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d Preface

Over the years, Thailand has seen several shifts
in its population policy that aimed at reducing 
fertility rates that were considered to be too 
high, to the current policy of maintaining fertility 
at replacement level as stated in the Ninth and
Tenth National Plans, covering the periods 2002-
2006 and 2007-2011 respectively. But given the 
dramatic changes in the current context where 
fertility has dropped to startlingly low levels, with 
implications for population aging, decrease in the 
size of workforce and eventual population decline, 
there is a need to reconsider Thailand’s population 
policy and explore and deliberate upon different 
options and strategies.

While there has been increasing awareness and 
policy response to rapid demographic change in 
developed countries in the past decades, similar
timely response to address this emerging concern
in developing countries has been missing. Thailand
has some unique features, which means that 
policies adopted by other countries with somewhat 
similar characteristics may not be appropriate for 
Thailand. Unique circumstances may require unique 
policies. However, at the same time, lessons can 
undoubtedly be learned from other countries, to
avoid pitfalls and adopt what is applicable. Hence,
a report on ‘the Impact of Demographic Change in 
Thailand’ was jointly commissioned by the National 
Economic and Social Development Board (NESDB)
of the Royal Thai government and the United 
Nations Population Funds (UNFPA). It was prepared 
by a team of eminent international and local experts
in the field of demography, health, economics and 

social sciences. The report has documented the 
trends of population evolution in Thailand and 
analyzed some significant implications and policy 
issues. It analyses the impact of demographic 
changes on education, labor-force participation, 
urbanization, migration, and health. It also probes 
into past population policies, examines recent 
policy changes and critically discusses the different 
threads of arguments vis-a-vis policy implications 
of Thailand’s demographic trends.

As Thailand’s population growth is predicted to
decline further in the near future, it is the changing
population structure that is emerging as an issue
of critical importance – changes in age structure, 
educational and skill structure, state of health and 
geographical distribution. In respect to all of these 
issues, changes in Thailand’s population over the
next two decades promise to be far-reaching, 
raising important planning issues, both with regard 
to adapting to those population changes that are 
inevitable and influencing aspects of demographic 
change that are amenable to modification. This 
report will shed the lights about the rapid change 
of population structure in Thailand as well as 
trends in demographic variables in the future, and 
their implications for all aspects of human life and
wellbeing in Thailand.

It is our hope that the findings of this report raises
awareness, fosters cooperation, and stimulates 
actions and policy development in preparation for 
the impact of demographic change in Thailand.
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iExecutive Summary

Executive Summary

Thailand’s population growth has slowed
considerably and is predicted to decline further. It is 
the changing population structure that is emerging 
as an issue of critical importance – changes in
age structure, educational and skill structure,
state of health and geographical distribution. In
respect to all of these issues, changes in Thailand’s
population over the next two decades promise to 
be far-reaching, raising important planning issues,
both with regard to adapting to those population
changes that are inevitable and influencing aspects
of demographic change that are amenable to
modification. This report has documented the
trends of population evolution in Thailand and 
analyzed some significant implications and policy
issues. It analyses the impact of demographic
changes on education, labor-force participation,
urbanization, migration and health. It also probes 
into past population policies, examines recent 
policy changes and critically discusses the different
threads of arguments vis-a-vis policy implications
of Thailand’s demographic trends.

Chapter 1 – Tracking Demographic 
Changes in Thailand and Policy 
Implications

Population decline: Thailand is entering a new 
era of slow population growth and probably
eventual decline. The population is expected to
grow, at most, by five million over its current level, 
and very likely by only one million or so. Decline
is quite likely to set in before 2020. The reason
is that fertility has been below replacement level
for two decades, and is continuing to decline.

Rapid decline in fertility: The pace of Thailand’s 
fertility decline was remarkable. The length of
time taken for TFR to decline from 5.5 to 2.2
was only approximately 20 years, between 1970 
and 1990. This was the fastest decline over the 

period amongst all countries in Southeast Asia.
It is important to note that Thailand achieved 
replacement-level fertility with more than two 
thirds of its population living in rural areas,
and almost two thirds of its female workforce 
in agriculture, much higher than any of its East 
Asian neighbours at the time they reached
replacement-level fertility. Compared to these
countries, the average level of educational
attainment of Thai women was relatively very 
low and women’s labour force participation rates
were high.

Declining births: Declining fertility rates have
led to a declining number of births, and to a 
changing population structure as these smaller 
birth cohorts move up the population pyramid.
The proportion of children has been declining
for decades. Even the United Nations’ low
projection, which appears more likely to track
emerging fertility trends than the United Nations 
medium projection, overestimates the annual
number of births in 2010, as the actual number
recorded was around 800,000 rather than 
970,000 as in the low projection. However, the
sharp downward trend in births projected in the
low projection to less than 500,000 in 2045-50
is not implausible and could well occur.

Some impacts of rapid fertility decline: It 
is the changing population structure that is
now of crucial importance – changes in age
structure, educational and skill structure, state
of health and geographical distribution. In all 
these respects, changes in Thailand’s population
over the coming two decades promise to be far-
reaching, raising important planning issues both
with respect to adapting to those population 
changes that are inevitable and influencing 
aspects of demographic change that are
amenable to modification.
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Chapter 2 – Fertility Transition

Ultra-low Fertility and fewer births: Before 
1970 Thai families had around 6 children on
average; at the present time the TFR has reached 
1.5 children per women. Although fertility was
declining rapidly after 1970, the annual number
of births fluctuated around 0.95 million for more 
than a decade, due to “population momentum”. 
From 2000 onwards, the number of births was 
around 0.8 million annually.

Differentials in fertility levels: Urban-rural
fertility differentials were small. Fertility decline 
was slowest in the South. The Thai Muslims and
the ethnic groups in the north have higher fertility 
than the general population. While it is difficult
to estimate the fertility of foreign workers, based 
on limited data, it is estimated that the number 
of births to foreign workers is somewhere in the 
range between 42,000 and 98,000 in 2010.

High contraceptive use and delayed marriage:
The contraceptive prevalence rate increased 
rapidly from 15% in 1970 to higher than 70% in
1987 and stayed at around 80% at the present
time. The increasing cost of children, together 
with increasing employment of women in formal 
sector jobs making it harder to combine work 
with childrearing, drove the desired family size
lower. Age at marriage has increased and the 
proportion of single women aged 50-54 years
old has increased from only 2% in 1960 to 8% 
in 2010.

Many abortions and rising teenage pregnancy:
While the total number of births is declining, it 
is alarming that births to teenagers are rising.
Although most births to teenage mothers
occurred to the late teen group (15-19), an
increase of births from the early teen group 
(younger than 15 years old) is observed. Induced
abortion is high. Economic reasons followed
by social reasons, women’s age and number of
children, student status, family problems, and 
contraceptive failure are the top reasons for 
women to have induced abortions. Although the
reported figure of unmet need for family planning
among Thai women is low, it is likely that a
number of sexually active unmarried women and
men were missed from the data collection so the 

unmet need for family planning of these women 
is not really known.

Policy Implications: The recently approved First 
National Reproductive Health Development 
Policy and Strategy (2009-2013) aims to
ensure that all births are desirable, safe, and 
attended with quality services and to bring good 
reproductive health to Thai people of all sexes 
and ages, with an emphasis on adolescent
sexual health, on a voluntary, equitable, and 
inclusive basis. This policy suggests that quality
births should begin with intended pregnancy 
at appropriate ages. All pregnancies should 
be under good maternal care and delivered by 
medical or health personnel. The policy implies 
many action programmes to ensure that every 
birth is wanted, safe and healthy. This assurance 
should be extended to cover the child’s health
during the infancy and childhood periods.

Chapter 3 – Impact of Population 
Ageing

Rapid population ageing: Population ageing in 
Thailand is occurring faster than it did in the past 
in more developed countries in the West. The 
rapid growth in the numbers of older persons 
and the increasing share that they represent of 
the total population is attributable mainly to the 
rapid decline in fertility. Improved life expectancy 
is also contributing to the ageing of Thailand’s 
population.

Improvements in material well-being: The rapid
ageing of the Thai population has been occurring 
within a context of substantial economic and
social development. The improvements in 
material well-being (e.g. improved quality of 
housing, more appliances and amenities) appear 
to have benefited both older women and men. 
The spread of phones has radically altered the 
ability of older persons to keep in contact with 
adult children who live elsewhere and thus has
important implications for their social well-being. 
Incomes of older persons have also increased 
considerably.
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Trends in likely determinants of elderly
well-being

Declining potential support ratio–A falling potential 
support ratio reflects a shrinking support base of 
adults on whom the old age population can depend. 
There will be far fewer productive age persons per
capita to support older age Thais in the future.

Declining family size–Very substantial declines in
the average number of living children have already
taken place among the older persons. A contributing 
factor to increased childlessness in the future is the
likely increase in the proportions who never marry.

Increased dispersion of children–In addition to
declining family size, the increased tendency for 
adult children to migrate for employment in recent
years further contributes to lesser availability of
children nearby who could assist their older age 
parents on a routine basis.

Changing living arrangements–Co-residence of older 
persons with children has declined over the last two 
decades, from 77% in 1986 to only 59% by 2007. 
However, in a substantially share of non-coresident
cases, the older persons are living very nearby one
of their children.

Age and gender composition–In the intermediate 
future the population of older persons in Thailand 
will itself be ageing. Feminization of ageing is also 
apparent. The excess of women over men at older
ages is a result of more favorable female than male
survival rates at virtually all ages and an even more 
pronounced female survival advantage at the older
ages.

Differences in marital status–Only 3% of Thai elders
never married. Over 60% remain married and
reside with their spouse while almost a third is
widowed. The share of the elderly population that
has never married in Thailand is likely to increase in
the near future.

Improving educational composition–Future elderly in 
Thailand will be increasingly better educated than
those currently in older ages. This improvement in 
education among older persons will undoubtedly 
contribute to their well-being. In addition, the 
eventual closing and even reversal of the gender
gap in education will remove an important source 
of disadvantage among older women. At the

same time, however, older persons will still remain
considerably less educated than younger adults at 
any given time.

Improved overall health and vision–Both self assessed
health and good vision of the elders have improved.

Work status–The percentage of older persons who
are working declines sharply with increasing age. 
Labor force participation is substantially higher 
among rural than urban older persons.

Increased formal support–In general men are 
somewhat more likely to have entitlement to 
retirement benefits than are women. Urban dwellers
are much more likely to have retirement benefit 
coverage than their rural counterparts regardless 
of age cohort. This reflects the far higher portion
of urban compared to rural residents who are 
employed in the formal private sector and in civil 
service or state enterprises.

Sources of income–Children are by far the most
common source of income for the elders followed
by the older persons’ own work.

Family size and filial financial support–A reduced
number of children is associated with reduced 
financial support. However, it cannot be concluded 
that the smaller family sizes of the future elderly could
jeopardize their material well-being as the elders 
may benefit from greater wealth accumulation due
to having fewer children to support.

Migration of children and material support–the
proportion of children of older persons who migrate 
away from their parents’ locality is on the increase 
in Thailand. Adult children who migrate out of the 
province tend to be better educated and have higher
incomes. Thus migrant children are often in a better 
position to provide meaningful monetary support 
than non-migrants.

Implications for social support and personal 
care

Social contact and psychological well-being–For most 
older-age parents, maintaining contact with children 
who move out of the household is important for
their social and emotional well being. Migration 
of children reduces opportunities for face-to-face 
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interactions although contact can be maintained
through other means, especially phone calls now 
that cell phones are common.

Personal care–The large majority (88%) of persons 
age 60 and over indicated that they could take
care of themselves and thus presumably did 
not need a caregiver. Among those who did not 
indicate they could take care of themselves, most 
had a caregiver although some indicated that they
needed assistance but no one provided care.

Preparation for old age

Preparation at the national level–During the last 
decade, the Thai Government has increasingly 
recognized that the potential impacts of the rapid 
population ageing require attention and it has
responded in various forms. These include the 
establishment of the National Commission on the
Elderly in 1999, and launching the Second Plan for 
Older Persons covering the period 2002-2021. 
Others include–the enactment of the 2003 Elderly 
Act, the establishment of the Elderly Fund and an 
agency specifically responsible for work on older 
persons, and the inclusion of elderly issues in the 
10th Five Year Socio-Economic Development Plan. 
The National Pension Fund scheme was approved
in March 2011.

Preparation at local and community levels–In theory
the Tambon Administration Organization (TOA) 
understands the problems and needs of elderly
within a local context and should be in a better 
position than other agencies to respond. However,
weaknesses in management and budget allocation 
as well as lack of personnel knowledgeable about 
geriatrics have been obstacles to carrying out 
this responsibility. One crucial obstacle to the
effectiveness of local programs for older persons 
is the lack of updated databases providing detailed 
attributes of older persons at the local level. This 
is a barrier especially for identifying appropriate 
target groups for services and protective measures.

Preparation at the individual level–Since both formal 
and informal systems of support for the elderly
have limitations, self responsibility to prepare for
quality ageing is essential. The preparation for old 
age among future cohorts of elderly of both sexes 
in Thailand appears to be expanding and starting 
earlier than was the case for the present elderly.

Policy Implications: Future elderly will differ 
considerably from those of today. They will be
better educated, likely in better health, and far
more will be covered by some form of formal 
retirement benefits. It also appears that an 
increasing number will have made preparations 
for old age in a variety of ways. The higher
education and changing employment patterns 
of adult children may improve their ability to 
provide financial support and compensate for 
their lesser numbers. In addition, the expansion 
of retirement coverage of future older persons
through the Old Age Pension Fund under Social
Security as well as new government initiatives
underway or being planned can also help 
compensate for any declines in filial material 
support. Another approach to promote material 
well-being among older persons is to increase 
the proportions that remain economically active
and thus contribute to their support through 
their own work. One positive trend that should 
facilitate this possibility is improving health 
of older persons. The possibility of extending 
the official retirement age from 60 to 65 has 
received some attention as a way to increase
work among the 60-64 age group. In addition,
with respect to formal sector jobs, assessments
are needed of the willingness of employers to 
hire or retain older workers. Possibly more flexible 
work conditions could be developed that would
meet the concerns of both parties. Personal care 
clearly requires physical presence. It can and 
often is provided by a spouse. If a spouse or other
relative is unavailable and no children live nearby, 
short term care associated with acute illness or
other brief emergencies could still be provided 
by a child as long as temporary leaves of absence 
from employment are possible. Besides fostering 
changes that would facilitate caregiving for older 
persons by children or non-family personnel, the 
government should also consider programs that
lengthen the period of self dependence. This 
could involve providing or subsidizing assistive 
equipment aids, modifications of in-home physical 
environments, and medical treatments that 
directly address sources of disability such as 
cataract surgery.
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Chapter 4 – Health Systems Challenges 
and Future Direction

Profile of the burden of disease: While longevity
of Thai men and women is on the rise, this does
not always mean that the years gained are lived
in healthiness. Unlike the burden among pre-
elderly adults, the burden among older people 
shows little gender difference. The pre-elderly
and elderly groups had a large increase with
cancers and cardio-vascular diseases as the
two leading burdens of disease in elderly men
and women. Hypertension and diabetes are
major risk burdens among elderly women while
tobacco and hypertension are major risks among
older men.

Coverage of services for selected non-
communicable diseases: Despite the high level 
of risk burden from hypertension and diabetes,
a high proportion of elderly are unaware of 
their high blood pressure. Factors associated 
with unawareness and inadequate controls
of the illnesses are living in rural areas, having
low income, low educational levels, currently
working and the oldest age group.

Self-perceived health: While self-rated overall
health status of the elderly has improved,
functional limitation including memory loss and
limited activities of daily living increases with
age.

Health care utilization: The hospital use rates
among elderly are much higher than the national 
average, up to more than 12 visits per year for 
those older than 80+ years in 2009, and the
elderly’s hospital admission rates are also higher.
Although it is likely that the elderly patients had
a longer stay as in-patients, there is no clear
pattern in the average length of stay by age 
group, as different levels of hospitals admitted 
patients differently.

Health expenditure by the elderly: Based on 
limited data, it was projected that expenditure
for personal healthcare of the whole population
would gradually increase from 80% of total
health expenditure in 2009 to 84% in 2015,
while the expenditures for elderly personal
health care would increase from 29% of total 
health expenditure in 2009 to 31% in 2015.

As the modest increase is probably due to
an assumption that outpatient expenditure
profiles are similar to that of admission, cautious
interpretation of this projection is needed. 
Consistency of data collection over time is 
required to be able to properly project the trend 
of health expenditure by different population 
characteristics over time.

The shortage of health personnel, particularly 
in the rural areas, persists. The ratio of doctors 
per person in Bangkok is 10 times higher than
that of the North-eastern region. The Ministry 
of Public Health has not been successful in
retaining doctors in the public sector; internal 
brain drain from the public to the private sector 
is a common phenomenon in particular in the
economic boom time which has led to increasing
demand for private health services. The
promotion of Thailand as an Asian medical hub 
catering to international patients significantly
increased medical care demands and has major
ramification for domestic brain-drain of super-
specialists from teaching hospitals. The strain
on the limited number and skill-mix of the
health workforce and non-formal care givers is
further increased by the demographic and health
transitions. These are major policy concerns.

Demand for and supply of health workforce
catering to the elderly: Shortages of mainstream
health workforces, particularly doctors,
nurses, physio-therapists, and social workers
indicate that health workforce requirements for 
elderly and chronic disease require immediate
systematic policy intervention. In addition, only a
minority of these mainstream health workforces
were posted in rural areas where the people 
need them most. High turn-over of these limited 
personnel from rural to urban and from public
to private requires better planning and dialogues
between public and private sectors.

Policy Implications: First, keeping the pre-elderly 
cohorts healthy. Alcohol, tobacco and high blood
pressure are three major risks among pre-elderly 
men, while among pre-elderly women, high
body mass index, unsafe sex and blood pressure 
are three major risks. Active lifestyle, healthy
diet and calorie expenditure are effective in
containing overweight and obesity. A conducive
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environment is required for active lifestyle and
energy consumption such as friendly pedestrian
walkways in city planning, recreation parks, and
support to civil society groups in promoting their 
physical health. Second, elderly responsive health 
systems need to be developed. Health delivery 
systems are traditionally designed to cope 
with infectious diseases and have a treatment 
orientation. Public health program efforts are
not adequate to effectively reduce primary risk
exposures such as use of tobacco and alcohol,
and promote a healthier diet and physical
activities. Home care is at the early stage of 
development, prompted by the era of universal
coverage since 2002. Skill in home healthcare
provision needs to be developed in conjunction
with effective interface between home, 
community and institutional based care for the 
elderly. In addition, elderly-responsive systems 
require pre-service education and in-service 
training of appropriate numbers and skill-mix not 
only of mainstream health personnel but also of 
other cadres. Thirdly it is important to promote 
evidence-informed policies, based on monitoring 
of risk exposure and burden of diseases, effective 
coverage of essential interventions, and self-
assessed health status in the population, both
pre-elderly and elderly. The institutional capacity
to monitor the financing impact on the health care
system of the demographic and epidemiological
transitions should be strengthened.

Chapter 5 – Economic Impact and 
Human capital

Declining number of students: The projected 
number of school-aged population is declining. 
With the declining birth rate, the number of 
children age 0 to 14 peaked at 18.6 million 
in 1980 and declined thereafter, leading to 
declining number of students at the primary
school level and, after 2000, at the secondary 
school level despite increasing enrollment rates.

High number of students not in the school 
system: Even though Thailand has a Constitution
and education laws that emphasize the right 
of children to universal and quality education
for 12 years, the practical enforcement of the 
laws is not effective. In 2009, about 2 million 
children or 20% of those aged 5-14 were not in

the school system and the situation is worse in 
the Northeast and South, where about 25% of 
children age 5-14 are not in school. The retention
rates from entering primary school to the highest 
grade of primary education and from entering 
the upper secondary level to the highest grade 
of upper secondary education are 88% and 53 
% respectively in 2008.

Limited quality of education: The quality of 
education is a concern. It varies widely between 
large and medium schools in the city and small 
schools in rural areas. Evaluation of the quality 
and standard of basic education showed that Thai 
students lacked analytical skill and self learning,
teachers did not focus on student centred 
learning or manage the curriculum effectively. A
report suggests that only 35% of 35,159 schools 
were up to the national standard. In the national 
test run, students in the secondary school had 
poor performance in English, Science, and 
Mathematics. Student performance has been 
consistently poor from 2003 to 2008.

International competitiveness: Thailand may 
lose its international competitiveness due to 
the low achievement of the education system. 
However, as the projected number of school-
aged students is declining – at primary school
ages from 5.5 million in 2010 to 3.5 million in 
2040, and in university ages from 7 million to 
4.8 million for the same period, it should be
possible to use educational budgets to raise 
enrollment rates at the upper levels of education 
and to focus more on the quality of education in
the future.

Ageing and labor productivity: In 2009, 60% 
of employment in Thailand is in the informal 
sector, which mainly covers the agriculture and 
service sectors characterized by older workers 
and low educational attainment. While there is a 
rising trend in the level of educational attainment 
of workers in informal sectors, this improvement 
does not seem to be having an impact on labour 
productivity. As more Thai workers attain a 
higher level of education, they will divert away 
from low paying jobs, and older workers who 
tend to have low education will be too old to 
work. To achieve a higher economic growth rate 
using current technology, the gap between the 
demand for and supply of labour will be filled by 
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migrant workers. An alternative way to achieve
high growth is to invest more in physical and 
human capital. With an ageing population,
assuming other things constant, Thailand’s
annual growth rate will be negative in the near 
future. An increase in the number of unskilled 
migrant workers will improve the growth rate, 
but will lower the per capita income.

The Demographic Dividend is the favorable 
effect of an increase in the share of working aged 
population on economic growth. It is commonly
measured by demographic dependency ratios,
purely based on number of children (those aged
0-14), working-age adults (those aged 15-64) 
and the elderly (those aged 65 and older).
However, this method does not capture variations 
in productivity of workers and consumption
needs of the population in different age groups.
The concept of the economic support ratio was 
introduced to overcome this deficiency.

Demographic ratio VS economic support ratio:
Comparison of the demographic dependency
ratio with the economic support ratio shows 
strikingly different lengths of the dividend
period. The shortage of labor income, or lifecycle 
deficit, makes the young and the elderly depend
on resources reallocated from the working or 
lifecycle surplus ages. If the economy has a large
share of population concentrated at the lifecycle 
surplus ages, there will be excess resources
available to save, invest and generate output,
leading to a larger effect of the first demographic 
dividend. The method used to estimate these age
profiles follows the National Transfer Accounts.

The 1st demographic dividend is recognized by
the growth rate of the economic support ratio. 
Thailand’s economic support ratio reached
its peak in 2009 and it is expected to begin
declining in 2010. Demographic changes will
no longer yield a positive gain to the economy.
If other factors remain constant, population 
aging will eventually result in negative economic
growth in Thailand, though growth could be 
sustained through accumulation of physical and
human capital.

The 2nd Demographic dividend: Physical 
capital accumulation could generate sustainable
economic growth, called the second demographic

dividend. Unlike the first demographic
dividend, the second demographic dividend is 
not transitory. Physical capital accumulation
could lead to a permanent increase in capital 
deepening–a higher level of capital per unit of
labor allowing individual consumption to rise.
The second demographic dividend is influenced
by how population aging affects the demand
for wealth. First, there is a compositional
effect, caused by an increase in the share of
individuals who have nearly or fully completed 
their productive years. These individuals must 
have accumulated wealth in order to finance 
consumption in excess of labor income for 
many of their remaining years. Second, there 
is a behavioral effect, caused by an increase in
life expectancy and the accompanying increase 
in the duration of retirement, leading to an 
increase in the demand for wealth. Individuals
may rely on different forms of wealth. Retirees 
may rely on transfers from public pension and
other public welfare programs or from familial
transfers from their working adult children to 
support consumption during their retirement 
years, or they may rely on capital accumulated 
during their working years. Both forms of wealth
can be used to support the lifecycle deficit at 
older ages. The effect of capital accumulation as
an engine of growth is the source of the second
demographic dividend.

Intergenerational transfer of human capital:
Human capital accumulation could increase
productivity of workers, which could accelerate 
economic growth. The question is whether
declining fertility could lead to an increase in
intergenerational transfers of human capital
to each child, which could raise productivity of 
the future labor force. If there is no change in
the amount of total education spending, lower 
fertility leads to higher human capital investment 
per child. In such case, the economy may extend 
the period of the first demographic dividend due
to a higher productivity level of workers, which
enables the future workforce to generate more
output. Intergenerational transfers of education 
in Thailand are large and important. Children
receive transfers from other age groups through
the family and the public sector. In Thailand,
public education transfers are much greater than
private education transfers for all age groups.
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Policy implication: Without any policy change,
Thailand will continue to have smaller numbers
of children and working age population. Longer 
life expectancy increases the proportion of 
old age dependents. As the first demographic 
dividend ended in 2010, more hope will attach to 
the second dividend or an import of work force
from neighboring countries or both. Thailand
can actually benefit from population aging if 
people accumulate capital. The government 
should therefore establish a savings plan for 
the current working age population so that they
can prepare themselves for retirement age. A 
retirement pension may not only reduce the 
likelihood of being poor for an old person, but 
may also improve well-being of other household 
members. Thailand may also choose to promote 
migration from neighboring countries to cope with
its aging population. Thailand will need 6 million 
migrant workers in the next 10 years, to meet
the excess demand and to continue its economic 
growth path. With a large pool of migrant
workers, appropriate social policies must be 
conducted seriously. Migrant workers should 
be treated like Thai workers, and their children 
should be treated like Thai children. Therefore, 
social expenditure on education, medical 
care and other social insurance will increase. 
The public will have to weigh this social cost
against the cost of improving human capital and
accumulating physical capital if it chooses the 
growth path focusing on high labour productivity.

Chapter 6 – Migration and Urbanization

Long-term patterns of internal migration: 
Migration is not a new phenomenon in Thailand, 
nor does it result mainly from the industrialization
and economic growth of the past twenty-five 
years. Rural people have migrated to supplement 
farm income since the 19th century, usually during
the dry season when rice farming production is 
dormant. The abundance of unoccupied land and 
the ease of taking de facto ownership through 
cultivation and occupancy led to high mobility 
as the population increased. Seasonal migration 
was also common in the 1950s, for both men and
women, driven partly by improvements in road
transport. Residents of upland areas migrate at 
younger ages than those in the lowland rural 
areas, and land pressure is a factor.

The 1990s economic crisis: Internal migration 
flows greatly increased during the 1997-99 
economic crisis, with a reversal of the prevailing 
pattern of rural-urban migration as migrants 
losing jobs in urban and peri-urban areas returned 
home. In Thailand, where manufacturing and 
construction were particularly hard-hit, it was 
estimated that two-thirds of the unemployed 
were rural migrants; return migration to rural 
areas increased four-fold as 75% of these 
returned home.

Recent trends in internal migration: There has
been a steady decline in domestic migration 
rates since 2002. Males migrate at a higher 
rate than females, but the gap has narrowed in 
recent years. Looking at differentials by age, the 
young working age groups (age 18-34) have 
much higher migration rates than other groups. 
Moreover, while migration rates of those less 
than age 18 or older than 35 remained fairly 
constant, young working adults had both a 
sharp increase in migration from 1997-2002 
and a steeper decline from 2002-2009. The 
18-24-year-olds were the only group to show an 
increase in migration rates in 2009.

Urbanization patterns: By 1981, Bangkok’s
population was 50 times that of the second 
largest city. Bangkok’s growth increased further 
when the country rapidly industrialized; by 
2000, Bangkok had half of the country’s urban
population and produced 35% of its GDP. 
The dominance of the capital in providing job 
opportunities is seen by the fact that rural-
urban migration has not historically followed a
stepwise pattern in Thailand; many seasonal and
long-term migrants moved directly to Bangkok 
without ever migrating to a smaller urban 
center. In response to this rapid growth, the 
Thai government implemented decentralization 
policies in the 3rd and 4th national plans. These 
included incentives to promote the Eastern 
Seaboard as a manufacturing hub and to 
encourage the growth of regional urban centers 
through industrialization. Bangkok’s dominance 
is slowly declining; the population growth rate
for other urban areas was higher than for the 
Bangkok agglomerated area including peripheral 
provinces throughout the 1990s and 2000s.

International migration
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Out - migration from Thailand – Most Thai out-
migrants counted by official statistics are males and
the majority of these are contract workers in low-
skilled jobs. The destinations of Thai out-migrants
have been shifting; numbers of Thai workers in
East Asia and in Southeast Asia have declined, 
but the number in the Middle East nearly doubled
from 2005-2007, almost entirely due to the large
construction projects in the UAE (Dubai) during
that period. The number in the West also increased
steadily. While it is difficult to estimate the number
of irregular Thai migrants to other countries, it is 
likely that their numbers are larger than those of
“official” migrants.

Immigration to Thailand -Historically, Thailand 
has been a destination for migrants from other
countries. Thailand is not only the host of a large
number of people who escaped armed conflicts
between ethnic minority opposition groups and the
central government of its neighboring countries,
but it has been an important receiving country for 
migrants since the early 1990s, when the influx
of low skilled migrants from the Greater Mekong 
Subregion countries particularly those from
Myanmar began to outnumber Thai outflows. The
total number of foreigners working and living in 
Thailand was estimated at 2.8 million at the end 
of 2007. Aside from low skilled migrants, there
are foreigners holding Thai work permits (210,745
at the end of 2009), students, those who live in
Thailand because of marriage and those who settle
there after retirement. Some tourists also overstay
their visas or become permanent residents.

Impact of migration

Socio - demographic differentials – Both rural and 
urban areas are more affected by the overall aging 
of the population than by migration or urbanization
patterns. A source of concern is the inequity
between rural and urban areas caused by the “brain
drain”, when more educated and skilled workers 
migrate to urban areas because they are unable to 
find appropriate jobs in rural areas.

Occupational segregation and income disparity –
Migrants are concentrated in manufacturing; in
addition, for men construction is an important
category and women have a high proportion 
working in services. For other categories such
as sales and government work, the percentage

of migrants employed is similar to that of non-
migrants. However, fewer one-year migrants work
in agriculture than non-migrants, particularly for
women. In terms of income gaps, while Thailand
has successfully lowered poverty rates in the past 
10-15 years, the gap between rural and urban
areas and Bangkok is still large. Fully 10% of rural 
households were classified as living in poverty in
2009, while in Bangkok the percentage was less
than 1%.

Impact of migration and urbanization on the 
environment–Environmental change can be both a
cause and an effect of migration. Land productivity 
decline has been one of the major factors driving
the migration of subsistence farmers to slums 
of major cities. Climate change can cause
changes in water availability including both
drought and flooding, and other natural disasters. 
Modernization and urbanization are linked; as the 
benefits of modernization go mainly to elite groups,
urbanization can exacerbate inequality.

Policy implication: Demographic trends will 
continue to drive the forces affecting migration.
This is particularly the case for population aging
in Thailand, resulting in a lower proportion
economically active and a higher dependency
ratio. Dependency is often tied to those outside 
the household, and thus economic changes and 
urbanization are particularly critical. Thailand’s 
strategic planning should include consideration
of these dynamic demographic forces that both
drive and respond to economic change.

Chapter 7 – Policy Implications

Type of population policies: “Population-
responsive” policies attempt to strengthen
the positive outcomes of demographic trends
and to counter any deleterious consequences. 
“Population –influencing” policies seek to
modify the projected demographic changes 
in the interests of avoiding outcomes that are
judged to be unfortunate. Over a long period in
Thailand, the main plank of population policy
was the aim of reducing fertility rates judged to
be too high. With the steady decline in fertility 
to replacement level and below, this aim was
dropped in the 8th Five Year Plan (1997-2001). 
The 9th and 10th Plans mentioned the need to 



x Executive Summary

maintain fertility at around replacement level. 
A key issue facing Thailand now is the need to 
raise fertility from the low levels it has reached.

Responding to demographic trends

Ageing of the population is a key trend in
Thailand. Children remain an important safety 
net for ageing parents, but planning needs to
take into account the possibility that in the future, 
filial material support may diminish due to the 
reduction in family size of the future elderly, and
the clear evidence that the proportion of elderly
who are childless will increase. The expansion of 
the retirement pension among insured workers 
under the Social Security system and savers
under the upcoming National Saving Scheme 
is designed to counterbalance this likely loss of 
support.

Material well-being of the elderly could be 
promoted through improving the health of older
persons to allow them to work longer. A substantial
degree of self-dependency and positive life style
practices need to be encouraged, linked with an
extension of the retirement age from 60 to 65 
and new employment arrangements for elderly 
to work part-time. Government resources should 
be targeted to those groups of elderly with 
greater need, such as the poor, the oldest old,
or the disabled rather than to all elderly equally.

A clear strategy is needed for the health care 
needs of the elderly. Public health interventions
should be oriented to reduction of primary risk 
exposures such as use of tobacco and excessive 
alcohol, improving diet and promoting physical
activities. Skill in home healthcare provision 
needs to be developed in conjunction with
effective interface between home, community 
and institutional based care for the elderly. Long 
term care for severe disability or serious chronic
illness presents the greatest challenge in the face 
of smaller family size, the greater dispersion of 
adult children, and increased proportion of elderly 
with no children.While the health care needs of 
the elderly will be a major focus of health sector 
planning, continuing attention needs to be paid 
to achieving a better balance between supply of 
medical personnel and needs for their services in
different regions of the country.

Human capital

Raising the quality of human capital is crucial 
for Thailand’s future. Smaller student numbers 
should enable education budgets to be oriented 
to this task, but a focus on key weaknesses is
needed. For example, the quality of primary and 
secondary education differs widely between rural 
and urban areas and between well developed and
less developed provinces. Declining numbers 
of school-age children do not mean that the
education budget can be cut; investment 
needed to raise the quality of education will
require considerably higher expenditure per 
pupil. Opportunities to enter higher education 
are highly unequal. Student grants for the poor 
and student loans for middle income households 
should be extended. This is expected to improve 
not only Thai human capital, but also income 
distribution.

Influencing demographic trends

Fertility: Most Asian countries that have 
reached very low levels of fertility have been 
slow to respond with policies designed to 
support childbearing. Thailand is no exception. 
It has now reached fertility levels (TFR=1.5) so
low that they are a reason for concern. Fertility 
maintained for very long at this level or lower 
will lead to rapid ageing of the population and
to a decline of each generation by about 30% 
compared to the preceding generation, leading 
eventually to a sharp contraction of population 
that is hard to reverse because of negative 
“population momentum”. East and Southeast 
Asian countries facing very low fertility have not 
yet utilized the full range of policy approaches
designed to widen the choices open to parents 
and potential parents, in ways that will foster 
higher fertility. It appears appropriate for Thailand 
to introduce a number of policy changes with a
view to encouraging marriage and childbearing, 
in the context of general family policy. Some
suggested approaches for the government to 
consider are

Paid maternity leave: at present, Thailand 
provides less than the ILO convention
stipulates (which is at least two thirds of the 
woman’s previous or insured earnings for a
minimum period of 14 weeks). Paternity leave: 
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Migration and urbanization: Explicit or 
implicit policies to control the growth of the
Bangkok mega-urban region population should
be avoided, and policies to foster the growth 
of smaller cities should be pursued only with 
care, and in a broader regional development
context. Costly incentives for location in lagging 
regions should not be relied on. It is likely that
some regions will lose population, because rural
depopulation will not be fully made up for by
the growth of towns and cities in these regions. 
Planning for population decline is important,
and there is much international experience to 
guide such planning. The very slow increase in
Thailand’s labour force, along with wide earnings
differentials between Thailand and a number of
its neighbouring countries, will almost guarantee

continuing international migration flows into
Thailand. Migrant workers provide much needed
flexibility to the labour market, but policies are 
needed to reduce their mobility-related risks
and effectively deliver social services, especially
education and health. Administrative data
systems need to be further refined to enable 
better recording of mobile populations and their
needs.
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Chapter

Tracking Demographic Changes in 
Thailand and Policy Implications

This chapter provides a brief background to the
demographic and economic context of Thailand,
and where it fits into the regional and global picture
in terms of demographic transition. It highlights
key demographic changes in Thailand and their
impact on education, occupation, labor-force
participation, urbanization, migration, and health.
It also summarizes past population policies, recent
policy changes and some of their implications.

Thailand is not one of the Asian “tigers”, but its
economic performance over recent decades has 
nevertheless been very impressive. Thailand is a
lower middle income country and it ranks relatively
high on the United Nations’ Human Development
Index - HDI (not far below Malaysia, which has 
double its per capita GDP). In 1960, Thailand 
shared roughly equal development rankings with
the Philippines and South Korea. Its economic
growth performance since 1960 has lifted it well 
above the Philippines, but left it well behind South 
Korea. The basis for Thailand’s growth performance
in the 1960s and 1970s was very different from 
that characterizing the densely populated “tiger
economies”. Its growth remained very much
driven by expansion of the farmed area (see 
Pongpaichit and Baker, 1998: 188–90), though this 
was characterized by development of new crops
including maize, kenaf, cassava, and sugar cane, 
much of it grown in upland, rain-fed areas, leading
to a structure of agriculture very different from
the traditional irrigated and rain-fed padi farming,
and one in which agro-processing was playing an
increasingly large role (Siamwalla et al., 1993). 
Manufacturing was playing a gradually increasing
role throughout this period, but expanded more
rapidly from the mid-1980s on, with an influx 
of foreign capital, and a boom period from the
late 1980s to the mid-1990s. Thailand’s growth

performance could not match that of the Newly
Industrialized Countries–NICs (Japan, South Korea,
Taiwan, Singapore) over the 1960–1990 period, but 
then it did not suffer the “lost decade” experienced
by Japan in the 1990s. It did, however, suffer greatly 
from the Asian financial crisis of 1997–9, a crisis
which was indeed initiated in Thailand.

Tables 1.1 and 1.2 show some salient facts about 
Thailand’s development performance compared 
with some of the other Asian countries. A few
points need to be stressed. Over the 1960–2000 
period, Thailand’s economic growth was strong, 
though not as rapid as that of the Asian tigers. 
It was seriously affected by the Asian economic 
crisis of 1997–99. During the first decade of the
21st century, Thailand experienced steady though
unspectacular growth, at much the same pace as its 
Southeast Asian neighbours – Malaysia, Singapore
and Indonesia, though not as high as Myanmar or 
Vietnam. Thailand in 2008 had a per capita GDP
(expressed in purchasing power parity terms) 
double that of Indonesia and more than double
that of the Philippines. It remained well ahead
of China, but was only half that of Malaysia. Its
ranking relative to these countries on the HDI was
the same, though the differences in values were
much less marked. Thailand’s health situation is
favourably reflected in its substantially lower infant
mortality rate than in China, the Philippines and
Indonesia. The relatively greater importance of the
agricultural sector in Thailand than in Indonesia and
the Philippines is striking, as reflected in the higher
proportion of male employment in agriculture, and 
the lower urbanization level in Thailand, although
the latter indicator is somewhat misleading as 
Thailand uses a less inclusive definition of urban
areas than either Indonesia or the Philippines.

1
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Table 1.1 Development indicators – Thailand and other Asian countries (2009 unless otherwise stated)

Country Population
(million)

Per capita GDP 
growth rate
(av. ann. %)

Per 
capita
GDP
2008

HDI % 
urban 
2000

IMR Secondary
school

enroll. rate
(net)
2000

Depend.
ratio

Employm. 
in agric.
Sector

(males)
%–2000

Ratio of 
females to 
males in 

employm.

(1) (2) (3) (4) (5) (6) (7) (8) (9) (10) (11)

1960–2000 2000–2010

Japan  127.0 4.7 1.6 31,464 0.953  65.2   3 99 55 99 70.2

South Korea  48.5 7.2 4.4 25,498 0.921  79.6 4 94 38 94 70.1

Singapore 4.8 7.5 4.7 45,553 0.922 100.0  3 64 36 64 66.0

THAILAND 68.1 6.9 4.0  7,469 0.781  31.1 13 71 41 71 88.7

Malaysia  27.9 6.6 4.6 13,129 0.811 62.0  9 65 52 65 56.3

Indonesia  232.5 5.4 4.9 3,689 0.728 42.0 25 50 49 50 58.1

Philippines  93.6 3.8 4.1  3,244 0.771 48.0 22 62 62 62 67.3

Myanmar  50.5 3.2 8.9 n.a. 0.583  27.8 72 34 48 34 82.3

Vietnam 89.0 n.a. 7.2  2,574 0.733 24.5 19 61 40 61 93.3

China 1,354.1 7.5 9.9 5,515 0.777 35.8 22 n.a. 40 n.a. 80.6

India 1,214.5 4.6 7.2  2,721 0.619 27.7 53 n.a. 57 n.a. 38.9

Bangladesh  164.4 n.a. 5.8 1,233 0.547  25.6 43 41 54 41 57.8

Source: Col. 2 – United Nations 2009; Cols. 5, 7, 9, 11 – 2009 ESCAP Population Data Sheet; cols. 3, 4, 8, 10 – World Bank, World Development Indicators, 
col. 6 – UN World Urbanization Prospects 2009.
Note: Col. 4 shows per capita GDP at PPP (constant 2005 international $). Col. on per capita growth rates 1960–2000 was derived by simple averaging 
of annual average per capita growth rates for decades within this time span. Some figures in col. 8 are from other sources.

Table 1.2 Growth rates of real GDP (% per annum)

Country 1960–70 1970–80 1980–90 1990–94 1995–99 2000–09

Japan 8.9 5.0 3.7 1.1 1.6

South Korea 9.5 8.2 12.7 7.6 5.0 4.5

Taiwan 9.6 9.7 8.0 6.5 5.8 3.2

Singapore 9.2 9.3 6.5 8.4 6.0 5.8

THAILAND 7.9 6.9 7.9 9.0 0.7 5.2

Malaysia n.a. 7.9 5.2 8.7 6.6 5.5

Indonesia 3.8 8.0 6.0 8.0 1.7 5.2

Philippines 5.2 6.3 1.0 1.8 3.7 5.1

Myanmar 2.8 4.2 -0.1 4.9 7.1 8.9

Vietnam n.a. n.a. 7.1 6.8 7.2 7.7

China 4.0 5.8 10.4 10.5 8.8 10.4

India 3.9 3.2 5.6 4.5 6.6 7.9

Bangladesh n.a. 5.8 4.3 4.6 6.1 5.8

Source: Hollingsworth, 2007, Table 1,3; James et al., 1987, Table 1.3. 1995–99 – from ADB Asian Development Outlook 2001 – yearly growth rates
averaged. 2000–09 from World Bank, World Development Indicators 2010 – average annual growth of GDP.
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Trends in key demographic variables

Where is Thailand placed in the historical context of
international fertility and mortality trends? Table 1.3
shows the length of time taken for TFR to decline
from 5.5 to 2.2 – in other words, to decline from
high levels almost to replacement level. Thailand 
achieved this in a very brief period of approximately 
20 years, between 1970 and 1990. It is sometimes 
claimed that Thailand had the most rapid decline in
fertility in the world, but as Table 1.3 makes clear, 
this is not quite the case, as Singapore and Iran
achieved this decline in an even shorter period, and
Thailand’s decline was more or less matched by
those of South Korea and China (and Tunisia – not 
shown in the table). Even so, the pace of Thailand’s 
fertility decline was remarkable. No country in Latin 
America achieved such a decline in less than 30
years.

Another important point to be made is that Thailand
achieved replacement-level fertility with more than
two thirds of its population living in rural areas,
and almost two thirds of its female workforce in
agriculture. Aside from China, where urbanization 
was artificially held down by policy (Kojima 1995; 
Feng and Li 2006), Thailand achieved replacement

Table 1.3 Number of years for TFR to decline from 5.5 to 2.2

Country Period* Approximate no. of years

Singapore 1960–1975 15

Iran 1986–2001 15

Thailand 1970–1990 20

South Korea 1963–1984 21

China 1969–1990 21

Vietnam 1979–2005 26

Myanmar 1985–2010 35

Sri Lanka 1960–1997 37

Indonesia 1966–2007 41

Japan 1915–1957 42

*Source: Estimated from data in the World Population Prospects The 2008 Revision (United Nations Population Division 2009)
Exact years of beginning and end point not always certain.

level fertility at a lower level of urbanization and
of the movement out of agriculture than any of
its East Asian neighbours (see Table 1.4). In South
Asia, the only other countries or regions in which 
replacement level fertility was reached with a
population still two thirds rural and agriculture
featuring prominently in the employment structure 
appear to be Sri Lanka (though fertility there hovers
just above replacement level) and the states of 
Kerala and Tamil Nadu in India.

A final point to be made about the comparative
conditions in Thailand when fertility reached 
replacement level, compared to other countries 
of Asia, is that in Thailand, the average level of 
educational attainment of women was relatively 
very low, women’s labour force participation rates
were high and a substantial proportion of the women
who worked were working in the agricultural sector
(see Table 1.4).

A precondition for rapid declines in fertility is 
achievement of relatively low levels of mortality. In
Thailand’s case, mortality improved greatly in the
decades just prior to rapid fertility decline. Between 
1950–55 and 1970–75, Infant Mortality Rate (IMR)
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declined from 94 to 58 per 1,000 live births and
expectation of life at birth (both sexes) rose by 8
years – from 51.6 to 60.8. In the following 20 years,
simultaneously with the sharp decline in fertility,
IMR fell dramatically, to 19 per 1,000 live births 
and expectation of life at birth rose by a further 
8 years (data from United Nations Population 
Division 2009).

After reaching replacement level, Thailand’s
fertility has declined further, reaching an estimated
TFR of 1.8 in 2000–2005. UN estimates show
it leveling off at 1.8 in the 2005–2010 period as 
well, though the basis for such an assumption is
suspect.1 In any case, based on analysis of trends in 
registered births, our study concludes that the TFR 
in Thailand has already declined further to a level of
about 1.5 in 2009. This raises important issues for
population policy, which will be discussed below.

1 The assumption about TFR in 2005–2010 is crucial for the UN projections as well, because for countries with TFR below 1.85 in 2005–2010, the 
United Nations assumed fertility over the first five or ten years of the projection period would follow the recently observed trends in each country.
The fact that they assumed essentially no change (actually a slight rise) in Thailand’s fertility to 1.85 in 2010–2015 and 2015–2020 follows from 
their judgment that fertility had been roughly unchanged over the period since the turn of the 21st century.

Table 1.4 Indicators of women’s condition at time replacement level fertility was reached, various Asian 

countries

Country Year replacement
fertility reached

% of women aged 20–29 
with secondary education

Female labour force
participation rate, ages 

15–64

% of employed women in 
agriculture

(1) (2) (3) (4)

Thailand 1991  16.91 73.0 63.0

China 1990 65.0 73.0 NA

South Korea 1984  80.0 41.0 30.0

Japan 1960  n.a. 54.5 36.6

Singapore 1975  30.62  45.02 1.02

Vietnam 2005 71.23 69.0 60.04

1 1990 2 1980 3 2009 4 2004

Source: Column 2 -Population and Housing Census, National Statistical Office, Thailand (1990). Census of Population Singapore, Release No. 2
Demographic Characteristics, Release No. 3 Literacy and Education, Department of Statistics Singapore (1980). Vietnam Population and Housing 
Census: Completed Results, General Statistics Office of Vietnam (2009). Jones and Gubhaju, 2009, Tables 4 and 7. Columns 3 and 4- data from the
World Bank, except for Japan, data from the Statistics Bureau of Japan, Ministry of International Affairs and Communications (1960).

Some impacts of rapid fertility decline

Fertility decline since the 1960s has led to dramatic 
changes in growth of different age segments of the 
population, and correspondingly, to sharp changes 
in age structure. These are very obvious in the age 
pyramids shown in Figure 1.1. Between 1960 and 
2000, Thailand’s age pyramid changed from a
broad-based, high fertility age structure to one in 
which each of the 5-year cohorts aged 15–39 was
larger than the 5-year cohorts in the childhood ages. 
By 2020, the “undercutting” in the age pyramid will 
be even more pronounced at the childhood ages, 
and numbers will be swelling at ages 50 and above. 
The implications of these changes will be discussed 
at greater length in various chapters of this report. 
Here just a few salient points will be made.
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Figure 1.1 Population Pyramids of Thailand 1960–2030

Source: Population in 1960–2000 from Thailand Population Census. Population in 2010 and 2030 from World Population Prospects The 2008 
Revision, United Nations Population Division 2009. (low projection)
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First, the decline in fertility facilitated the attainment 
of universal primary education. This was achieved 
around the mid-1980s, just at the time when 
the number of school-aged children peaked and 
began to decline somewhat (Jones, 1990: 39). The 
decline in fertility greatly lessened the burden to
government budgets in attaining universal primary
school education and turning attention more to 
lower secondary education.

However, the progress and shortcomings of 
Thailand’s education system need to be viewed in
broader perspective. In the 1930s, Thailand had
better literacy rates than most of its neighbours, 
thanks to a long history of government emphasis on 
provision of basic education, resulting in high levels
of enrollment in 4-year primary education, including 
that provided in temple schools. But despite the 
success in achieving universal primary education 
in an expanded 6-year primary school system, 
and success in expanding university education, 
Thailand was long characterized by a major gap at 
the lower secondary level of education, which was
only seriously tackled in the 1990s (Khoman, 1993:
329–330; Jones, 2005; Booth, 2003: 181). Rate of
returns studies showed the highest (social) rate of 
return at the lower secondary level of education. 
Why, then, were enrollment rates so low? This was 
no doubt related to the pattern of economic growth 
based on expansion of the cultivated area referred
to earlier, the ease of obtaining jobs in the factories, 
construction and various service sector activities
in the boom years of the late 1980s and 1990s, 
and the difficulties for many poor rural parents of 
sending their children to lower secondary school 
because of high costs and distance to schools
(Sussangkarn, 1988; Knodel and Wongsith, 1989). 
But serious industrialization requires higher levels
of human capital investment, and Thailand was not
well placed in this regard to profit from the chance 
to industrialize and attract foreign investment. This
was noted by many economists (e.g. Myers and
Sussangkarn, 1992).

Thailand managed to achieve major increases in 
secondary school enrollment rates in the 1990s 
(Jones, 2005: 183–188; Booth, 2003: 181–2). This 
demonstrates that “determined public action can 
make a difference to post-primary participation 
rates, even over a relatively short space of time” 
(Booth, 2003: 182). Further increases in secondary 
school enrollment ratios have been achieved in the

first decade of the 21st century (see Chapter 5). Even 
so, “demographic inertia” (the only slow passage out 
of the labour force of the poorly educated cohorts 
born before the educational expansion) prevents 
rapid improvements in the overall educational level 
of the labour force. Thus Thailand cannot quickly 
overcome the adverse consequences of an earlier 
under-investment in secondary education.

Future trends in population and its 
component age groups

It needs to be noted here that this is a particularly 
difficult time to be making projections of Thailand’s 
population. The initial results of the 2010 Population 
Census will be released just at the time this report 
is published. They may well show some of the 
figures used in the current report to be incorrect, 
as the 2010 figures are projections from earlier
estimates of Thailand’s population and demographic 
parameters.2 Fertility trends may have differed from
the projected trends, and migration assumptions 
used in the projections could be substantially off
the mark. Given the timing of the present report, 
the decision was made to use the United Nations
Population Division projections as updated in 2008
(United Nations Population Division 2009), in 
most cases the medium projection. This projection, 
however, assumed that the TFR would remain 
roughly constant at 1.85 in both 2010–2015 and
2015–2020. This now appears to be unlikely, 
because of the estimate produced during the course
of preparing the present report, namely that fertility 
has now declined to 1.5. For this reason, the United
Nations low projection (which assumes that TFR 
in Thailand will decline to 1.60 in 2010–2015 and 
to 1.45 in 2015–2020) appears to be closer to the

2 There are at least four sources of population figures in Thailand: 1)
the population size according to the civil registration statistics which 
show a population of 63.87 million in 2010; 2) the population size 
according to  four population projections made by different agencies: 
a) Thailand Population Projection, 1999-2016 by the Office of the 
Education Council;  -- 67.68 million (2010); b)  The United Nations
projection in World Population Prospects: the 2008 Revision --68.13 
million in 2010, according to both medium and low projections;
c) Mahidol University Population Projections for Thailand (2006)
--63.35 million in 2010; d) the Population Projection 2000-2030 by 
NESDB – 68.5 million in 2010.   In brief, estimates of the population
size in Thailand in 2010 range from 63.9 to 68.5 million (using 
the medium variant in all cases where more than one projection is
provided), a range of over 4 million people. The 2010 Population and 
Housing Census released by the National Statistical Office in April 
2011 suggests that Thailand has 65.4 million population which is 
about 2.73 million persons lower than the UN Population Estimates 
for 2010.
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mark. The two projections give widely differing dates
for the onset of population decline in Thailand. In the
medium projection, decline begins in 2040 from a
population size of 74 million. In the low projection,
decline begins much earlier, in the 2020–2025
period from a population of just under 70 million.

Despite these uncertainties, it should be stressed
that the broad dimensions of future population 
trends and structure are now clear. A key point to
stress is that, largely as a result of the sharp decline
in fertility, the growth of different age segments
of the Thai population now differs dramatically 
(see Table 1.5 and Figure 1.2). Both the numbers of
children and of young working-age population are 
declining steadily, whereas numbers in the mature
working ages (30–64) are still increasing, albeit
only very slowly. At the same time, the numbers
aged 65+ are increasing very rapidly indeed.

The working-age population as a whole (aged 15–64)
will begin to decline after 2020, or even a little 
earlier, as even the United Nations low projection
has probably understated the decline in fertility over
the past decade. It should be borne in mind that the
educational attainment of the young working-age 
population is much higher than was the case for 
the larger cohorts moving through this age range 
20 years earlier. Since technological change tends
to be embodied in younger workers, the decline 
in number of young workers could be considered 
a barrier to more rapid economic development.
However, this disadvantage could be offset by
capturing the benefits of their higher educational
levels as effectively as possible. In order to do this,
some changes in Thailand’s economic structure
and development policies may be needed. At the
same time, it is possible that selective recruitment 
of skilled workers (and even, perhaps, less skilled
workers) from abroad may be needed to fill the gaps.

Table 1.5 Thailand: Population in broad age groups, 2000–2030 (number in thousand)

Age group 2000 2005 2010 2015 2020 2025 2030

Medium projection (number) 

0–14 15,674 15,127 14,629 14,484 14,322 14,026 13,651

15–29 15,517 16,209 16,076 15,517 14,989 14,515 14,403

30–64 27,198 29,925 32,183 33,794 34,539 34,692 34,199

(15–64) (42,715) (46,134) (48,259) (49,311) (49,528) (49,207) (48,602)

65+  3,958  4,685  5,251 6,142 7,594 9,394 11,209

Total 62,347 65,946 68,139 69,939 71,443 72,628 73,462

Low projection (number)

0–14 15,674 15,127 14,629 13,834 12,661 11,140 10,203

15–29 15,517 16,209 16,076 15,517 14,989 14,515 13,857

30–64 27,198 29,925 32,183 33,794 34,539 34,692 34,199

(15–64) (42,715) (46,134) (48,259) (49,311) (49,528) (49,207) (47,956)

65+  3,958  4,685  5,251 6,142 7,594 9,394 11,209

Total 62,347 65,946 68,139 69,288 69,782 69,741 69,369

Medium projection (% distribution)

0–14 25 23 21 21 20 19 19

15–29 25 25 24 22 21 20 20

30–64 44 45 47 48 48 48 47

(15–64) (69) (70) (71) (71) (69) (68) (66)

65+ 6 7 8 9 11 13 15

Total 100 100 100 100 100 100 100
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Figure 1.2 Thailand: Index of Growth of Age Groups, 2000–2030

Source: Calculated from United Nations Population Division 2009, low projection.

In this regard, it is important to note that Thailand, 
like Malaysia, is one of the relatively few countries 
in the world with large flows of both emigration and 
immigration. In Malaysia’s case, the emigration is 
largely of educated and skilled workers, while 
the immigration is largely of unskilled workers, 
on balance making for a lowering of the quality 
of Malaysia’s human capital. In Thailand’s case,
the balance is less clear, as the emigration flow 
is of lower skill and education than in the case
of Malaysia. In any case, numbers migrating 
to Thailand (including both documented and 
undocumented) considerably exceed numbers 
leaving (see Chapter 6). It is fairly clear that the 
flow of unskilled workers from Thailand is likely 
to decline over time, because of a contraction 
in supply resulting from contracting numbers of 
young Thais entering the workforce, and rising 
education levels among labour force entrants. It is 
also important to note that the contrast between 

levels of economic development (and wage rates 
for the unskilled) in Thailand and in a number of 
its neighbouring countries (Myanmar, Cambodia,
Laos and Bangladesh), not to mention ongoing
political troubles in Myanmar, will provide a 
continuing incentive for many unskilled workers 
from these countries to seek work in Thailand. Thus 
policy issues with respect to such migration will not
go away.

The other key impact of rapid fertility decline 
is increasing population ageing and decline in 
the support ratio of working age population to 
dependants, both at a macro level and within
individual families. This has, not surprisingly, 
come to occupy centre stage in discussions of 
implications of population trends, and will be given 
considerable attention in this report.

Year 2000 = 100

Source: United Nations Population Division, 2009.
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Policy implications of rapid fertility 
decline

The context of population policy formulation 
in Thailand has changed dramatically in recent
decades. Beginning in 1970, with the acceptance
by the Royal Thai Goverment of the need to reduce
population growth, the key aim in each 5-year plan 
(beginning with the Third Plan (1972–76) was to 
lower population growth rates. From the Sixth Five-
Year Plan (1987–91) on, emphasis also began to be
placed on enhancing the quality of the population
(Robinson and Rachapaetayakom, 1993) and other
population-related issues aside from simply getting
fertility rates down. By 1997, it was clear that fertility 
had already fallen to below replacement level,
and population projections indicated a slowing of 
growth and eventual leveling off in population size.
The Eighth Plan (1997–2001) was the first to set
no target for reducing the population growth rate.
However, its population policy “was rather vague
and merely advocated maintaining appropriate
family size and a reasonably distributed population
based on the potential and opportunities for
development present in various parts of the country” 
(Prachuabmoh and Mitranon, 2003: 46). Human
resource development was emphasized as both the 
means and end of sustainable development.

The Ninth Plan (2002–2006) mentioned a goal of
maintaining fertility at around replacement level.
It also noted the need to improve accessibility and
quality of reproductive health and family planning
programs. Other goals included improvement
of quality of life through further development of
public health and education, appropriate regional 
population distributions, better management of
both internal and international migration, and
more scope for regions to develop their own
programs to deal with specific demographic trends
(Prachuabmoh and Mitranon, 2003: 46). The Tenth
Plan (2007–2011) focused on issues of preparing
for ageing and improvement of labour productivity
and social services relating to the elderly.

The last two Five-year Plans in Thailand (the
Ninth and Tenth Plans) have mentioned the need
to maintain fertility at around replacement level.
But the context has now changed. When these
Plans were prepared, fertility was already below 
replacement, but not dramatically so. We now
know that fertility has reached really low levels. 

A TFR of 1.5, if maintained over time, eventually
results in a decline of about 30 per cent in the size 
of each successive generation, or in other words
roughly a halving of population size every 60
years. No government interested in maintaining
a cohesive population can ignore such a trend. It 
is also generally conceded that when fertility falls
below 1.5, it is very difficult to raise it again towards
replacement level.3 While immigration may be able 
to make up the losses, it will certainly lead to a major
change in the nature of the population, and also 
raises many issues about balancing human capital
changes with the needs of the economy. Thus a key
issue for this report is whether the policy stance
toward fertility in Thailand now needs to be altered.

Other East Asian countries waited a long time
before TFR fell below replacement level before they 
adopted policies designed to foster higher fertility – 
typically, about 20 years (Jones et al, 2009: Table 
1.2). It is already about 20 years since Thailand
reached replacement level fertility, and specifically
pro-natalist policies have not been introduced.
In this respect, Thailand is therefore following in 
the path of the other East Asian countries which
reached replacement fertility earlier. Certainly, there 
has been some difference between their fertility
trajectories and that of Thailand. In less than 20
years after reaching replacement level fertility, S.
Korea and Taiwan had TFRs well below 1.5. The 
decline to below 1.5, with clear indications that 
fertility was going even lower, led them eventually
to adopt pro-natalist policies (though in the case of
Korea, TFR had been at the extremely low level of
below 1.2 for five years before pro-natalist policies 
were introduced). But while the further decline in 
fertility after reaching replacement level has been a
little slower in Thailand than in these countries, the
fact is that the TFR in Thailand has now reached
levels sometimes designated as “ultra-low”. The 
key issues for Thailand, then, appear to be:

Is Thailand’s TFR likely to continue declining to
levels below 1.5?
If so, are pronatalist policies justified?
If so, when should they be introduced and what 
kinds of policies should they be?

3 Admittedly, a decline in period TFRs can be “exaggerated” by tempo
effects resulting from postponement of childbearing, and a cessation 
of such delays in childbearing can raise TFR somewhat, as appears
to be happening in some countries in Europe (Goldstein, Sobotka 
and Jasilioniene, 2009). These effects, however, seem to be muted 
in East Asian countries (Frejka, Jones and Sardon, 2010).
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The delayed response in other East Asian countries 
appears to have been a mistake. The lower fertility
goes, the more difficult it appears to be to find policy
levers to raise it, although there is no consensus as
to whether policy levers are lacking, or whether 
East Asian countries have simply failed to exercise 
the available policy instruments in a robust fashion 
(McDonald, 2002). Thailand should profit from the 
experience of these countries by addressing the
issue of the appropriate policy stance on fertility, 
and appropriate policy responses, as a matter of
some urgency.

The history and nature of pro-natalist 
policies in other low-fertility Asian 
countries

Of the other Asian countries with very low fertility,
two – Japan and Singapore – have a fairly long
history of pro-natalist policies. Two others – South 
Korea and Taiwan – only began to introduce pro-
natalist policies in 2006, while two others – China 
and Hong Kong – have not introduced pro-natalist 
policies. In Hong Kong’s case this is because it
has a fairly laissez-faire approach to planning 
(and perhaps because it can always increase its 
population by letting in more people from China); 
in the Chinese case, it is because the Chinese 
government, though it has modified its strongly
anti-natalist policies to some extent, has not
accepted the need for pro-natalism, fearing a sharp 
rebound in fertility if it does so (Gu, 2009).

Japan and Singapore have been strengthening their 
pro-natalist policies over the past two decades. Both 
have direct subsidies for childbearing, both aim to 
change the institutional framework to facilitate 
marriage and childbearing, and both have increased 
the provision of paid maternity and childcare leave, 
and subsidize the provision of daycare for infants 
and young children. Korea and Taiwan have a less 
developed set of pro-natalist measures, focusing on 
subsidized childcare, maternity leave and parental 
leave benefits, but not including direct subsidies 
for childbearing. None of these countries provides 
paternity leave, though in Japan and Singapore, 
childcare leave is available to husbands as well as 
wives. (For more detail on these policies, see Jones,
Chan and Straughan, 2009; Frejka, Jones and
Sardon, 2010, and references cited therein).

The cultural and institutional structure in these 
countries works against making some of these 
programs effective. For example, in Japan and 
Singapore, many employees do not avail themselves 
of available maternity and childcare leave for fear
of losing out in promotion prospects, or incurring 
the displeasure of bosses or of co-workers. 
Governments fear that too many provisions to 
assist working mothers may backfire by leading 
to employers resisting employing women who 
are considered likely to become pregnant. A 
family friendly working environment needs to be
developed, but this is not easy in Confucianist-
influenced societies. Thailand should face fewer 
problems in this regard.

Unfortunately, the pro-natalist policies in these 
countries are generally judged to have failed. After 
all, there have at most been only slight increases in
fertility. However, the policies may have prevented 
fertility from going even lower. It is also important 
to note that the policies in East Asia are not as 
comprehensive as those in many European countries
such as France and Scandinavian countries, where 
an upturn in fertility to levels close to replacement
has been achieved. If Thailand is to introduce pro-
natalist policies, it should certainly aim to learn
from not only other East Asian countries, but also
from European countries where a wide range of pro-
natalist and family policies are in place. Whatever 
policies are adopted, they should be designed 
with Thailand’s particular cultural, economic and 
institutional structure in mind.

Population and development

The title of this report – "impact of Demographic 
Change in Thailand" – indicates that its main thrust 
is on dealing with the implications of demographic 
trends – that is, on population–responsive policies.
This does not mean that it is not also recommending 
policy changes to influence those very demographic 
changes (population-influencing policies). But the 
demographic changes that have been taking place 
over a long period of time are already working their
way through the economy and society in ways that
need to be dealt with. Therefore many chapters of the
report will be considering ways to react to ongoing 
demographic trends and their influence on health 
care needs and their implications of the healthcare 
system, trends in migration and urbanization, the
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demographic dividend and human capital, ageing
and its implications in many aspects of social and
economic planning, and environmental change.
This introductory chapter will now turn to a brief 
consideration of some of the issues involved.

Ageing and family change

Ageing in Thailand, as elsewhere, is affected by both
fertility and mortality trends, though more strongly
by fertility trends. This means that the recent 
patterns of fertility decline have flowed through to the
changes in proportion of elderly in all the countries 
undergoing fertility decline. This is shown in Table
1.6. Thailand is far behind Japan in its ageing process, 
and well behind Korea and Singapore, because they
experienced sustained fertility declines earlier. It is
far ahead of the Philippines, though, where fertility
decline has been slow. But interestingly, its trend in 
proportion of elderly tracks very closely that in China. 
It is therefore not surprising that in both Thailand and 
China, ageing is considered to be a very important 
issue. According to the projections in Table 1.6,
the proportion aged 65+ in Thailand is expected
to double over the 20-year period 2010–2030. 
This will be happening at much lower levels of per
capita GDP than in Japan, South Korea or Singapore
when they had comparable levels of ageing. There
is clearly a need to give ongoing attention to all the 
issues raised by ageing, while avoiding a doomsday 
approach.

Table 1.6 Trends in percentage of population aged 65+

2005 2010 2020 2030

Japan 19.9 22.6 28.5 30.8

South Korea 9.3 11.0 15.4 23.2

Singapore 8.5 10.2 17.9 27.5

Thailand 7.8  8.7 12.4 17.4

China  7.6 8.2 11.7 15.9

Philippines  3.9 4.3  5.7  7.6

USA 12.4 13.0 16.1 19.8

Germany 18.9 20.5 23.0 28.2

Source: World Population Prospects: The 2008 Revision,United Nations Population Division 2009, medium projection.

As stressed in Chapter 3, there are many positive
aspects of the situation of the elderly in Thailand.
The cohorts entering the older ages are better 
educated and better off economically than those 
that preceded them. This should continue to be
the case. And although there has been a gradual
rise in the proportion who live alone or only with 
their spouse, over half are still co-resident with a 
child, and this proportion rises to over 70 per cent 
if we include children living next door. Reduced
family size and increased migration of children will 
certainly affect potential for support, but the impact 
of this will differ, depending on the kind of support 
considered. Material support does not require close 
proximity, and the cell-phone has greatly increased
the capacity for social support to be provided at
a distance. It is routine personal daily care that 
requires continual physical presence. It is here that
the greatest difficulties are likely to arise.

The projections show that there will almost certainly 
be a sharp increase in the numbers of frail and
disabled elderly, and those with chronic illnesses,
even allowing for improved health among the elderly. 
This is likely to result in an increase in demand for
the kinds of labour intensive care required by this
section of the population, though this increase may
be partly or even fully offset by medical and other 
technological advances that will assist in such care.
The family continues to provide a great deal of such
care, but with projected sharp declines in the ratio 
of potential caregivers to those needing care, the 
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potential for care to be provided within the family is 
decreasing. Provision of such care by the community 
is another possibility, particularly for help with 
instrumental activities. But overall, it is only realistic 
to expect that increasing governmental resources 
will have to be allocated to the provision of such care.

The big issues relating to ageing are the impacts of 
the rising population in old ages on the health care 
system, and on the tax base for pension and social 
security programs. The first of these is dealt with in
Chapter 4, and will be discussed below. The second
is discussed in Chapter 5. The key point to make on 
pensions and social security programs is that most 
of the Thai population is not yet covered by them. 
Only those in the formal sector and in government
employment are covered by pensions. This at least 
has the advantage of enabling innovations to be 
made in planning ahead for a more comprehensive 
system. The main pitfall to avoid here is reliance 
on pay as you go systems, which tend to become 
unsustainable over time in a low fertility population. 

Major expansion of retirement income programs is 
currently envisaged. The Ministry of Finance expects 
the National Savings Fund Act to be implemented in
2011.  The fund aims to cover retirees who are not 
covered by the social security and pension schemes, 
especially those 23 million Thais working in the 
informal sector.  People aged 15-60 years old could 
join the fund, for which the sources of contribution
payments come from two parties: fund members
and government contribution. The government will 
contribute to each member depending on their age 
and their actual contribution. The government’s 
contribution to the National Savings Fund is on top of
the 500 baht allowance provided by the government
to all Thais over 60 years not supported by any 
pension schemes.  In addition, the government has 
recently approved the extension of old age security 
to the informal sector according to article 40 of the
Social Security Act to cover five types of benefits, 
namely maternity, invalidity, death, sickness and old
age pension.

Health transition

A universal feature of declining mortality rates over
the course of economic development is that the “mix” 
of morbidity and mortality changes, both because of 
the near-demise of certain causes of death that were 

once major health concerns, in the face of medical, 
public health and economic developments, and the 
change in age structures (in particular, declining 
proportions of children and increasing proportions 
of elderly), which shifts the health care needs even 
without any change in underlying age-specific
patterns of morbidity and mortality. Examples of 
health problems that decrease over the course of
the epidemiological transition are infectious and 
respiratory diseases, and ones that increase include 
cardiovascular diseases, cancer and “unintentional 
injuries” (motor vehicle accidents, etc).

While Thailand has achieved notable successes 
in building a health care system meeting most of 
the needs of its population, the system faces a 
number of challenges resulting from the changing 
population structure and changes in the pattern 
of health care needs. This translates into changes
in the required service mix (medical versus social 
services) and resources for these services. The
changes in health services demand will require 
adaptation and re-orientation of the current health 
systems (delivery, human resources and skill mix).

The changing pattern of disease and disability and its 
implications for Thailand’s health care system and its 
financing are discussed in Chapter 4 of this report.

Reproductive health

With low levels of fertility and effective reproductive 
health services, unmet need for contraception among 
married couples in Thailand is now very low – about 
1.2 per cent (Chayovan et al., 2003). An important 
factor contributing to the low fertility in Thailand 
is delayed marriage. Very high proportions of men 
and women in their 20s and even 30s now remain 
single (for example, 16 per cent of women and 23 
per cent of men aged 30–34 in 2000, and much 
higher proportions at ages below this). This raises 
important issues for reproductive health policies. 
Levels of sexual activity are quite high among
adolescents and unmarried adults (see Chapter 2; 
also Podhisita and Xenos, 2008). Thus studies of 
married couples which show low levels of unmet 
need for contraception are misleading. Even leaving
adolescents aside, an increasing proportion of young
adults are not married. The unmarried have typically 
faced obstacles in gaining access to contraception. 
Thus unmet need is considerably higher than 
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indicated by the typical fertility survey confined to
married people. The issue of reproductive health
needs of the unmarried is therefore increasing in
importance as a consequence of delayed marriage.

Economic impact and human capital 
accumulation

Chapter 5 deals with the implication of population 
trends for the future trajectory of the economy. 
A key emphasis is on the impact on human 
capital, because of the key role of human capital
in economic growth. The context is that Thailand 
has been enjoying the so-called “demographic
dividend”, a period of some decades when the
decline in fertility leads to increasing proportions 
in the working-age population. This should make 
for higher rates of economic growth, provided that
the bulge in working-age population is equipped 
with the necessary skills to be productive members
of the workforce, and that job opportunities are
available.

The period of the demographic dividend, as
conventionally measured, is almost over. The
proportion of working-age population is peaking
around 2010, though up to 2020 it will decline only
slightly. The size of the working-age population,
as noted above, will peak around 2020 or a little 
earlier and start to decline gradually thereafter. In 
these terms the demographic structure remains
reasonably favourable to development, but is
gradually becoming less so. The analysis to be 
presented in Chapter 5 gives a somewhat more
somber picture of the depletion of the dividend.
It focuses on the economic support ratio or the 
ratio between the effective number of producers 
and the effective number of consumers, calculated
using variation in productivity and consumption
needs of individuals in different age groups. This 
analysis shows the demographic dividend ending
in 2010, the year the proportion of working-age 
population peaks, and a fairly rapid growth of a
negative dividend after that point. To offset this 
negative effect, it is crucial that Thailand prepare
for the gradual decline in the share of the working-
age population, which will accelerate after 2020,
notably through strong attention to human resource
development.

A demographic dividend caused by fertility decline
is of limited duration and will inevitably end. The 
fact that Thailand’s demographic dividend has 
now drawn to a close is not so much a cause for 
regret as for celebration of the developmental 
advantages reaped over several decades as a result 
of its fertility decline. Thailand has taken fairly good
advantage of this demographic dividend to improve
its human capital stock and raise levels of income 
and welfare that could probably not have been
achievable without it. This should have prepared
Thailand to deal more effectively with the issues 
faced by countries ending the demographic bonus
period and facing an increasingly aged population.

However, it is also true that, just as Thailand is 
tracking China’s ageing trend quite closely, the 
often-invoked lament that China “will grow old
before it grows rich” may also be applicable to
Thailand. Thailand will not be a high-income country 
when its ageing process is quite advanced in 20
years time, although it may well have managed to
double or possibly even treble today’s per capita 
income levels.

Chapter 5 notes that there is the possibility of
a second demographic dividend, once the first
dividend has ended. This second dividend could
result from the growth in productivity induced by an
increase in the demand for lifecycle wealth. As the
population becomes more concentrated at older,
high wealth ages, a behavioural effect–a greater
accumulation of wealth due to delayed retirement
and setting aside resources for retirement – can 
have beneficial macro-economic consequences. 
This second dividend is not automatic; it requires 
policy that encourages capital accumulation rather 
than rely on “pay as you go” pension wealth to 
finance consumption during retirement ages. It 
is also dependent on increasing numbers with
sufficiently high incomes to set aside money for 
retirement, and the will to work longer and the 
ability to find employment at older ages.

Migration and urbanization

In the Thai context, as in most countries at a 
relatively early stage of the urbanization process,
migration plays a major role in urbanization. In 
Thailand’s case, this is complicated by the fact
that the migration being referred to is of two 
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kinds – internal and international migration.
Internal migration has certainly fuelled the 
urbanization process, because the pattern of 
permanent movement has shifted over time from a 
predominantly rural-rural movement up to the end
of the 1970s (see Goldstein and Goldstein 1986,
Table 10) to a predominantly rural-urban and urban-
urban flow in the first decade of the 21st century.
Much of the rural-urban movement has been of a 
temporary and seasonal nature, particularly that
from the Northeast and Central Plains to Bangkok, 
thus being matched by an almost equally large
urban-rural flow. However, movements of this kind 
do lead to considerable permanent movement to 
urban areas. As far as international migration is 
concerned, in Thailand’s case it appears to have 
helped to fuel the urbanization process, based on 
evidence of where migrants from Myanmar, Laos
and Cambodia have settled (discussed in Chapter 
6). It is clear, though, that substantial numbers
of those moving to Thailand from Myanmar have
settled near the borders, many of them in refugee 
camps, in the hope of returning if and when 
conditions in Myanmar improve.

It is noteworthy that Thailand’s level of urbanization 
(34% in 2010) is low, not only in relation to 
some other countries in Asia with lower levels of
economic and human development (e.g. see China, 
Indonesia and the Philippines in Table 1.1), but also
in relation to Latin American countries with roughly
similar levels of development (e.g. Colombia and
Peru, both with over 75% urban, and Ecuador, with
67% urban, in 2010). There is little doubt that the 
measure of urbanization used in Thailand, though 
modified in 1999 to enable sanitary districts to 
be counted as urban, excludes many localities 
that would be considered urban in these other 
countries (Jones, 2004: 114-117). But even so, it 
does appear that Thailand’s level of urbanization
is lower than in many other countries with roughly 
similar development indicators, because of the
continuing high proportion of Thailand’s workforce
in the agricultural sector. This can on the one hand 
be interpreted to mean that Thailand’s agriculture 
is relatively efficient, enabling relatively high
level of per capita income to be achieved with
a high proportion of the labour force remaining 
in agriculture. But on the other hand, because of 
evidence that labour productivity is much lower
in agriculture than in other sectors (see Chapter 
5), it can be argued that Thailand can reach much 

higher levels of income if the movement of the
workforce out of agriculture and into other sectors 
is accelerated.

Rapid urban growth has meant that more of
Thailand’s population has been able to take 
advantage of the higher living standards in the cities. 
At the same time, the gap in household incomes 
between urban and rural areas has remained 
roughly constant, despite average incomes 
increasing in all areas. Likewise, while levels of 
poverty have declined throughout the country, they 
remain much higher in rural areas, where in 2006
12 per cent lived in poverty, than in urban areas, 
where 3.6 per cent lived in poverty. The urban 
poor are a relatively small component of Thailand’s
population, but the particular vulnerability of the
urban poor may justify more attention to this group 
than their relatively small numbers may suggest is
needed.

Bangkok was until recently an extreme example 
of urban primacy, with a population in 1993 
between 7.5 and 11 times larger than the combined
population of the next three cities (Boonpratuang 
et al., 1996, Table 4). This degree of primacy 
has been declining somewhat in recent years, 
as the Bangkok Metropolitan Area (BMA) 
population has increased less rapidly than the
rest of Thailand’s urban population. Even when 
the Bangkok population is adjusted to incorporate 
some surrounding areas that fall within its built-
up area, and whose population has been growing 
more rapidly than that of the BMA, the growth of 
this adjusted Bangkok population was slightly less 
rapid than that of Thailand’s total urban population
(Jones and Douglass (eds), 2008: Table 3.4; and 
Chapter 6, this study).

Environment and population change

Environmental sustainability has come to centre 
stage in the world’s concern for its future. 
Population-environment interactions, while they 
have not received the attention they deserve, are 
an increasingly important field of study, but an
exceedingly complex one. Lutz et al. (2002:5) 
describe population-environment (P-E) research as 
a chair with four legs: (1) P (population dynamics), 
(2) E (environmental dynamics), (3) influences of
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P on E,4 and (4) influences of E on P. Unfortunately, 
little work has been done on (4).

Climate change will expose large populations to
drought and increased variability of weather. It will
reduce agricultural fertility and the productivity of
fisheries. It can also increase deaths from sudden
events such as tropical cyclones and floods (IPCC
2007: 393). It is expected to raise sea levels
which will not only endanger productive land but
also threaten areas currently safe from sea surges
(UNFPA 2009). This is a real issue for Thailand, 
with its long coastline and low elevation of some of 
its most densely populated areas. The capital city,
Bangkok, is vulnerable to sea level rise, along with
the entire lower Chao Phaya River Valley, which is 
tidal for a considerable distance inland from the
sea. Climate change will also promote heat stress, 
particularly in large urban areas with concrete and
asphalt ‘heat islands’ (McMichael et al. 2006).

Where environmental factors are likely to have their
greatest effect is on migration and the dynamics of
settlement change (O’Neil 2005: 176). Aspects of
settlement change such as urbanization and peri-
urbanization, intensification of rural settlement,
and local displacement are increasingly becoming
mechanisms for adaptation to environmental
change. Economic development in urban centres 
and environmental degradation in rural areas may
accelerate population shifts from the countryside to
cities. Over time, the proportion of urban dwellers

4 For a good summary, see Hunter, 2000.

with village links steadily declines, thus in some 
ways increasing the vulnerability of large urban
populations to food and job insecurity in times of 
crisis.

Given the very slow increase expected in Thailand’s
population, it is not the effect of population change
on environment that requires intensive study 
in Thailand. Rather, it is the effect of changing 
population composition and life style patterns,
including patterns of consumption and the
carbon footprint left by these changing lifestyles,
that requires attention, along with the effect of 
environmental change on population.

Conclusion

Thailand’s population growth has slowed
considerably, and little further growth is expected. 
It is the changing population structure that is now 
of crucial importance – changes in age structure,
educational and skill structure, state of health and
geographical distribution. In all these respects, 
changes in Thailand’s population over the coming
two decades promise to be far-reaching, raising
important planning issues both with respect to 
adapting to those population changes that are 
inevitable and influencing aspects of demographic
change that are amenable to modification. The 
following chapters of this report will examine in
more detail some of the key aspects of demographic 
change in Thailand from this perspective.





Chapter

Fertility Transition and Its Impact

Among Southeast Asian countries, Thailand, along
with Singapore, has had the most rapid fertility
decline and the shortest period of fertility transition.
High contraceptive use and a sharp decline in
proportion married have contributed significantly
to low fertility in Thailand. Despite Thailand serving
as a well-known success story in providing good 
coverage of family planning throughout the country,
young people and some adults still lack access to 
quality contraceptive services. The level of fertility is
now below replacement and the population growth
rate of the country is decreasing to approach zero.
The key question facing Thailand is how to respond
to the low level of fertility.

Rapid fertility decline

Level and trend at national level

Fertility transition in Thailand can be divided roughly
into four periods, high fertility (before 1970), fertility 
decline (1970-1990), low fertility (1991-1996), and
below replacement fertility (1997-present). During
the high fertility period, a family would have 6
children on average, as the total fertility rate (TFR)
was around 6.3 to 6.6 (Guest, 1995). This period
can be described as being characterized by “natural
fertility” in which marriage was nearly universal and 
there was little regulation of birth and pregnancy.
Women tended to bear children until near the end
of their reproductive period.

The high population growth rate before the 1970s 
came to be seen as an obstacle to the economic
development of the country and led to the policy
towards fertility reduction. In 1970, the government
set up the National Family Planning Programme to
promote voluntary use of contraception. However, 
the Ministry of Public Health had provided 
contraceptive service since 1965 (Knodel et al.,

1987). From this period onwards, Thai fertility can
be described as “controlled fertility”.

The National Family Planning Programme coincided
with the acceleration of economic development, 
and the combined impact was to reduce the fertility
rate within 20 years from a TFR of 6.3 in the 1970s 
to 2.2 in the 1990s. Given the brevity of this period
of fertility transition, some demographers called it a 
“fertility revolution” (Knodel et al., 1987).

Between 1990 and 1996 Thailand was in the period
of low fertility, in which fertility was declining slowly 
till it reached replacement level in 1996. However,
the fertility decline did not stop there but declined 
further to a TFR of 1.47 in 2005-2006 (NSO, 
2007) which is below replacement level. Alternative
estimates based on vital registration show the TFR
dropping to 1.5 in 2010 (see Figure 2.1).

Number of births

Although TFR is a good indicator of fertility, it does
not tell much about the actual number of births,
which should also be taken into consideration.
According to the registration record, the number of 
registered births before 1952 was about 0.4 – 0.6
million annually, a number which increased rapidly 
to reach 0.8 million in 1956 and one million in 1963 
(see Figure 2.2). During the 20-year period 1963
– 1983 there were more than one million births
registered annually (Pramote and Patama 2005). 
The peak in number of births – 1.2 million – was 
reached in 1970, the year that fertility started to
decline. The number of births then declined slowly
until it was under one million births again in 1984. 1

1 The figures given in Figure 2.2 have not been adjusted for under 
registration of births which has improved over time. In 1985-
1986, the completeness of official birth registration was 88.4% 
(NSO,1987) and has increased to 96.7% in 2005-6 (NSO, 2007).
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Although fertility was declining rapidly after 
1970, the number of births was not. Annual births 
fluctuated around 0.95 million for more than a 
decade, due to “population momentum” (a high
proportion of the population in the reproductive 
age groups, thus offsetting to a considerable extent 
the decline in births resulting from sharply lower
fertility levels). From 2000 onwards, the number of
births was around 0.8 million annually.

Those who were born between 1963 and 1983 
were labeled as the ‘one million birth population 
cohort’ (Pramote and Patama 2005). Currently 
(2010), they are aged between 27 – 47 years old.
This cohort is akin to a large wave of population 
that is in the labour force at present and moving to 
become elderly in the near future.

International comparisons of fertility

Before 1970, fertility was high in most of the 
countries in Southeast Asia with the exception of 
Singapore. The TFR ranged from 5.6 in Indonesia 
to 7.3 in Vietnam, whilst Singaporean fertility was 
less than half of Vietnamese fertility. The TFR in 
Thailand was about 6.0, the same level as Lao PDR 
and Malaysia (see Table 2.1).

Figure 2.1 Trends of total fertility rate (TFR) in 

Thailand

Note: SPC = Survey of Population Change
LS = Longitudinal Survey
SOFT = Survey of Fertility in Thailand
NS = National Survey
CPS = Contraceptive Prevalence Survey
CUPS = Contraceptive Use Patterns in Thailand
VR = Calculated from birth registration in 2009

Figure 2.2 Total fertility rates (TFRs) and number of 

registered births in Thailand

Note: Before 2009, numbers of births are from vital registration and
TFRs are from Survey of Population Change. After 2009, numbers of
births are from projection and TFRs are from logistic fitted in Figure 2.1

All of the countries in Southeast Asia experienced
fertility decline during the last four decades (1970
– 2010). Besides Singapore, Thailand is the only 
country that has fertility below the replacement 
level at present. This is because of an earlier and
sharper decline in fertility in Thailand than in the
other Southeast Asian countries except Singapore. 
Furthermore, Thailand experienced the rapid 
fertility decline in the first half whilst other countries 
experienced fertility decline throughout the whole 
period with the exception of Cambodia and Lao 
PDR where the rapid decline occurred in the latter
half (see Table 2.1). It can be seen that the speed 
of fertility decline of the Thai population during
1970 to 1990 was the fastest (62%) amongst all 
countries in Southeast Asia.

Fertility differentials by residence and region

The fertility decline in Thailand has not occurred
evenly in all areas throughout the country. Fertility 
differentials according to residence and region are 
still observed. Urban women tend to have lower
fertility than rural women due to urban lifestyle that
is conducive to a small family. By definition, urban 
areas refer to municipal areas and non-municipal 
areas are rural areas.
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Table 2.1 Total fertility rate (TFR) and percent change by countries in Southeast Asia

Country
TFR Percent

1965-1970 1985-1990 2005-2010 1965-70 to 1985-90 1985-90 to 2005-10

Thailand 5.99 2.30 1.81 -61.6 -21.3

Cambodia 6.22 6.00 2.96 -3.5 -50.7

Indonesia 5.57 3.40 2.19 -39.0 -35.6

Lao PDR 6.00 6.20 3.54 3.3 -42.9

Malaysia 5.94 4.00 2.58 -32.7 -35.5

Myanmar 6.10 3.80 2.32 -37.7 -38.9

Philippines 6.50 4.55 3.11 -30.0 -31.6

Singapore 3.46 1.71 1.27 -50.6 -25.7

Vietnam 7.25 4.02 2.08 -44.6 -48.3

Source: United Nations Population Division 2009 (medium variant)

Note: The UN estimates of TFRs for Thailand are higher than the estimates based on national sources used in this chapter.

Although fertility in urban areas declined faster than
fertility in rural areas, the differences were small at
the beginning of fertility decline. As seen in Table
2.2, whilst the national TFR was at 4.9 in 1974-76,
the differences between urban TFR and rural TFR
were only 0.5. But a decade later, the differences 
were much wider. Fertility in urban areas was

already below replacement level in 1985-86 (TFR 
= 1.8) but fertility in rural areas was still high (TFR
= 3.0). It took more than a further two decades for 
rural fertility to be below replacement level (see 
Table 2.2). At this fertility level, urban-rural fertility
differentials were small again.

Table 2.2 Total fertility rates (TFRs) at national level, residence, and regional level, 1974-2006

1974-76 1985-86 1989 1991 1995-96 2005-06

National level 4.9 2.7 2.4 2.2 2.0 1.5

Residence

Urban 4.5 1.8 1.6 1.4 1.3 1.0

Rural 5.0 3.0 2.6 2.4 2.3 1.7

Differences
(Rural – Urban)
Regional level

0.5 1.2 1.0 1.1 1.0 0.7

Bangkok 3.5 1.7 1.4 1.1 1.3 0.9

Central 4.1 2.5 2.2 2.0 1.7 1.2

North 3.7 2.3 2.1 2.0 1.9 1.6

Northeast 6.3 3.1 2.9 2.7 2.4 2.0

South 6.1 4.1 3.3 3.0 2.9 1.5

Source: National Statistical Office, Report on Survey of Population Change (Direct estimation)
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Fertility of the ethnic highlanders

Besides the Thai Muslims, the ethnic groups in the 
north also have higher fertility than the general 
population. Most of them live along the border with
Myanmar and Laos in the northern part of Thailand.
Each ethnic group has its own language, tradition,
and culture, and tends to marry within its own
group. The largest group is the Karen, followed by 
the Hmong. Agriculture is the way of life and also 
the major source of income. Since their villages are 
on the hills, their access to public health facilities is
more difficult as compared to lowland population. 
Data collection of the ethnic highlanders from 
20 provinces in the north and western region 
suggested that there were 1,164,545 persons, 
consisting of 258,768 houses in 1,750 villages with 
a population growth rate of 0.3% per year. About 
half of them are Karen followed by Hmong (18%), 
and Lahu (10%) (Ministry of Social Development 
and Human Security 2010).

Fertility decline was also observed amongst this 
population. The overall TFR declined from 5.6 in 
1975-79 to 3.4 in 1992. However, fertility reduction 
occurred only in some ethnic groups but not others.
On the one hand, fertility of the Karen declined 
continuously from 5.5 in 1975-79 to 3.2 in 1992. 
On the other hand, fertility of the Hmong barely 
changed during this period (see Table 2.3).

There are fertility differentials amongst regions in 
terms of level and trend. As shown in Table 2.2,
fertility decline was fastest in Bangkok, where 
fertility was already below replacement level by the 
mid-1980s. Fertility in the Central and Northern 
regions fell below replacement level in the early
1990s. However, it took another decade for fertility 
in the Northeast to reach the replacement level in 
the early 2000s. Fertility decline was slowest in 
the South. It took more than three decades from 
the mid-1970s for fertility in the South to fall below
replacement level in the mid-2000s.

The main reason for the slowest fertility decline
in the South is the concentration of Muslim 
population, especially in the three border provinces 
(Pattani, Yala, and Narathiwat). Muslims constitute 

Figure 2.3 Total fertility rates (TFRs) amongst 

reproductive age women in the South, three 

southernmost provinces, and Muslims in 

three southernmost provinces, 2003

Note: Indirectly estimated using P/F ratio method applied to the
Southern Thailand data in the 2003 Reproductive Health Survey
conducted by National Statistical Office

Table 2.3 Total fertility rates (TFRs) of highland ethnic groups, Karen and Hmong, 1975 – 2010

1975-1979a 1982a 1985-1989a 1992a 2010b

Highland ethnic groups 5.6 4.3 4.4 3.4 2.3

Karen 5.5 4.0 4.1 3.2 2.2

Hmong 6.6 6.6 6.4 6.0 4.8

Note: a TFRs from 1975-1979 to 1992 are from Gray et al. (2004)
 b Estimated from logistic fitted.
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75 percent of the population in these three 
provinces. The recent Reproductive Health Survey 
in the South indicated that Muslim women in the
three southernmost provinces had an average of 
3.4 children as compared to only 2.1 children for 
women in the South as a whole (see Figure 2.3).
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The plan to reduce fertility of this population as
well as to promote their reproductive health was 
introduced in the Eighth National Economic and
Social Development Plan (1997-2001). Hence,
it was expected that the fertility of the ethnic 
groups in the north would be near replacement
level in 2010. However, Hmong’s fertility is still 
far from replacement level in 2010 (see Table 
2.3). Therefore, special attention should be paid to
tracking fertility trends among ethnic groups in the
northern region, particularly among the Hmong.
Moreover, fertility of stateless people, estimated 
to number 3.5 million persons, 20% of whom are
women in reproductive age (UNHCR 2010), needs
to be further explored.

Fertility of foreign workers

Because of the shortage of labour in some industries 
(3D jobs, namely dirty, difficult and dangerous
jobs), there are a large number of foreign workers in 
Thailand, both legal and undocumented migrants.
The database of the Office of Foreign Workers
Administration (2010) indicated that there were 
1,093,237 foreign workers who had work permits
in March 2010. Of these foreign workers, only 17 
percent entered Thailand legally. Most of these
foreign workers are in reproductive age and half of
them are women.

One source of data on fertility of foreign workers is
the Ministry of Public Health (MOPH) report. Each
month, every province sends aggregate data of 
services provided by health facilities under MOPH 
to the Bureau of Health Administration. These
aggregate data also include mother and child
health services from which the number of pre-natal
care services provided to foreign workers can be 
extracted. Although the data are far from perfect
because not every province sent in the data every
month and also there are other types of health 
facilities for migrant populations not included in the
MOPH’s health facilities,  at least it can be said that 
in the last six years (2004 – 2009), the number
of foreign workers who seek pre-natal care has 
ranged between 6,000 and 12,000 cases annually
(see Figure 2.4).  On the other hand, only a number
of pregnant migrants receive ANC in Thailand –
many of the health facilities along the border also
receive cross-border clients due to closer distance
and better quality of care.  If it is assumed that one 

Figure 2.4 Number of pregnant cross border migrant 

workers utilizing health services in 

health facilities under Ministry of Public 

Health, 2004-2009

Source: Bureau of Health Administration, Ministry of Public Health (data 
as of April 12, 2010)

fourth of pre-natal cases result in abortion, there
will be at least 4,000 to 9,000 births to such
foreign workers every year.

Another way to estimate the number of births of 
foreign workers is to apply an appropriate fertility 
pattern and age distribution of female foreign
workers in reproductive ages to the total number of
foreign workers. The fertility pattern and female age
distribution data are from a Study of Border Population
and Reproductive Health in Thailand Phase I (see first
two columns in Table 2.4). The study was done in 
Ranong province where a large number of Myanmar 
migrants were concentrated. It was found that the
number of children ever born to female migrants 
was 2.6 on average, TFR was 3.6, and 47 percent of
currently married women were using contraception
(Pimonpan and Sukunya, 2004).

Based on the assumption that all 1,093,237 foreign 
workers who had work permits in March 2010 are in
the reproductive ages and the proportion of women 
ranges from 30 – 70 percent, the estimated total
number of women in the reproductive age groups is 
between 328 thousand and 765 thousand (see last
row in Table 2.4). Therefore, it can be estimated that 
the number of births to foreign workers is somewhere 
in the range between 42,000 and 98,000 births in
2010 (see Table 2.4). There is a large discrepancy 
between this figure and that for the number of such
migrant women utilizing health services in facilities
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Table 2.4 Distribution of cross-border migrant women, age-specific fertility rates, and estimated births, 

assuming different proportions of women among cross-border migrants, 2010

Age % of 
womena

Age Specific 
Fertility Rates 

(per 1,000 women)a

Estimation of births by assuming % of women among total 
cross-border migrants

30% 40% 50% 60% 70%

15-19 11.5 109.6 4,134 5,512 6,890 8,267 9,645

20-24 21.3 154.5 10,793 14,391 17,988 21,586 25,184

25-29 27.2 125.0 11,151 14,868 18,585 22,302 26,019

30-34 18.5 197.5 11,983 15,978 19,972 23,966 27,961

35-39 9.1 44.4 1,325 1,767 2,209 2,650 3,092

40-44 8.0 95.2 2,498 3,330 4,163 4,996 5,828

45-49 4.4 0.0 0 0 0 0 0

Total 100.0 41,884 55,845 69,807 83,768 97,729

Total women 327,971 437,295 546,619 655,942 765,266

Note: a/ Percent of women and ASFRs are from Pimonpan and Sukunya (2004).

women’s education, labour force participation, and 
status.

Contraceptive use

The rapid decline of fertility during 1970 – 1990 was 
largely due to the increase in use of contraceptives.
The contraceptive prevalence rate increased rapidly 
from 15 percent in 1970 to higher than 70 percent in 
1987. It reached its peak at about 81 percent in 2006 
and stayed at around 80 percent till the present (see 
Figure 2.5). However, in the past decade there has 
been a sharp increase in the annual production and
import of emergency pills from 3-4 million tablets in 
1997 to about 11 million tablets since 2005 (Food and
Drug Administration Office, 1997-2008). More effort 
should be made to attend to the needs of unmarried
women and young people. Contraceptive Prevalence 
Rate (CPR) data are scarce and unsystematic for the 
unmarried but sexually active population, especially
adolescents.

under MOPH, shown in Figure 2.4, which comes to 
only about one tenth as many. Even if underreporting
of the numbers using facilities under the MOPH partly 
explains the discrepancy, it seems likely that many 
migrant women are not receiving quality prenatal 
care and assistance in childbirth. This issue should be 
considered by all agencies concerned with providing
support and quality of care for childbearing.

Factors for rapid fertility decline

As pointed out by Bongaarts (1982, 1983), the 
proximate determinants of fertility are proportion 
married, contraceptive use, induced abortion, and
postpartum infecundability (or breastfeeding). In 
Thailand, contraceptive use is the most important
factor for fertility decline, follow by proportion 
married. Induced abortion and breastfeeding have
less effect on fertility decline. However, there are also
other factors that affect fertility indirectly through 
contraceptive use and proportion married. Factors 
affecting contraceptive use are desired family size,
and availability and accessibility of contraception. 
Factors affecting proportion married are age at
first marriage and dissolution of marriage. There 
are also a whole range of underlying factors that
affect women's desire to marry and desired family 
size. These underlying factors include urbanisation,
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Figure 2.5 Percent contraceptive use by currently 

married women, Thailand 1969-2009

Note: LS = Longitudinal Survey
SOFT = Survey of Fertility in Thailand
CPS = Contraceptive Prevalence Survey
CUPS = Contraceptive Use Patterns in Thailand
RH = Reproductive Health Survey

Source: Knodel et al. 1982; Kamnuansilpa and Chamratrithirong 1985;
Leoprapai and Thongthai 1989; Aphichat et al. 1997; National 
Statistical Office 2006, 2010

Figure 2.6 Preferred number of children among 

married women aged 15-49

Note: LS = Longitudinal Survey
SOFT = Survey of Fertility in Thailand
CPS = Contraceptive Prevalence Survey
SACS = Social Attitude Towards Children Survey
RH = Reproductive Health Survey

Sources: Knodel et al. 1982; Kamnuansilpa and Chamratrithirong 1985; 
National Statistical Office 1993, 2010
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Desired family size

Desired family size has declined since 1975
(see Figure 2.6). In the earlier stage, the decline
was partly due to the decline of infant and child 
mortality, as couples gradually realized that there 
was no need to have a large family in order to 
compensate for the death of children before they 
reached adulthood. In the later stage, factors such
as the increasing cost of children, together with 
higher status of women and increasing women’s
labour force participation, drove the desired family
size lower (Knodel et al. 1982).

Availability and accessibility of contraception

In order to fulfill the desired family size (demand 
for children), family planning methods should
be affordable (Easterlin 1975). Since the Family
Planning Programme is under the Ministry of 
Public Health, which has a network of hospitals and
health centres throughout Thailand, contraception
has always been available and accessible. The 
contraceptive methods provided by the government
outlets are normally at low cost or free of charge.
Furthermore, with the cafeteria approach, the users
can choose contraceptive methods that fit their
needs, whether to postpone pregnancy or stop
pregnancy.

Proportion married

The changes in proportion married certainly had 
some negative effect on fertility. The proportion
ever married amongst women aged 15-49 years old
decreased from 71 percent in 1960 to 68 percent in 
2000. It is estimated that it will decline further to
67 percent in 2010 (see Table 2.5).

Another perspective on marital status is provided
by the proportion of women who remain never
married at the end of their reproductive span. As
presented in Table 2.5, the proportion of single 
women aged 50-54 years old was only 2 percent 
in 1960. It had increased three fold to 6 percent in 
2000 and was expected to increase to 8 percent in
2010. The increasing level of education of women
is an important element in the rising proportion of 
single women over these periods (Jones 2005).
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Table 2.6  Percentage of population aged 20-24 

years old who have bachelor degree by 

sex, 1960-2010

Year Men Women

1960 1.6 1.1

1970 1.7 1.6

1980 6.1 6.6

1990 8.8 10.8

2000 15.3 20.7

2010 17.1 22.7

Source: Calculated from population census, 1960-2000.
The figures for the year 2010 are estimated.

Population Policies and National 
Reproductive Health Policies

As noted in Chapter 1, the Third National Economic 
and Social Development Plan (1972-1976) was the 
first plan that aimed to reduce population growth 
rate by reducing fertility rate through the voluntary 
use of contraception. The plan was implemented by 
the National Family Planning Programme under the 
Ministry of Public Health.

Age at first marriage

Age at first marriage as measured by singulate mean 
age at marriage (SMAM) also increased from 22.1
years old in 1960 to 24.0 in 2000. The higher the 
age at first marriage, the shorter the time spent in
a married state during the reproductive period,
which will reduce fertility. It is projected that age 
at first marriage will increase to 24.4 years old in 
2010 (see Table 2.5). An important reason for the 
declining proportion married and increasing age at
first marriage is the increase of Thai women’s status. 
Many indicators that can reflect the higher status of 
women such as rising education, changes in labour
force participation rates, changing occupational 
patterns, and changing influence of women in
the household are likely to have affected, not only 
marriage patterns, but also desired family size among 
married people (Chamratrithirong 1980, Bhassorn
1983, Guest and Tan 1994, Phananiramai 1997).

Woman’s status

If educational attainment by sex is used as
an indicator to reflect the gender status, the 
improvement of status amongst Thai women is 
clearly seen. As shown in Table 2.6, in 1960 less
than 2 percent of population aged 20-24 years old
had a bachelor degree, and the percentage of men
who had a bachelor degree was slightly higher than 
for women. As time passed, the trend shows a rise 
in the proportion of people who have a bachelor
degree, and a remarkable increase in the ratio of 
women to men. By the year 2000, the proportion 
of women with a bachelor degree was larger than 
the proportion of men with a bachelor degree by 
5 percentage points and this is estimated to have 
increased to six percentage points in 2010.

Table 2.5  Percent of ever-married women in reproductive age, percent of single women aged 50-54 years 

old, and singulate mean age at marriage (SMAM) of women, 1960–2010

1960 1970 1980 1990 2000 2010

% ever-married amongst women aged 15-49 70.5 69.1 65.3 66.7 68.1 67.3

% single amongst women aged 50-54 2.3 2.5 3.4 4.2 6.5 7.6

SMAM 22.1 22.0 22.8 23.5 24.0 24.4

Source: Calculated from population census, 1960-2000. The figures for the year 2010 are estimated.
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Figure 2.7 Mean age at menarche by age group of 

women

Source: Yawarat and Porapan 2006; Wichai 2010
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The changes in sexual behaviour that will be
discussed here are pre-marital sex, cohabitation,
and same sex partners. These changes in
sexual behaviour affect not only fertility but also
reproductive health.

Pre-marital sex

There have been many surveys on sexual behaviour 
of teenagers and youth, including large and
small-scale surveys, and representative and non-
representative surveys. In most surveys, data were 
collected by face to face interview questionnaire
and questions concerning sexual intercourse were
asked only of married respondents. Since sexual
activity is a sensitive issue, respondents tend not to
tell the truth or be afraid of being heard by parents 
or guardians.

In 2006, a National Sexual Behaviour Survey was 
conducted, with about 6,000 respondents of both
sexes, aged 18-59 years old, and regardless of
marital status. To make respondents feel at ease on 
questions concerning sexual issues, interviewers 
were the same sex as respondents (Chamratrithirong,
et al. 2007). Although there was no direct question
on pre-marital sex, the information can be extracted
from other questions (ever had sexual experience,
age at first sexual experience, and type of partner at
first sexual experience).

The study results indicated that 82 percent of 
respondents ever had sexual experience. Three in four
male youths (aged 18-24 years old) reported ever 
having sexual experience as compared to six in ten
female youths. Of those who had sexual experience, 
a higher proportion of males reported having pre-
marital sex than their female counterparts. A higher
proportion of younger respondents reported having
pre-marital sex than older respondents (see Table
2.7). It should be noted that almost all of male youths’
sexual experiences were pre-marital sex, compared
with only 70 percent of female youths’ sexual
experiences. For older respondents (aged 25-59), 
the proportion of males having pre-marital sex was
not much different from male youths (89 percent) 
but the proportion of females having pre-marital sex
was only about one-third that of female youths (see
Table 2.7). This is strong evidence of an increase in 
pre-marital sex amongst female respondents. The
wide practice of pre-marital sex amongst youths, 
especially females, is a source of concern.

Following its commitment to the Programme of 
Action of the 1994 International Conference on 
Population and Development (ICPD) in Cairo, in
July 1997 Thailand released a National Reproductive
Health Policy statement reinforcing that “All Thai 
citizens at all ages must have good reproductive health
throughout their entire lives” (UNFPA 2005:14).
Reproductive health includes adolescent health,
safe abortion, sex education, HIV/AIDS, infertility,
reproductive tract infections, post-reproductive age
care, and gender-based violence.

Changing sexual behavior amongst 
Thais

There is concern about unwanted pregnancy
of teenagers and school age population due to
their changes in sexual behaviour. These changes
are the results of socio-economic development 
and globalization as well as their earlier physical
development. Because of the improvement in
nutrition, the age of puberty is now beginning earlier.
From the National Health Examination Survey Round 
3 (NHESIII), women who were born more recently
experienced their first menstruation at an earlier
age. The mean age at menarche of women who
were born during 1945-1959 was 15.2, as compared
to those who were born during 1960-1974 (14.6)
and those who were born during 1975-1989 (13.6). 
In Round 4 which was conducted 5 years later, the 
same pattern was also found (see Figure 2.7).
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Table 2.7 Percent ever had sex and pre-marital sex by age and sex, 2006

Age / Sex
Ever had sex Pre-marital sex, among those who ever had sex

%Yes Total (N) %Yes Total (N)

Male (yrs old)

18-24 77.7 1,512 98.5 1,175

25-59 97.4 1,512 88.8 1,472

Female (yrs old)

18-24 60.7 1,512 88.8 918

25-59 93.8 1,512 26.9 1,418

Note: Calculated from the National Sexual Behavior Survey of Thailand 2006 data.

Turning to attitudes, the 2008 Survey on
Conditions of Society, Culture and Mental Health 
conducted by the National Statistical Office found 
that younger generations of both sexes tended to 

accept the practice of pre-marital sex more than 
older generations. Nevertheless, the acceptance 
is higher in the case of males than females (see 
Table 2.8).

Table 2.8 Percent acceptance of sexual behaviour by type, age and sex, 2008

Age group

18-24 25-34 35-44 45+

Male

a. Pre-marital sex among men 40.9 39.9 28.1 20.3

b. Pre-marital sex among women 34.9 33.3 21.5 15.4

c. Cohabitation 43.8 42.1 30.6 21.8

d. Men who have sex with men 14.4 13.7 9.7 6.0

e. Women who have sex with women 15.9 14.4 10.2 6.2

Female

a. Pre-marital sex among men 40.0 28.8 22.3 15.0

b. Pre-marital sex among women 28.8 25.5 18.7 11.8

c. Cohabitation 35.4 33.3 26.5 17.9

d. Men who have sex with men 14.5 13.4 9.5 5.6

e. Women who have sex with women 14.5 14.1 10.0 5.8

Source: Calculated from the 2008 Survey on Conditions of Society, Culture and Mental Health carried out by National Statistical Office
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The increase in pre-marital sexual behavior will
have some effects on fertility. On the one hand, 
fertility will increase due to accidental pregnancy 
if partners do not have knowledge or access to
contraception, or cannot afford it. On the other 
hand, fertility will decrease if partners know how 
to prevent pregnancy. Since marriage is not a pre-
condition of having sex, marriage may be delayed or 
postponed. The delay of marriage will increase the
age at first birth, which is an important determinant
of low fertility (Varachai 2001).

Cohabitation

Cohabitation means a man and a woman living
together without having gone through the formal 
marriage procedures. This sexual behavior is more
acceptable to men than women. The younger 
generations tend to be more accepting than 
older generations (see Table 2.8). The increase of
cohabitation will drive down fertility if childbearing 
in cohabiting relationships continues to be frowned
on in the society.

Same sex partners

Because of globalization, younger generations
are more open minded to same sex partners,

Table 2.9 Percent of women ever-married by age, 1960 – 2010

Age 19601/ 19701/ 19801/ 19901/ 20001/ 20102/2

15-19 13.8 19.0 16.7 14.9 11.7 12.7

20-24 61.3 62.1 56.5 51.8 44.5 42.0

25-29 85.9 84.4 79.1 74.6 71.3 67.3

30-34 93.3 91.9 88.2 85.9 83.9 81.2

35-39 95.8 94.8 92.7 90.4 88.4 86.6

40-44 96.9 96.1 94.7 93.0 90.7 89.6

45-49 97.4 97.0 95.9 94.8 92.0 91.5

Note: 1/ Calculated from population census, 1960-2000
2/ Estimated by Chai et al., 2009. Linear trend estimation from Population Census 1960-2000

regardless of whether it is man with man or woman 
with woman. There is no difference between male
and female opinion on same sex partners (see 
Table 2.8). The greater the prevalence of same sex
partners the lower the fertility is likely to be.

Late marriage and emerging trend of 
infertility

Late marriage

When marriage is universal, women tend to marry 
at a younger age. In 1970, women born before
1921 were almost all married before reaching the 
end of their reproductive ages, but this proportion
has trended downwards over time (see Table 2.9).
Up to 1970, more than 60 percent of women were 
already married by the age of 25, but by the year 
2000, less than half of women were married at
the age of 25. It is projected that an increasing 
proportion of women will marry later or stay
single. This is certainly continuing to be the case in
countries such as Japan, South Korea and Malaysia
(Jones and Gubhaju, 2009; Tey, 2007).
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Figure 2.9 Percent ever-married women aged 50-59 

with no children ever born, 1970-2010

Note: Calculated from population census, 1970-2000.

The figure for the year 2010 is estimated from exponential fit.

Trend of infertility

Although women’s reproductive period does not 
end until around the age of 50, women who get
pregnant after 35 years old will have an increased
risk of having a baby with Downs Syndrome and 
the risk of miscarriage. Furthermore, the older the
woman is, the higher her chance of infertility (see
Figure 2.8).

Besides increasing the age at first birth, late 
marriage also increases the chance of having no 
children at all. From the census data, the proportion 
of ever-married women with no children was only
2 percent in 1970. The proportion increased rapidly 
to 4 percent in 1990 and to 6 percent in 2000. It is 
projected that it will reach 7 percent in 2010 and 8 
percent in 2020 (see Figure 2.9).

Figure 2.8 Percent infertility of married women by 

age, 2008-2009

Source: Wichai 2010
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Abortion and teenage pregnancy

Abortion

As mentioned earlier, changes have been observed
in the sexual attitudes and behaviour of Thais, 
especially amongst the young generation. They are 
more likely to accept pre-marital sex, having sex 
at a young age, cohabitation, and having same sex 
partners. These behaviours may lead to unwanted 
pregnancy or being infected by HIV/AIDS, if safe

sex is not always practiced. In the case of unwanted
pregnancy, abortion is most likely to follow.

In Thailand, abortion is illegal unless it is performed 
by a medical practitioner under certain conditions. 
These conditions are (a) to save a woman’s life or 
(b) to preserve woman’s physical or mental health 
or (c) if the pregnancy is the result of a criminal
offence. However, a physician has to evaluate 
risk and benefit before formally performing this 
therapeutic abortion. Nevertheless, the abortion 
law is rarely enforced. Therefore, many women 
decide to end their unwanted pregnancies by 
recourse to illegal practitioners.

The major source of induced abortion data is 
health statistics gathered from in-patients who 
had complications after induced abortion and were 
admitted to MOPH’s facilities in all provinces except
Bangkok. Hence, the number of induced abortions 
is underestimated in this source, since it captured 
only those who had serious complication after 
induced abortion and needed further treatment. 
Nevertheless, the number of induced abortions 
as indicated by this source increased in the last 
four years, exceeding 60,000 cases annually (see 
Figure 2.10).
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Figure 2.10 Number of in-patients receiving health 

services from health facilities under 

MOPH due to induced abortion, 1994-2009

Source: MOPH, Public Health Statistics

The magnitude of abortion and related problems
is unknown. The 2nd and 3rd National Health
Examination Survey conducted in 1996-97
and 2003-4 revealed that 19.3% and 19.8%
respectively of women aged 15-59 years had had
abortion experiences. About 13.5-14.4 % were
spontaneous abortions and 3.6-5.4% were induced
abortions. These rates of induced abortion would
translate into about 700,000 to 1.1 million Thai
women aged 15-59 years ever having an induced
abortion at the time of the survey. The 2nd National
Health Examination Survey also showed that 8.4%
of women had abortion experiences in the past 
year and 1.8% was induced abortion (Yawarat and 
Porapan, 2006; Wichai, 2010). However, another
population based survey suggested that 17.8% of
women aged 15-49 years old had induced abortion 
in the past year and around 4% of the pregnant
women were physically abused by their partner
during pregnancy (Thai Health Report, 2005).
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A study conducted in 1999 in 787 government
hospitals (out of 830 government hospitals)
using data collected prospectively through the
case records demonstrated that 71.5% of women 
(or 32,900 from 45,990 cases) turning up for 
treatment for post-abortion complications had
spontaneous abortion and 28.5% had induced 
abortion (Warakamin et al., 2004). Of the 13,090
induced abortions, 29.2% had serious complication
namely septicemia, uterine complication and death.
Almost half of the induced abortions were in young
women under 25 years (0.7%, 20%, and 26% in
women aged below 15, 15-19, and 20-24 years, 
respectively).

The pattern of both spontaneous and induced
abortion was similar, ie. low at the early age and
rising to the peak at age 20-24 and declining
thereafter (see Table 2.10). It should be noted that
teenagers experienced more induced abortion
than spontaneous abortion (20 per cent versus 14
percent).

Table 2.10 Percent distribution of in-patients who 

had spontaneous and induced abortions 

by age, 1999

Age

% of in-patients with abortion

Spontaneous
(n=32,900) Induced (n=13,090)

<15 0.3 0.7

15-19 14 20

20-24 25 26

25-29 24 20

30-34 19 17

35-39 12 11

40 6 6

All ages 100 100

Source: Warakamin et al. 2004

29Fertility Transition and Its Impact



Teenage pregnancy

As the total number of births is declining, it is quite
alarming that the number of births to teenagers is 
rising. This is partly because considerable numbers
of teenage girls are married (estimated at about 
330,000 of ever married women aged 15-19 
years old in 2010), and some of the births are to 
these married teenagers, although an unknown 
proportion are to unmarried teenagers. As Table
2.9 shows, the percentage of young women
aged 15-19 in Thailand who are ever-married has 
remained above 10 per cent ever since 1960. The 
figure reached its peak in 1970, at 19 per cent, 
and fell over subsequent decades, to 11 per cent in
2000. Birth registration data shows that number of 
teenage births was about 50,000 in 1960, or only 
6 percent of total births. Ten years later the number 
was nearly double (consistent with the sharp rise in 

A total of 1,438 in-patients who had induced 
abortions performed outside hospitals were
selected to be interviewed. Economic need was a 
major reason as cited by 28 percent of them. Social
reasons ranked second, followed by concern about
their age and number of children. Being a student 
ranked fourth, followed by contraceptive failure, 
which was responsible for 8 percent of induced 
abortions (see Figure 2.11).

Figure 2.11 Reasons for induced abortions performed outside hospitals: patient interviews, 1999 (per cent)

Source: Warakamin et al. 2004
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proportion of young women who were married over 
this period). Births to teenage mothers reached its 
peak in 1990 at about 130,000 births or 14 percent 
of total births. Although the number of teenage 
births declined by the year 2000, it increased 
again in 2009 (see Table 2.11).2 Since not every
pregnancy will come to full term and result in a live
birth, the number of teenage pregnancies is much 
larger than the number of live births.

Although most births to teenage mothers occurred 
to the late teen group (15-19), an increase of births 
from the early teen group (younger than 15 years 
old) is observed (see Table 2.11). In 1960, there 
were only 250 births registered to mothers younger 
than 15 years old. The number doubled ten years
later, trebled again twenty years after that (1990), 
then declined slightly by 2000, but doubled again 
within nine years to 2009.

Teenage mothers tended to have lower levels of 
education and higher levels of inadequate antenatal 
care. Watcharaseranee et al. (2006) noted that low 
birth weight infants were more prevalent amongst 
teenage pregnancies. Therefore, the high number 
of teenage pregnancies will affect the quality of 
babies. With low fertility, every birth is significant.

2 Note that the birth rate for women aged 15-19 years old was 39.7 per 
1,000 women (of the same age) in 1990 and came down to 31.1 per 
1,000 women in 2000 and went up again to 50.1 per 1,000 women
in 2008 (UNFPA, ICPD+15 Report 2011).
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Table 2.11 Number and percentage of live births to teenage mothers, 1960-2009

Age of mother 1960 1970 1980 1990 2000 2009

Percentage

Below 15 yrs old 0.03 0.05 0.04 0.18 0.19 0.38

15-19 yrs old 5.5 8.6 10.5 13.4 11.5 15.7

Number

Below 15 yrs old 250 549 409 1,684 1,478 2,938

15-19 yrs old
(x 1,000) 50.2 98.1 123.0 128.6 88.7 120.1

Number of total births
(x 1,000) 915.5 1,145.3 1,166.3 956.2 773.0 765.0

Source: Calculated from registered births reported in Public Health Statistics, not adjusted for under registration of births over time.

Unmet need for family planning

Unmet need for family planning is defined as those 
who want to stop or postpone pregnancy but do
not use any kind of contraceptive method. When
the contraceptive prevalence rate is high, unmet
need for family planning is low. However, only
married women of reproductive age (MWRA) are
the primary target group of the Family Planning 
Programme. The contraceptive prevalence rate only
reflects the percentage of MWRA who are currently
using contraception. So, there are other groups of
women who are sexually active but cannot readily
access family planning services. These groups are 
mostly youth, unmarried women, and migrants.

According to a survey in 2002, only 1.2 per cent of
married women of reproductive age had an unmet
need for contraception (Chayovan et. al., 2003). This
reflects a very effective reproductive health program. 
However, since in all fertility and reproductive health
surveys in Thailand, the question about contraceptive 
use was asked only to married women, including
those living together with their partner without a 
formal marriage, it is likely that a number of sexually
active women were missed from these surveys and
the unmet need for family planning of these women
is not really known. The evidence of both abortion
and teenage pregnancy presented earlier suggest
high unmet need amongst these groups.

Impacts of fertility decline

Impact on population growth rate

The rapid fertility decline in Thailand during the
past half century has contributed markedly to the
country’s demographic transition. The crude birth 
rate at about 40 per 1,000 population before the 
national policy has declined to 13 per 1,000 in 2010.
Reduction of the population growth rate, the main 
target of the Thai national population policy, has
indeed occurred, falling from over 3 percent per 
annum during the late 1960s to only 0.5 per cent per
annum in 2010. The growth rate will be approaching
zero and even moving into a negative growth phase
in 10 years time. The future trend of population size
in Thailand depends mainly upon how fast and deep
the further fertility decline will be.

Impact on family size

The fertility decline has contributed to the decline
in average family size, which in now much smaller 
than before. According to the population census,
the average household size (number of population 
divided by number of households) has declined
from 5.7 in 1970 to 4.4 in 1990 and to only 3.8
in 2000 (Pramote and Patama 2009). Although
the household does not include only parents and
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children, its declining size certainly reflects the 
decline in fertility to a considerable extent. In the
traditional Thai society, one can imagine a large 
bunch of stems and branches extending from a 
family tree, since a parent has many children and 
even more grandchildren. The fertility decline 
would make the Thai family trees slim down which 
would change the social relationships in Thai
society further.

Impact on age structure

The most obvious impacts of fertility decline are
on the age structure (see Figures 1.1 and 1.2 and
Table 1.5 in Chapter 1). The population pyramid
of Thailand has been transforming from one with
a large to a narrow base, and from a sharp to an
expanded top. The rapid fertility decline has turned 
the young Thai population with a median age of
under 20 years in the 1970s to a more aged one
with more than half of the people aged over 30 
years in 2010.

During the past three decades, the proportion 
of population under 15 years of age has been 
continuously decreasing due to the fertility decline.
The proportion of children has declined from 
29 percent in 1990 to 21 percent in 2010. It is
projected to decline to only 19 percent in 2030. 
Meanwhile, the proportion of Thai population aged 
65 years and over has been rapidly increasing, from 
less than 5 percent in 1990 to 8 per cent in 2010.
This proportion of elderly is projected to be over 15 
percent in 2030 (see Table 1.5). The implications of
these changes in age structure will be discussed in 
detail in Chapters 3, 4 and 5 of this report.

Policy recommendations

The sharp decline in fertility to below replacement 
level raises the issue of whether Thailand should
have a pro-natalist policy to avoid depopulation 
and shortage of labour in the near future. The 
birth promotion scheme, however, has not been 
widely discussed in the Thai society so far. This 
may be because other issues concerning quality of 
population distract people’s interest from a potential 
decline of population size in the near future.

It appears certain that fertility in Thailand will 
decline further. The fertility rate of Thai women may
sink to below 1.5, as low as that of Singapore, Japan
and South Korea. This alarming trend suggests that 
Thailand needs some plans and policies to deal
with the situation of fertility decline. On September 
14th, 2010, the cabinet approved the 1st National 
Reproductive Health Development Policy and 
Strategy (2009-2013),“to ensure that all births are 
desirable, safe, and attended with quality services 
and to bring good reproductive health to all Thai 
people of all sexes and ages, with an emphasis 
on adolescent sexual health, with a voluntary,
equitable, and inclusive basis”. The draft strategy 
and action plan outlines 6 strategies:

1. Enhance the strength and quality of new fami-
lies and new generations of youth.

2. Promote proper reproductive behavior and sex-
ual health among Thai people of all sexes and 
ages.

3. Develop quality and efficiency of reproductive
health and sexual health services.

4. Develop an integrated management system of 
reproductive health and sexual health.

5. Develop legislations, rules, and regulations for 
reproductive health and sexual health.

6. Develop and manage the body of knowledge 
and technologies on reproductive health and
sexual health.

The above policy implies many action programmes. 
Quality births should begin from intended pregnancy 
at appropriate ages. All pregnancies should be under
good maternal care and delivered by medical or 
health personnel. This policy would ensure that every 
birth is wanted, safe and healthy. This assurance 
should be extended to cover the child’s health during
the infancy and childhood period.

Pregnancies among teenagers are not considered 
as appropriate, thus, measures to foster later 
marriage among those marrying as teenagers 
and other programs on adolescent fertility should 
receive special attention. Sex education and access 
to contraceptive methods should be provided 
for the population in this young age group. There 
should also be reproductive health programs that 
help vulnerable people including those living in
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remote areas and cross-border migrant workers,
to have easy access to contraceptive and maternal
and child care services. The policy will aim to 
reduce to the minimum, the unplanned pregnancies 
due to the lack of knowledge, and lack of access
to contraceptive services including other forms of
involuntary pregnancies.

To ensure that the above policy and strategies
would be effective, the participation of all sectors,
including government and non-government
organizations, public and private sectors is required.

Conclusion

Thai fertility has been declining since the government
set up the National Family Planning Programme,
under the Ministry of Public Health in 1970, which 
promoted voluntary use of contraception. Since 
then the fertility pattern has changed from “natural
fertility” to “controlled fertility”. At first, fertility
declined rapidly, though the decline slowed down 
when it was nearing replacement level. Yet, fertility 
still continues to decline and is presently well below
replacement level. The underlying factors affecting
the declining trend are higher women’s labour force 
participation and higher women’s status, which in
turn are related to lower desired family size, later
marriage and a higher proportion of single women.
Availability and accessibility of family planning
services enables most women and most couples to
avoid having unwanted children.

Despite the declining trend, fertility is still relatively
high amongst some population groups, such as
among the Muslims in the three southernmost
provinces, the Hmong ethnic group, and cross-
border migrants. The TFR of Muslim women in 
the three southern border provinces is still above
3.0, whilst Hmong women have 5 children on the 
average. The high fertility amongst cross-border 
migrants is alarming. It is estimated that there 
will be at least 40,000 births from cross-border
migrants in 2010. Safe childbirth and adequate care 
in the prenatal and postnatal periods are needed 
to ensure that these children are not seriously
disadvantaged in terms of health and early 
childhood development.

Other reproductive health issues include teenage
pregnancy and induced abortion. Although there
are no official statistics on induced abortion, there is
an increase in the proportion of births from females 
under 20 years old. Moreover, the proportion of 
births to teens under 15 years old, although small,
is also increasing.

The fertility decline in Thailand has already led to
new directions in population policy. In the past, 
the policy placed emphasis on fertility reduction.
Recently, the policy has been shifting to promotion 
of the quality of population. The National Family 
Planning Programme was a tool to reduce fertility for
the last 40 years. Recently, Thailand has declared
a National Reproductive Health Policy aiming to
ensure that all births are not only desirable and safe 
but attended by quality services.
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An ageing population in the context 
of economic growth

Population ageing

Among the most prominent features of Thailand’s 
population in recent decades is the rapid growth in
the numbers of older persons and their increasing
share of the population. The rapid growth is a
legacy of the high levels of fertility that prevailed 
at the time when the cohorts now entering older 
ages were born and the subsequent improvements 
in mortality over their lifetime. The increasing
share that they represent of the total population is
attributable mainly to the rapid decline in fertility
during the three decades following the mid-1960s
and the below replacement level of fertility since
the early 1990s. Improved life expectancy is also
contributing to the ageing of Thailand’s population
but to a lesser extent.

Chapter

Impact of Population Ageing

3

Figure 3.1 Population ageing and growth of the 

older population, Thailand 1950-2010

Source: United Nations World Population Prospects: The 2008 Revision

(Medium Variant)

Figure 3.1 shows the very substantial growth in 
the number of persons 60 and older as well as
the increase in the percent they represent of the 
total population between 1950 and 2010 based
on estimates and projections from the 2008 
assessment by the United Nations Population
Division. Population ageing, as distinct from
increases in the number of older persons, occurs 
when the growth rate of older population exceeds 
that of the total population, a circumstance that
has increasingly characterized Thailand in recent 
decades. The Thai population age 60 and over 
more than doubled between 1950 and 1975 even
though their share of the total population increased
only very modestly from 5.0 to 5.6 percent. This
was so because the overall population growth
rate was also high during those years. Since then,
fertility decline slowed overall population growth 
while the growth rate at older ages remained high
and even accelerated. As a result population ageing
and the size of the older population rose in tandem.

In the coming decades beyond those shown in
Figure 3.1, the UN projections anticipate even more 
dramatic population ageing. According to the 
medium variant projection, the numbers of persons 
age 60 and above will approach 14 million by 2025 
and exceed 19 million by 2050. At the same time
their share of the population will rise to 19% by 
2025 and will constitute 26% of all Thais by 2050.

Population ageing in Thailand, as in a number of 
other Asian countries, is occurring faster that in 
more developed countries in the West in the past. 
For example, the amount of time it took for the 
percent of the population in ages 65 and over to 
double from 7% to 14% took many decades in the 
developed countries of the West (UN 1956). In 
contrast, UN projections indicate in Thailand it will 
take just under two decades. Thus Thailand will need 
to adapt far more rapidly to the transformation in
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of Thai society. Still the economic growth and 
improved standards of living that characterized 
Thailand during most of the last several decades 
also benefited many older persons. This is apparent 
in the improved quality of their housing and the 
far higher proportions that live in households with 
appliances and amenities that make daily life more 
convenient.

Table 3.1 Housing quality and household possessions, persons 60 and older, 1986-2007

All persons age 60 and older Residence 2007

1986 1994 2002 2007 Urban Rural

% in dwellings made of mainly cement or brick n.a. 14.4 21.4 34.1 53.1 26.6

% in dwelling with flush toilet n.a. 9.9 12.2 24.2 49.8 13.9

% with piped water inside house n.a. 31.9 54.6 79.1 91.5 74.2

% in households with the following possessions

 Television 47.7 83.7 n.a. 95.7 98.0 94.8

 Video/DVD — 17.3 n.a. 63.0 74.5 58.5

 Refrigerator 24.5 52.5 n.a. 87.4 95.0 84.3

 Phone (landline or cell) — 15.4 n.a. 76.0 89.5 70.6

 Air conditioner 1.4 7.0 n.a. 16.0 39.2 6.7

 Washing machine — 14.7 n.a. 48.0 69.6 39.3

 Motorcycle 27.8 45.9 n.a. 67.2 56.1 71.6

 Car/truck 7.1 16.7 n.a. 30.9 48.6 23.8

 Computer n.a. n.a. n.a. 17.1 35.0 9.9

Annual income in 2007 Baht
(% distribution)

 Under 10,000 56.4 38.6 23.8 16.8 10.5 19.3

 10,000 to 99,999 39.9 53.9 65.8 67.8 61.3 70.4

 100,000+ 3.8 7.5 10.5 15.4 28.2 10.3

 Total 100 100 100 100 100 100

Sources: 1986 Survey of Socio-economic Consequences of Aging of the Population in Thailand; 1994, 2002 and 2007 Surveys of Older Persons in 
Thailand

As Table 3.1 shows, there has been a clear trend for 
older persons towards residing in better constructed 
houses. Between 1994 and 2007, those that lived 
in dwellings made of cement or brick increased 
from 14% to over one third by 2007 and the share
who lived in houses with a flush toilet rose from
one tenth to almost one fourth. Even more dramatic 
is the increased availability of piped water inside 
the dwelling which rose sharply from under a third
to almost four-fifths.

its age structure than has been the case historically 
in those countries where population ageing is 
already advanced. This adaptation, however, will 
be occurring within a very different and evolving 
social, economic and technological environment.

Past trends and differences in material well-
being

The rapid ageing of the Thai population has been
occurring within a context of substantial economic
and social development. Although there have been 
spells of economic downturn, the most notable 
during the latter part of the 1990s, much of the
period during which population ageing has been 
taking place was also characterized by a thriving 
economy. To be sure, the benefits from this have 
been unevenly shared across different segments 
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Table 3.1 also reveals substantial increases
in percentages of older age Thais who live 
in households with a number of important
possessions. For example, although less than a 
fourth lived in a household with a refrigerator in
1986 the vast majority did by 2007. One of the
most striking changes is the increased access to 
telephones. In 1994 only 15% of older persons lived
in households with a telephone compared to over
three fourths by 2007. This increase is due largely 
to the spread of mobile (cell) phones. As with other 
household possessions, even if the mobile phone
belonged to another household member, the elderly
member would still likely be able to benefit from
it. The spread of phones has radically altered the 
ability of older persons to keep in contact with adult
children who live elsewhere and thus has important
implications for their social well-being (Knodel &
Chayovan 2008; Knodel & Saengtienchai 2007).
In addition phones can be used to get help in case
of health emergencies, a major concern for many 
older persons and this allows their children to
communicate with each other about the situation
of their parents and better coordinate assistance
when needed.

Incomes of older persons have also increased 
considerably. As Table 3.1 shows, over half of
persons age 60 and above in 1986 reported annual 
incomes of less than 10,000 Baht (expressed in 
2007 values to adjust for inflation). By 2007 this
declined to only 17%. During the same period, the 
percent reporting incomes of 100,000 Baht or
more rose from only 4% in 1986 to over 15% by 
2007.

The improvements in material well-being appear
to have benefited both older women and men.
According to the 2007 Survey of Older Persons,
there is little difference with respect to the percent
of men and women that live in better quality housing 
and in households with important appliances
and amenities (Knodel and Chayovan 2008). In
addition the percents who report sufficient income
and satisfaction with their financial situation are
almost identical for men and women. Among
married persons, women disproportionately report
low personal income and lower wealth compared

to men but as wives they likely share in the benefits 
from their husbands’ income and wealth. In 
contrast, among unmarried older persons, women
fare at least as well as men. The general lack of
gender inequality in material well being among
older Thaïs is fortunate given the predominance 
of women within the older age population (as 
discussed below).

Although the material situation of older persons 
has clearly improved in urban and rural areas,
substantial rural and urban differences remain and
are often quite pronounced. For example, as Table 
3.1 shows, in 2007 more than twice the percent of
urban than rural elderly lived in houses made of
cement or brick and those who lived in dwellings
with a flush toilet constituted almost half of urban 
but only 14% of rural older persons. Urban dwellers 
are considerably more likely to live in better
constructed houses and to live in households with 
the possessions shown than their rural counterparts. 
While some items such as televisions, refrigerators, 
electric fans, and rice cookers are almost universal
even in rural areas, motor vehicles, air conditioners, 
microwave ovens, and computers are still largely
limited to urban households. Likewise substantial
income differences are evident. In 2007, urban 
elderly were more that twice as likely as rural 
elderly to report incomes of 100,000 Baht or more 
and only half as likely to report incomes of under
10,000 Baht.

Despite the significant improvement in material
well-being, considerable poverty and economic
hardship remains among substantial numbers of
older people. According to the 2007 Survey of
Older persons, 21% of persons 60 and older said
that their income was inadequate and an equal
share said that their income was adequate only 
sometimes. In addition 28% said that they were
not satisfied with their financial situation. Together,
almost a fifth (19%) reported both an inadequate
income and dissatisfaction with their financial
position. This differed considerably between rural
and urban older persons with only 13% of urban
elderly compared to 21% of rural elderly saying
both that their income was inadequate and financial
position unsatisfactory.
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Figure 3.2 Median age and potential support ratio 

(population 15-64/65+), 1950-2050

Source: United Nations World Population Prospects: The 2008 Revision
(Medium Variant)

age 60 and over as documented in the 1994, 2002 
and 2007 NSO Surveys of Older Persons and 
estimates for these age groups in 2017.

Very substantial declines in the average number 
of living children have already taken place among 
the youngest elderly, i.e. those in the 60-64 age 
group and fairly substantial declines have also 
characterized the 65-69 age group. By 2017, all 
age groups under 75 will show very substantial 
declines in their average number of living children. 
Moreover, these declines will continue past 2017 
given that persons in the prime adult ages have
been averaging two or fewer children over the last 
two decades. So far childlessness among older 
persons has been rare although it is beginning to
increase. In 1986, only 3% of older persons had 
no living children and this increased to only 5%
by 2007. However, this could increase by at least
a moderate extent in the future as suggested by 
the fact that 7% of persons age 55-59 and 8% of 
those 50-54 were childless in 2007. A contributing
factor to increased childlessness in the future is the
likely increase in the proportions who never marry
(see discussion below).

Trends in likely determinants of 
elderly well-being

Declining potential support ratio

Dramatic shifts in the relative numbers of 
economically active persons available to support 
those who are no longer active are accompanying 
population ageing. At the societal level, a common 
age structure measure that captures this change is 
the potential support ratio, defined as the ratio of the 
population aged 15-64 to that aged 65 and older. 
The measure is intended to reflect the support base
of persons in ages most likely to be economically 
productive and hence able to support those in older 
ages through taxes to pay for retirement benefits 
and health care.

Although most of this chapter refers to the older 
population as age 60 and above, for the purpose of 
calculating this measure those 60-64 are grouped
together with productive age adults to conform with 
the standard definition of this measure and also
because more than half of Thais age 60-64 are still
working (see Table 3.5 below). A falling potential
support ratio reflects a shrinking support base of 
adults on whom the old age population can depend.
The ratio is only an approximate measure of this 
issue since some persons age 65 or older still work 
or are otherwise self-supporting and not all persons
in ages 15 to 64 are economically active, especially 
among those at the low end of this age range who 
are still attending school. Nevertheless, as evident 
in Figure 3.2, the median age of the Thai population 
is projected to more than double by 2050 while the
support ratio declines precipitously, from a high of 
almost 17 to 3 over the hundred year period shown.
There can be no doubt that there will be far fewer
productive age persons per capita to support older
age Thais in the future.
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Declining family size

The fertility decline that started over four decades 
ago and is largely responsible for the dramatic
changes in the potential support ratio is equally 
evident at the family level. This is clearly seen in the
declining family size of the cohorts that have been 
successively entering the older age range and that 
are poised to do so in the coming years. Figure 3.3 
shows the mean number of living children of the
different age groups that constitute the population 
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Increased dispersion of children

In addition to declining family size, the increased
tendency for adult children to migrate for
employment in recent years further contributes
to lesser availability of children nearby who could
assist their older age parents on a routine basis.
As Figure 3.4 shows, the percentage of children
of persons aged 60 and older who lived outside
their parents’ province not only is substantial but
increased considerably between 1995 and 2007. In 
both years, the proportions that lived outside the
province of their parents are greater for children
of rural than urban elderly. This likely reflects the 
better employment opportunities available in
urban areas and thus the greater necessity for rural
compared to urban young adults to migrate to take 
advantage of them. Moreover, increases in the
percent that lived outside their parents’ province 
were greater among children of rural than urban 
elderly. Given the directions in which the Thai 
economy is heading, it seems reasonable to expect
further increases in the migration for employment
of both rural and urban young adults.

Figure 3.3 Mean number of living children by age, 

1994-2017

Sources: 1994, 2002 and 2007 Surveys of Older Persons in
Thailand.

Note: Living children include own, step and adopted 
children. Estimates for 2017 equal the mean
number of children of the age cohort that is 10 
years younger in 2007 than that shown for 2017.
These estimates do not allow for the fact that some
children may die, that some elderly men may have
additional children if they remarry women below
reproductive ages, and there may be differential
mortality among the elderly in relation to the
number of children they have. Nevertheless they
should be approximately correct.

5.0

3.9

4.5
4.8 4.9

3.4

3.9

4.5

2.5
2.8

3.4

4.4

4.95.15.2
4.8

.0

1.0

2.0

3.0

4.0

5.0

6.0

60-64 65-69 70-74 75+

Age group

M
ea

n 
nu

m
be

r 
of

 li
vi

ng
 c

hi
ld

re
n

1994 2002 2007 2017 (projected)

Figure 3.4 Percent of children of persons age 60+ 

who live outside their parents' province

Sources: 1995 Survey of Welfare of Elderly in Thailand; 2007 Survey of
Older Persons in Thailand
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Changing living arrangements

The decline in the average number of living children 
of older persons that has already taken place and 
the increase in the proportion of children that 
moved away both contribute to changes in the 
living arrangements of Thai elderly. As Figure 3.5
shows a clear decline in coresidence with children
is evident over the last two decades. The overall 
percent of persons 60 and above who live in the 
same household with a child fell from 77% in
1986 to only 59% by 2007. Also of interest is the 
proportion of older persons that lives independently
of others, either alone or with only a spouse. The
percent who live alone has been quite low although
it increased during the last decade to almost 8%.
However if those who live only with a spouse were
included, the percentage living independently
increased steadily during the last two decades 
reaching almost one fourth of Thais age 60 and 
over by 2007, up from only 11% in just over two
decades earlier.

Measures of literal co-residence ignore situations 
in which elderly parents and their children live
very near each other but in separate dwellings, an 
arrangement that can meet many of the same needs
of both generations as coresidence. Such situations
are common in Thailand, especially in rural settings 
(Cowgill, 1972; Knodel & Saengtienchai, 1999). 
Figure 3.5 thus includes the percent of persons who 
either lived with or very near to a child for the three 
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surveys that included the requisite information. 
While this situation declines more or less in parallel 
to the decline in coresidence, significantly higher
percentages of older persons are encompassed by 
this more inclusive measure.

When interpreting the measures of living alone or 
living only with a spouse, it is important to recognize 
that in a substantial share of these cases, the older 
persons are living very nearby one of their children. 
For example according to the 2007 Survey of Older 
Persons, both among those who lived alone and
among those who lived with only a spouse about a
third lived next door to a child and slightly over half
either lived next door or within the same locality 
(Knodel & Chayovan 2008).

Figure 3.5 Living arrangements of persons age 60 

and above, Thailand 1986-2007

Sources: 1986 Socio-economic Consequences of the Ageing Population
in Thailand; 1995 Survey of Welfare of Elderly in Thailand; 1994, 2002
and 2007 Surveys of Older Persons in Thailand.

Notes: (a) 1/3 of those who live alone live next door to children and 1/2 
live next door or in the same locality as one of their children.
The 1986 percent for ‘coresident or next to a child’ refers to ‘coresident 
or in daily contact with a child’.
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Age and gender composition

The elderly age span, especially when defined as 
starting at age 60, covers a wide range of ages.
Since important characteristics and situations are 
closely associated with age, changes in the age 
composition of older persons are of considerable 
interest. According to the 2007 Survey of Older
Persons, almost 60% of the population age 60
and above are under 70 and only 10% are 80 and 

older. The 2008 medium variant United Nations 
projection for Thailand indicates that the projected 
age distribution of older persons for 2030 will be 
similar to that in 2010. However, the projections 
anticipate considerable ageing of the older 
population in the subsequent two decades. The 
share in their 60s is projected to fall from 56% to 
45% and those in their 80s to double from 10% 
to 20%. Although projections for situations so 
far in advance are necessarily uncertain, unless 
mortality or international migration change in quite 
unexpected ways, in the intermediate future the 
population of older persons in Thailand will itself be 
considerably older than it is currently.

One feature of the current older population is the
predominance of women, especially among the 
very old. According to the 2008 United Nations 
assessment, currently (in 2010) women constitute 
55% of persons 60 and older and 59% of those
80 and above. The relative excess of women over
men among the Thais 60 and older is projected 
to change little during the coming decades, rising 
slightly to 56% by 2030 and 57% by 2050. Among 
the population age 80 and over, the share that 
is women is projected to remain at 59% through 
2025 but then to rise steadily to 67% by 2050. The 
excess of women over men at older ages is a result 
of more favorable female than male survival rates 
at virtually all ages and an even more pronounced
female survival advantage at the older ages.

Age and gender differences in marital status

Spouses can be primary sources of material, social
and emotional support for older persons and 
provide personal care during times of illness or
frailty. Thus an elderly person’s marital status has 
important implications for many aspects of their 
well-being. As Table 3.2 shows, only 3% of Thai 
elders never married. Over 60% remain married 
and reside with their spouse while almost a third is 
widowed. Almost all who are married live together 
with only a few percent living separately. Likewise 
only a small share are separated or divorced. At the 
same time, pronounced age and gender differences 
in marital status are apparent.
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Table 3.2 Marital status distribution, by age and gender, persons 60 and older, 2007

Total

Current age

60-64 65-69 70-74 75-79 80+

Total

single 2.7 3.0 3.2 2.1 2.5 2.1

married living together 60.1 72.1 65.8 55.3 47.1 29.4

married living separately 2.4 3.0 2.1 2.2 1.8 2.2

widowed 32.4 18.7 26.4 38.2 47.0 65.1

separated/divorced 2.4 3.2 2.4 2.3 1.7 1.2

total 100 100 100 100 100 100

Men

single 1.5 1.4 1.9 0.8 1.7 1.7

married living together 79.8 87.3 84.5 77.4 66.3 57.8

married living separately 2.7 2.8 2.0 3.2 2.6 2.9

widowed 14.3 6.9 9.9 16.7 27.6 35.9

separated/divorced 1.7 1.7 1.7 2.0 1.8 1.6

total 100 100 100 100 100 100

Women

single 3.8 4.5 4.3 3.1 3.1 2.4

married living together 44.2 58.8 50.2 37.9 33.1 11.6

married living separately 2.1 3.0 2.2 1.5 1.3 1.7

widowed 46.9 29.1 40.2 55.0 61.0 83.4

separated/divorced 3.0 4.6 3.0 2.5 1.6 0.9

total 100 100 100 100 100 100

Source: 2007 Surveys of Older Persons in Thailand

The percent that are currently married declines
sharply with age accompanied by a commensurate
increase in the percent widowed. Pronounced
gender differences are also evident. Among the
total population of persons age 60 and over,
80% of elderly men are currently married and
living with a spouse compared to less than half of
elderly women. Moreover, these gender differences
increase with age so that among persons aged 80 
and above the proportion of men who are married 
and living with a spouse is five times greater
than for women. Women are far more likely to be 
widowed than men throughout the elderly age span
and among all elderly women the number who are
widowed actually exceeds the number in an intact 
marital union. These gender differences reflect a
combination of higher male mortality, a tendency
for men to marry women younger than themselves,

and more frequent remarriage among men than 
women following marital dissolution, situations that
are unlikely to change in the foreseeable future.

Over recent decades, the proportion of Thai adults
remaining unmarried during their lifetime has
been increasing (Jones 2008). Figure 3.6 provides 
evidence suggesting that this is beginning to
affect the marital status distribution of the older 
population and will become more evident in the 
coming years. The proportion who never married
among women as recorded in the 2007 Survey 
of Older Persons declines fairly steadily with each
successive five-year age group from ages 50-54 on. 
Given that few women are likely to marry for the 
first time after age 50, the higher proportions single
in the younger age groups are very likely to translate
into higher proportions single in older age groups in 
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the coming years through cohort succession. While
association between age and proportion single is
slightly more irregular among men, the pattern is 
more or less similar. Hence the share of the elderly 
population that has never married in Thailand is
likely to increase in the near future.

Figure 3.6 Percent never married and percent 

divorced or separated, by age and gender, 

Thailand 2007

Source: 2007 Survey of Older Persons in Thailand

Figure 3.6 also shows the proportions that are 
currently divorced or separated (not counting those 
who are married but living separately). The fact that
the proportions of both men and women who are
divorced or separated are highest in the age group 
50-54 and at least as high as any subsequent age 
group for those 55-59 suggests that more elderly 
in the future will be from broken marriages.

Another potential change in the marital status
distribution of older persons is the likelihood that, 
as a result of improving mortality at older ages, the 
proportion of elderly who were widowed at any 
given age will decline. Women will be especially
affected because they are much more likely than
men to be widowed (East West Center 2002).

Improving educational composition

Literacy and educational levels of the older 
population have important links to their well-
being. Literacy provides much greater access to 
information. Formal education not only influences
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employment opportunities but is strongly correlated 
with health. Moreover, education enables older 
persons to deal more effectively with government 
agencies and health services.

Universal education was enacted into law in 
Thailand before all but the very oldest elderly were 
born. Implementation was a prolonged process and 
involved a number of changes in the educational 
system that impacted men and women differently. 
The spread of literacy and how it differed by gender 
is evident from results from the 2007 Survey of 
Older Persons. For example, only 48% of persons 
age 80 and older were literate compared to 86% of
those 60-64 and 91% of those 50-54. Likewise the
percent with any formal schooling was only 62%
for persons age 80 and older compared to 90% of 
those age 60-64 and 94% of those 50-54. The fact 
that the percent literate declines and the percent 
with no education increases with age among the
elderly population testifies to the rapidly increasing 
availability of education during the past when the 
current cohorts of older persons were school age. 
Gender differences are also very apparent testifying 
to the slower spread of universal education to girls 
than boys. Among all persons 60 and older, 85% of 
men were literate compared to only 69% of women
while only 10% of men lacked any formal education 
compared to 22% of women.

Considerable differences in educational attainment 
among older-age Thais are also evident by area of 
residence. Figure 3.7 clearly shows that in 2007 
rural residents were more likely to lack formal 
schooling both among persons 60 and older 
and those currently in their 50s, although this is
becoming a small minority for both groups. Very 
substantial differences exist in terms of the percent 
that have no more than a primary education as well
as those who completed at least lower secondary 
school or beyond. The fact that the difference is 
at least as pronounced among those age 50-59 
compared to persons 60 and older strongly 
suggests that pronounced inequality in education 
between the urban and rural elderly will persist for 
at least some time into the future.
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Figure 3.7 Educational attainment, by age and area 

of residence, Thailand 2007

Source: 2007 Survey of Older Persons in Thailand
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The fact that formal education in Thailand has
been continually expanding at all levels means 
that educational levels of younger adults are 
substantially higher than those of older persons.
At the same time, this also means that those who
will be entering their elderly years in the future
will be better educated than those currently in
older ages and that through the process of cohort 
succession educational levels of elderly will improve
considerably. Educational attainment is generally
completed by early adulthood and thus remains a 
relatively fixed characteristic from then on. Thus
the future educational attainment of persons in 
older ages can be projected based on the levels 
of younger cohorts that have passed the ages 
when schooling typically takes place (Hermalin,
Ofstedal & Tesfai 2007). Table 3.3 provides the
current and projected percent that lack any formal
education and who have at least secondary or
higher education for three broad age groups within
the elderly age span for the period 2010-2050. 
Results are based on the 2010 Labour Force Survey
conducted by NSO in the first quarter of the year. 
Information in the survey permits determination
of these measures for persons age 20 and above 
including cases of those who are still in school (see
Appendix A for details).

The results clearly point to the fact that future 
elderly will be increasingly better educated than
those currently in older ages in Thailand. Increases 
in the compulsory level of education that have taken
place in Thailand ensure that this trend towards a 
better educated older population will continue for 
quite some time. The percent that lack any formal
education will dwindle to only a few percent while
the percent that has at least some secondary 
education will increase dramatically, rising from
12% to 80% among those in their 60s between
2010 and 2050.

Besides the fact that educational levels will improve
dramatically among older persons, several other
patterns are clear from the results in Table 3.3. 
The considerable differences by age within the 
elderly age span that are evident currently with
respect to the percent with no education will
essentially disappear. In contrast, age differences
in terms of the percent that have a secondary or 
higher education that are currently evident within 
the elderly age span will become increasingly
pronounced. This reflects the rapid change that has 
occurred among young adults during the last two
decades particularly with respect to increases in the 
compulsory level of education. In addition, gender 
differences in education which are prominent 
currently will contract and even start to reverse by
2050 when the percent with secondary or higher
education among persons in their 60s will be higher 
for women than for men. This reflects the closing
and reversal of the gender gap in education that
has taken place in Thailand during the last couple 
of decades (Knodel 1997). However, it is clear that 
for the next several decades, older-age women in
each age group will continue to be substantially
less educated than men although their education 
levels will increase even more rapidly.

This improvement in education among older 
persons will undoubtedly contribute to their well-
being. In addition, the eventual closing and even
reversal of the gender gap in education will remove
an important source of disadvantage among older
women. At the same time, however, older persons
will still remain considerably less educated than 
younger adults at any given time. This in turn may
affect intergenerational relations and also affect the 
competitiveness of older persons compared better
educated younger persons for employment in the 
formal sector.
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Improved overall health and vision

Although the NSO Surveys of Older Persons 
included a number of items concerning health, only 
those asking about specific diseases, self assessed 
health, and vision permit comparable measures to
be constructed across all three surveys. Accurate 
knowledge of many specific diseases, however,
requires diagnosis by professionals and thus trends 
in self reports can be misleading and are not 
presented here. Instead the consideration is limited 
to self-assessed overall health and vision. Although 

self assessments are subjective, ones that refer to 
overall health have been shown to be reasonably 
valid, relating well to other more objective measures 
as well as being a reasonably effective predictor of 
mortality (Jylha 2009).

Table 3.4 shows the percent who reported their 
health as good or very good and who reported they 
could see well without glasses among persons age 
50 and older in each of the three NSO Surveys of
Older Persons. Both self assessed health and good 
vision have improved over the period covered. 

Table 3.3  Current and projected percent with no education and with secondary or higher education, by age 

and gender, 2010–2050

No education 2010 2020 2030 2040 2050

 Total

 60-69 9.0 5.0 3.1 2.3 2.2

 70-79 16.8 9.0 5.0 3.1 2.3

 80-89 26.0 16.8 9.0 5.0 3.1

 Men

 60-69 5.5 3.4 2.2 2.1 2.2

 70-79 10.4 5.5 3.4 2.2 2.1

 80-89 16.4 10.4 5.5 3.4 2.2

 Women

 60-69 12.1 6.5 3.8 2.6 2.2

 70-79 21.4 12.1 6.5 3.8 2.6

 80-89 32.4 21.4 12.1 6.5 3.8

Secondary or higher

 Total

 60-69 12.3 20.0 33.4 53.3 79.6

 70-79 6.7 12.3 20.0 33.4 53.3

 80-89 5.6 6.7 12.3 20.0 33.4

 Men

 60-69 16.4 25.0 36.9 54.2 76.5

 70-79 10.4 16.4 25.0 36.9 54.2

 80-89 8.0 10.4 16.4 25.0 36.9

 Women

 60-69 8.8 15.5 30.2 52.4 82.8

 70-79 3.9 8.8 15.5 30.2 52.4

 80-89 4.0 3.9 8.8 15.5 30.2

Source: 2010 Labour Force Survey, First Quarter.

Note: Information on the projection method is provided in Appendix A.
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Improvements are evident for men and women,
all three age groups shown, and those in rural and
urban areas. The results also indicate that in each 
survey women are less likely to report good health
than are men and that the percent with good health
declines considerably with age. There is also a 
moderately higher percentage of urban than rural
residents reporting good health.

The reported improvement in vision over the period
covered is even more substantial than in overall
health. Gender differences in the percent reporting
good vision are modest but there is a substantial
decline in the percent reporting good vision by age.

Rural residents are also more likely to report good
vision without glasses than are urban residents.
This latter difference reflects the far greater
tendency to have glasses among urban than rural
residents and to be able to see well with them.
The share who say they see well (with or without
glasses) is higher for urban than rural residents
(86% vs. 76%–not shown in table). The dramatic
improvement in vision overall undoubtedly reflects
the active government program to provide cataract
and other eye surgery to all who need it that has
operated during the period being covered (Jenchitr
& Pongprayoon 2003).

Table 3.4  Self assessed good health and good vision without glasses, by gender, age, and residence, persons 

50 and older, 1994-2007

Good health (%) Good vision w/o glasses (%)

1994 2002 2007
Ratio

2007/
1994

1994 2002 2007
Ratio

2007/
1994

Total sample 47.5 55.5 56.3 1.19 42.5 51.7 61.5 1.45

Gender

Men 53.8 62.4 62.1 1.15 41.8 53.4 63.2 1.51

Women 42.1 49.5 51.4 1.22 43.0 50.1 60.0 1.40

Age

50-59 56.7 66.0 65.9 1.16 48.8 61.5 69.3 1.42

60-69 43.5 52.9 55.1 1.27 40.8 48.1 60.7 1.49

70+ 29.1 33.6 35.1 1.21 27.7 32.9 43.7 1.58

Residence (a)

Rural 47.2 53.9 55.2 1.17 44.6 53.5 64.6 1.45

Urban 48.4 59.1 59.1 1.22 37.4 47.8 54.0 1.44

Source: 1994, 2002 and 2007 Surveys of Older Persons in Thailand

Notes; Good health includes those who rate their health as very good or good.
(a) urban residence includes sanitary districts in 1994
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Table 3.5  Trends and differentials in labor force participation for persons 60 and older.

Total Men Women

From Labor Force Surveys

 1991 37.7 50.1 27.4

 1995 35.4 47.6 25.0

 2000 33.6 45.8 23.1

 2005 38.8 51.0 28.8

 2008 37.9 50.3 28.1

From 2007 Survey of Older Persons

 Total 37.3 50.4 26.7

 By area of residence

Rural 40.8 55.3 28.8

Urban 28.5 37.6 21.6

 By age 

60-64 56.7 71.0 44.1

65-69 41.3 55.4 29.5

70-74 26.2 37.2 17.5

75+ 13.2 20.5 8.2

Sources: 1991 to 2005 labor force participation rates from Fujioka & Thangphet 2009; 2008 from Labor Force Survey report published by NSO (Table C).

Notes: The Labor Force Survey results refer to the third quarter of each year shown. Both the Labor Force Survey results and those for the 2007 Survey
of Older Persons treat persons who are waiting for season as participating in the labor force. The Labor Force Surveys also include the small number
of unemployed persons who are looking for work in the participation rate while the 2007 Survey of Older Persons results exclude the 0.1% who are
unemployed and looking for work.

Work status

Information on the work status of older persons 
is available from the several rounds of the Labor
Force Survey conducted by NSO each year. A 
recent report issued by the ILO Regional Office 
summarizes trends based on published reports for 
the third quarter rounds for selected years (Fujioka 
& Thangphet 2009). Since the NSO reports group 
all persons 60 and older into a single category, 
differentiation by age within the elderly age span is 
unavailable from this source. Results from the ILO
report plus updated results for 2008, provided in 

the top panel of Table 3.5, make clear that there is
no consistent trend in the percents of either older 
men or women who are working (i.e. considered in 
the labor force). Although there is some fluctuation 
over time, the percentages for 1991, the first year 
shown, and those for 2008 are remarkably similar. 
Moreover all surveys show quite similar gender 
differences with men considerably more likely to be
working than women. The exclusion of housework 
from “work” accounts at least in part for this 
difference.
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The bottom panel of Table 3.5 shows labor force
participation by area of residence and age groups 
within the elderly age range based on the 2007
Survey of Older Persons. Labor force participation
is substantially higher among rural than urban older 
persons. The percent of persons age 60 and older 
who are working declines sharply with increasing 
age. Over half of persons age 60-64 worked
compared to only a small minority of those 75 or 
older. In addition, for any given age group, men were
considerably more likely than women to work.

There are numerous reasons why persons 
stop working as they get older. In Thailand the
conventional retirement age is typically considered
to be 60, the mandatory retirement age for
government employees and workers in state
enterprises. Only a minority of the population, 
however, are subject to such mandatory retirement
requirements. Although employees in private
sector enterprise may have retirement ages set
in their contract, the age is up to the enterprise.
In addition, it is thought that many stop working 
before reaching the set age (Fujioka & Thangphet
2009). For the large share of persons who are self 
employed, including most farmers and informal
sector workers, both the concepts of mandatory 
retirement and a discrete retirement age are
inapplicable. Instead, exiting from economic
activity is likely a process of reducing activity over
time and is a matter of their own discretion. This 

likely accounts for the higher participation rates 
among rural compared to urban elderly given that
far higher proportions in rural than urban areas
are in the informal agricultural sector and are own
account workers while formal sector work is far
more common in urban areas.

In each of the three NSO surveys of older persons,
respondents were asked if they were willing to work.
Figure 3.8 indicates the proportion willing to work
among those who not working during the previous 
week nor waiting for the season to work. Only a
modest minority of men and women aged 60 and 
older among this group were willing to work. In 
all three surveys, the percentages are somewhat 
higher for men than women. The percentage who
indicated a willingness to work, however, increased 
for both sexes between 1994 and 2007.

Figure 3.8 also shows that the percent of those 
who were not working but said they were willing
to work in 2007 clearly declines with advancing
age. Among 60-64 year-olds, 15% of men and
14% of women who were not working said they 
were willing to work but less than 5% of non-
working men and only 3% of women age 75 and 
older were willing to work. At each age, higher 
proportions of nonworking men than women 
indicate a willingness to work.

Figure 3.8  Percent who are willing to work among 

those who did not work during previous 

week and are not waiting for season to 

work, persons 60 and older

Source: 1994, 2002 and 2007 Surveys of Older Persons in Thailand
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Increased formal support

In recent years the proportion of the labor force 
that is covered by some formal scheme that will
provide financial benefits during retirement has
expanded considerably. At present this is largely
limited to those employed in the formal sector of 
the economy although efforts are underway to
launch a nationwide savings program for informal 
workers including farmers and other self employed
persons (Bangkok Post 2010). Government and 
state enterprise employees have long been covered 
by government guaranteed retirement benefits 
but broader coverage to employees in the private 
sector is only recent with the most significant
advancement being the establishment in 1999
of the Old Age pension Fund within the national 
Social Security System. As a result of these ongoing
developments, the share of the older population
with some source of formal financial retirement 
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Table 3.6 Percent of persons age 18-59 who have some form of formal financial coverage for retirement, by 

age, persons 18-59, 2007

Total

Gender Area of residence

Age Men Women Ratio (men/
women) Urban Rural Ratio (urban/

rural)

25–29 51.9 51.0 52.6 0.97 61.7 41.1 1.50

30–34 44.6 44.5 44.7 1.00 55.3 35.0 1.58

35–39 38.3 42.8 34.7 1.23 51.6 27.1 1.90

40–44 28.1 29.2 27.2 1.08 38.8 20.9 1.85

45–49 26.3 31.7 21.3 1.49 35.7 20.8 1.71

50–54 19.9 24.5 15.9 1.53 29.4 13.4 2.20

55–59 16.6 18.5 14.8 1.25 21.3 13.3 1.60

Total 31.8 34.2 29.8 1.15 42.9 23.4 1.83

Source: 2007 Survey of Knowledge and Attitudes on Elderly Issues among Population Age 18-59.

Note: Old age financial coverage includes persons who are currently civil servants or members of the social security system, are government or state
enterprise employees and expect to have pension or lump sum payment when they retire, or are aged 50+ and are not currently working but have a
pension.

benefits is virtually certain to increase substantially 
in coming years.

In conjunction with the 2007 Survey of Older
Persons, a supplementary survey of adults age 
18 to 59 was also conducted. Results for persons 
age 25 and over are presented in Table 3.6 and 
provide some evidence of the substantial increase 
in the proportion covered by formal support that 
will characterize cohorts entering the older age
span in coming decades. The proportion of adults 
who have some sort of formal financial retirement 
benefit declines with each successive five-year age 
group. This undoubtedly reflects cohort differences 
in types of employment. The proportion who work 
as employees in the formal sector (both private and 
government) declines steadily with age falling from 
53% for those 25-29 to only 9% of those 55-59, 
a pattern that likely reflects in part the increased
educational attainment over time among those 
entering the labor force (not shown in table).

Also shown in Table 3.6 are differences according 
to gender and area of residence. As indicated by 
the ratio of the men to women that have some
coverage, in general men are modestly more likely
to have entitlement to retirement benefits than are 

women. However, the male advantage is limited 
to ages 35 and over. At younger ages women are
either equally or more likely to be covered. Far 
more pronounced and consistent than differences 
associated with gender are those associated with 
place of residence. Urban dwellers are much more 
likely to have retirement benefit coverage than their 
rural counterparts regardless of age cohort. This 
obviously reflects the far higher portion of urban 
compared to rural residents who are employed in 
the formal private sector and in civil service or state 
enterprises. At the same time, a decline in the portion 
entitled to retirement benefits with successive 
age is clearly evident both among urban and rural
residents again reflecting the fact that elderly will 
be more likely to have formal sources of support 
in the future even if current benefit plans are not
expanded. Since expansion seems virtually certain, 
the actual increases through cohort succession over 
the coming decades in the proportion of elderly who
have retirement benefits could be far greater than 
even the current cohort differences among those 
under the elderly age range suggest.

An additional form of formal support that has
expanded substantially in recent years is the 
government welfare allowance that is provided to 
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persons age 60 and over. It was established in 1993
and originally intended for indigent older persons.
Subsequently coverage expanded and currently
is virtually universal for all elderly regardless of
financial need. In addition, while still quite modest, 
the amount of the allowance has increased from
200 to 500 Baht. Whether or not this will be
sustained in the indefinite future in its present
form is uncertain but at least currently this formal
mechanism is available as a modest supplement to
the income of all who apply for it.

Implications for material well-being

As noted above, two major demographic trends
that could potentially impact the material well-
being of older persons in Thailand are the decline in 
the number of living children that will characterize

future cohorts of older persons and the increased
likelihood of migration of those children leading
to a reduction in the proportion that remain in 
the same household or locality as their parents.
The decline in the number of living children raises
questions concerning the availability of filial 
material support and, together with the increased
migration of children, raises questions concerning 
availability for personal care and assistance,
especially once frailty or chronic illness set in. In
addition to these demographic trends, other factors 
come into play, not the least of which, given the
traditional dependence of parents on their children
in old age, is possible weakening of a sense of filial 
obligations on the part of both generations. At the 
same time the educational levels of adult children
of older Thais are improving and likely increasing
their earning power.

Table 3.7 Sources of income during the previous 12 months, 1994 and 2007, and by age and area of residence, 

persons age 60 and older, 2007

Total population age 60
and over

Population age 60 and over in 2007

Age Area of residence

1994 2007 60-69 70+ Urban Rural

Any income from source

work 38.0 37.8 50.2 20.1 28.7 41.4

pension (a) 4.1 5.4 6.2 4.2 12.2 2.6

elderly allowance 0.5 24.4 17.7 34.0 14.1 28.6

interest/savings/rent 18.2 31.7 33.7 29.0 36.8 29.7

spouse 21.4 23.3 30.0 13.7 20.3 24.5

children 84.5 82.7 79.0 87.9 77.6 84.8

other relatives 11.4 11.0 9.7 12.9 11.0 11.1

Main source of income

work 32.0 29.0 39.7 13.7 23.5 31.2

pension (a) 4.0 4.4 4.9 3.7 10.2 2.1

elderly allowance 0.0 2.8 1.2 5.0 1.4 3.3

interest/savings/rent 1.7 2.9 2.6 3.3 5.1 2.0

spouse 4.7 6.1 7.9 3.6 6.7 5.9

children 55.0 52.5 41.9 67.8 50.1 53.5

other relatives 2.5 2.3 1.8 3.0 2.9 2.0

total 100 100 100 100 100 100

Sources: 1994 and 2007 Surveys of Older Persons in Thailand

Note: results exclude a small number of cases who reported no income or income from other non-classified sources.
(a) 2007 includes lump sum payments on retirement
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Older persons’ own work is clearly the second most 
common source as well as second most common 
main source with just under two fifths overall 
reporting income from work. The importance of 
work is likely understated in the sense that responses 
refer to own work and do not take account of income
from a spouse’s work which most married couples 
likely put to mutual use. Note that almost a fourth of 
respondents cite their spouse as a source of income 
although far smaller percentages say that it is their
main source. Assuming that this category mainly 
reflects income from a spouse’s economic activity, 
the vast majority of older Thais in both surveys rely 
either on children or work as their main income 
source. The substantially increased percentages 
reporting income from welfare allowances between 
1994 and 2007 reflects the expansion of the
program as noted above. However, few report the
elderly allowance as their main source of income 
reflecting the modest sizes of the allowances. 
Another interesting change between the 1994 and 
2007 survey is the substantial increase in older
persons who report their own financial resources
(investments, savings or rent) as a source of 
income although very few in both years cite this as
their main source. This increase likely reflects the
changing nature of the Thai economy, especially
the expansion of financial institutions and their
accessibility to the general population.

Results from the 2007 survey make clear that 
sources of income and especially the main source 
vary considerably with age. Consistent with the 
decline in economic activity with age discussed 
above, work is much less common as a source of 
income and infrequently cited as the main source 

Sources of income

Table 3.7 examines the various sources of income
as well as their main source that persons age 60 
and over reported in the 1994 and 2007 Surveys
of Older Persons. Among all persons age 60 and 
above, their children are by far the most common
source of income as well as the most common 
main source. In both surveys over 80% reported 
at least some income from children during the
prior 12 months and over half reported children as 
their main source. In addition, only rather modest 
declines are evident for both of these measures 
between the two surveys.

for persons age 70 and over compared to those 
in their sixties. The decline in economic activity 
with age, together with increases in widowhood, 
likely account for the lower percentages of persons 
70 and above reporting their spouse as a source 
of income compared to those in their sixties. In 
contrast, while children are commonly reported as 
a source of income even for younger elderly, their
importance as a main source of income increases 
very substantially with age.

Several differences among rural and urban elderly 
are also pronounced. Rural elderly are considerably 
more likely to report work both as a source of 
income and as the main source, reflecting the 
tendency to remain economically active longer into 
life among persons engaged in agriculture where 
retirement is likely to be a gradual process and
not subject to a prescribed age. At the same time, 
urban elderly are far more likely than their rural 
counterparts to report pensions either as a source 
of income or a main source although even for urban 
elderly only a modest 12% receive pensions. The 
contrast in pensions between urban and rural older 
persons undoubtedly reflects differences in lifetime 
occupational histories. Urban elderly are more likely 
than those in rural areas to have had jobs in the
formal sector and particularly in the government 
civil service. As noted above, this urban-rural 
difference is likely to remain in the future, although 
efforts to widen coverage to self-employed and the 
informal sector may mitigate the gap.

Support from children

Of particular interest in Table 3.7 is the minimal 
change evident between 1994 and 2007 in children 
as a source of income and particularly as the main
source. Although some financial contributions from
children are of little more than symbolic value, in 
many cases the extent of such support is sufficient
to serve as the main income source. Table 3.8 
focuses more closely on changes in the extent that
children serve as a source of income and how these 
changes correspond to changes in the family size of 
different age groups of persons age 50 and above
based on the 1994 and 2007 Surveys of Older
Persons. Results are limited to those who have at 
least one living child.
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Table 3.8  Children as a source of income and mean number of living children among persons 50 and older 

with at least one child, by age, 1994 and 2007.

Age

Any income from children Children as main source of income Mean number of living children

1994 2007 2007/
1994 1994 2007 2007/

1994 1994 2007 2007/
1994

50-54 66.2 57.9 0.87 15.5 12.4 0.80 4.15 2.72 0.65

55-59 76.0 71.7 0.94 23.0 20.8 0.91 4.76 3.06 0.64

60-64 82.2 81.1 0.99 39.6 37.7 0.95 5.26 3.60 0.68

65-69 87.8 85.9 0.98 52.9 51.7 0.98 5.33 4.11 0.77

70-74 92.4 89.9 0.97 72.2 65.5 0.91 5.32 4.73 0.89

75+ 93.6 93.3 1.00 78.4 74.4 0.95 5.04 4.98 0.99

Total 79.4 75.5 0.95 37.6 35.8 0.95 4.86 3.57 0.74

Sources: 1994 and 2007 Surveys of Older Persons in Thailand

Although in all age groups there has been some
decline in the percent of respondents who reported 
any income from children as well as who indicated 
their children as their main source, the reductions 
are modest. Declines in the mean number of living
children, however, are quite substantial especially
for the cohorts that are below age 70 and in these
cases far greater than the proportionate reductions
in the percent who cite children as an income
source. For example, among persons in their 60s,
there is little decline in the percent who received 
any income from children and only a very small
decline in the proportion for whom children were 
their main source. Yet the average number of living
children for persons in these ages fell substantially.
Nevertheless, there is some suggestion that a
reduced number of children is associated with
reduced financial support. Among persons in
their 50s, especially those age 50-54, declines in
support from children and in the number of living
children are both above average.

Family size and filial financial support

A more direct examination of the association
between number of living children and filial financial 
support is provided in Figure 3.9 for persons age
60 and above in 2007. Since both the number of
children and dependence on children for support 
increases with the age of parents, the results
are adjusted by linear regression for the age of 

respondent. Successive increases are evident in the
proportion who receive at least some income from 
children and who rely on children as their main 
income source. For both cases, those with four or
more children are more likely to receive financial 
support than those with fewer children, suggesting 
that the reduced family sizes of future cohorts of 
elderly Thais could portend lesser financial support.

Also shown in Figure 3.9 is the association between
number of children and the percent of older persons
who said both that their income is sufficient and
that they are satisfied with their financial situation, 
presumably implying that their economic situation 
is adequate for their needs. The share of older 
persons with small families is actually somewhat 
above average in expressing economic satisfaction
compared to those with more children. Indeed the
lowest percent is found among those with four or
more children.

One possible reason underlying this finding
despite the lower likelihood of financial support
from children among those with only few could be
that older persons with few children are less likely
to be in financial need compared to those with
more. One study conducted in rural Thailand two 
decades ago found that couples with few children 
were better able to accumulate wealth than those 
with larger numbers (Havanon, Knodel & Sittitrai 
1992). This suggests that smaller family sizes could 
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possibly facilitate wealth accumulation for later 
in life thereby reducing a need to depend on filial 
financial support. Just what the implications are 
for estimating the impact of smaller family sizes
on material well being of the coming generation
of older-age Thais depends on how the causal 
connections between support, wealth accumulation 
and family size operate. Moreover, future declines 
in family size among older age groups will be very 
substantial and any offsetting benefits for wealth 
accumulation may be overwhelmed by the smaller 
number of children on whom elderly parents will 
be able to depend. Thus firm conclusions about the 
future implications of declining family sixe remain
elusive. The safest approach is simply to recognize 
that the extent to which the smaller family sizes 
of the future elderly may jeopardize their material 
well-being is uncertain.

Migration of children and material support

Migration of adult children, especially from rural 
areas, is virtually an inevitable aspect of economic
development. As noted above, the proportion of 
children of older persons who migrate away from 
their parents’ locality is on the increase in Thailand.
Concern is often expressed in the mass media 
and even in UN forums that such geographical 
dispersion of adult children poses risks of 
undermining material support as well as personal 
care to elderly parents (e.g. Charasdamrong 1992; 
United Nations 2002, paragraph 29). Yet material 
support does not require geographical proximity, a 
point often overlooked in such discussions.

Table 3.9 examines monetary support to parents 
from non-coresident adult children during the 
previous year according to their location in relation 
to their parents. Such support from coresident 
children is not shown because of the difficulty of
interpretation when the children giving the money 
are part of the same household economy. One
set of results is based on the 2006 Migration
Impact Survey (MIS) which was conducted in 
rural and semi-urban areas of three Thai provinces 
and focused on parents in the age groups 
50-54, 60-64 and 70-79 (Knodel et al. 2007). 
Another set of results comes from the nationally 
representative Survey of Welfare of the Elderly in 
Thailand (SWET) conducted in 1995 of persons 
age 50 and over. Both surveys asked respondents 
how much monetary support was provided from 
each of their children during the previous year. The 
measures in Table 3.9 focus on provision of more 
than a token amount of money. Due to differences 
in the information collected, the measure for SWET 
refers to at least 1000 Baht and for MIS to over 
5000 Baht. The table also shows the relationship 
of the educational attainment of adult children to 
the provision of monetary support. Note that adult 
children who migrate out of the province tend to
be better educated than those who do not (Knodel 
et al. 2007). The relation of location and provision 
of monetary support is also shown within each 
educational category to enable assessment of the 
association with each characteristic independent of 
the other.

Figure 3.9 Children as source of income and self 

assessed economic situation, by number of 

adult children, persons age 60 and above, 

Thailand 2007 (adjusted for age)

Source: 2007 Survey of Older Persons in Thailand

Notes: Results are adjusted by linear regression for the age of 
respondents. Adult children include all children who live outside the
household and children age 18 and over who live in the household.
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Table 3.9 Monetary support in previous year to parents age 50 and over from non-coresident grown 

children, by education and location of child, 1995 and 2006

Total (a)

Educational attainment of child

Year of survey and location of child in relation 
to parent

Primary or 
less

Lower 
secondary

Upper
secondary Tertiary

% giving 1000+ Baht, 1995
(based on national sample)

Same locality 22.1 19.9 29.9 41.8 54.2

Same province 32.1 24.6 46.4 52.3 60.1

Elsewhere 48.0 43.5 53.4 58.1 59.0

Total 35.2 29.3 46.5 54.3 58.9

% giving over 5000 Baht, 2006 
(based on non-urban sample from 3 provinces)

Same locality 10.6 7.5 19.1 22.6 47.8

Same province 18.9 9.1 27.1 30.1 41.7

Elsewhere 37.3 27.9 43.8 42.6 60.5

Total 26.4 17.0 36.5 37.4 54.5

Sources:1995 Survey of the Welfare of Elderly in Thailand and 2006 Migration Impact Survey.

Notes: The Survey of the Welfare of Elderly in Thailand is nationally representative; the Migration Impact Survey covered persons age 50-54, 60-64 
and 70-79 in rural and semi-urban areas (tetsabaan tambol) in three provinces (see Knodel et al. 2007). Grown children include all children age 16 
and older.

(a) includes unknown education

The results from both surveys are quite consistent.
Almost without exception, regardless of
educational level, monetary support to parents
was most likely to be provided by children who
lived outside the province and least likely by non-
coresident children who lived in the same locality
as their parents. Moreover, regardless of where the
non-coresident child was located, the higher their
education the more likely they were to provide
meaningful monetary support. These findings
likely reflect the fact that much migration of adult
children is related to seeking better employment
opportunities and that better educated children are 
able to earn better incomes which many still appear
to be willing to share with parents. Overall, these 
results are reasonably encouraging concerning
the implications of the trends towards increased
migration and higher levels of educational
attainment of children for monetary support of 
older age parents in the future.

future

Results of the 2007 survey of adults aged 18 to
59 referred to above indicate the extent to which 
a sense of filial obligations will be maintained by
future older persons. Respondents were asked 
if they expected to receive money from various 
sources including from children and which source
they expected to be the most important. As evident
in Table3.10, expectations of filial support in old
age are shared widely by the current generation of
adults. Even among adults under age 30, almost
three fourths expect to receive some financial 
support from children in old age and among those
who had ever married (i.e. the ones most likely to 
have children), four fifths expect such support. It
is also striking that almost 90% of ever married 
persons aged 50-59 (i.e. those who will enter the
elderly age span in the following decade) expect 
such support.
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Table 3.10 Expectations of financial support in old age, by age, persons 18-59, 2007

Age

% expecting to receive financial support from
children in old age

% expecting children to be main financial support 
source in old age

All Ever married Never married All Ever married Never married

 under 30 72.7 80.4 69.3 22.7 28.8 20.1

 30-39 76.5 83.2 46.7 27.2 30.0 14.6

 40-49 80.3 83.9 34.9 35.1 36.9 12.4

50-59 86.4 88.7 29.6 45.4 47.0 6.9

Total 60.1 84.8 79.0 32.6 37.1 17.8

Source: 2007 Survey of Knowledge and Attitudes on Elderly Issues among Population Age 18-59.

Although it is common for even the youngest 
adults to expect some financial support from 
children, there is a much more pronounced age
pattern with respect to the percent who expect 
their children to be their main source of support in
old age. Among ever married persons age 50-59, 
almost half expect that their children will be the
main source of support, a share that is only slightly 
below the reported percent of persons currently in
their older ages who report children as their main 
source of support as noted above. However, the 
percentage expecting children to be their main 
source of financial support decreases with each
successively younger age group. Among those 
under age 30, even for those who are ever married,
less than 30% have this expectation. Whether this
reflects a weakened sense of filial obligations to
parents among younger cohorts is unclear. It could 
instead reflect anticipation among younger adults
that when they reach old age they will have other
sources than their children as a means of material 
support, particularly formal channels such as the 
retirement benefit plans as discussed above.

Expectations for filial financial support are not
static and may well change in the future especially
as older persons’ abilities to support themselves 
increase or the sense of obligation of children to
support parents decreases. Nevertheless, these 
results suggest that despite the major social and
economic changes that have characterized Thai 
society, the normative foundation of family support
for older persons is still widely shared even if the 
role it plays may be reduced.

Implications for social support and personal care

Unlike material support, social support in the form 
of frequent face-to-face interaction requires some 
level of physical proximity. However, technological 
advances in communications, especially widespread 
accessibility to cell phones, have greatly enhanced 
the ability of migrant children to keep in contact with 
their older age parents other than through face-to-
face interactions. Thus the ability to provide social 
support by children who are geographically distant 
from their parents varies according to the type of 
social support being considered. Routine personal 
care by an adult child, however, requires very close
proximity typically in the form of coresidence or
residing very nearby. Thus to better understand how
changing family size and increased migration of
children affects social support and personal care it 
is useful to examine the association between family 
size and proximity to children. As Figure 3.10 shows
the location of the nearest adult child is clearly 
associated with family size. The greater the number 
of adult children the more likely that an adult child
coresides, that one is either in the household or next 
door, that at least one is in the same locality, and 
that at least one is within the same province. This 
in turn affects the likelihood that services which 
depend on an adult child being close by or at least 
not at a substantial distance will be provided.

Social contact and psychological well-being

For most older-age parents, maintaining contact 
with children who move out of the household is 
important for their social and emotional well being,
especially if no other children are nearby. Migration
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Figure 3.10  Location of nearest adult child, by       

 number of adult children, persons age 60  

 and above, Thailand 2007

Source: 2007 Survey of Older Persons in Thailand.

Notes: Adult children include children age 18 and over who live in 
the household and all children who live outside the household. Each 
successive location category includes the previous categories as well.

Table 3.11  Contact of parents during the past year with non-coresident children, by number of total adult 

children and location of children, parents age 60 and older of non-coresident children, 2007

Face-to-face contact Face-to-face or telephone contact

At least weekly At least monthly At least weekly At least monthly

Total 37.8 55.9 58.7 85.9

Number of adult children

1 27.0 48.9 57.9 85.1

2 33.2 54.4 58.1 85.9

3 36.5 56.2 59.3 86.4

4+ 39.9 56.6 58.8 85.7

Location of nearest child
(excluding coresident children)

same locality 63.6 71.3 75.0 90.4

same province 26.4 56.3 54.0 86.6

elsewhere 0.0 5.9 34.6 82.8

Source: 2007 Survey of Older Persons in Thailand.

Notes: Adult children include all children who live outside the household and children age 18 and over who live in the household.
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interactions although contact can be maintained
through other means, especially phone calls now 
that cell phones are common.

The 2007 Survey of Older Persons included 
questions about the frequency of visits and
phone contact with non-coresident children. The
questions were phrased in terms of non-coresident
children overall rather than individual children.
Also the survey did not enquire about contact with
coresident children since it presumably occurs
on a daily basis. As results in Table 3.11 show, the
percentage who reported face-to-face contact on
either a weekly or a monthly basis with a non-
coresident child increases with the number of adult
children among those respondents age 60 and
over who had at least one non-coresident child.
When telephone contact is included, however, the
relationship disappears. Note that if the measures
of contact encompassed coresident children, the 
association with family size would be stronger
given that the likelihood of coresidence increases
with family size as discussed above.
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Table 3.12 Percent who felt lonely at least sometimes in the last month and psychological well being score, 

persons 60 and older, 2007

% lonely at least sometimes Psychological well being score

All persons 60 and older 34.9 11.43

Number of children

 0 42.9 11.30

 1 34.0 11.50

 2 30.7 11.79

 3 30.6 11.69

4+ 36.8 11.26

Nearest child 
(among those with living children)

 same household 30.9 11.51

 next door 39.4 11.26

 same locality 44.3 11.21

 same province 40.8 11.32

 elsewhere 38.3 11.51

Source: 2007 Survey of Older Persons in Thailand.

Notes: See text for definition of psychological well being score.

Not surprisingly, the frequency of face-to-face 
contact with non-coresident children is strongly 
associated with their location relative to the parents. 
If a non-coresident child is in the same locality as the
parent, almost two-thirds of parents report seeing a 
child at least weekly and over 70% at least monthly. In 
contrast, weekly contact is nil for parents whose non-
coresident children all live outside the province and 
only a very small percent report even monthly face-
to-face contact with such children. However when 
telephone contact is also included, the relationship 
between location of the nearest non-coresident child 
and frequency of contact is considerably weakened.
Although contact either through visits or telephone 
calls, especially on a weekly basis, still has a clear 
relationship to the location of the nearest non-
coresident child, monthly contact is quite common 
even if the nearest child lives outside the province.

Presumably social contact with children generally 
promotes psychological well-being. In addition to 
asking about contact with children, the 2007 Survey
of Older Persons included a series of questions 
intended to measure psychological well-being. The 
questions asked how often during the past month 
the respondent lacked appetite or felt stressed, 
moody, hopeless, useless, unhappy and lonely. To 
calculate an overall psychological well-being score
for each item 2 points were assigned for “not at all’, 
1 point for ‘sometimes’, and no points for ‘always’
and summed across all seven items. Thus higher 
scores signify better psychological well-being. Given 
that migration of children as well as being childless 
could deprive older-age parents of important social 
interaction, responses concerning feeling lonely are 
of particular interest. Table 3.12 therefore shows 
both the percent who said they were lonely at least 
sometimes during the last month and the mean
overall psychological well-being score.
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The results show that older persons who are
childless are distinctly more likely to say they were 
lonely. They also score lower than average on 
overall psychological well being although no lower
than those with four or more children. Among those
who have a least one living child, no consistent
relationship between the number of children and
either the percent who felt lonely or the overall
psychological well-being score is evident. The
association with the location of the nearest child
also generally lacks a consistent pattern with these 
two measures. However, those who have a child in
the household were the least likely to say they felt 
lonely during the previous month. However, among 
non-coresident respondents loneliness does not
appear to be related to how near their children
are. The highest overall psychological well-being
scores are found both for those respondents who
co-reside with a child and for those whose children 
all live outside their parents’ province. These
findings suggest that reduced family size as long as 

Table 3.13  Percent who can care for self and distribution of caregivers for those who need help or are 

receiving care, by number of adult children and location of nearest adult child, persons age 60 

and older, 2007

Percent who 
can take care 

of self

Caregiver among those who need help or are being cared for 
(percent distribution)

No one, but
needs help Spouse Child/

child-in-law
Other family

member
Paid-help 

(a) Other Total

Total 88.0 9.2 26.3 56.7 4.7 2.6 .5 100

Number of adult children

1 88.0 10.2 26.3 47.0 9.7 6.8 0.0 100

2 91.3 8.7 41.0 42.3 5.2 2.2 0..5 100

3 88.9 12.6 24.8 51.8 5.3 4.1 1.4 100

4+ 86.8 8.2 24.1 61.7 3.9 1.8 0.3 100

Location of nearest adult child

same household 85.7 7.1 17.1 69.6 3.1 2.6 0.6 100

next door 90.8 10.3 39.9 39.9 8.0 1.7 0.3 100

same locality 88.8 13.3 56.0 22.2 8.1 .4 0.0 100

same province 92.2 19.3 61.4 6.0 8.4 4.8 0.0 100

elsewhere 94.1 20.0 53.8 6.3 13.8 5.0 1.3 100

Source: 2007 Survey of Older Persons in Thailand

Notes: Adult children include all children who live outside the household ands children age 18 and over who live in the household.

(a) Nurses and servants

there is at least one child and increased migration
of children will not necessarily undermine older 
age parents’ psychological well-being in the future.
Nevertheless the association could change once 
much smaller families characterize older persons
and few children remain nearby.

Personal care. The 2007 Survey of Older Persons
asked respondents if anyone provided care and if
so who was the main caregiver. The large majority
(88%) of persons age 60 and over indicated
that they could take care of themselves and thus
presumably did not need a caregiver. This percent
declined modestly with age, falling from 94% of
those age 60-64 to 83% of those 75-79. Among
those 80 and over, however, only two thirds
indicated that they could take care of themselves.
Among those who did not indicate they could take 
care of themselves, most had a caregiver although
some indicated that they needed assistance but no 
one provided care.

57Impact of Population Ageing



Among those who do not indicate that they can 
take care of themselves, the percent that need 
assistance but have no one helping them shows
no consistent relationship with the number of adult 
children although some difference in who acts as 
caregiver is apparent. Most striking is that those 
with one or two adult children are considerably less 
likely to be cared for by a child or child-in-law than 
those with three and especially those with four
or more children. They also tend to rely more on
a spouse. Only a small minority rely on paid help
for their care although this is highest for those with
only one adult child.

In contrast to the number of adult children, 
the location of the nearest adult child is clearly
associated with the percent who indicated that 
they need care but do not receive help among 
those who can not care for themselves. The further
away that the nearest adult child lived, the more 
likely a respondent was to lack a caregiver even
though assistance was needed. Among those 
older persons who could not care for themselves, 
fully one fifth of those whose nearest child lived
outside the province indicated that no one provided
care for them. This is almost triple the share that 
lacked needed assistance for those who had a adult
child coresident in the household suggesting that
migration of children puts some older parents who
need personal care at risk of lacking it.

Attitudinal data from the 2006 Migration Impact
Survey indicates that almost 90 percent of
parents feel that the absence of children nearby is
acceptable as long as social contact is maintained 
and parents are still in good health (Knodel et al.

As Table 3.13 shows, in general, the percent of
older persons that can care for themselves shows 
no consistent relationship with the number of adult 
children. At the same time, there is some suggestion
that those who coreside with a child are less likely 
to be able to care for themselves than those who do
not and especially than those whose nearest child 
lives outside their province. This is consistent with 
a recent analysis based on the Migration Impact 
Survey that found some tendency for migrant 
children to return to their parental household if 
parents are in poor health (Zimmer & Knodel,
forthcoming). Having a parent who needs help may 
also deter children from leaving the parent without 
assistance.

2007). However, less than 30 percent said it was 
acceptable for their children to hire someone to help 
the parents if parents are old, not in good health
and all their children live elsewhere. Moreover 
over 80 percent felt under such circumstances it
is better for parents if a child moves back to care 
for them rather than if they move to join a child. 
Thus there still appears to be a strong preference 
for children to care for parents once frail health 
sets in and that at least one child should return if 
all have moved away.

Preparation for old age

Well-being during old age largely depends on how 
well the society and individuals prepared for quality
ageing. Insufficient, inappropriate or late preparation 
at the national, community and individual levels 
may degrade the quality of life of older persons and
their ability to make contributions to society.

Preparation at the national level

During the last decade, the Thai Government has 
increasingly recognized that the potential impacts 
of the rapid population ageing require attention and 
it has responded in various forms. These include the
establishment of the National Commission on the
Elderly in 1999, and launching the Second Plan for 
Older Persons covering the period 2002-2021. One 
main strategy of the plan is to promote preparation 
for quality ageing. Several measures are stipulated 
to achieve this goal. These include expansion of 
old age financial security coverage, curriculum 
development at the primary and secondary 
education levels regarding self-preparation for a 
good quality life in later years and improvement of
environment and public facilities for older persons.
The enactment of the 2003 Elderly Act, the 
establishment of the Elderly Fund and an agency 
specifically responsible for work on older persons, 
and the inclusion of the elderly issues in the 10th

Five Year Socio-Economic Development Plan can 
all be seen as part of a national preparation to cope
with rapid population ageing in Thailand.

Preparation at local and community levels

Local government, especially the Tambon 
Administration Organization (TOA) at the 
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sub-district level, is the agency closest to the
community. In theory it understands the problems
and needs of elderly within a local context and
should be in a better position than other agencies 
to respond. However, weaknesses in management
and budget allocation have been obstacles to
carrying out this responsibility. Lack of personnel
knowledgeable about geriatrics and frequent
turnover of top-executives by political decisions
has lead to discontinuity in plans and policies
regarding older persons (Prachuabmoh, Vipan
et al., 2008). Moreover, TAO tend to give higher 
priority to work on infra-structure than on quality 
of life and geriatrics.

One crucial obstacle to the effectiveness of local 
programs for older persons is the lack of updated
databases providing detailed attributes of older
persons at the local level. This is a barrier especially
for identifying appropriate target groups for services 
and protective measures. Moreover, some TAO are 
primarily interested in older-persons as electoral 
bases rather than in developing solutions to issues 
related to their problems. Some also lack proactive
action plans beyond providing living allowances to 
deal with the increasing number of older persons in 
the community (Prachuabmoh, Vipan et al., 2008).

Preparation at the individual level

Since both formal and informal systems of support
for the elderly have limitations, self responsibility to
prepare for quality ageing is essential. Information
on this matter is available from both the 2007 
Survey of Older Persons and the supplemental 
survey of adults in ages 18-59. Respondents in
both were asked whether they had thought about 
and made preparation for old age with respect to 
finance, living arrangements, physical health, care
giver arrangements, and spiritual/religious practice.
Those who reported preparation in any of the five
areas before age 60 are classified as having done 
something to prepare for old age.

Results in Table 3.14 reveal that the present elderly 
are less likely to have prepared for old age than 
the future elderly (57% versus 76%). This could 
possibly refle ct bias in the reporting of this by the 
older elderly, who may be overlooking some of the
things they did (quite some time ago) to prepare
for old age. The near elderly group (50-59) is 

characterized by a higher proportion preparing for
old age than either younger or older age groups. 
The lower percentage that prepared for old age
among younger cohorts (distant future elderly) 
likely reflects that they are still far from old age.
Gender differences are minimal although those 
that are evident are in opposite directions among 
the present elderly and future elderly cohorts. 
Rural residents among the present elderly are
less likely to have prepared for old age than their
urban counterparts but this is less pronounced
among those in the adult sample. Previous analysis
indicates that the present elderly started making 
preparation for old age relatively late with about
one-fifth starting only after reaching age of 60
and another one-third when they were in their 50s
(Prachuabmoh 2009).

Examination of the specific types of preparation
made reveals only small differences in the percent
reporting each type ranging only from 34 for
caregiver arrangements to 44 percent for physical 
health (not shown in table). The emphasis in the
Second National Plan on the Elderly on health
promotion and economic security, however, may 
be enhancing awareness of the need to prepare in
these areas and explain why these are clearly the 
most common types of preparation reported by the 
adult sample.

In sum, preparation for old age among future
cohorts of elderly of both sexes in Thailand appears
to be expanding and starting earlier than was the 
case for the present elderly. However, the expected 
age to start preparation for the majority is still after
the age of 40. Several types of preparation, such as
those regarding health and savings, are best started
earlier and sustained throughout adulthood. The
government should incorporate efforts to encourage
such preparation at an early age through both formal
and informal educational channels. It should also 
promote realistic expectations regarding how much
financial support can be expected from the various 
measures and programs that it is establishing.
Given limited national financial resources and
rapid growth in the number of older persons, a
substantial degree of self-dependency and life style
practices need to be encouraged. At the same time,
the government should recognize its responsibility 
to provide assistance with respect to the needs 
that individuals, their families, and communities 
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cannot adequately provide by themselves. Given 
limited government resources, efforts will likely 
need to be targeted to those groups of elderly with
greater need, such as the poor, the oldest old, or
the disabled rather than to all elderly equally.

Conclusions and recommendations 

Population ageing is well underway in Thailand 
driven largely by the past decline in fertility and the 
below replacement levels that have prevailed since. 
The size of older population and its share of the total 
have been increasing dramatically and will continue
to do so in the coming decades. Sharp decreases 
are underway in the potential support ratio as the 
number of non-working seniors increases while 
the number of working age adults who typically 
provide support through taxes to pay for retirement

and health care benefits stagnates and then 
declines. These trends have important economic 
as well as social implications at the macro societal 
level, although their nature and extent remain
a matter of debate. While many commentators 
stress the potential threats to economic growth 
and exacerbated competition between generations 
for resources, others take a more benign view, 
emphasizing compensating effects of low fertility. 
These include the reduced youth dependency ratio, 
increased female labor force participation and 
improved human capital accumulation that lower 
fertility likely promote as well as increased labor 
productivity from a better educated work force 
combined with technological advancements (e.g. 
Bloom, Canning and Fink 2009).

While such macro societal implications are of 
great importance, in this chapter we focus on the 
implications of trends at the family level. We view

Table 3.14 Percent who made any preparation for old age by age group, gender and area, Thailand, 2007

Age

Percent who prepared for old age

Total
Gender Area

Males Females Rural Urban

<20 57.1 50.7 63.6 57.0 57.3

20-29 63.5 62.5 64.2 63.2 63.7

30-39 75.1 72.3 77.5 75.3 74.9

40-49 79.7 78.7 80.6 78.5 81.6

50-59 85.5 84.0 86.8 83.9 87.8

Total for future 
elderly 
(aged 18-59)

75.8 74.1 77.3 76.0 75.6

60-69 64.0 65.3 63.0 63.0 66.7

70-79 48.1 49.3 47.2 45.4 55.0

80+ 40.3 42.5 39.0 38.3 45.2

Total for present
elderly 
(aged 60+)

56.7 58.5 55.3 55.0 60.9

Note: Preparation for old age refers to preparing in at least one of the following five areas: finance, living arrangements, physical health, care giver 
arrangement and spiritual practice.

Sources: 2007 Survey of Knowledge and Attitudes on Elderly Issues among Population Age 18-59; 2007 Survey of Older Persons in Thailand.
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such a focus as appropriate given that traditionally
primary responsibility for the care and support
of older persons and hence their well being lay
with the family through a system defined mainly
in terms of filial obligations of adult children. In
particular, we examine the trends and potential
implications of two demographic trends that are
commonly cited as threatening family support for
the elderly: 1) the decline in the number of living
children of older persons brought about through
cohort succession and 2) the increasing dispersion
of adult children away from their parents’ locality
due to migration typically related to employment
opportunities. Together, these trends are resulting
in continuing change in the living arrangements of 
older persons including a decline in coresidence 
with a child among persons 60 and older from 77% 
in 1986 to 59% by 2007.

There are several important issues that contribute to
uncertainty when attempting to assess implications
of population ageing at the family or societal level.
The economic, social, political and technological
environments in which Thais live out their lives are 
constantly changing, often in substantial ways. In 
addition, future elderly will differ considerably from
those of today. They will be better educated, likely in
better health, and far more will be covered by some 
form of formal retirement benefits. Given a strong
association between health and education, the
higher educational attainment that will characterize
future older age cohorts should reinforce the trend
towards better health. It also appears that an
increasing number will have made preparations for
old age in a variety of ways. At the same time, a 
growing proportion of elderly in the future will have 
never married and among those who have married
more may remain childless. Finally, it is critical to 
recognize that parents and their adult children as
well as those who will be childless in old age are 
unlikely to stand by passively as the world about
them changes. Instead, they will exercise human 
agency to minimize negative impacts and maximize
potential benefits, thereby modifying their current
arrangements to adapt to new circumstances.

Despite these sources of uncertainty, it is safe 
to assume that the implications of demographic
change for the existing family support system differ
by type of support and services under consideration
and thus so will the need for related government 
responses. So far filial material support shows

only modest decline. Financial support does not
require physical proximity and the size of monetary
contributions appears to be enhanced by the better 
employment opportunities that migration can
facilitate. Thus greater dispersion of children may
well not threaten filial financial support. Although 
older persons with larger numbers of children are
somewhat more likely to receive financial support,
they are somewhat less likely to indicate that
their economic situation is better than those with
few children. While the underlying mechanisms 
for these seemingly anomalous findings remain
unclear, restricting family size may permit greater
wealth accumulation and thus compensate for 
fewer children to provide material support.

An important caveat to the suggestion that the
threats to filial material support are modest is that
reductions in family size of the future elderly will 
be far more drastic than has occurred so far and 
be accompanied by even greater geographical
dispersion of adult children. Hence past trends may 
not be appropriate as guides to the future. Still,
the higher education and changing employment
patterns of adult children may improve their ability
to provide financial support and compensate for
their lesser numbers. In addition, the expansion of
retirement coverage of future older persons through 
the Old Age Pension Fund under Social Security as
well as new government initiatives underway or 
being planned can also help compensate for any 
declines in filial material support. Increased formal
support can also be important to counteract the
increased proportion who are childless and thus for
whom filial support is clearly unavailable.

Another approach to promote material well-
being among older persons is to increase the 
proportions that remain economically active and
thus contribute to their support through their own 
work. One positive trend that should facilitate this
possibility is improving health of older persons. The
possibility of extending the official retirement age
from 60 to 65 has received some attention as a 
way to increase work among the 60-64 age group. 
However the impact of such a change is likely to be 
quite modest since, as already noted, only a minority
of the population, primarily those in government
employment, is subject to a mandatory retirement
age. Moreover, a more general barrier to expanding
employment is that the large majority of older
persons who are not economically active express 
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a lack of willingness to work. Research is needed
into the reasons that underlie the lack of interest 
in working among older persons and whether 
or not the causes can be addressed. In addition, 
with respect to formal sector jobs, assessments
are needed of the willingness of employers to 
hire or retain older workers. Possibly more flexible 
work conditions could be developed that would 
meet the concerns of both parties. These might 
include options for part-time employment, flexible 
hours, and adjusting compensation to productivity 
rather than being based on seniority. Also within 
the informal sector, income generation activities
through community-based cottage industry could 
be organized through Old Persons Associations 
with government or NGO guidance to provide at
least a supplemental source of livelihood (Fujioka & 
Thangphet 2009).

With respect to social support, frequent face-to-
face interaction requires some level of physical
proximity. Yet distance does not prevent contact 
in other forms. Advances in communications
technology, especially the spread of cell phones, 
has made such contact far more possible currently 
that just a decade or so earlier. Phone contact has
been replacing and complementing face-to-face 
interactions. Future advances in communication
technology as well as the spread of home
computers are likely to increase the ability of
parents to keep in touch with their adult children 
who live at a distance and further mitigate the 
effect of increased dispersion of adult children 
on social support. Efforts by the government and 
NGOs to encourage and improve computer literacy
among older persons and those soon to reach old 
age could usefully contribute to this end which 
in any event will be facilitated by the increased 
educational attainment of the cohorts that will be 
entering old age. In addition, measures to expand
community based social support outside the family 
deserve consideration including strengthening 
Older Persons Associations (OPA).

Personal care clearly requires physical presence. It 
can and often is provided by a spouse. If a spouse 
or other relative is unavailable and no children live
nearby, short term care associated with acute illness 
or other brief emergences could still be provided
by a child as long as temporary leaves of absence
from employment are possible. The need for long 
term personal care from an adult child that arises

when severe disability, serious chronic illnesses, 
or advanced frailty set in, however, present the 
greatest challenge in the face of smaller family 
sizes, the greater dispersion of adult children, 
and increased proportions who have no children. 
How both future older persons and their children 
anticipate dealing with the potential need for long
term care is an important question needing study.

The Thai government is clearly aware of the 
challenge that long term care arrangements in the 
context of reduced availability of family assistance 
poses and is actively experimenting with pilot
programs to promote community based home 
care assistance through either paid or non-paid 
volunteers. This could prove to be an effective 
strategy to help meet the need for assistance with
instrumental activities such are meal preparation, 
shopping and cleaning that are typically required 
only on a part time basis. It is harder, however, to
see this as a realistic solution when personal care
is required on a sustained full time basis as would 
be the case for those who suffer serious chronic 
illnesses, are bedridden or severely disabled (Chen 
& Thompson 2010).

Hired full time help with eldercare is likely on the 
rise in urban areas among middle class families 
in which a child is coresident or lives nearby but
needs to work outside the home. Such services 
and the private agencies that offer or arrange them 
are largely unregulated, a matter that deserves 
government attention (Jitapunkul et al. 2008). 
While full time hired help is one solution to long
term care, it is an option only for families with
sufficient incomes. Moreover, attitudinal data 
suggest that many elders still believe that if no 
child is present when the need for long term care
arises, at least one should return to provide care 
rather than hiring someone else to do so (Knodel
et al. 2007). If the government could promote 
‘elder care leave policies’ in employment contracts
it might help provide a partial solution to this 
dilemma. At a minimum, leave for short term
elder care when needed in association with acute 
illness or other short term health problems should
be institutionalized. Getting employers to institute 
policies that permit longer term leaves of absence 
for eldercare will be more difficult. In addition, more 
in-depth studies of attitudes towards non-familial 
personal care arrangements and how to overcome 
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barriers to their acceptability would be helpful in 
guiding their likely expansion.

While meeting long term care needs either through
family or non-family means, it is important to 
recognize that in most cases, severe disability
that causes the need for long term care generally 
characterizes only a relatively short period of the full
elderly age span (Knodel & Chayovan 2008). One
strategy for coping with the need for such care is to 
lengthen the period during which older persons can
function independently. This could be done through
strategic health interventions targeting treatable 
problems that cause disability. A prime example 
is the government’s eye surgery program that has
targeted cataracts and has greatly improved vision
of older persons (Jenchitr & Pongprayoon 2003).

Also promising for shortening the period when long 
term care is needed would be efforts to promote
modifications in the home physical environment
such as installing ramps and hand rails as well as 
increasing the use of equipment aids to enable 
mobility and the performance daily living activities.
This would not only facilitate independent living
but also help prevent accidents. In cases where the
expense of such modifications or assistive aids is
beyond the family’s financial ability, government
subsidies may be necessary. Such assistance might
pay for itself through savings in health care costs
that result.

Considerable progress is being made in the
development of assistive technologies including
emergency alert systems. Already major advances
have been made in technology that enables adult
children to monitor their elderly parents’ situation 
and activities from a distance (Taub 2010). In

the US, these technologies are starting to make it 
possible for elderly people to stay in their homes 
without a hired or family caregiver rather than 
move to an assisted-living facility or nursing home. 
Although such technologies may be impractical 
for Thailand at this point due to cost and degree
of sophistication necessary to implement them, 
this could change in the future as costs go down
and incomes and educational levels in Thailand
increase. At a minimum they illustrate that the 
implications of population ageing for Thailand in
the coming decades will play out in a changing 
context and are unlikely to be accurately assessed
simply by extrapolating past trends or based on the
current context in which it is taking place.

Given the substantial changes that continue to 
take place in the economy and broader society
in Thailand, an assessment of the implications of
any one aspect of that change such as population 
ageing is necessarily subject to considerable 
uncertainty. Thus the forgoing analyses serve
more to raise issues for consideration than permit
clear answers to what the future holds and how
to deal with it. Some issues related to ageing are
suitably addressed by broad policies and programs
that encompass most or even all older persons.
Many others will require taking into account the 
differential needs among various subgroups such 
as demarcated by age, gender, marital status, 
education and area of residence. The evidence so 
far clearly points to greater needs on a variety of 
fronts that are associated with more advanced age, 
rural residence and poverty status. Continuing to 
monitor the situation of older Thais is essential to
keep such programs targeted appropriately and
help ensure their effectiveness and affordability.
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