved in the first half of fiscal year 2021 for
COVID-19 screening and vaccination services.

An additional budget for non-Thais was earmarked
directly to the MOPH to manage payment with the same
rate as for a Thai citizen. Furthermore, a new budget was
allocated to the Ministry of Defence to finance interna-
tional travellers, mostly non-Thai citizens for the 14-day
mandatory state quarantine.

The Cabinet approved two additional tranches of
99.9million and 959.3million baht for all migrant
workers who are not insured by any scheme.* This
ensures everyone including the uninsured, undocu-
mented migrants can access COVID-19 services.

On 1 June 2021, the Cabinet approved an additional
budget of 10569.8million baht (US$343.2million) to
the NHSO, which manages UCS, to finance COVID-19
health services for the second half of fiscal year 2021.”
This aims to also financially compensate individuals
who suffer from adverse events or mortality following
COVID-19 vaccination as vaccination was rolled out to
the public starting May 2021.

In line with WHO recommendations,51 at the initial
phase of vaccine roll out in the second quarter of 2021
when vaccines were not fully available, the Department
of Disease Control (DDC) prioritised vaccination of

healthcare workers, the elderly and vulnerable people
with chronic conditions such as diabetes, chronic kidney
disease, cardiovascular diseases and obesity. Healthcare
workers were prioritised to keep health systems func-
tioning, while vaccination for the elderly and chronic
diseases aimed to prevent mortality. In the fourth quarter
of 2021 as more vaccines became available, the remaining
population over 18 years old, both Thai and non-Thai
migrant workers and their family members, had full
access to COVID-19 vaccines. Vaccination was provided
by public and private health facilities; vaccine coverage
increased rapidly, reaching 80% (73% fully and 7%
partially vaccinated) by April 2022.* COVID-19 vaccines
were financed by the government and provided free of
charge for everyone living in Thailand.

COVID-19 vaccination has been rolled out nationwide.
All provinces in Thailand are providing standardised
vaccination services. The vaccines have been allocated to
each province based on its population size. Furthermore,
additional vaccine quota was provided to provinces with
high infection rates and larger non-Thai populations
such as Bangkok. Additional quota was also earmarked to
provinces with special target groups such as tourists and
border provinces with high concentrations of migrants.”®

Comprehensive benefit packages with high financial risk
protection for Thai and non-Thai population

With reference to the Royal Gazette published on 2 April
2020,”* a comprehensive benefit package was defined to
include the whole range of COVID-19 services. For admis-
sion services (inpatient), members of each of the three
public health insurance schemes are covered by their
respective systems, while the voluntary migrant health
insurance insures their members. Uninsured non-Thais
are covered by the DDC. Additional payment for services
outside the routine insurance systems such as laboratory
tests, active case findings, home and community isola-
tion, field hospitals and hospitel care (hotels converted
to accommodate mild cases and are affiliated with and
clinically managed by private hospitals) and ambu-
lance referral services were applied using a standard fee
schedule; these payments include non-clinical services
such as food and lodging where there is no copayment
by patients as the fee schedule reflects cost of production
by healthcare facilities. Copayment can hamper access
to care for those unable to afford it, especially the poor,
migrant workers and other vulnerable groups. The same
benefit packages, payment rates and fee schedules are
applied to all patients, Thai or non-Thai.

LESSONS: UHC AND PANDEMIC CONTAINMENT

This paper offers several policy and practice lessons.
First, the pandemic tests how UHC policy can support

pandemic response, in particular how the differences

across three public health insurance schemes can be

harmonised and how the vulnerable populations espe-

cially undocumented migrant workers are covered.

4 Tangcharoensathien V, et al. BMJ Global Health 2022;7:¢009281. doi:10.1136/bmjgh-2022-009281



8 BMJ Global Health

Application of three dimensions of Thai UHC evidently
demonstrates that universal access to COVID-19 related
services with high financial risk protection for everyone
contributes to effective containment of the pandemic.

Second, in the context of a public health emergency,
the evidence reconfirms that no one is safe until everyone
is safe; the major clusters among migrant workers in
seafood markets during the second wave, construction
workers and slum residents during the third wave reaf-
firm that effective pandemic control requires universal
access to essential COVID-19 interventions by all.
Vaccine provision to migrant workers in Samut Sakhon,
the epicentre of the second outbreak, confirms the
government statement ‘universal vaccination to all target
groups who live in Thailand on a voluntary basis’.”> This
is a major achievement and sets precedence for insur-
ance coverage expansion to all migrants and dependants
in the future.

Third, the same benefit package for all Thais and
non-Thais across their respective insurance schemes,
the same payment rates to public and private healthcare
facilities and the adequate rates to recover the cost-of-
service provision are key contributing factors for access
to services by all. Monitoring from the public media
shows no incidence of patient denials, except delays
in admission in Bangkok at the peak of cases reaching
the maximum threshold of bed capacity. The no-fault
compensation of adverse events from COVID-19 vaccina-
tion calms the negative connotation against vaccines in
social media platforms.

Fourth, the prerequisite to universal access to services is
the extensive availability of qualified RT-PCR tests, steady
supplies of laboratory reagents and timely reporting
of results within 24 hours. The availability of essential
services for clinical management and timely upscale of
field hospitals and bed are equally important.

These policies are useful lessons for other low-income
and middle-income countries on how UHC can be
applied for effective pandemic control through ensuring
equitable access to health services by everyone.

Acknowledgements We acknowledge the contributions by all policy actors

in the Thai government and the three public health insurance schemes for a
comprehensive benefit package, harmonised fee schedules for everyone living in
Thailand who are affected by COVID-19 without prejudice.

Contributors VT conceptualised and prepared a first draft of the paper. VT, SS
and SV synthesised information and prepared varying sections of the final draft of
the paper. KS, LK and KS supported research and acquisition of information. WP
supported the final draft of the paper and provided feedback regarding focus and
scope of the paper. All authors read and approved the final draft.

Funding The synthesis of this paper is supported from the TSRI under the
Senior Research Scholar on Health Policy and System Research (contract no.
RTA6280007) through the management of the International Health Policy Program.

Competing interests None declared.

Patient consent for publication Not applicable.

Ethics approval Not applicable.

Provenance and peer review Not commissioned; externally peer reviewed.

Data availability statement Data sharing not applicable as no datasets generated
and/or analysed for this study.

Open access This is an open access article distributed in accordance with the
Creative Commons Attribution Non Commercial (CC BY-NC 4.0) license, which
permits others to distribute, remix, adapt, build upon this work non-commercially,
and license their derivative works on different terms, provided the original work is
properly cited, appropriate credit is given, any changes made indicated, and the
use is non-commercial. See: http://creativecommons.org/licenses/by-nc/4.0/.

ORCID iD
Saranya Sachdev http://orcid.org/0000-0003-0086-6966

REFERENCES

1 World Health Organization. World health statistics 2021: monitoring
health for the SDGs, sustainable development goals. Geneva: World
Health Organization, 2021.

2 Tangcharoensathien V, Patcharanarumol W, Suwanwela W, et al.
Defining the benefit package of Thailand universal coverage scheme:
from pragmatism to sopbhistication. Int J Health Policy Manag
2020;9:133-7.

3 Tangcharoensathien V, Thwin AA, Patcharanarumol W. Implementing
health insurance for migrants, Thailand. Bull World Health Organ
2017;95:146-51.

4 Kitreerawutiwong N, Jordan S, Hughes D. Facility type and primary
care performance in sub-district health promotion hospitals in
northern Thailand. PLoS One 2017;12:e0174055.

5 Office of the Permanent Secretary MoPH. Number of health care
facilities under the Ministry of public health classified by type.
Available: http://203.157.10.8/hcode_2020/index.html [Accessed 22
Nov 2021].

6 Tangcharoensathien V, Witthayapipopsakul W, Panichkriangkrai W,
et al. Health systems development in Thailand: a solid platform for
successful implementation of universal health coverage. Lancet
2018;391:1205-23.

7 United nations. SDG indicators. Available: https://unstats.un.org/
sdgs/metadata/ [Accessed 22 Nov 2021].

8 World Health Organization.. Global health Observatory data
Repository, 2020. Available: https://apps.who.int/gho/data/view.
main.UHCFINANCIALPROTECTIONO1v. [Accessed 22 Nov 2021].

9 Tangcharoensathien V, Tisayaticom K, Suphanchaimat R, et al.
Financial risk protection of Thailand's universal health coverage:
results from series of national household surveys between 1996 and
2015. Int J Equity Health 2020;19:163.

10 Vongmongkol V, Viriyathorn S, Wanwong Y, et al. Annual prevalence
of unmet healthcare need in Thailand: evidence from national
household surveys between 2011 and 2019. Int J Equity Health
2021;20:244.

11 Migration Context. International Organization for Migration Thailand
Vol 2021, 2016.

12 Pocock NS, Kiss L, Oram S, et al. Labour trafficking among men
and boys in the greater Mekong subregion: exploitation, violence,
occupational health risks and injuries. PLoS One 2016;11:e0168500.

13 Pocock NS, Tadee R, Tharawan K, et al. "Because if we talk about
health issues first, it is easier to talk about human trafficking";
findings from a mixed methods study on health needs and service
provision among migrant and trafficked fishermen in the Mekong.
Global Health 2018;14:45.

14 Engblom A, Lephilibert N, Baruah N. COVID-19:Impact on migrant
workers and country response in Thailand. 2020. International
Labour OrganizationCountry Office for Thailand, Cambodia and Lao
PDR, 2020.

15 Wongkongdech R, Srisaenpang S, Tungsawat S. Pulmonary TB
among Myanmar migrants in SAMUT SAKHON Province, Thailand:
A. problem or not for the TB control program? Southeast Asian J
Trop Med Public Health 2015;46:296-305.

16 Chalamwong Y. How to protect over 2 million migrant workers in
Thailand from Covid-19. Available: https://tdri.or.th/en/2020/05/how-
to-protect-migrant-workers-in-thailand-from-covid-19/ [Accessed 22
Nov 2021].

17 Wongsanuphat S, Thitichai P, Jaiyong R, et al. Investigation of
measles outbreak among Thai and migrant workers in two factories
in Nakhon Pathom, Thailand, 2019. Int J Environ Res Public Health
2020;17:4627.

18 Kaji A, Parker DM, Chu CS, et al. Immunization coverage in migrant
school children along the Thailand-Myanmar border. J Immigr Minor
Health 2016;18:1038-45.

19 Canavati S, Plugge E, Suwanjatuporn S, et al. Barriers to
immunization among children of migrant workers from Myanmar
living in Tak Province, Thailand. Bull World Health Organ
2011;89:528-31.

Tangcharoensathien V, et al. BMJ Global Health 2022;7:€009281. doi:10.1136/bmjgh-2022-009281


http://creativecommons.org/licenses/by-nc/4.0/
http://orcid.org/0000-0003-0086-6966
http://dx.doi.org/10.15171/ijhpm.2019.96
http://dx.doi.org/10.2471/BLT.16.179606
http://dx.doi.org/10.1371/journal.pone.0174055
http://203.157.10.8/hcode_2020/index.html
http://dx.doi.org/10.1016/S0140-6736(18)30198-3
https://unstats.un.org/sdgs/metadata/
https://unstats.un.org/sdgs/metadata/
https://apps.who.int/gho/data/view.main.UHCFINANCIALPROTECTION01v.
https://apps.who.int/gho/data/view.main.UHCFINANCIALPROTECTION01v.
http://dx.doi.org/10.1186/s12939-020-01273-6
http://dx.doi.org/10.1186/s12939-021-01578-0
http://dx.doi.org/10.1371/journal.pone.0168500
http://dx.doi.org/10.1186/s12992-018-0361-x
http://www.ncbi.nlm.nih.gov/pubmed/26513933
http://www.ncbi.nlm.nih.gov/pubmed/26513933
https://tdri.or.th/en/2020/05/how-to-protect-migrant-workers-in-thailand-from-covid-19/
https://tdri.or.th/en/2020/05/how-to-protect-migrant-workers-in-thailand-from-covid-19/
http://dx.doi.org/10.3390/ijerph17134627
http://dx.doi.org/10.1007/s10903-015-0294-x
http://dx.doi.org/10.1007/s10903-015-0294-x
http://dx.doi.org/10.2471/BLT.10.084244

BMJ Global Health 8

20

Tschirhart N, Nosten F, Foster AM. Migrant tuberculosis patient
needs and health system response along the Thailand-Myanmar
border. Health Policy Plan 2017;32:1212-9.

39

prison Infirmary as a contracted primary unit of the National health
security system. Dep Corre Thail.
Gatechompol S, Harnpariphan W, Supanan R, et al. Prevalence of

21 Naing T, Geater A, Pungrassami P. Migrant workers' occupation latent tuberculosis infection and feasibility of TB preventive therapy
and healthcare-seeking preferences for TB-suspicious symptoms among Thai prisoners: a cross-sectional study. BMC Public Health
and other health problems: a survey among immigrant workers in 2021;21:1206.

Songkhla Province, southern Thailand. BMC Int Health Hum Rights 40 Chuenurah C, Thipphayamongkoludom Y, Uerfuer P. Healthcare in
2012;12:22. prisons: protection of the rights of prisoners during the COVID-19

22 Kyaw PP, Geater AF. Healthcare seeking preferences of Myanmar crisis in Thailand. Social Science Asia 2021;7:37-49.
migrant seafarers in the deep South of Thailand. Int Marit Health 41 Chenpguengpown BS. Migrant workers must get shots too, 2021.
2021;72:1-9. Available: https://tdri.or.th/en/2021/06/migrant-workers-must-get-

23 Khongthanachayopit S, Laochasiriwong W. Accessibility to health shots-too/ [Accessed 22 Nov 2021].
services among migrant workers in the Northeast of Thailand. 42 Kapook. Project opening: 1 lab, 1 Province. speeding up
F1000Res 2017;6:972. establishment of Covid-19 testing facilities; know your result in 24

24 Kosiyaporn H, Julchoo S, Sinam P, et al. Health literacy and its hours. Available: https://covid-19.kapook.com/view223851.html
related determinants in migrant health workers and migrant health [Accessed 22 Nov 2021].
volunteers: a case study of Thailand, 2019. Int J Environ Res Public 43 Department of Medical Sciences MoPH. Department of medical
Health 2020;17:E2105. sciences SARS-CoV-2 laboratory announcement. Available: https://

25 Rajatanavin N, Tuangratananon T, Suphanchaimat R, et al. www3.dmsc.moph.go.th/post-view/1155 [Accessed 22 Nov 2021].
Responding to the COVID-19 second wave in Thailand by 44 Dailynews. Legislation prohibiting hoarding 'Hygienic mask - hand
diversifying and adapting lessons from the first wave. BMJ Glob wash gel', 2020.

Health 2021;6:¢006178. 45 Post Today. Cp has distributed 1.3 million masks to medical

26 World Health Organization. T. Thailand COVID-19 situation report personnel all over Thailand. Post Today, 2020.
1st may 2020. Available: https://www.who.int/docs/default-source/ 46 National News Bureau of Thailand. More mask factories opened,
searo/thailand/2020-05-01-tha-sitrep-69-covid19-th.pdf?sfvrsn= boosting production output to 4.2m daily. Available: https://thainews.
11dff472_2 [Accessed 22 Nov 2021]. prd.go.th/en/news/detail/ TCATG200707115116793 [Accessed 22

27 lIssac A, Radhakrishnan RV, Vijay VR, et al. An examination Nov 2021].
of Thailand's health care system and strategies during the 47 Turakij P. Where is field hospital still available? The district office
management of the COVID-19 pandemic. J Glob Health reports every region, every province, check here! Prachachart Turakij
2021;11:03002. 2021.

28 Marome W, Shaw R. COVID-19 response in Thailand and its 48 Mellado-Artigas R, Ferreyro BL, Angriman F, et al. High-Flow nasal
implications on future preparedness. Int J Environ Res Public Health oxygen in patients with COVID-19-associated acute respiratory
2021;18. doi:10.3390/ijerph18031089. [Epub ahead of print: 26 01 failure. Crit Care 2021;25:58.

2021]. 49 Ministry of public health announcement: health check-ups and

29 PBST. Daily COVID infections in Thailand reach a new high with health insurance for migrant workers during the COVID-19 pandemic
5,485 on Monday.. Thai PBS 2021. C 2021 2021.

30 Wipatayotin A. Delta strain to dominate in the capital. Bangko Post 50 Naewna. Summary of cabinet resolutions as of June 1, 2021.

2021. Naewna, 2021.

31 Shiehzadegan S, Alaghemand N, Fox M, et al. Analysis of the delta 51 World Health Organization. WHO SAGE roadmap for prioritizing uses
variant B.1.617.2 COVID-19. Clin Pract 2021;11:778-84. of COVID-19 vaccines in the context of limited supply: an approach

32 Center for COVID-19 Situation Administration. COVID-19 to inform planning and subsequent recommendations based upon
information. Available: https://www.facebook.com/ epidemiologic setting and vaccine supply scenarios, 16 July 2021.
informationcovid19/photos/a.106455480972785/451494179802245/ Geneva: World Health Organization, 2021.

[Accessed 22 Nov 2021]. 52 Our world in data. coronavirus (COVID-19) vaccinations, 2022.

33 Department of Local Administration. Organization structure. Available: https://ourworldindata.org/covid-vaccinations [Accessed 3
Available: http://www.dla.go.th/en/s2.jsp [Accessed 22 Nov 2021]. May 2022].

34 World’s capital cities. Capital facts for Bangkok, Thailand. Available: 53 Focus H. Open plan for allocation of the coronavirus vaccine
https://www.worldscapitalcities.com/capital-facts-for-bangkok- "AstraZeneca-Sinovac" 3.5 million doses on June 7th, 2021,
thailand/ [Accessed 22 Nov 2021]. 2021. Available: https://www.hfocus.org/content/2021/06/21811

35 Department of Disease Control. COVID-19 infected situation, daily [Accessed 4 May 2022].
update, API format.. Available: https://covid19.ddc.moph.go.th/. 54 Announcement of the National health security board: criteria for
[Accessed 22 Nov 2021]. operating and managing the National health security fund for

36 News B. Why COVID-19 quickly spread in Thailand prisoners, 2021. universal coverage scheme members in the fiscal year 2020 and
Available: https://www.youtube.com/watch?v=WOSpq1BITlk guidelines, procedures, and conditions forreimbursement forhealth

37 DOC. COVID-19 updates. in. COVID-19 updates. Department of services to service providers (NO. 5) 2020.
corrections Thailand. 55 Health Focus. Department of disease control reiterates! COVID

38 DOC. The Department of corrections collaborates with the Ministry vaccination is not discriminatory. it is in accordance with the
of public health and the National health security office to focus on vaccination policy to everyone in the Thailand. Available: https://
the registration rights to the access to health service and registering www.hfocus.org/content/2021/05/21577 [Accessed 22 Nov 2021].

6 Tangcharoensathien V, et al. BMJ Global Health 2022;7:¢009281. doi:10.1136/bmjgh-2022-009281


http://dx.doi.org/10.1093/heapol/czx074
http://dx.doi.org/10.1186/1472-698X-12-22
http://dx.doi.org/10.5603/IMH.2021.0001
http://dx.doi.org/10.12688/f1000research.11651.1
http://dx.doi.org/10.3390/ijerph17062105
http://dx.doi.org/10.3390/ijerph17062105
http://dx.doi.org/10.1136/bmjgh-2021-006178
http://dx.doi.org/10.1136/bmjgh-2021-006178
https://www.who.int/docs/default-source/searo/thailand/2020-05-01-tha-sitrep-69-covid19-th.pdf?sfvrsn=11dff472_2
https://www.who.int/docs/default-source/searo/thailand/2020-05-01-tha-sitrep-69-covid19-th.pdf?sfvrsn=11dff472_2
https://www.who.int/docs/default-source/searo/thailand/2020-05-01-tha-sitrep-69-covid19-th.pdf?sfvrsn=11dff472_2
http://dx.doi.org/10.7189/jogh.11.03002
http://dx.doi.org/10.3390/ijerph18031089
http://dx.doi.org/10.3390/clinpract11040093
https://www.facebook.com/informationcovid19/photos/a.106455480972785/451494179802245/
https://www.facebook.com/informationcovid19/photos/a.106455480972785/451494179802245/
http://www.dla.go.th/en/s2.jsp
https://www.worldscapitalcities.com/capital-facts-for-bangkok-thailand/
https://www.worldscapitalcities.com/capital-facts-for-bangkok-thailand/
https://covid19.ddc.moph.go.th/.
https://www.youtube.com/watch?v=WOSpq1BlTIk
http://dx.doi.org/10.1186/s12889-021-11271-0
https://tdri.or.th/en/2021/06/migrant-workers-must-get-shots-too/
https://tdri.or.th/en/2021/06/migrant-workers-must-get-shots-too/
https://covid-19.kapook.com/view223851.html
https://www3.dmsc.moph.go.th/post-view/1155
https://www3.dmsc.moph.go.th/post-view/1155
https://thainews.prd.go.th/en/news/detail/TCATG200707115116793
https://thainews.prd.go.th/en/news/detail/TCATG200707115116793
http://dx.doi.org/10.1186/s13054-021-03469-w
https://ourworldindata.org/covid-vaccinations
https://www.hfocus.org/content/2021/06/21811
https://www.hfocus.org/content/2021/05/21577
https://www.hfocus.org/content/2021/05/21577

	Universal access to comprehensive COVID-­19 services for everyone in Thailand
	Abstract
	Universal health coverage (UHC) and health systems context﻿﻿
	Migrant workers: the vulnerability context
	Five waves of COVID-19 between 2020 and 2022
	COVID-19 impact on vulnerable populations
	Policy response: universal access to comprehensive benefit package with high financial risk protection for everyone—real UHC in action
	Making services available: scaling up supply side capacity
	Ensure adequate financial resources: budget acquisition
	Comprehensive benefit packages with high financial risk protection for Thai and non-Thai population

	Lessons: UHC and pandemic containment
	References


