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Objectives: This study examined demographic factors hampering access to healthcare at hospitals and suggests policy approaches to 

improve healthcare management in Thailand.

Methods: The data for the study were drawn from a health and welfare survey conducted by the National Statistical Office of Thailand 

in 2017. The population-based health and welfare survey was systematically carried out by skilled interviewers, who polled 21 519 384 

individuals. The independent variables related to demographic data (age, sex, religion, marital status, education, occupation, and area 

of residence), chronic diseases, and health insurance coverage. The dependent variable was the degree of access to healthcare. Multi-

ple logistic regression analysis was subsequently performed on the variables found to be significant in the univariate analysis. 

Results: Only 2.5% of the population did not visit a hospital when necessary for outpatient-department treatment, hospitalization, or 

the provision of oral care. The primary reasons people gave for not availing themselves of the services offered by government hospi-

tals when they were ill were—in descending order of frequency—insufficient time to seek care, long hospital queues, travel inconve-

nience, a lack of hospital beds, unavailability of a dentist, not having someone to accompany them, and being unable to pay for the 

transportation costs. Multiple logistic regression analysis showed that failure to access the health services provided at hospitals was 

associated with demographic, educational, occupational, health welfare, and geographic factors. 

Conclusions: Accessibility depends not only on health and welfare benefit coverage, but also on socioeconomic factors and the de-

gree of convenience associated with visiting a hospital.
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INTRODUCTION

Healthcare accessibility can be viewed from four perspec-
tives: geographic accessibility, availability, affordability, and 
acceptability [1,2]. Barriers to access include a high cost of 

pISSN 1975-8375 eISSN 2233-4521 

care, inadequate or no insurance coverage, and a lack of avail-
ability of health services. These barriers lead to unmet health 
needs, delays in receiving appropriate care, the inability to uti-
lize preventive services, and financial burdens [3]. This study 
explored unmet healthcare needs at hospitals. Thais can ob-
tain health services via the universal coverage scheme, civil 
servant medical benefit scheme, or social security scheme. 
Nevertheless, the costs for some items (e.g., certain drugs, 
special services and clinics, private rooms, and transportation) 
are not reimbursed. For example, individuals wanting to utilize 
special clinical services, perhaps to take advantage of short 
queues and comfortable service, are obliged to pay the full 
costs of those services. However, some people do not utilize 
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healthcare because they are not willing to tolerate long hospi-
tal waiting times or they have limited personal time (such as 
employees unable to leave their workplace during office 
hours) [4]. In addition, there is a small proportion of people in 
Thailand who need to visit a hospital but do not. The unmet 
needs for outpatient (1.4%) and inpatient (0.4%) services are 
due more to the overall cost of health services than to geo-
graphic barriers [5]. This situation reflects a financial barrier to 
healthcare access, and inequity exists in that the utilization of 
healthcare favors individuals with a higher economic status 
[6]. As well, people’s access to healthcare is affected by the un-
equal distribution of healthcare facilities in rural and urban ar-
eas, as well as across regions [7]. Finally, the use of health ser-
vices is influenced by demographic characteristics, including 
age, sex, race, ethnicity, religion, socioeconomic status (educa-
tion and occupation), place of residence, health status, disabil-
ity status, and access to health and welfare benefits [8-10].

This study examined the reasons for unmet outpatient, in-
patient, and oral care healthcare needs, as well as factors influ-
encing the unmet needs related to outpatient hospital use, in 
2017. Moreover, the study formulated policy approaches to 
improve healthcare management in Thailand.

METHODS

Study Population and Design
The data for this study were drawn from a health and wel-

fare survey conducted by the National Statistical Office of 
Thailand in 2017. The office’s survey used a stratified, 2-stage 
sampling procedure. There are 77 provinces in Thailand, each 
of which was defined as a block, or stratum. Each stratum was 
separated into 2 parts according to the structure of the local 
administration (namely, municipal and non-municipal areas). 
For the purposes of the office’s survey, those areas were set as 
the primary and secondary sampling units, respectively, and 
they included the individual households in each area. In all,  
27 960 households were involved, and the response rate was 
92.5%. The 2017 population-based health and welfare survey 
was systematically carried out by skilled interviewers, who 
polled 21 519 384 individuals using weighted data for the rep-
resentative population. The study subsequently explored un-
met healthcare needs, and the reasons for unmet healthcare 
needs, classified by outpatient, inpatient, and oral care depart-
ments. The study then identified the factors associated with 
unmet needs related to outpatient department services.

The independent variables were age group (12-40, 41-60,  
61 years and older); sex (male, female); religion (Buddhist, Mus-
lim, Christian, other [Hindu, Confucian, Sikh]); marital status 
(single, married, widowed, divorced, separated); education (el-
ementary or lower, secondary or higher); occupation (employ-
ee, government, private sector, other); region (Bangkok, cen-
tral, northern, northeastern, southern); residential area (urban, 
rural; municipal and non-municipal areas); chronic diseases 
(hypertension, diabetes, cerebrovascular disease, cancer, etc.); 
and health insurance coverage (universal coverage scheme, 
pension, social security, health insurance, none). The dependent 
variable was whether there were unmet healthcare needs (Fig-
ure 1).

The health and welfare survey questionnaire explored the 
utilization of hospital health services using the following ques-
tions: (1) “During the last year, were you ever sick and in need 
of treatment at an outpatient department, but you did not vis-
it a hospital (unmet need)?”; (2) “During the last year, were you 
ever sick and in need of inpatient department services, but 
you were not hospitalized (unmet need)?”; and (3) “During the 
last year, did you ever have oral care problems that needed 
treatment, but you did not visit an oral care department (un-
met need)?” If the respondents’ replies indicated that they had 
unmet needs, the follow-up question was: “What was the 
main reason for the unmet healthcare need?”.

Statistical Analysis
The characteristics of the sample were based on an analysis 

of 21 519 384 responses. The study explored unmet and non-
unmet healthcare needs, classified by characteristics, geo-
graphic areas, health status, and health welfare, using the chi-
square test. Those unmet needs were examined to identify the 
underlying reasons for missed care in the outpatient, inpa-
tient, and oral care department settings using percentages. 
Furthermore, the study analyzed the factors associated with 

Figure 1. Analytical framework of independent and depen-
dent variables.

Independent variable
   -  Characteristics (sex, age, religion, marital 

status, education, occupation)
   -  Geographic area (region, residential area)
   -  Health status (chronic diseases)
   -  Health welfare (universal coverage scheme, 

pension, social security, health insurance, 
none)

Dependent variable
   Unmet healthcare 

needs (yes, no)
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unmet needs for outpatient department services, using multi-
ple logistic analysis. PASW version 18.0 (SPSS Inc., Chicago, IL, 
USA) was used for this purpose.

Ethics Statement
The study was approved by the Ethics Committee of the 

Faculty of Social Sciences and Humanities, Mahidol University 
(No. 2019/002.0801). It was carried out in accordance with the 
guidelines laid down in the Declaration of Helsinki.

RESULTS

This study found unmet healthcare needs in 1.5-5.7% of the 
surveyed population at outpatient, inpatient, or oral care de-
partments. The respondents of this study were aged 12-98 
years. The majority had attained an elementary level of educa-
tion, and were employees, Buddhist, and married. The pre-
dominant residential area was rural. Chronic diseases were 
present in 31.6% of the respondents. Most of the respondents 
had universal health coverage, with only 6.5% not having any 
form of health or welfare benefit (Table 1).

The overall reasons given by the respondents for not visiting 
the outpatient department of a government hospital when 
needed were—in descending order of frequency—insuffi-
cient time to seek care, long queues, travel inconvenience, not 
having someone to accompany them to the hospital, and not 
having enough money to meet the associated transportation 
costs. For individuals who did not undergo hospitalization 
when needed, the stated reasons (in descending order) were 
insufficient time to seek care, long queues, travel inconve-
nience, unavailability of hospital beds, not having someone to 
accompany them to the hospital, and not having enough 
money to meet the associated transportation costs. The rea-
sons for not seeking oral treatment were insufficient time to 
seek care, long queues, travel inconvenience, unavailability of 
a dentist, not having someone to accompany them to the hos-
pital, and not having enough money to pay for the associated 
transportation costs (Supplemental Materials 1-3).

When examining the reasons for the unmet healthcare and 
oral care needs, the following respondent-characteristic 
groups predominated: (1) Facing long queues, showed mainly 
by these subgroups: males, government workers, people liv-
ing in northeastern or southern Thailand, and people living in 
a rural area; (2) Having insufficient time to seek care, showed 
mainly by these subgroups: females, married people, people 

with a secondary or higher education, employees; workers in 
the private sector, people living in Bangkok or northern Thai-
land, people living in an urban area, and people receiving wel-

Table 2. Factors associated with unmet needs for healthcare 
treatment at outpatient departments, using multiple logistic 
regression

Factors Total, n
Unmet 

healthcare 
needs, n

OR (95%CI)

Total 21 519 383 544 886 -

Age (y) 20 974 497 544 886 1.05 (1.05, 1.05)

Sex

   Male 13 098 144 323 050 1.00 (reference)

   Female 8 421 239 221 836 0.35 (0.34, 0.37)

Religion

   Buddhist 20 514 525 515 725 1.00 (reference)

   Muslim 903 658 23 835 11.44 (10.70, 12.22)

Marital status

   Single 2 442 410  60 335 1.00 (reference)

   Married 13 991 249 318 637 0.37 (0.35, 0.39)

   Widowed, divorced, 
separated

5 077 231 165 914 0.12 (0.11, 0.13)

Education

   Elementary or lower 13 510 674 394 079 1.00 (reference)

   Secondary or higher 7 921 632 147 724 2.39 (2.29, 2.49)

Occupation

   Employee 9 268 787 222 964 1.00 (reference)

   Government 1 411 983 29 694 1.96 (1.84, 2.08)

   Private sector 5 196 485 129 599 1.94 (1.86, 2.01)

Region

   Bangkok 2 749 016 45 776 1.00 (reference)

   Central 6 588 956 186 658 2.31 (2.19, 2.43)

   Northern 3 839 116 93 050 1.03 (0.97, 1.09)

   Northeastern 5 590 038 163 312 1.50 (1.42, 1.59)

   Southern 2 752 258 56 091 0.54 (0.50, 0.58)

Residential area

   Urban 10 069 460 222 126 1.00 (reference)

   Rural 11 449 925 322 761 0.55 (0.53, 0.57)

Chronic diseases

   No 14 714 719 272 708 1.00 (reference)

   Yes 6 804 666 272 179 0.25 (0.24, 0.26)

Health and welfare benefit coverage

   Universal coverage 
scheme 

69 687 34 525 1.00 (reference)

   Pension, social security, 
health insurance

283 463 11 950 0.84 (0.80, 0.87)

   None 67 679 224 0.16 (0.14, 0.18)

OR, odds ratio; CI, confidence interval.  
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fare benefits by way of the universal coverage scheme, a pen-
sion, social security, or health insurance; (3) Travel inconve-
nience, showed mainly by 2 subgroups: people aged 60 years 
or more, and Christians.

The multiple logistic regression results presented in Table 2 
show the relationships between unmet needs for healthcare 
treatment at an outpatient department, classified by demo-
graphic, socioeconomic, geographic, chronic disease–related, 
and health-welfare and benefit–related factors. The analysis 
found that the following groups were more likely failure to 
have visited a hospital. Males, more than females; Muslims, 
more than Buddhists; Single subjects, more than married sub-
jects; Subjects with a secondary or higher educational level, 
more than those with an elementary or lower educational lev-
el; Subjects working in the government and private sectors, 
more than those who were employees; Subjects living in cen-
tral, northern, northeastern Thailand, more than those living 
in Bangkok; Subjects living in urban areas, more than those 
living in rural areas; Subjects receiving health and welfare ben-
efit coverage via the universal coverage scheme, more than 
those receiving benefits via a pension, social security, or health 
insurance.

DISCUSSION

The primary reasons people gave for not utilizing the servic-
es offered by government hospitals when they were ill were—
in descending order of frequency—insufficient time to seek 
care, long hospital queues, travel inconvenience, a lack of hos-
pital beds, no dentist available, not having someone to ac-
company them, and being unable to meet the transportation 
costs. In Thailand, the doctor-to-population ratio was 0.41 per 
1000 population in 2010, while the corresponding ratio for 
dentists was only 0.19 per 1000 population, resulting in inade-
quate and inequitable access to medical and dental services. 
Northeastern Thailand, the poorest region in the country, has 
the smallest health workforce of all Thai regions. The densities 
of doctors and dentists working in Bangkok are 7 times and  
15 times higher than those for the northeastern region [11]. 
Given the increasingly aging population and the associated 
chronic diseases needing regular treatment, government hos-
pitals should invest in procuring and developing supplies, 
equipment, communications technology, and human resourc-
es to secure the quantitative and qualitative improvements 
needed to meet the growing demand for health services and 

to make healthcare more accessible. The current research 
found that people aged 60 and over tended to not visit hospi-
tals because of the travel inconvenience. This corresponds 
with a study in Korea, which found that the inconvenience as-
sociated with transportation was a major barrier to accessing 
healthcare services for older people living in rural areas 
[12,13]. A previous study revealed socioeconomic and geo-
graphic inequalities between urban and rural areas that re-
sulted in disparities in the treatments given and the level of 
expenditure on government-funded health services [14]. In 
other words, geographic inequalities are likely to affect mor-
tality in Thailand [15]. Another study in Korea found that hav-
ing a low income also contributed to unmet healthcare needs 
and poor health [16].

The multiple logistic regression analysis showed that not 
accessing the health services provided at hospitals was asso-
ciated with demographic, educational, occupational, health 
welfare, and geographic factors. Males were more likely not to 
access hospital services than females. This is in contrast with 
the findings of a study in China, in which females self-report-
ed a higher level of not accessing healthcare than males [17]. 
Other research in the United States determined that even 
though females accessed outpatient department services 
more than males, they were hospitalized less frequently than 
males [18].

The current research found that Muslims were more likely 
not to have accessed hospital services than Buddhists. The 
chief reason given was a lack of time to visit a hospital. How-
ever, an earlier study found that 53% of Muslim female report-
ed delays in seeking healthcare due to a perceived lack of fe-
male clinicians [19]. Another study found that Muslim patients 
in Thailand also faced a language barrier, and translators were 
often not available [20]. Muslim female may also have a range 
of additional barriers, such as a sex preference for providers, a 
need for family involvement in their care, the need to continue 
religious practices during their illness, low health literacy, poor 
Thai language proficiency, a preference for traditional reme-
dies, a fear of being stereotyped and discriminated against, 
and limited health services [21]. In southern Thailand, middle-
aged working females reported that, when they were ill, they 
visited a hospital to get medicines or treatment by a doctor 
only if they needed to get well enough to return to work. They 
also complained of long waits before brief (5-10 minutes) con-
sultations with doctors. Moreover, they stated that having af-
fordable care was vital: they would feel less anxiety if they 
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knew treatment costs were to be covered by the universal 
coverage or social security schemes, and that they would not 
be faced with unexpectedly high healthcare costs [22].

In the present work, subjects living in urban areas indicated 
that they were more likely not to have accessed hospital ser-
vices than those living in rural areas. This is probably because 
health facilities are comparatively sparsely distributed through-
out rural areas in Thailand. However, people living in Bangkok 
typically have insufficient time to utilize health services due to 
the added travel delays caused by the very heavy traffic con-
gestion in that city. Moreover, the results found that most of 
the subjects living in northeastern and southern Thailand did 
not attend hospitals because of long queues, which reflect 
problems in the management of the hospitals in those regions. 
In the northeastern region, people also reported that they did 
not seek oral care because no dentists were available (22%).

People who had a secondary or higher education and worked 
in the government or private sectors were more likely to fail to 
access hospital services than those who had an elementary 
education and were employees. Previous research has found 
that higher-educated individuals tend to have insufficient time 
to visit hospitals [4]. As well, people who were single were more 
likely than married people not to access healthcare services. 
One study found that married people tended to seek health-
care at outpatient departments more than single people, yet 
they were hospitalized less often than those with a marital 
status of single [18]. In addition, the current research found 
that the subjects receiving health and welfare benefit coverage 
via the universal coverage scheme were more likely not to uti-
lize the health services available at hospitals than those receiv-
ing benefits via a pension, social security, or health insurance. 
This suggests that accessibility not only depends on health 
and welfare benefit coverage, but also on socioeconomic fac-
tors and the degree of convenience associated with visiting a 
hospital. It has been reported elsewhere that poor people have 
access problems because of their need to stop working and 
the travel time and costs involved in visiting a hospital, even 
though they have health and welfare benefit coverage [4]. In 
Thailand, the universal coverage and social security schemes 
are registered funders of health services, resulting in broad ac-
cessibility of those services [23]. Moreover, acceptability of 
healthcare depends on patients’ satisfaction with hospitals. 
This derives from factors such as the quality of the hospital 
treatment; the level of trust patients have in the knowledge, 
skills, and abilities of the healthcare professionals; and the 

hospital waiting times [24]. 
The limitations of this study are that the questions used in 

the national health and welfare survey conducted in 2017 
were predefined and very limited, precluding the possibility 
for elaboration of the data. As well, this study only drew upon 
one round of survey data (namely, 2017) because restricted 
data were available for the present research. It would be ad-
vantageous to conduct studies using panel data to enable a 
time-series analysis that would evaluate the long-term trends 
and changes in unmet healthcare needs.

The findings of the present study have important implica-
tions for further improvements in people’s ability to access 
healthcare. Firstly, policy makers at government hospitals 
should manage the provision of healthcare so that there is an 
adequate density of doctors to reduce waiting times and one-
stop service becomes the norm. These actions will solve the 
problem of long queues for service. Secondly, the government 
hospital system should establish free-of-charge after-hours 
services at outpatient departments. This will serve to address 
the problem of people having insufficient time to seek health-
care during the day. As well, enough patient beds should be 
supplied to meet the demand for hospitalization. Thirdly, the 
number of health personnel should be increased, especially 
dentists in northeastern Thailand. Finally, changes to health 
policies should be implemented to improve and develop 
healthcare management in Thailand. As an example, the fol-
low-up of patients and the provision of home healthcare ser-
vices could be improved by using video call technology for pa-
tients’ interactions with doctors. As well, drugs could be couri-
ered to the homes of older patients to obviate the travel in-
convenience they presently face.
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