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I. Introduction

The original PROP was approved by the Administrator

in 1971 with the provision that Agency commitment for the
long-term would be re-ekamined when the first country
proposal was submitted for the Development of Evaluation of
Integrated Delivery Systems (DEIDS). This amendment to

the PRdP reviews the present situation, a specific plan

for the DEIDS éub-project for Thailand, and the steps
necessary to proceed on all the sub-projects.

The DEIDS project offers a new approach to the develop-
ment of improved health, population, and nutrition programs
in the less developed world. It aims to develop a system
through which at least minimal services can be delivered
to the majority of populations in rural areas within the means
of the country to support.: Lack of an adequéte delivery
. System is a mafor impediment'to the success of popqlation
planning programs (which currently reach only a minority of
eligibie populations in developing countries).

Early attemﬁts to establish high-coverage, low-cost
health delivery projects in poﬁulations of limited size have

been initiated in India (Narangwal), Ghana (Danfa), Thailand
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(Seraphi), and other locations. These early experimental
>fforts wcre concerned with relatively small population
groups, and mainly addressed questions regarding the
effectiveness of the mix of health services (including
family planning and nutrition). From these results,
others have designed larger models to test different health
service combinations. However, the common approach has been
to deliver through the public sector a broad array of
curative and preventive services at levels either too expen-
sive for rational application or too dependent on external
resources. Satisfactory coverage in rural areas Has been
achieved very rarely. -

The original PROP cailed fur iung-ierm (up to eight
years) pilot, experimental work to be carried out in four
representative LDC locations. Such an experiment has
never been tried before with a large population base
(500,000 or more) in such a mannér that general conclusions
on accessibility, acceptibility, and affordability can be
drawn. 1In order to carry out a project of this nature and
magnitude, néﬁ methods of project management were applied.
In view of the decreasing professional manpower in A.I.D.

a contractor was selected to serve as a management
intcrmediary. The American Public Health Association
provides the intermediatc management responsibility and

marshalls the nccessary professional resources to:
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(1) undertake selection of countries for the project (Phase
I, fZ) on-site project development.and plqnning (Phase 1II),

and (3) guide and monitor implementation (Phase I111).

IT. Progress to Date

The A.I.D. Missions were informed by airgram in July 1972
of the project proposal, the problems to be addressed, and
A.I.D.'s potential input. Fifteen Missioﬁs responded that
their éovernmental counterparts had expressed an interest,
and required a visit by APHA in the country selection process.

Fifteen countries in Asia, Africa, and Latin America

were visited between August 1972 and November 1973. As a

warael 4
dvOoUL L

cf the te, Ecuador, Thailand, Pakistan. and
Nigeria were selected by TAB as potential DEIDS project
areas, subject to successful development of a project.
Panama, Because'of a health delivery system already being‘
put into place, was selected for consideration as an area of
special study for the installation of an effective evaluation
system to provide the basic information to accuratel} and
quickly assess program effectiveness and determine required
modifications.

Concurrently with Phase I activities described above,
the APHA completed a literaturc survey, initiated selected
studies of various ongoing projects in this field, and visited
a few project activities. As it turns out, the principal

value of this literature search hasibcen to indicate
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.that there is no literature on any successful demonstrations
of a wide-coverage low-cost integrated system.

Phase II‘activities were initiated in Thailand and .
Ecuador in August 1973 and in Pakistan in November 1973.
Nigerian Phase II studies are plannéd to be initiated by
mid-1974. APHA has submitted draft proposals for project
implementation in Thailand and Ecuador. The Thailand proposal
has been approved by TAB and has been extensively reviewed
by the othér Bureaus of the Agency. The Ecuddor proposal is

now being reviewed by TAB.

III.. Lessons learned. to Date

Nevelonment of an adequate delivery system must take
into account the stage of development of the existing health
system and the existing state of planning by the government,
regardless of its efficiency. Until more efficient systems
are demonstrated, dgyeloping countries will contiﬁué in the
traditional low-efficiency patterns which make difficult
access to the population majority.

Both the Thailand and Ecuador Governments indicate éhat
a national.integrated delivery éystem must inclﬁde simple
subsidiary hcalth facilities for curative and preventive
carc in areas beyond reasonable access to the few centrally

located hospital facilities.
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Thailand is already committed to a nation-wide program
of health center construction. 1In planhing the DEIDS
project, these centers have been considered as part of the
existing deiivery system since 45% (252) of these centers
have already been built. Though not.essential to DEIDS
they are supportive.

In Ecuador, the DEIDS program could lead to a less
expensive infrastructure. Planned investments in health
cehter conétruction, as well as expenses of maintaining
and operafions such centers, could be significantly reduced.

Comparing the training and utilization of the peripheral
worker, unpaid volunteers and indigenous workers will provide
the linkage to the consumer at the end of the Thailand‘system.
In Ecuador, the Ministry of Health proposes to uée auxiliary
workers paid by the Government for these outreach services.
From these varying methods, the DEIDS program will - gather
experience for application in otﬂer developing countries.

After careful consideration within A.I.D., it was
decided that the planning/monitoring/evaluation system for
the project should be expanded, beyond the original goal of
measuring how many people are reacled, to include planning and
programming questions (e.g., which =lements of the program are
accomplishing their objective of al:ering health behavior,

and what program changes are- indicated), and longer-run
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questions of cost-effectiveness and replicability. Thc‘initial
steps will be to obtain expert advice from consultants, Inde-
finite Quantity Contractors (IQC), and subcontractors, who will
jointly work with APHA as a Task Force on the evaluation guide-
lines-(inclﬁding costs) for the DEIDS project as a whole and for
the Thailand sub-project in particular. APHA will utilize ifs
evaluation design team to participate, along with the Thailand
subcontractor (University of Hawaii) in design of the Thailand
evaluation system. It is anticipated that the recently
established evaluation unit in the Thai Bureau of the Budget will

also participate.

IV. Thailand Project Design

The basic plan is set forth in a large report ('Yellow Book")
by APHA to the Agency's Task Force on Low Cost Health Delivery
Systems on March 15, 1974. The report is entitled "Proposal for
Develonment and Evaluation of an Integrated Delivery System in
Thailand." On the whole that'rgport remains valid with certain
minor modifications introduced herein (sce logical framework attachcc

A. Purposes:

The purposes are to develop and demonstratc a low-cost multi-
purpose delivery system in Lampang Province which, as a minimum,
provides family planning ser&ices integrated for consumer acceptance
with MCH and other basic health services and nutrition, used by
two-thirds of the women of reproductive age and children under six

at a cost which does not exceed resources availablc to the Province,
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to thoroughly test the system for replicability, and to gain
useful experience which can be applied to the establishment

of low-cost integrated cystems elsewhere in Thailand and in other
countries. Lampang Province is located in Northern Thailand where
the population is ecstimated to be 661,800 in 1974. Work will

be initiated in Hang Chat District of that province and will
gradually spread to all eleven districts by 1978. Coverage of
the target group should increase from 48,300 or 20% in 1974 to
198,600 or 65% in 1981. The purpose of the project will be
achieved when these targets have been accomplished and the Royal
Thai Government (RTG) decides to introduce the system to other
provinces.

B. Outputs

The principal outputs of the project will be (1) an opera-
tional system in Lampang Province which delivers minimal family
planning, child nutrition and basic health services to women of
reproductive age and children under six at a cost within Thai
capability; (2) dissemination of relevant experience in Thailand
and elsewhere; and (3) training of public and private leaders
from all Thailand provinces in the replicable elements of the
system.

There is no intention to design within the parameters of
the DEIDS project a'national program for either family planning
or nutrition, but only to produce a delivery system. Family
planning commodities will be provided through the regular RTG
program assisted by USOM. However, outreach workers trained
within the DEIDS project will deliver contraceptive devices
and nutritional information. The contractor, TA/H, and TA/N
will work with the RTG to the extent they want our assistance
in the development of such information. The distribution of
food supplements, if undertaken, is the responsibility of the
Thai Government.

Costs of service delivery will be a strong factor in deter-
mining the extent of the services that can be made available.
The RTG may decide to provide services above and beyond minimum
DEIDS requirements. One purpose of the demonstration is te
establish parameters as a basis for RTG decisions of this sort.

C. Inputs
RTG:

1. Continue regular and planned health and family planning

programs in the Province, including construction and
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equipment programs, payment of wages, salaries and travel
expenscs to all non-volunteer workers, furnish medical
and family planning supplies, etc.

2, Recruit and pay salaries of a new component of
intermediate technology health worker (MEDEX) increasing
from 20 in 1974 to 85 in 1577.

3. Provide all facilities for training programs
and office space for the four project divisions described
under D. below.

4. Furnish qualified personnel for the four special
groups who will be paid by the US during the project period.

5. Furnish high ranking officials to participate in
the Policy Committee and the Planning and Evaluation Committee.
(Described on pages A. 1-3 of the APHA "Yellow Book".)

6. Furnish the Project Director, Deputy Project Director
and Field Director. (Their functions are described on
page A. 3 of the APHA proposal.)

7. Conduct and participate in the annual Chiengmai and
Bangkok conferences and the intra-regional seminars described
on pages 37-38 oé the APHA proposal.

The projected health budget for Lampang is located on
page 27 herein.

U.S. Government (through a contractor)

1. U.S. Personnel
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a. U.S. Counterpart - resident in Thailand

b. Training Officer - resident in Thailand

c. Project Manager (half-time) at the subcontractor
institution.

d. Executive Secretary at the subcontractor
institution.

e. Consultants - Up to eight gonsultants (about
one-month each) per year to provide varying
inputs as required by the project.

f. Travel.and administrative costs such as housing,
per diem, etc.

2. Tha; Personnel (to be paid in Baht purchased with U.S.
dollars): |

a. An administrative assistant and a secretary for
the U.S. counterpart.

b. Administrative Services Division, including a
Chief of Division, secretary, three drivers
and two janitors.

c. Manpower Development Division, including a
‘Chief of Division, administrative assistant,
four technical instructors and a secretary.

d. Health Services Division, including a Chief
of Division and a secretary

e. Information and Evaluation Division

(1) Community Survey and Vital Statistics Study,

including one statistician, threc informatio
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supervisors, a computer programmer,‘two
statistician assistants, twelve data collectors
and eight coders.
(2) Administrative Analysis, including an administrato
IMM, a social anthropologist 3MM, anq a secretary
(3) Cﬁnsultant services will be purchased in Thailarnd
to the extent possible to allow broad local
institutional involvement in project activity.

In addition to the above, the U.S. will provide honoraria and
travel for Thai consultants, training stipends for those workers
being trained, and normal Thai honorarium for instructors required
in the training programs. Normal administrative costs of U.S.
employed personnel, such as per diem, travel, and other similar
Costs, will be part of the U.S. contribution.

In order that the U.S. contractor and subcontractor have
adequate knowledge of the environment in which they will operate,
they may hive either U.5. 0F Thai Cunsulilainis Lo provide ihem
with studies on governmental and societal relationships in Lampang,
the governmental personnel system, the present role of the private
sector in delivering medical and health services and other matters

which may bear on the stuccess or failure of the DEIDS project.

D. Course of Action

The course of action will include:

1. Twelve-month training programs for a ney component of
85 intermediate technology health workers (MEDEX) to be
assigned to existing and planned Rural Medical and Health
Centers. |

2. Short-tern training and integration into the health
system of 6,540 auxiliary health workers and communicators, mainly
unpaid, identified as traditional midwives, monks, village headmen,
injectionists, and tambol doctors. Attempts will also be made to

obtain cooperation from druggpists,
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In the late stages of plannlng this project AID was informed
of World Bank intcrest in Thailand's health program and the pro-
bability that WHO would conduct a health sector analysis in
connection with the World Bank interest. It is expected that
there will be considerable collaboration between this cffort and
the DEIDS project in information gathering and dissemination
and in endeavors to dovetail future planning.

3. Referral of difficult curative cases to curative elements
of the provincial health system.

4. Continuous data collzction, analysis, evaluation and
adjustments in the system, including training programs. Primary
attention will be devoted to service accessibility, costs and
replication of the system.

5. Special.efforts to disseminate information and experience
and to encourage initiation of low-cost multipurpose health
delivery systems in other brovinces of Thailand and neighboring
countries. These include the conferences and intra-regional
seminars described on pages 37-38 of the APHA proposal.

The health delivery system in Lampang Province will be

developed by the four '"operational'" groups described under US

Inputs above and further described below. These groups are
necessary only in the original ﬁroject because of its experimental
nature and will not be replicated as the concept spreads throughout
.the country. Neither will the extensive evaluation be replicated,
though a few simpie elements will be distilled out for the
evaluation of replications. |

The Personncl Dcvelopment Division will be responsible for
administering seven personncl training programs which will

strengthen the health delivery systems in Hang Chat District
and Lampang Province:

1. Training of Trainers
2. Cross Training for Administrators, Supervisors and
Service Poarsonnel
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3. Volunteer Training for Health Post Workers and

Communicators
4. Traditional Midwife Training
5. On-the-job Training (continuous)
6. Intern Training
7. MEDEX

The primary requirement is to provide services to rural
Thailand. Urban Thailand is fairly well serviced with a
doctor/population ratio in Bangkok, for example, of 1:1,000
while the ratio in Lampang is 1:25,430. Provincial hospitals
exist. However, the public hospital bed/population ratio in
Bangkok is 1:258 and only 1:2,083 in Lampang.

1n order to facilitate the delivery of health services
to rural.Thailand the Government has embarked on an ambitious
program of building district (amphoe) and township (tambol)
health centers. To date .45% or 252 district
health center$ have been completed in Thailand. Only three of
eleven have so far been completed in Lampang. Of those so far
built nationwide only one-third havg persénnel authorized to
administer medical care. In rural areas there are very few
private hospitals and clinics. Private facilities in Lampang
total four doctors and 35 beds, though other clinics exist.
On the other hand, Lampang has ten "first class" drug

stores, 47 'second class" drugstores and 79 traditional drugstores
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The result is that most rural people, if they get medical
treatment at all, get it by self-treatment from medicines
procured at drugstores. For the northern provinces of
Thailand it is estimated that 55% of health expenditures
are for such self-trcatment. The drugstores for the
most part, however, opecrate without licensed pharmacists
and do not require prescriptions, thus providing questionable
services at a charge they consider clients able to afford.

Attempts will be made in the DEIDS project to obtain
cooperation from the drugstores. It is possible that the
RTG can devise incentives and Penaltiés to encourage such
cooperation.

Despite the "system" in place, therefore, it presenily
is not managed responsively to thc needs of the population
majority in rural areas. Although provision of medical care
is not the primary intent of DEIDS, medical personnel and
facilities provide an essential Iink in -provision and super-
vision of family pPlanning and nutrition services to the majority.
DEIDS seeks to provide this linkage through an innovative
health manpower development technique provisionally called
MEDEX until the Thais supply their own title. The training
Program will provide 85 intermediate non-physician technologists
over a period of four ycars (12 month courses) to be
professionally compectent in curative and preventive medicine,

including family planning, maternal, and child health service.
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This system, and others similar to it, arc being accepted
in many areas of the U.S. Developers.of MEDEX in the
United States also develpped a MEDEX system for the US Trust
Territories which has problems similar to those in most
LDCs. Thai MEDEX will be trained in a program bascd on the
results of specific task analysis already initiated by the
RTG and to be completed early in Phase II; of the project.
Task analysis for this and other manpower problems will be
a confinuing process throughoﬁt the life of the project.
Evaluation will determine if this training proves useful in
filling the need for authorized medical personnel at the
Health Center level of the rural delivery system.
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basic problem of reaching the rural majority. Task analysis

will be used to improve training programs for several other
categories of health workers. Specifically, training will be
given indigenous midwives, monks, tambol doctors, and

rural hecalth workers, who will provide the basic network of hcalth
population and child nutrition information and limited services.
These grassroot providers will concentrate on preventive services
such as family planning services and inforﬁation, infant and
child care and feeding, personal hygiene, and sanitation. Some
will perform rudimentary curative services and refer the

seriously ill to curative services available at health centers

and the province hospital. Training programs applicable to
various health provider/promoters Are now being devcloped.

Task analysis will be used to evaluate the training programs.
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While the Thais start with definite ideas as to the
numbers of people required, a system of cost analysis will
be instituted to study costs of training, personnel, and
other service/promotion activities to assure replicability
of the eventual system developed in Lampang Province.

Following is a chart of initial personnel goals for the
health declivery system of Lampang Province. Annual
increments of increase have not been completely determined

and these estimates, made by the RTG, may be optimistic.
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EIGHT-"EAR GOAL FOR HEALTH PERSONNEL* - LAMPANG PROVIRCE

*¥To be recruited from health workers, practical nurs
This will provide upwsrd carcer mobility for thoere eon

es, nurse eides,

Medical Care Public Health Totsl .
Sectdr (Hosnital Sector (Rurul) Overull
Category Additional Adaditional Additionsl| rcquired
Fxisting{reauired Existing| required Existing [required
1, Physicisn¥* [. 22 5 3 9 25 14 39
2. Nurse 52 10 7 18 59 28 87
3. Senitarian 0 0 3 10 3 10 13
L. District
Health Of. (0] 0] 11 (0] 11 (0] 1]
5. Health
Worker 0] o) 29 73 29 73 102
6. Dentist 2 2 0 1 2 3 5
7. Phermacist 2 2 (o} 0 2 2 4
- 0. Practical ‘
Nurse 23 50 1 90 2k 140 164
9. Nurse Aide | 138 100 0 0 138 100 238
LO. Midwife 0 0 61 51 61 51 112
11. Dental
Auxil. 1 Y 0 11 1 i5 16
L2. Medex*¥ 0 5 o] 80 0 By 85
L3. Health Post
Volunteers 0 0 0 540 0 540 - 5kG
th. Communicator .
Voluntcers o} 0 0 5,400 0 5,400 5,hC0
5. Traditional
Midwife unknown |[unknown unknown 600 unknown 600 €oo
r
FInlern Sroinin in Lompens Hoipllil 10 a e d wiongces for rocruibiny pouricinne

ond wmidwive -,
Lemovices of worltors,
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The Medical Health Services Division, aided by short-

term consultants, will concentrate on development of services
at various levels. Such drvelopment will be guided by a
providers committec (Field Coordinator Committee) with health,
education, agriculture, and religious representation.at
District level, and a consumer group (Consumer Adjunct
Committee) representing community leaders.

There will be no initially fixed predetermined definition
of skills or training because to do so would vitiate the
experimental énd developmental nature of the project. Unless
flexibility is possible during Phase III activities, an

acceptable low-cost system will be difficult to develop.

unproven in Thailand, we must start with a reasonable
hypothesis and let the program evolve from there through
constant evaluation of original service structure, utilization
and cost. The following principles, however, have been
generally agreed upon as a starting point.

The health personnel outside the hospital will have
three primar& functions: (1) as the main force in preventive
services iﬁcluding family planning and nutrition, (2) to
provide simple curative care, and (3) to serve as the referral
conduit through which the rural citizea will be reached by
the more sophisticated serv}ces, if required. The kinds of

services offered at different levels im the system will vary
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in sophistication. At the farthgst outreach point, the
minimal services will be delivery of contraceptive services,
the introduction of appropriate nutrition information, ?nd
information about other preventive practices, plus some
minimal and simple curative services. The primary réle;
in curative medicine, will be to refer sick patients to
the proper treatment areé in the system.

The Information - Evaluation Division will be responsible

for surveys, data gathering and evaluation. The basic
evaluation requirements are the determination of regularity,
quantity and cost of accessibility to couples of feproductivc
age,. and children under six years for purposes of family

.
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are important linkages between the outreach system and the
regular, ongoing curative and preventive components of the
basic health system. Adjustments in one will result in

changed workload, costs and personnel requirements of the other.
The evaluation system to be developed should take these linkages
into account. At the outset of the Project, the Task Force,
mentioned in.III above, will make the initial recommendations
on data and evaluation requirements. Experience will dictate
needs for additional data'and what data presently being
collected does not serve the intended purposes. List B
below is only illustrative of the kinds of data that might bc

collected.
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List A, Schemetic Relationship between Informstion Sources and Prooram
Aress :

Component Program

Source Illness |[Pers. Family Env,
Care Pre. ‘Maternity ] Plan CDC | San.

Vital Statistics
Community Surveys
Nutrition Surveys
Clinical Records
Service Records
Abstracts

Task Anslysis
Cosl Analysis
Admin. Analysis

OO0 nMrEwn -

List B. Illustrative Summery of Informstion Items in DEIDS Informstion
Svstem

1. Coare of Illness

No. Patients by Complaint

No. Pstients Receiving Drugs, Injections, Other Trestment
Distance of Patient Travel

Patient Visits Per Episode of Illness
Type Practitioner Consulted and Reason
To VWhom Referred

Reason for no Cecnsultation

Duration and Severity of Illness
Deaths

Cost of Conszultsation and Drugs

Cost of Travel

Other Cost

2. Porconal Preventive Care

Routine Well Cure Contucts
Tmmunization by Type
Nutrition Centrocts
Mutritional Stotus

Health Tolks Given
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List B. (Continued)

3. Msternity Care

Prenatsl Contscts
Deliveries

Postnatal Contacts

Births

Source of Prenatal Care Last Time and Reason
Place of Last Delivery and Reason

Source of Postnatsl Care Last Time and Reason

L. Family Planning

Femily Planning Tslks Given
Motivation Contacts

Service Contacts

Follow-up Contacts

No. Acceptors by Type

No. Currently Practicing by Type
Previous Use of Contraception by Type
Willingness to Use Fomily Planning
Reason for Unwillingness

Preferred Source of Femily Planning
Ne. Living Children

Age of Youngest Child

Child Mortality Experience

5. Communicable Diseares Control

Mslaris Visits, Blood Smears, Cases Treated
TB Visits, Cases Tresated
Other Contacts

6. Environmental Sanitation

Source of Drinking Water
Weste Disposal Means
Service Received Regarding Water, Waste

T. Administration

Personnel Buckground, Training, Experience
Personnel Knewledge of Job and Orgranization
Personnel Seztisfaction

Supervisory Visits

Vitel Stotistics Conuacts

Treining Given by Type end Duration
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List B. (Continued)

8. Inforimntion Reluted to Each of Above

Vehicle Use

Building Space Use

Out-of-pocket Evpenditures

Place of Service Provision

Recipient of Service (Child, Eligible Women, Group, ete.)
Nature of Personnel Activities

Direct Service by Type

Supporting by Type
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The Administrative Services Division will provide all

of the support services for the US funded portion of the
sub-project, such as procuring supplies and providing
transportation. In addition, it will be responsible for
coordinating and insuring the smooth' flow of a divisibn's
completed activity into planned use by another divisior.

For example, the Manpower Development Division can only
conduct meaningful training programs after ''task analysis"

is completed by the Information-Evaluation-Research Division.
The Administrative Services Division is also responsible for
working towards replication of the key features of the
Lampdang project. For example, it will plan the annual seminars

in Chiengmali aund Bangkok for in country cfficials and the

~

bi-annual seminar in Bangkok to which representatives from
other countries in the region will be invited.
The following is a project organization chart reflecting

relationships described above.
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E. Cost Implications

Producing a satisfactory rural delivery system at an
affordable cost is a project purpose of overriding concern
for the replicability of the system in other provinces of
Thailand. - The evaluation system will be concerned with cost
implications throughout the life of the project. However, it
is well to look at cost features now to determine whether
activity at the planned level is a practical matter for
the Thais, considering ongoing operating costs and replication
after US withdrawal from the expe. iment.

In recent years the RTG has maintained its national

health budget at almost a constant percentage of total

budget:
1969 2.73%
1970 3.49%
1971 3.41%
1972 3.49%
1973 3.19%

On the other hand the national budget has risen
rapidly resulting in a doubling of the health budget from
$26.5 million in 1967 to $53.6 million in 1974. Nevertheless,
this latter was about half of the national police budget,
thus reflecting national priorities in recent years. These
increases have taken place during a period of rapid national

growth. Though this growth slowed down in 1973, the RTG
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nevertheless boosted its health budget by 9% in 1974.

The price of Thailand's chief export, rice, remains high
and it has a reservoir of foreign exchange which it intends
to draw down to some extent. The Government has been
seeking additional sources of revenue. However, one can only
make conjectures about the budgetary outlook in the face of
present inflation, risiné fuel costs, decreasing US military
expenditures in the country, the recent ousting of military
leadership at the head of Government and present prospects
for a democratically elected parliament.

The MOPH has submitted an FY 1975 budget which represcnts
an increase of 36% over 1974 which probably will be reduced.

One can speculate that cﬁanges in national priorities will result
in a slow down of recent expansions of internal security forces,
thus permitting increased funding of social services. This is
conjecture, however.

The proposed budget for all government health services in
Lampang Province is found on the following page. In examining
DEIDS costs to Thailand for réplicability, one is hard put to
decide what costs are relevant. DEIDS is concerned with
delivery of rural multipurpose services. RTG salary increases
from $220,564 in‘1975 to $410,211 in 1978, however, include
increases in hospitai as well as.public health personnel.

The hospital, with 21,147 admissions im 1972, serves mainly

Lampang municipality with a population of 41,100 and the
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.

Surrounding Lampang Dirtrict of 155,000. This is complicated
b

-

Y the fact that nearly half of the hospitals! expenses is
Covered by charges and donations. The prescent public health
service works through threé district health centers (of‘ll
- Planned), only two with a physician, plus 26 tambol Health centers
(out of 75 tambols) and 26 midwifery centers, and is intended

to cover all of rural Lampang Province or 523,000 persons.
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Projected construction and equipment costs do not progress
in a straight line. Construction costs, for examplc, double ’
between 1975 and 1976, dip to a quarter of the latter level in
1977 and shoot up drastically in 1978 refiecting the proposed
construction of a new regional hospital in the province. Since
the function of the new hospital is regional rather than
proviacial, we do not take it into our calculations. The
connection between the DEIDS and the whole construction and equip-
ment programs is dubious as the latter represents continuations of
national programs set in motion some year ago. However, the new
health centers will be supportive of the multipurpose outreach
program to some extent. In the attached table we have discounted
construction and equipment costs in the projected Lampang budget,
have included these in continuing costs, but have omitted hospital
5 from both on-goiing and teplicaiion costs., It
is hoped that experience and evaluation will develop information on
the basis of which the Thai and other LDC governments can decide to
what extent extensive construction programs contribute to or detract
from efforts to reach the rural poor.

Another complicating factor is that a portion of the
projected APHA costs will become an RTG responsibility after
the departure of APHA and will figure in any replication in
other provinces. Lampang dropouts from the system (say 20%
annually) would need to be replaced through training programs
which presumably would take place in other provinces and
ﬁerhaps on a regional basis. Continuing training costs for
Lampang would thereby not include salaries and honoraria

for trainers. Stipends would drop to 1/5 or 2/5 per trainer
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both for Lampang and for replication. Experiments with
data collection and evaluation would be completed and the
resulting system woven into the work of the overall public
health organization with few of the APHA special staff
retained or needed.

Another uncertainty is the impact of the DEIDS project
and evaluation system on other parts of the health system.
The continued search for inexpensive rural delivery methods
may result, for example, in RTG decisions to reduce costs
elsewhere in thé system. This possibility is not taken
into account in the attached table.

The table examines thé whole government health system
in Lampang and presents an analytical comparison of Lampang
health budgets during the life of the project, continuing
costs and costs of replication elsewhere. A great deal

of uncertainty and chances of error exist in this analysis.



Projected RTG Budget for (overnmental Health System in Lampang,

Continuing Costs 2r.d Potential for Replication

1 9 7_5 1 9 7 € 1 9 7 7 1 7 Z Contiruing
APHA RIG APHA RIG APHA RIG ' APHA TG Cos=z
Salaries (all Thai)i/ 133,620 220,564 133,020 280,c32 90,120 360,171 890,220 410,211 héo,cooZ/
Consultants (Thai) 38,329 -0- 27,320 -0- 20,820 -0- 27,320 -0- ~C-
Honeraria (Thai trainers and 17,600 -0- 17,600 -0- 17,600 -0- 17,600 -0- =C~
perceptors) )
Travel and Per Diem 32,800 6,000 32,800 9,00 33,830 13,500 38,770 19,750 19,750
(Thai stafr)
Transpt. of Commodities -0- 750 -0~ 1,C25 -0- 1,513 =0- 2,270 2,270
Other Direct Costs: :
Conferences 16,000 -0- 25,000 -C- 2L, -0~ 29,000 0= ~O-
Data Processing 7,500 -0~ 7,500 -C= -0 Q- =0= 0= D=
Corzunications 3,400 75 3,L400 113 4,000 170 4,000 225 ezs
Printing and Repro. 8,5001 750 4,000 1,C25 6,000 1,513 6,000 2,270 2,273L/
Stipends 91,5 -0- 46,500 -C- 46,500 -0- 46,500 -0- 2,25~
Rent -0=- 20,550 -0- 22,530 -0- 24,708 -0- 27,10k 27,104
Miscellaneouéé/ 3,600 -0~ 3,600 -C- 3,600 -0- 3,600 -0~ -C-
Construction s§/ 31,431 97,562 113,930 113,920 112,520
Equipment and Supplie N :
Equipment 33,640 19,728 2,500 50,432 20,360 8k,638 17,280 135,638 135,€38
Vehicles & maintenance 31,710 1,560 1,200 1,200 1,09
Materials & supplies 37,900 98,640 23,000 153,€20 35,700 171,030 33,200 252,728 2c2,728
TOTAL 398,488 325,800 615,739 303,730 771,173 304,690 964,126  1,017,L40

456,099

' 1/ The APHA costs appear to be high.

/ Assumes minor assumption of APHA functions including manpower developmen:.

3/ This may be understated.

L/ Assumes 207 dropout and re-training with stipends at 25% of APHA budget

3/ Assumes stipend at 25% of APHA budget.
! Assumes depreciation over 30 years.
years.
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For example, construction costs of .}942,950 in 1975 are entered at 1/30 that cost which is carrizd forwvard in subsegu
Because the hospital serves regional functions, construction costs of $8.5 million in 1978 are not included in these calculations.

7/ Assumes that since 27% of first class health centers have been built in “ampang and 45% for the nation that construction costs for replication will be in

ratio of 55/73. .

8/ Assuzes RTG budget for equipment (including vehicles) and supplies is 504 each, that costs of maintaining their equipment, presently cwned aad being purc:

i3 covered ‘under supplies, and that equiprent life averages five year:,

is carried forward in subsequent years.

2/ Assumes equipment costs in ratio of 55/73 as for construction.
Ppillot project would be purchased in first or second year.

Tnus RIG equipment budget of $38,640 in 1975 is reduced to $19,728, but latter

Any training equipment and extra vehicles to be purchased, in lieu of APHA purchase under
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At first blush the budget levels of $1 million per
province per year for continuing costs and replication appear
impossible to achieve, considering that thére are 71 provinces
and the health budget is $54 million in 1974. Upon réflection,
however, it is recognized that their implications for the
national budget are not jmmediate. Replication will not take
place in all 71 provinces simultaneously but in accordance
with a phased plan consistent with budget realities.

If replication in five provinces were to be initiated
in 1977 and ten each year after that it would be a remarkable
accomplishment. The full weight of fourth year replication
for the first five provinces to enter the plan would be
felt in 1981, the next teu in 1582, ctc. The full budgetary
weight for 71 provinces would not be felt until 1987. Since
the Thai health budget more than doubled in the seven years
between 1967 and 1974, it is reasonable to assume that it
can do so in the twelve years between 1975 and 1987.

This assurance that replication is feasible is based upon
the whole of the government health system as it exiéts and
as planned by the RTG. The essential element of this DEIDS
sub-project, however, is the low-cost intégrated delivery system
which the Thais have planned as an add-on to the system. The
extensive task and cost analysis and evaluation planned for
the project aim at determining the cost effectiveness of cach

element in the system to enable adjustments during the course
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of the project activity. It 1s anticipated that the government
system of hospital and public health services in the provinces
will look somewhat different in the long-term than is projected

herein.

V. Required Actions for Total DEIDS Project

At the present time, the following are the next steps
required in order to initiate implementation:

1. Approval of this PROP amendment.

2. Funding and organization of Evaluétion/Cost Analysis

Task force.

3. Continuation and approval of Panama and Ecuador

projects. |

4, Negotiation of terms and conditions with respective

"Governments. The essential terms of a proposed
Agreement between the Royal Thai Government and
the APHA are appended. Adjustments in these terms
following negotiation will be approved by AA/TA.

5. Completion of two additional satisfactory country

proposals.

Country proposals subsequent to the Thailand proposal
will be submitted to the normal interbﬁreau review, cleared
by the Geographical Bureau concerned and AA/PHA and approved
by AA/TA.



Appendix 1

Essentials of an
Agreement Between the Royal Thai Government
and the American Public llealth Association

Set forth below are essential elements of an Agreemen;
to be concluded by the RTG and the APHk to set the stage for
Phase III operations in Lampang Province.

The purpose of the project is to develop and demonstrate
a low-cost multipurpose delivery system in Lampang Province,
which, as a ﬁinimum, provides family planning services,
integrated‘for consumer acceptance with materﬁal and child
'health services and nutrition, used by two-thirds of the women
of repfoductive age and children under six at a cost which
does not exceed resources available to the Province, to
thoroughly test the system for replicability, and to gain useful
experience which can be applied to the establishment of
‘low-cost integrated systems elsewhere in Thailand and in other
countries. In order to accomplish'this purpose the parties
agree to develop an activity as described in Section IV of
the AID Non-Capital Project Paper (PROP) dated 6- -74 and
entitled Development and Evaluation of Integrated Delivery
. Systems (DEIDS).

The parties hereto agree to participate jointly in
designing an ‘evaluation system for the project, including
evaluation of cost implications and the feasibility of repli-

cation, and will jointly aprec in items to be mcasured. They
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also agree to share information gathered during surveys conducted
under this Project with international agencies assisting Thailand
in health sector analyses and in major capital programs in thé
field; of health and family planning.

Further the parties agree to review progress, problems
and lessons learned, including system costs, 12 months after
the initiation of this Agreement and each 12 months thereafter
to recommend adjustments to the system as may be necessary or
desirable in light of evaluation results and further developmental
work done by the RTG and/or the contractor. In such annual
reviews the parties agree to consider costs of services rendered
with a view to evolving a system which can be replicated in
other provinces within RTG resources. Such considerations
would inclﬁdc relationships between the various parts of the
rural delivery system and between this system and other
parts of the curative and preventive health systems including
existing and planned construétion, equipment and staffing
programs. The review group will include representatives of
APHA, the subcontractor, AID, DTEC and the BOB and may, as the
parties agree, include others with an interest in project
success. The RTG also agrées to publish data and experience
so that other parties interésted in developing health delivery
systems will henefit from the expcrience gained. Individually
the respective parfies to the Agrecment agree to provide the
following:

APHA agrees to provide the following:

1. U.S. Personnel
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a. U.S. Counterpart - Should be an individual with
an M.D. degree with experience in management of public health
programs and if possible with experience in Thailand. It is
intended that hé will reside in Thailand during the period
this project remains operative.

b. A US training advisor resident in Thailand.

c. Project Manager (half-time) at the subcontractor
institution.

d. Executive Secretary at the subcontractor
institution.

e. Consultants - Up to eight consultants (about
one-month each) per year to provide varying inputs as required

by ihe proujeci, including eval

uation.
f. Travel and administrative costs such as housing,
per diem, etc.

2. Funding for Thai Personnel: These persons will be
paid in U.S. purchased Baht in corsideration of their proposed
contribution to the innovative and demonstration features of
the project. Their primary concerns will be with data
gathering, intérpretation and ana;ysis, experimentation,
evaluation, training and demonstration.

a. An administrative assistant and a secretary
for the U.S. counterpart.
b. Administrative Services Division including a

Chief of the Division, one secretary, 3 drivers and 2 janitors.
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c. Manpower Development Division including a Chief
of the Division, one administrative assistant, 4 technical
instructors and one secrctary.
d. Health Services ﬁivision including a Chief
of the Division and one secretary.
e. Other Staff
(1) Community Survey and Vital Statistics Study,
including one statistician, 3 information supervisors, 1 computer
programmer, 2 statistician assistants, 12 data collectors and 8
coders. |
(2) Administrative Analysis including 1 adrinistra-
tor 1 MM, 1 social anthropologist 3 MM, and 1 secretary.
(3) Consultant services will be purchased in
Thailand to the extent possible to allow broad local insti-
tutional involvement in project activity.

In addition to the above, the APHA will provide training
stipends for workers in training and will pay the normal Thai
honorarium for training instructors required. It is understood
that normal administrative costs of U.S. employed personnel
such as per diem, travel, and other similar costs will be ﬁart
of the APHA contribution. APHA will also provide tfavel costs
‘and per diem not to exceed B per day for RTG officials
while in travel status in connection with Committee and Con-

ference duties under this project.
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The USG contribution to this Project, obligated in a
contract with the APHA, is Sl.iZ million which is intended to
Cover APHA costs for the Thailand Project during the first twc
years.

The RTG will promote the involvement of private and
voluntecr workers and communicators in the multipurpose health
delivery system. It will provide training for monks, tambol
doctors, traditional midwives, village headmen and other
appropriaté individuals to maximize services and contacts
with the rural population. Specifically the RTG will undertake
to provide annual incremenfs of personnel to be absorbed in
the training system in numbers adequate to reach the target
goals described in the PROP. Rectnitment will hegin immediately
for 20 MEDEX candidates, and an adequate number of volunteer
health promoters and indigenous_midwives for the first increment
of training.

Further, the RTG will continue to maintain and operate
their health facilities and to expand Health Centers in
Lampang in accordance with existing plans. The RTG will
notify APHA when facilities cannot be completed on schedule.

To the extent such facilities are supportive of the project,
the RTG and APHA will jointly modify Project plans and the
system design.

The ﬁTG will continue to provide to the Lampang clinical

system drugs, other treatment items, supplies and equipment.
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The RTG will also give the new health provider (MEDEX)
an appropriate classification and salary schedule within
an official RTG personnel system so that salaries and amenities
will be commensurate with their expected function in the health
system. If no immediate classification is available because
of bureaucratic prohibitions a épecific waiver will be sought.

Further, the RTG will release personnel to be employed
in the project, as provided by the APHA funding portion of this
Agreement. -Such release will be for full-time, long-term

assignment to the respective job assignment.

In FY 1974 the RTG health budget for Lampang Province
amounted to B ($ ). In FY 1975 the RTG health

be ¥ (¢ ) of
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which (or in addition to which) the RTG will commit B
($ ) in direct support of the DEIDS Project. The RTG
agrees that over the period it receives US assistance for this
Project its budgetary contribution in direct supprort of the
Project will exceed 25% of the total cost of the Project.
(Note: Some RTG contributions in direct supporf of the
Project may be from funds not included in the health budget
for Lampang. Therefore, APHA negotiators should take care in

choosing the appropriate phraseology for application above.)
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NARRATIVE SUMMARY

OBJECTIVELY VERIFIABLE INDICATORS

MEANS OF VERIFICATION

IMPORTANT ASSUMP T.C%S

Pragram or Sectar Goal: The broader objective to
which this project contributes:

The development of a delivery system
which provides at least minimal health,
population, and child nutrition servicer
to the majority of the Thai populatior
at a cost within the public and private
resources of Thailand

Mecsures of Goal Achievement:

1. Regular accessibility by the
Thal majority to simple MCH service
2. Costs do not exceed average per
capita health resources in tke
public and private sector.

3. Reduction of fertility, child
ralnutrition, and MCH morbidity and
mortality.

1. Community health, nutrition, and
population surveys.

2. Progran cost analysis.

Assurmpt.ons for ach.eving gool targets:

RIG policy accepts population and autrid
tion as irportant objectives within
framework of health services.

RTG anu public opinion support social
efforts to achieve equity in distribu~
tion health services.

Seraphi Project experience transferable
to Thailard,

Project Purpose: 10 develop and demonstrate
& delivery system in Lampang Province
wiich, a8 & minimum, provides family
planning services, inte&ratcd for I
coasurer acceptance witn MCH, otoer
basic health services, and nutrition,

to 2/3 of women of reproductive ege
and children under c£ix at a cost which

Conditions that will indicote purpose hoi been

achieved: End of project status.
1. Two-thirds of wamen of raproducd
tive age and their children under
six have convenient access to
essential FP/MCH services ind
information at a cost withii the
public and private resources of

Community surveys which provide
quantitative measures of receptive
accessibility by at least two criteri
Percentage eligible women practice
contraceptioa.

Percentage mothers who provide protei
supplementation to diet of children

A i igvin 7 H

:ww' M;r';:'i.ﬁ .1;0 ?;"‘i“custm support
population services within coatact of
MCH & other health services.

2. If desired consurer services are
nade conveniently availeble, they will
Le used,

3 h uhl.&
2 : pgjc.) 3§‘t‘é’e§§c%o¥rigdﬂ§eﬁyb83u3n: ©

does not exceed resources available to the Lampang Province. under six. . to seek higher distributi f scrvices
:Province. ‘rest system for replicability. 2. Willingness and ability of Thai }ﬂt-?ihg gﬁ;:‘ng ;2:3%25;,?’3&:':)‘:
Obtain experimnce useful elsewhere. Governmer . to introduce program in Sx_ist ;‘of maﬁgrm cr::ver%g_e1 s‘pé ecge 1.'.0
other provinces withjp their resoprces. 5?v§.}612ctc311\i sus%§§§rn?§n51m1 =3
ITIIN S

Outputs:

« An operational system which delivers
zinimal family plarning, child nutrition
& basic health services to 2/3 (at least
of wamen of reproductive age and childref
under 6 at a cost within.Thal cepability

2, Nisserination of experience in Thallanc
3, training of Public and private leadersprovinces trained.

from all Thailand provinces in the re-
plicable elements of the system.

Magnitude of Outputs: -
1. Progressive increase in =arget
population coverage from 20%; in
'7h to at least 664 in '81.

2. Annual project seminar, (‘hieng-
mai,Annual project review Bengkok
3. Key health leaders in all

1. Community surveys, sampling, task
analysis, administrative analysis,

cost analysis by Evaluation Division.
2, Conference proceedings or report.

3. Participation of leadership in
annual seminars and project evaluation.

, X
';'- uj~ﬁ5;x‘.: outrLts:

P2 S TTeTn 7 or
part or” indigéncus practiticners,
volunteers.

2, MEDEX will effectively extend cura=-

tive & preventive serv. to unserved

rural popwlations.

3. Part. of ronks has agreement of Reld.
ous orders & of RIG,

- Eval. will pernit requisite changes
Juring project progress.

will accept for-

Salg’rc %rr ciah iixstit.l
zal/ncnforra. zk. ia -Xun.
e, optign to-
in princfpley Sprignt

spely, the BEIfS

Inputs:
mﬁ‘? 1) Continue ongoing health programs;
Salaries, travel, construction & equi

erft,
2) Recruit & pay salaries of MEDEX, 3§m

Provide facilities tor training & office
space for U3 contract paid personnel, k)
Relzas¢ Thai personnel to be paid by U.S.
contract to zan 4 project divisions, 5)

Furnish officials for Folicy Committee &
Planning & Evaluation Committee, 6) Pro-
vide Project & Deputy Project Director &
Fleld Director, 7) Conduct & participate
in annual Bangkok & Chiengmai Conferences|

Implementation Target (Type and Quantits)
1. Establish village consumer

in area of 10 districts.
services to Hong Chat District in
Th-76
77, & Northern districts starti
*78-+81.
2. See Continuation sheet.
3. See Continuation sheet.
DEIDS Budget Cont.

and regional seainars.

committee & village coor. committdes
Provisiqgn

6 Southerr. District: star;.ang

1. Joint Comittee guidance & Planning
and design recommendations. Feed-
back fram community surveys & info
from Eval. Division percentage pop.
surveyed.

2. Number of Trained Persocnnel.

3. Vital statistics report commuai-
ties survey, nutrition survey,
clinical record exam., gerv. record
abstracts, task analysis, cost
analysis, Admin. anal.

Assumptions for providing inputs: i
stlPBETLGeTAER 15-boEed o0 Fhesy,IT

b t t t. aluati & T
Lentoft Evise operarianit® adjusn
2, RTG accepts reed fo cgro . modifica-
g CRbsence . mév‘%}ﬁg baseline & cost
3 sen of ade .
adestail Fepitrd e ciiion ihosbld,
ears,

« RIG accepts izportance of eval. &
need for additional consultation on
eval. system decign
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Fiom FY

Toal U S Funding
Dote Prepared:

o FY .

NARRATIVE SUMMARY

OBJECTIVELY VERIFIABLE INDICATORS l

MEANS OF VERIFICATION

IMPCRTANT ASSUMPTIOnS

- & Iy T p g "
BxyocondeccGoat e XX

whidx 25ix zoxh

Inputs:

US: 1) Counterpart & Training Officer
resident in Thailand, 2) Pay saleries
of Thai Staff for L project divisions,
3) 6MM US consultants, 4) Stipends for
trainees, 5) Honoraria and travel for
Thai consultants, 6) equipment and
supplies

XM XX

M0 e IOCHCRERISCER LXK
2. MEDEX Preceptors in Field

Certified M<DEX in Field

Traditional Midwife
Health Post workers

(Monks, Tambol, doctore &

Coumunicators)
Cross Training of Aiministrae

tors and Supervisurs

Service Personnel

Interns
3. CY

Project Purpose:

%o '75 '76 77 '8

0 20 55
60 240 L20
540 4860
2700 5400

155 155 155 155 155 155
ko 620 620

280 520
0 5 10 15

25

79 '80 '81
85 8 65 8 85
600 600 600 600 600
5400

5400

5400

197k Consultant tecam to Develop and Review Evaluation Guidelines

197k Develop survey instrument-Fecruit personnel - Train Perscnnel
Begin Survey (underlying PFETEST) (1974-76)
1975 Train Coders
1979-81 Recruit perscnnel and train for survey (repeat of 197% survey)
1975, '78, '8l - Nutrition assessment and Dietary Survey
197% - 1979 service records/technical records study.
Annual task enalysis
Annual cost enalysis
Annua) asdministrative analysis

5400

155 155
620 620 620
30 30

Assurptions for providing inputs:

5. RIG fully supports project irputs.
Project developxent is prizarily of
Thai design.

Budget estimates provided 5 years
subj.ct to review on project progress
and required edditional costs.

Outputs: DEITLS BUDGEY: * Assumptions for cchieving sutputs:
APHA Univ. of Hawaii RIC
1975 k56,09 71,281 115,969
1976 325,800 171,281 620,695
1977 303,730 171,281 743,725
1978 304,690 171,281 967,285
1979 305,000 172,000 1,000,000
*Excluding constructica
Inpus: Assump for providing ing




