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2) Background and purpose of the mission
In Thailand, UN agencies and the Royal Thai Government work together on six priority areas through the United Nations Partnership Framework (UNPAF), for 2012-2016. Social protection is one of the six areas of the UNPAF. The UNPAF on social protection will focus on enhancing Thailand’s capacity to provide universal basic social protection and higher levels of benefits, with the overall objective of ensuring the financial and institutional sustainability of the system.
To implement the UNPAF on social protection a UN/RTG joint team co-chaired by ILO and MSDHS was established. From June 2011 to October 2012, the UN/RTG joint team on social protection conducted an assessment of the social protection situation in Thailand, to describe the SP situation, identify policy gaps and implementation issues, and draw appropriate policy recommendations for the achievement of a comprehensive social protection floor in Thailand. 
The assessment report provides a holistic description of existing social protection schemes and programmes in Thailand. It uses the social protection floor framework as a benchmark to assess existing social protection situation, and to provide recommendations. It recommends the development of a more coherent and rights based approach to social protection, by providing an enhanced basic social protection package that would be guaranteed to all the population (package 1) and by offering higher levels of social protection to those who are able to contribute. The cost calculation of various policy options can inform on-going policy discussions.
One of its main recommendation on the elderly is : “To design and establish a long term social care insurance system in cash or in kind; this system may include: the coverage of the cost for home-based care for all ages, including financial assistance for informal caregivers, who are mostly women, the establishment of more elderly care centres (so far Thailand has only 20 of them), the implementation of volunteer-based home care programme involving non-government agencies and the private sector, the scaling up by local authorities of the community-volunteer caregiver for older people programme initiated by the Ministry of Social Development and Human Security, and so on”.
The ILO is supporting the design of this system through cooperation with the French GIP-SPSI (Groupement d’Intérêt Public – Santé Protection Sociale International). A series of missions of a team composed of French experts is scheduled in 2013 to accompany the Thai government and the UN Social Protection Floor team in the design of the LT care scheme. The first mission which took place from 14 to 25 January had three objectives: (1) conduct a number of consultations and field visits to take stock of what Thailand has already achieved and come up with a situation analysis, (2) establish a sub-working group focused on the design of the LT care system in 2013 in the framework of the UNPAF on social protection and (3) develop a roadmap for the design of the LT care scheme. 
3) Mission findings (based on the consultations and field visits)
In Thailand social security for older people and people with disabilities includes access to health care (through the universal coverage scheme, the civil servants medical benefit scheme and the social security fund), and income security (through the civil servants scheme, the social security fund and the non-contributory universal old age and disability allowances). 
However dependent persons have specific needs which are not yet provided by existing social protection systems. These needs require services such as: support for everyday life activities (preparation of meals, etc.), transportation to hospitals (which is not covered by the UCS), rehabilitation through various types of occupational and psychosocial therapies, and adaptation of the house to answer the specific constraints of people with disabilities, specific or recurrent health care services that cannot be solely provided in hospitals, and so on. To reduce the risk of dependency, prevention programmes need to be implemented, aiming at reducing the occurrence of diseases (hypertension and diabetes that increase the risk of stroke and therefore of disabilities), and aiming at empowering older persons and maintaining them in some level of socio-cultural interaction. 
Traditionally, long term care services were provided by family members, communities, volunteers. 
Faced with demographic and social changes (aging population, urbanization of the working age population, feminization of the work force, low and decreasing fertility rates (1.6 children/woman in 2010), many single women) existing traditional / informal care givers system is no longer sustainable in Thailand, and there is a need to embark in the comprehensive design of a suitable long term care system linking together informal care and formal care mechanisms. The development of a long term care system would enable to shift a share of the burden from the families and communities to salaried care givers and medical staff.
The LT care system will be at the cross roads of several thematic areas (health care, social care, skills development, labour market policy, and maybe migration policies and child care policies/family planning).
In Thailand the need for LT care is acknowledged through:
· the establishment of the National Commission on the Elderly (2003) chaired by the Prime Minister;
· the 2nd National Plan on the Elderly (2002-2021), revised in 2009;
· the resolution on long term care (adopted by the National Assembly in 2009);
· the Act on Older Persons B.E. 2546 (2003 A.D.);
· the report on Healthy Thailand in 2005 of which one component focusses on promoting health of the elderly.
A number of public and private stakeholders have already implemented services that answer (at least partly) to the needs of dependent people. These services include: 
· Public and private elderly homes and home helpers centres, financed by the family (138 institutions both in public and private, nearly 50% located in Bangkok), 
· Networks of older persons (elderly clubs) which are promoted by the bureau of empowerment of older persons (MSDHS) with an aim of developing “active” aging and trans-generational transmission of knowledge, 
· The CTOP project (funded by JICA) which has developed four models of LT care in four provinces (Chiang Rai, North eastern part, South, Nonthaburi); the model in the south includes mobile “one stop” services for elderly ; the model in Nonthaburi promotes community based rehabilitation,
· Area-based mechanisms of cure and care for dependent elderly and people with disabilities such as in the district of Lamsoti, Lopburi province. The system is linked with the district and provincial hospitals, and relies on a multi-disciplinary team managed by the head of the health care centre; the team includes nurses, physical therapists, pharmacologists, “ingenieurs” (ergo therapists) and social care givers. The system aims at supporting the rehabilitation of people with disabilities, their return to work (when possible), the adaptation of their living environment, the improvement of their well-being through physical and occupational therapy, and so on. While health care professionals are paid by the health care system (MOPH), social care givers and ingenieurs are semi-professionals that are recruited by the district. Social care givers receive a one month training course and are paid 5,000 THB per month. They are responsible for 4 to 5 dependent persons. A database of the 1,000 cases is maintained at the level of the district hospital. This system also relies on solidarity networks which are available in the communities.
At the national level, the Ministry of Social Development and Human Security has a Bureau of Empowerment of Older Persons, and has recently established a Department for Older Persons. The Ministry of Health has been involved through a number of donor-funded projects (such as the CTOP project). The Ministry of Interior has not yet started working on LT care issues, and is not aware of the work achieved by some local governments (such as in the Lamsoti district). Similarly the Ministry of Labour has not yet started working on this thematic area but is willing to be fully embarked in the process. 
4) SWOT analysis
The design of a LT care strategy will need to use some of the strengths and opportunities while combatting or minimizing the weaknesses and threats.
	Strengths:
· Laws and regulations for universal health care protection
· Stakeholders have a high understanding of the LT care issue
· The field network of NGOs, clubs, volunteers and care givers is a reality – the question is how to maintain this good will in the future?
· Cultural tradition to support older people (Confucianism)
· An organized health care system from primary to tertiary care
· Economic growth – which will support the development of social protection and care
· Highly skilled policy makers and academics

	Weaknesses:
· Lack of interaction between the different levels of health care with a risk of misusing human and financial resources
· Lack of available or professionalized human resources for LT care
· Sustainability of local and national funding (insufficient funding)
· Overlaps between actors with possible competition between volunteers and care givers
· Lack of case management systems to give directions to people in need of LT care
· Insufficient enforcing power of existing laws and regulations 
· Lack of legislation for instance for the old age allowance scheme (which is still an ad hoc policy)
· Thailand’s health care model is centralized on hospitals, with insufficient medical care supply at decentralized level (no doctors in health care centres, insufficient numbers and limited responsibilities of the nurses)


	Opportunities:
· Universal Health Care scheme which covers most of the curative services already
· Many implemented pilot projects (ingredients of a sustainable model for Thailand)
· Inter-ministerial structure : the National Commission on the Elderly
· Political will to move forward
· The ASEAN community could bring a number of human resources for LT care if the people are properly trained
· LT care can be an opportunity for economic growth: National fund for LTC  Involvement of local authorities  Hire care givers  Job creation  GDP growth (through increased consumption of hired care givers and the dependent older people)

	Threats:
· Demographic emergency
· Urbanisation contributes to spread the family and to break intergenerational solidarity
· Growth of dependency and of heavy dependency (more and more dementia)
· Global economic uncertainties that could change the trends of the Thai economy
· The use of an external model could be a threat because it may not be adapted to Thailand
· Elaborate the LT care model as a “bagpipe” policy, i.e. a holistic response to the needs of the human being in its entireness



5) Towards a preliminary design of the LT care system
Based on a number of consultations the following design parameters / constraints have been identified:
	Purpose of the LT care system in Thailand

	· Ensure equality of access to care for all across urban and rural, across life cycle, between rich and poor
· Adapt while preserving Thailand’s social model based on communities and volunteers
· Increase productivity particularly in rural areas and formalize a sector of employment
· Boost economic growth through the creation of a new sector of the economy
· Reduce the burden of dependency from the sole Universal Care Scheme (the budget of the UCS has increased twice over the past 10 years)


	Population trends

	· Thailand’s population is aging rapidly with the increase of life expectancy and the reduction of fertility rates (from 1.61 in 2010 to 1.47 in 2020)
· As a consequence the percentage of the elderly in the total population (60 years and above) will grow from 13% in 2010 to 19% in 2020 (source: ILO/HISRO RAP model)
· With the increase of life expectancy, risks of dependency are increasing (with emerging diseases such as Alzheimer)
· More and more elderly people live alone (internal migration of the active workforce)
· The number of retired foreigners living in Thailand is increasing with communities from Japan, European countries and so on. These older people are potential clients of a LT care system as well.


	Content of the LT care policy and its evolution

	· The LT care system will include supply side and demand side arrangements. The implementation of a financing system (demand side) may contribute to the development of the supply side.
· Supply side arrangements may be provided by a combination of public and private providers, under the regulation of the State. Examples include the development of standards for the establishment and operation of residential homes and nursing homes, the development of a capacity development plan for local authorities and professionals of LT care, the establishment of day care services or shelters, and so on.
· Demand side measures may include financial support to families for the recruitment of a care giver or the rehabilitation of the elderly’s housing, tax deductions, subsidies of social security contributions related to LT care, a vouchers system to facilitate the payment and declaration of care givers, and so on.
· A case management system will be necessary to assess the needs of the final beneficiaries (in terms of type and intensity of support).
· The system should also be adapted to the reality of many rural Thai families where the children live with their grand-parents (while the parents live and work in Bangkok or industrial sites). 
· The design of the LT care system should be inspired by good practices and experience from existing projects in Thailand.
· Several policy options will need to be proposed and discussed (universal model, targeted model, staircase approach, and so on).
· The emergence and co-existence of competitive private service providers may contribute to increase the quality of services and to the creation of a private sector of the economy.
· The model design may be different in urban and rural areas. 
· A two tier system including a public funded guaranteed basic scheme (targeting the poor or universal) and a private supplementary system attracting richer families and foreigners may be considered.
· When designing a scheme we need to establish within the design a monitoring and evaluation system to ensure that the scheme can evolve if the conditions change.


	Institutional arrangements

	· The design of the LT care system could be led by NESDB/MSDHS (on its role of co-chair of the UN/RTG joint team on social protection) and involve all relevant line ministries: Ministry of Interior, Health, Labour, Social Development and Human Security, Commerce, Finance and so on.
· A cross-ministerial regulatory framework (LT care law?) could be enacted (beyond any line ministry) supplemented by specific implementation regulations (for each ministry).
· For the implementation of the policy: (1) Coordination of all the providers of LT care services could be ensured by the local administration (district governors) under the stewardship of the Ministry of Interior. (Justification: MOI is the only ministry with representatives at the local level. The district governor is by law responsible for all public servants at district level (health care and other staff). Local governments can collect some taxes locally although they receive most of their budget from the MOI; they can also enact local regulations.) (2) At the national level a cross ministerial coordination mechanism will be needed (including all ministries involved: MOI, MOH, MOL, MSDHS, MOC, MOF). (3) A MIS would be established between national and subnational levels to collect and analyse information based on which the policy can be monitored.
· Whereas in rural areas the system could take stock of existing mutual help networks, and be organized under the leadership of local administration, in urban areas the design of the system may be slightly different (less communities bonds, lack of trust in local administration). The system may turn out to be more professionalized and lucrative (private nursing home, professional care givers and so on). 
· Although line ministries have a regulatory role (case of MSDHS/bureau of empowerment of older persons which has developed a LT Care operational plan for 2011-2013) their enforcement capacity can be limited. Therefore a reporting mechanism from local (delivery) level to the national level needs to be established, and all line ministries need to participate in the monitoring of the implementation of the LT care system through an inter-ministerial coordination mechanism.
· The need for standardization of:
· Training curricula (MOPH, MOE, MOL)
· Accreditation standards for nursing homes, residential homes and shelters (MOPH, MSDHS, Ministry of Commerce)
· Needs assessments of older people (MOPH, MSDHS)
· Private players (Air Liquide, Sodexo) may be interested to participate in the system.


	Human resources

	· The LT care system will most probably lead to the “professionalization” of the LT care services which are today provided by volunteers or part time care givers. Care givers are today paid 5,000 THB / month, which is half of the minimum wage (300 THB/day). With the professionalization of these occupations, the costs (in terms of wages) will necessary increase. 
· The establishment of a LT care system provides a huge potential for the development of a whole sector of the economy, and will lead to changes in the labour market; however it should not be at the cost of the suppression of the “good will” (mutual help, volunteers, support from communities) which exists in the Thai society.
· Although the unemployment rate is very low (0.8%) in Thailand, there is a huge challenge of underemployment and low productivity. Establishing a number of professionalized jobs (related to LT care) may contribute to the formalization of the economy.
· The design of the LT care system may have implications on migrations across ASEAN, but may also contribute to retain a share of the working age population in the provinces and reduce internal migrations.
· With the increase in the number of cases of dementia there will be a need to (1) increase the numerus clausus of nurses and expand their responsibilities, (2) ensure that doctors are present at the level of health care centres, e.g. through daily mobile clinics.
· Old people can also become care givers.
· There is a need to align the accreditation standards, training curricula and needs assessments procedures and tools across line ministries.  
· Establish a human resources development plan based on (i) a mapping of the population available for LT care jobs, (ii) a mapping of the jobs (housing, social care, team manager, assessor of the needs, etc.) and skills required, (iii) a skills development and recruitment programme to match the demand and the supply.


	Costing and financing

	· With a view to reduce inequalities across provinces, the LT care system cannot only be based on local governments’ initiatives and funding; the system should be regulated by the State and at least co-financed from the central government.
· To reduce the costs, we should conceptualize a system where the frail elderly would stay at home as long as possible, and be sent to hospitalized nursing home only in case of absolute necessity. According to some Thai gerontologists, people with dementia should be able to stay at home, but when the symptoms appear they should be taken care of by an emergency system; once the symptoms are under control they should return to their homes with an appropriate home care system. The prevalence of dementia will increase with the life expectancy, and the need for appropriate structures (mix of institutional care and home care) will become even more necessary.
· Prevention will contribute to reduce the prevalence of diseases that may lead to a need for long term care and therefore the future costs of the system.
· To reduce the overall costs of the social security system the LT care system could be clubbed with an increase of the retirement age from 55 to 60 years old for the private sector employees and from 60 to 65 years old for the government officials. However the increase in the retirement age may contribute to withdraw some employment opportunities from the young generations (unless they are attracted by jobs in the LT care system!).
· The cost of a LT care system would include: (i) salaries of care givers (THB 5,000 / month in Lamsoti), (ii) rehabilitation costs (wheel chairs, white canes…) and adaptation of the living environment, (iii) in some cases pampers and food supply, and (iv) transportation costs to/from the hospital. The medicines and curative care are covered by the UCS scheme.
· The funding will most probably rely on several sources (social security fund, central and local government, enterprises, churches/temples, communities, families).
· Financing instruments may include: savings (although voluntary saving for something that may not happen is challenging), ear-marked taxes, children’s contributions (transfer of duty), social security contributions, and so on.
· Payment of LT care service providers may be organized through the establishment of individual accounts which would give an entitlement to a certain volume of services.
· Payment of LT care service providers could also use “vouchers” (such as the French cheque emploi-service) that contributed to formalize employment in France. NB: the ILO is in contact with Endered which is a private provider of CESU and aims at expanding its activity in Asia.


	Linkages with other policies

	· The LT care system will be at the cross roads of several thematic areas (health care, social care, skills development, creation of employment). It is also linked with family planning and migration policies. To reverse the “demographic emergency” we may need to develop appropriate child care policies (with the objective of reversing the fertility rate trends), migration policies (ensure that skilled labour is attracted to Thailand to take care of the elderly)…




6) Towards a roadmap for the design of the LT care system
As part of this roadmap it was proposed to:
· Establish an inter-ministerial task force which would coordinate all the design phase of the LT Care system and provide concrete recommendations to the Sub-committee which is part of the National Commission on Aging; the task force would be co-chaired by NESDB/MSDHS on the RTG side and the ILO on the UN side
· Focus on a number of priority issues through a comprehensive feasibility study:
· Documentation of a number of existing models in Thailand (e.g. Lamsoti district) based on literature review and face to face discussions with implementers
· Design of the scope of the LT care system (services to be provided), development of a costing model and financing principles, with several options
· Development of a human resources management plan
· Design of the institutional organization of the LT care system and the identification of the key roles and responsibilities of the central/local administration as well as all ministries involved (MoH, MOL, MSDHS, MOI, MOE)
· Development of a model to assess the return on investment of the proposed LT care system
· A first rough design (with broad principles) should be presented at the next meeting of the National Commission on Aging (March 2013) 

7) Follow up actions
	What?
	Who?
	Status?

	ILO DWT BANGKOK
	
	

	Write letter to Ms Suwanee Khamman, Deputy Secretary General, NESDB & organize meeting
	Valerie Schmitt
	Letter sent on 18/01
Follow up meeting confirmed on 08/02

	Write follow up letter to Mr Vichien Chavalit, Permanent secretary, MSDHS
	Valerie Schmitt
	Letter sent on 30/01

	Write follow up letter to Dr Chanvit Tharathep, Deputy Permanent Secretary, MOPH
	Valerie Schmitt
	Letter sent on 04/02

	Write follow up letter to Ms Suntaree Puaves, Director of Bureau of Empowerment for Older Persons, MSDHS
	Valerie Schmitt
	First week of February

	Write follow up letter to Dr Nantasak Thamanavat, Director of Institute of Geriatric Medicine, Ministry of Public Health
	Valerie Schmitt
	First week of February

	Write follow up letter to Mr Arrug Phrommanee, Deputy SG, SSO
	Valerie Schmitt
	Letter sent on 04/02

	Write follow up letter to Yann Pradeau
	Valerie Schmitt
	First week of February

	Document the Thai experiences including field visit to Lamsoti
	Viennarat Chuangwiwat
	March 2013

	Coordinate the field visit to France and UK
	Viennarat Chuangwiwat
	Exchange of emails on 31/01

	Organize a follow-up meeting of the task force to: (i) share the draft design of the LT care system and the four scenarios; (ii) gather comments and inputs
Consolidate all the comments from the members of the task force
	Viennarat Chuangwiwat

Dr Thaworn
	March 2013

	Organize the next visit
	Viennarat Chuangwiwat & Valerie Schmitt with GIP SPSI and ILO Gva
	March 2013

	FRENCH EXPERTS
	
	

	Organize field visit to France
	Jean-Charles Dehaye 
	Exchange of emails on 31/01

	Detailed roadmap
	Jean-Charles Dehaye & Francois Jeger
	End of February 2013

	Four scenarios
	Jean-Charles Dehaye & Francois Jeger
	End of February 2013

	Terms of reference with data requirements for the preparation of the costing model
	Francois Jeger (& HISRO)
	End of February 2013

	Terms of reference of mission in March including list of persons / institutions to be met
	Jean-Charles Dehaye & Francois Jeger
	End of February 2013



8) Annex: list of meetings during the mission (14-25 January 2013)
	Date
	Name of contact person, Institution

	Mon. 14th of January
	Kick-off meeting ILO/GIP/HISRO

	Tue. 15th of January
	Ms Suwanee Khamman, Deputy Secretary General, NESDB

	
	Dr Chanvit Tharathep, Deputy Permanent Secretary, MOPH

	
	Meetings with academics (Chulalongkorn, TDRI, NESDB, HISRO, …)
Dr. Somchai Jitsuchon
Dr. Worawet Suwanrada
Dr. Nantasak Thamanavat
Dr. Ladda Damrikarnlerd
Dr. Samrit Srithamrongsawat
Dr. Siriphan Sasat
Dr. Thaworn Sakunphanit

	Wed. 16th of January

	Ms Suntaree Puaves, Director of Bureau of Empowerment for Older Persons, MSDHS
Ms Siriwan Aruntippaitune, Director, Sub-Division of Measure and Mechanism, Bureau of Empowerment for Older Persons, MSDHS

	
	Dr Nantasak Thamanavat, Director of Institute of Geriatric Medicine, Ministry of Public Health
Dr karaj Permsri, Assistant Director

	Thu. 17th of January, Lopburi
	District governor and hospital director, Lamsonti District,  Lopburi Province

	Fri. 18th of January, Chiangmai

	Foundation for Older Persons’ Development (FOPDEV)
Thammapakorn Centre for Welfare Development for Older Persons

	Mon. 21st of January
	Meeting with the project group to raise first draft options

	Tue. 22nd of January
	Field visit to Kluaynamthai2 Hospital (Private nursing home)

	Wed. 23rd of January
	Workshop

	Thu. 24th of January

	Mr Arrug Phrommanee, Seputy Secretary General, SSO, MOL

	
	Mr Yann Pradeau, Premier Conseiller, French Embassy
Mr Bela Hegedus, Premier Secretaire

	Fri. 25th of January
	Mr Vichien Chavalit, Permanent secretary, MSDHS

	
	Debriefing ILO/GIP



VS, 04 February 2013.
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