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INTRODUCTORY NOTE 

This ser ies i s  devoted t o  evaluation reports t ha t  examine development 
a c t i v i t i e s  from a program, nat ional ,  o r  comparative inter-country 
perspective. The ser ies i s  coordinated by the Off ice o f  Evaluation, 
Bureau f o r  Program and Pol i c y  Coordination (PPC/E] , 

The t h i r d  repor t  i n  t h i s  series, the Thi rd Evaluation o f  the Thailand 
National Family Planning Program (NFPP) , was prepared under contract a t  
the d i rec t i on  o f  A ID 'S  Bureau f o r  Asia, which i s  attempting t o  i d e n t i f y  
pol i c y  impl icat ions from i t s  extensive experience i n  a s s i s t i  ng population 
programs i n  t ha t  region. The t h i r d  Thailand NFPP evaluation i s  o f  
pa r t i cu la r  i n te res t  because i t  provides documentary evidence o f  the 
demographic change tha t  has recent ly  occurred and i t s  impact i n  ThaPland, 
It addresses the various factors  t ha t  have contributed t o  the success o f  
the program, including the impact o f  outside donor support, An important 
facet o f  the report  i s  t ha t  i t  represents a j o i n t  evaluation. The evalua- 
t i o n  team included members o f  the Royal Thai Government (RTG) (but not - 
personnel d i r e c t l y  involved w i th  program operation), A I D  and the Unfted 
Nations Fund f o r  Population A c t i v i t i e s  (UNFPA). This helped t o  ensure an 
unbiased evaluation, but more important, enhanced the chances o f  accept- 
a b i l  i ty and impl ementation of i t s  recommendations. 

The evaluation examines the achievements o f  the e n t i r e  national program, 
including but  not focusing on the supporting a c t i v i t i e s  of b i l a t e r a l  
and mu1 t i l a t e r a l  donors. Among these donors, A I D  has played an important 
r o l e  i n  the program. Beginning w i th  the incept ion o f  the i n i t i a l  Family 
Planning Project  i n  the M in i s t r y  o f  Pub1 i c  Health i n  1968--prior t o  the 
adoption o f  a population po l i cy  by the RTG i n  1970--AID b i l a t e r a l  population 
assistance, through f i s c a l  year 1979, has to ta led  about $23 m i l l i on .  The 
focus o f  t h i s  assistance has been on increasing the a v a i l a b i l i t y  o f  voluntary 
family planning information and services. Speci f ica l ly ,  A I D  b i l a t e r a l  
assistance has been concentrated i n  three areas: support f o r  t r a in ing  of 
various categories o f  personnel t o  provide fami ly planning services- 
from administrators t o  physicians t o  v i l  1 age volunteers ; primary support 
for the voluntary s t e r i l i z a t i o n  program; and the provis ion of o ra l  contra- 
ceptives. 

From the beginning, A ID ,  along w i th  the UNFPA and the RTG, has const i tuted 
one substant ia l  l eg  o f  a t r i p a r t i t e  e f f o r t  t o  provide the resources--both 
human and financial--necessary f o r  the NFPP t o  achieve i t s  objectives. 
Over the years A I D  has been instrumental i n  get t ing the RTG t o  assume an 
ever increasing proport ion o f  the program budget. Though the program has 
grown subs tan t ia l l y  i n  s ize and resource al locat ion, the RTG has become the 
la rges t  con t r i  butor--over 40% i n  d i r e c t  con t r i  butions--whil e AID, s t i l l  a 
major contr ibutor,  provides a decreasing percentage o f  t o t a l  program 
resources. Thus, another measure o f  the impact o f  A I D  upon the success of 



the NFPP i s  no t  j u s t  the f inanc ia l  support provided but also the increasing 
a b i l i t y  o f  the RTG t o  in te rna l i ze  f inanc ia l  support f o r  the program. A t  
the present r a t e  i t  i s  ant ic ipated t h a t  the changeover from AID b i l a t e r a l  
assistance t o  RTG support f o r  the program should occur i n  the next f i v e -  
year plan period (1 982-1 986). 

I n  addi t ion t o  d i r e c t  support t o  the RTG, A I D  has contributed t o  the support 
o f  non-governmental and p r i va te  sector organizations which have played a 
s ign i f i can t  r o l e  i n  the national e f fo r t .  The Planned Parenthood Associa ti on 
o f  Thai1 and (PPAT) and Communi ty-Based Family Planning Services, Inc. 
receive support from Internat ional  Planned Parenthood Federation which i n  
t u rn  receives support from AID.  I n  1977, A I D  began providing d i r e c t  support 
t o  an expansion o f  the Community-Based Family Planning Services e f f o r t  and 
en l i s ted  the pa r t i c i pa t i on  of the medical comnunity i n  extending the 
avai 1 abi 1 i t y  of voluntary surgical contraception through support for  the 
Association f o r  Strengthening Information on National Family Planning 
Program. Others receiv ing A I D  support include McCormick Hospital , the 
Thai Nurses Association, and the Thai Association f o r  Yo1 untary S t e r i l  iza- 
t ion .  

Readers are i n v i t e d  t o  comment on both the substance and method01 ogy involved 
i n  the report .  Comments, as wel l  as requests for addi t ional  copies, may be 
forwarded t o  the O f f i ce  o f  Evaluation, Bureau fcr  Program and Pol i c y  Coordina- 
t ion,  bgency f o r  In ternat ional  Development, Washington, D.C. 20523. 



PREFACE 

This report  o f  the Third Evaluation o f  the Thailand Natlonal Family 
Planning Program was prepared by the ent i re  j o i n t  Thai 4merican evaluation 
team. The members o f  the evaluation team are l i s t e d  on pages 1 and 2 o f  
the report. 

Co-Team Leaders : 

Donald Minkler, M.D., MPH 
Debhanom Muangman , M. D. , Dr. PH 



TABLE OF CONTENTS 

Page 

. . . . . . . . . . . . . . . . . . . . . . . . . . . .  PREFACE i 

. . . . . . . . . . . . . . . . . . . . . . . . .  I . INTRODUCTION 1 

. . . . . . . . .  I1  . SUMMARY OF MAJOR FINDINGS AND RECOWENDATIONS 3 

. . . . .  I11 . ACHIEVEMENTS OF THE NATIONAL FAMILY PLANNING PROGRAM 6 

. . . . . . . . . . . . . . . . . . .  A . His to r tca l  Background 6 
B . Impact o f  the NFPP on Contraceptive . . . . . . . . . . . . .  Prevalence and Demographic Trends 7 
C . A Review o f  Recent Evidence on Contraceptive 

Prevalence. F e r t i l i t y  and Population Growth . . . . . . . . . . . . . . . . . . . . . . . .  i n  Thailand 10 . . . . . . . . . . . .  D . Factors i n  the Success o f  the NFPP 17 
E . F e r t i l i t y  Decline i n  Thailand Compared . . . . . . . . . . . .  With That o f  Other Asian Countries 19 . . . . . . . . .  F . Assessment o f  Unmet Family Planning Needs 19 

I V  SERVICE STATISTICS. OPERATIONAL RESEARCH. AND EVALUATION . . 22 

A . NFPP Service S t a t i s t i c s  Findings . . . . . . . . . . . . .  22 
B . Sumnary o f  Operational Research Studies 

I n  the F i e l d  o f  Population/Family Plannlng 
Conducted i n  Thai land During 1977-1979 . . . . . . . . . .  24 

C . The Impact o f  the NFPP on the Qua l i t y  o f  L i f e  . . . . . . .  26 

V . CURRENT STATUS OF SPECIFIC PROGRAM COMPONENTS . . . . . . . . .  27 

A . Information. Education. and Comnunica ti on . . . . . . . . .  27 . . . . . . . . . . .  B . Manpower Development and Supervision 28 
C . Contraceptive Services . . . . . . . . . . . . . . . . . .  32 
D . Expanded S te r i  1 i z a t i o n  Program . . . . . . . . . . . . . .  37 

V I  . SOURCES OF SUPPORT FOR NFPP . . . . . . . . . . . . . . . . . .  45 

A . RTG Support . . . . . . . . . . . . . . . . . . . . . . . .  45 
B . Sources o f  External Support . . . . . . . . . . . . . . . .  45 . . . . . . . . . . . . . . . . . . . . . .  C . Support t o  NFPP 46 
D . Private Sector Support . . . . . . . . . . . . . . . . . .  47 
E . USAID Support: The Population Planning Pro ject  . . . . . .  51 

V I I  . IMPLEMENTATION OF RECOMMENDATIONS OF THE 1977 EVALUATION . . .  62 

VIII . REPORT OF CONSULTATION WITH USAID/T. JULY 23- . . . . . . . . . . . . . . . . . . . .  JULY26.1979 64 



APPEN D I  CES 

Appendix A - Glossary 
Appendix B - Sites V is i ted  During F i e l d  Tr ips 
Appendix C - Organizations V is i ted  by Evaluation Team 
Appendix D - Tables 1-15 
Appendix E - The Impact o f  the Free P i  11 Pol icy  on Contraceptive 

Prevalence 
Appendf x F - New P i l l  Acceptors and Acceptors o f  Other Methods 
Appendix G - New Acceptors: Thai National Family Planning Program 
Appendix H - Impact of Reduced Population on Per Capita GNP 1970 - 1978 
Appendix I - Contraceptive Knowledge Table 
Appendix 3 - N.F.P.P. Tra in ing A c t i v i t i e s  1977 - 1981 
Appendix K - Tables 1-12 



I. . INTRODUCTION 

The third biannual comprehensive pr~ject evaluation of the RTG National 
Family Planning -Program (NFPP) was conducted from June 25 through July 20, 1979. 
The evaluation was conducted by a joint Thai-U.S. member team sponsored jointly 
by the RTG and AID. The main objectives of the evaluation were: 

A. To determine the demographic impact of NFPP since the 
previous evaluation. 

B. To determine if the NFPP has met all of its targets as 
indicated in the 4th plan. 

C. To determine what difficulties, if any, the NFPP will 
have in attaining its goals for the 4th Plan (1977-81) 
and to give NFPP some guldel ines for the preparation of 
the 5th Plan. 

D. To examine the inputs being provided by the Royal Thai 
Government and all foreign donors to ascertain their effec- 
tiveness and needs for further inputs in the future. 

The evaluation team was mu1 tidiscipl inary, with representation from Thai 
institutions including Faculty of Publ ic Health, Mahidol University DTEC, NESDB, 
and the BOB. The American participants included a demographer, a physician 
specialist in McH/FP, a nurse health educator and a family planning management 
consultant, all of whom had prior professional experience in Thailand. The list 
of participants and their professional affiliations is as follows : 

Faculty of Publ ic Health, Mahidol Untversi t x  

1 . Dr. Debhanom Muangman Co-team Leader, Dean of 
Faculty of Public Health 

2. Dr. Yawarat Porapakkham Head, Biostatistics Department 

3. Dr. Orapin Singhadej MCH Department 

N E C  JDepartment of Technical and Economic Cooperation, Prime Minister's Off ice) - 
4. Mr. Pichet Soontornptpit T.S. Division 

5. Mrs. Sumontha Thanyapon Ext. Coop. Officer (AID Program) 

NESDB JNational Economic and Social Development Board, Prime Minister 's Off ice) - 
6. Mr. Visuth Kanchanasuk Chief, Health Planning Section 

7. Mr. Sura j i t Kaewchingdoung Plan & Policy Analyst 



Bureau of the Budget 

8. Mr. Poonsup Piya-Anant Chief, Pub1 ic Health Sector 

9. Mr. Aroon Anukrakanond Budget Analyst 

U.S.A. Consultants 

10. Dr. Donald Minkler 

11. Mr. Bruce D. Carlson 

12. Dr. John Knodel 

13. Miss Kate Lorig 

Asso. Prof. OB-GYN, Lecturer MCH, 
Univ. of California, Co-team 
Leader 

Management Consultant, Princeton, 
New Jersey 

Assoc. Prof. , Dept . of Sociology, 
Research Associate, Population 
Studies Center, University of 
Michigan 

Research Associate, Stanford 
University , School of Medicine 

Following an orientation and review of documents pertinent to the evaluation, 
the team was given an inttial briefing at the MOPH, at which the officials 
responsible for various elements of the NFPP reviewed the work of their respec- 
tive departments and asststed tn planning the itinerary and agenda of the field 
visits. Visits were then made by subcomnlttees of the team in all reglons of the 
country, in the course of which delivery of family planning services was studied 
and observed at the provincial, distrtct, and local levels. (See Appendix B for 
list of sites visited). Members of the team also visited institutions and rep- 
resentatives of the numerous organizations involved in the NFPP. (See Appendix C 
for organizations visited). The entire team then convened in Bangkok to review 
and analyze its findings and prepare its recommendations. On July 20, a final 
meeting was held at the MOPH at which a s u m r y  of the evaluation and its major 
recomnendations was presented to the Deputy Minister of Publ ic Health, the Director 
of the Family Health Division and the Director of the NFPP. 

The team wishes to acknowledge with deep gratttude the hospttaltty, cooper- 
ation, and assistance of the many individuals who gave freely of thetr valuable 
time and energy to insure that a complete and accurate evaluation took place. 
The MOPH staff at all levels, the representatives of the private and comnerclal 
sectors, and of the international donor comnunity were all extremely helpful In 
this regard. We are indebted to the faculty of Publ ic Health at Mahidol Untversity 
and the USAID staff for providing needed office and conference facilities, trans- 
portation, access to re1 evant materials, and invaluable secretari a1 assistance, 

Finally, the cordial and constructive working relationship among the Thai and 
American representatives on the team is cited as yet another example of the value 
of cross-fertilization of ideas that results from sharing an experience such as this 
across national and cultural boundaries. 



11. =RY OF MAJOR FINDINGS AND RECOMMENDATIONS 
8 

While the complete findings and recomnendations are detailed in the text 
to follow, the essence of this evaluation may be sumnarized in a few words. 

It is clear that the NFPP has successfully achieved its targets to date, 
and that the resulting reduction in the population growth rate is virtually 
certain to reach the goal of 2.1 percent per annum set by the Fourth Economic 
and Social Development Plan. The evaluation team feels, moreover, that if this 
record of achievement is to be continued through the Fifth five-year plan (1982-86) in- 
creasing levels of support both from the RTG and the international donor comnunity 
will be required. 

The major recommendations arising from this evaluation (with reference to 
the relevant text in each instance) are as follows: 

REPORT 
A. General SECTION 

1. The NFPP should continue to focus its efforts 111. 
on all regions of the country, including Bangkok. 

2. The NFPP should give priority 9 those geographic 111. 
areas and segments of the population where family 
planning acceptance is 1 ow and/or avai lab1 1 ity of 
information and services are not fully developed. 

3. Targets should be set in terms of a combination IV. 
of new and continuing acceptors in the next five- 
year plan. (With emphasis on percent of eligible 
coup1 es practicing contraceptives). 

4. Greater emphasis should be given to management 
and supervision at the village and health center 
1 evel s . 

5. The international donor community should give full 
recognition to the necessity of maintaining a 1 evel 
of direct support for the NFPP to assist the RTG in 
achieving the goals of the Fifth National Economic 
and Social Development Plan (1982-1986). 

0. - Informztion Education and Communicatio~ 

v . 

VI. 

1. IE and C activities of the NFPP should be egtended V. 
from the present emphasis on providing information 
to an approach which combines information-giving with 
a focus on interpersonal comnunication and assistance 
in decision making. 



REPORT 
SECTION 

2. Health education provided in context of primary health 
care services should include family planning related 
I E&C . 

C. Training 

1. There should be more emphasis 'on training of at least 
one supervisor at the provincial level in proper pro- 
cedures for reporting service statistics. This person 
should ensure that persons in charge of service statis- 
tics at all service units are properly trained in 
reporting and recording procedures. 

2. The training department of the Family Health Division 
should undertake operations research on the effective- 
ness of its various programs, especially those for 
lower 1 eve1 paramedical personnel , i . e., TBA's , Tambol 
Doctors, etc. 

3. The Family Health Division, Training Division, and the 
Rural Health Division of MOPH should coordinate their 
training courses, materials, and other efforts in 
order to maximize effectiveness. 

4. Formal training in the theory, practice and planning of 
health education should be assured for a1 1 personnel 
responsible for health education in the expanded rural 
health and family planning delivery network. 

R. Voluntary Surgical Contraception 

1. The RTG and international donor agencies should continue V 
to support each component of the present package of 
combined public and private sector activities in the 
field of voluntary sterilization. Moreover, given antici- 
pated higher annual VSC acceptance in the 1980s, the 
levels of total support should be increased. 

2. The subsidy to health facilities for Voluntary Surgical 
Sterilization should be continued, as well as a subsidy 
differential between urban and rural steri 1 izations. 
The cubsidy for both male and female sterilization should 
be the same. Hence, the additional subsidy for vasect- 
omies beyond the target should be dropped. 



REPaRT 
SECTION 

E. Ettal uation and Research 

Frequent assessment o f  f e r t i l  i ty and contraceptive 111. 
prevalence should continue t o  be made and greater 
a t ten t ion  be given t o  dissemination of the f indings. 

Evaluation o f  the impact o f  the NFPP should be ex- I V .  
tended from a la rge ly  demographic focus t o  an 
analysis o f  i t s  micro- and macro-level e f fec ts  on 
the q u a l i t y  o f  l i f e  i n  Thailand. 

The impact o f  the NFPP on the heal th  status o f  the  V. 
people should be investigated. Speci f ica l ly ,  the 
e f f e c t  on maternal and i n f a n t  mor ta l i t y  and 
morbidi ty a t t r i bu tab le  t o  a1 terat ions i n  f e r t i l i t y  
resu l t ing  from family planning pract ice should be 
ascertained. 

The evaluation team supports the  MOPH pol  i c y  o f  V.  
carrying out p i l o t  projects i n  order t o  determine 
the use o f  various categories o f  non-physician 
personnel i n  the del ivery  o f  cer ta in  fami ly planning 
services. The team recomnends t h a t  p i  l o t  projects 
be continued and tha t  careful  select ion o f  trainees 
i n  reasonable numbers and adequate precautions regard- 
ing  supervision and medical consultat ion be given 
high p r i o r i t y .  



111. ACHIEVEMENTS OF THE NATIONAL FAMILY PLANNING PROGRAM 

A. Historical Backsround of the NFPP 

Awareness of the need for government action to curb rapid population 
growth in Thailand grew during the 1960s. During that period, three national 
seminars were held, and the interest of the academic comnunity as well as govern- 
ment and private institutions was stimulated. 

By 1970, the RTG had declared a population pol icy, although no family 
planning budget ensued until two years later. The decision in 1976 to allow 
paramedics to dispense oral contraceptive pi 11 s enabled the expansion of service 
units from about 300 to over 3,000 in m e  year. From the start family planning 
services were del ivered by existing health personnel through the MOH services. 
A1 though the oral contraceptive pill remained on the dangerous drug list, the 
restriction of its sale was not enforced and pills were in fact sold quite freely 
in over 10,000 drugstores. 

The initial "Family Planning Projecttt in the MOPH, began in 1968, evolved 
into the National Family Planning Project which was implemented in 1971 and sub- 
sequently came under the aegis of the Division of Family Health. Currently, there 
are three organizations responsible for family planning policy formation and 
coordination. They are: 

1. The NESDB subcommittee on Population Policy and 
Planning. 

2. The MOPH National Family Planning Committee, and 

3. The National Family Planning Coordinating Committee. 

From the beginning, non-government organizations have played a significant role 
in the national effort, and coordination between them and government institutions 
has evolved. 

The Planned Parenthood Association of Thailand (PPAT) was founded in 
April, 1970 and subsequently accepted under the Royal patronage of H.R.H. The 
Princess Mother. PPAT became an associate member of IPPF in 1970 and a full 
member in 1975. PPAT is a non-profit organization. 

In 1974 the CBFPS, with support from IPPF, was established as a private 
non-prof-it agency. It expanded within four years to cover villages in 155 dis- 
tricts with its program of contraceptive education and village distribution. 
Since 1976, the CBFPS program has expanded its horizons to include parasite control 
measures, simple health care and rural development activities with its village 
family planning program. The FP/HH project, arising from this expansion, was the 
subject of a separate evaluation -in February, 1979. Details of the further evo- 
lution of a regtonal AsIan population and community development organization from 
these beginnings are provided in the section of this evaluation dealing with the 
private sector. 



From the beginning, the academic community has had an act ive r o l e  i n  the 
evol u ~ i w  uf  the nat ional  fami l y  planning e f fo r t .  Considerable biomedical 
research was done i n  the ear ly  1970s by the medical schools, establ ishing the 
safety and e f f i cacy  o f  p i l l s ,  DMPA, IUD, etc. i n  Thailand. I n  1972, the Rama- 
th ibodi  method o f  minilaparotomy f o r  female sterilization was introduced. The 
method i s  now widely used throughout the world. Many p i l o t  pro jects  invo lv ing 
use o f  paramedics f o r  de l ivery  o f  fami ly planning services were also car r ied  out 
during t h i s  per iod and ac t i ve  research i s  continuing. Numerous in ternat ional  
donor organizations, both pub1 i c  and private, have contributed increasingly t o  
the work o f  the academic i n s t i t u t i o n s  involved i n  social  and demographic as wel l  
as biomedical research. 

I n  1976, the mobile vasectomy program was i n i t i a ted .  I t s  purpose was twofold, 
namely t o  improve the r a t i o  o f  male t o  female s t e r i l i z a t i o n s  under the NFPP, and 
t o  extend the a v a i l a b i l i t y  o f  male s t e r i l i z a t i o n  t o  the large ru ra l  population 
o f  Thai land. 

I n  1977, the par t i c ipa t ion  o f  the medical community was en l i s ted  i n  extend- 
ing  the a v a i l a b i l i t y  o f  VSC i n  p r iva te  medical c l i n i c s  and hospitals. The ASIN 
p ro jec t  (Association f o r  Strengthening Information on National Family Planning 
Program) provides a support payment t o  providing i ns t i t u t i ons .  (See sectlon on 
the p r iva te  sector f o r  f u r the r  deta i ls ) .  

Further in tegrat ion OF fami ly planning w i th  the expanding r u r a l  heal th tn f ra -  
s t ructure i s  now underway w i th  implementation o f  the Rural Primary Health Care 
Program adopted i n  1978. The program involves the cooperative e f f o r t  of the RTG 
and s number o f  in ternat ional  donors under the aegis o f  the IDA. While the Popu- 
l a t i o n  Project  i t s e l f  i s  beyond the scope o f  t h i s  evaluation, it nevertheless rep- 
resents a f u r the r  e f f o r t  by the RTG t o  expand the resources f o r  the control  o f  
f e r t i l i t y  t o  i t s  r u r a l  as wel l  as urban population. 

p 

This summary c lea r l y  covers only the h igh l igh ts  o f  t h i s  complex and mu l t i -  
faceted ~ a t i o n a l  e f f o r t .  Further de ta i l s  and reference t o  the spec i f i c  inputs i n t o  
the NFPP i n  par t i cu la r ,  are t o  be found i n  $he remainder o f  t h i s  evaluation. 

B. Impact o f  the NFPP on Contraceptive Prevalence and Demographic Trends 

I n  order t o  h igh l i gh t  the impact o f  the NFPP, which i s  the major focus o f  
t h i s  evaluation, a b r i e f  sunnary o f  recent data ind ica t ing  the important trends i s  
presented here. 

While there are some areas o f  inconsistency i n  these data, there i s  s u f f i c i e n t  
concurrence t o  mer i t  several conclusions. I n  Section 3, which fol lows t h i s  summary, 
the extensive information avai lable i n  Thailand on recent trends i n  contraceptive 
prevalence, f e r t i  1 i ty, and population growth are reviewed i n  greater detai 1. For 
the sake o f  ready reference, a l l  o f  the tables per t inent  t o  these two sections are 
included i n  Appendix 4 o f  the report. 



1 . Contraceptive Prevalence LSee Append tx D , *Tab1 e D-1 
a. Contraceptive ractice has tncreased substanttally since the g begtnntng of the NFPP and proba ly at an accelerated rate since 1975. A series 

of national surveys reveal that the percent of currently marrted women, age 15-44, 
practictng contraception Increased from 15 percent tn 1969/1970 to 53 percent in 
1978/T979 for the country as a whole. There has been a 17 percentage point gain 
between Aprt 1 , 1975 and the end of 1978. 

b. The largest gains since 1975 have been ftrst of all, in the 
use of the pill, most likely reflecting the change to a free ptll poltcy by the 
MOPH in October 1976 and second in use of surgtcal sterilization tespecially 
female sterilization), robably due in part to the MOPH's new emphasis on pema- 
nent methods (Table D-2 . The only major method to show a decltne In use IS the 
IUD. 

P 
c. Regionally, the northeast has experienced a disproportionately 

large share of the increase in prevalence in contraceptive use increasing from 
25 percent of MWRA in 1975 to 45 percent in 1978 with 93 percent of current users 
practlctng an efficient method (Table D-3). While the northeast still lags behind 
the north and central regions in prevalence, the gap has closed consklerably 
since 1975. Data for the south, where prevalence is lowest, are less clear. 
While an increase in contracepttve usage is indicated by the surveys, over a 
third of the users interviewed in the 1978/1979 CPS survey indicated they were 
relying on non-modern methods, especially withdrawal (Table D-4). Thus the gap 
between the south and the remainder of the country remains very substantial. 

d. Increases in contraceptive practice have been disproportionately 
concentrated among married women with no education (from 27 to 47 percent) and 
least amon women with secondary or higher education (up from 52 to 60 percent) 
(Table D-6 ! . This may be In part related to the free pill policy which probably 
helped reach the poorest and 1 east educated women. While educational differentials 
in contraceptive practice still exist, the gap is clearly closing and Indeed the 
1978/1979 CPS survey indicates only a small difference remaining in the extent of 
practice between women with no education and those with primary education. 

2. Source of Contraception 

a. Government outlets (including some private hospitals but exclud- 
ing CBFPS) are by far the most important source o f  contraception, accounting for 
77 percent of reported use in the 1978/1979 CPS (Table D-7). The second most 
important source is drugstores. 

be The number of active users of all methods reported by the NFPP in' 
1978 (excluding the commercial sector) agrees reasonably well on a national level 
with estimates of prevalence from the CPS based on users who report as sources 
units contributing to the NFPP effort. Regionally, agreement is also fairly clear 
except for the south where the NFPP estimate of active users exceeds considerably 
that reported in the CPS (Table D-8). 



c. Approximately three-fourths of all pill users obtain their 
supply from government outlets (including some private hospitals but excluding 
CBFPS) [Table 0-9). Most of the remainder obtain their supplies through the 
drugstores. In rural areas 80 percent report the government as their source 
while in Bangkok less than one-third do. The majority of Bangkok women buy 
their pills in drugstores. CBFPS accounts for only 3 percent of pill use as 
reported in the CPS. This is in contrast to service statistics reported by the 
MOPH and CBFPS themselves which indicate that CPFPS accounted for 12 percent 
nationally of all pill cycles distributed by government outlets and CBFPS com- 
bined. A probable explanation of this discrepancy is that users misreported 
CBFPS supply units as either drugstores or as government outlets although there 
is no direct evidence to substantiate thls interpretation. 

3.  Trends in Fertility 

a. There is a wide variety of evidence that the decline in fertlllty 
for the period between the mid-1960s and 1975 has continued and probably acceler- 
ated since 1975 (Table D-11). While not a1 1 sources agree on the exact amount 
of the decline, they all indicate that fertility is continuing to fall (Table D-12). 

b. Fertility is probably falling in all four major regions of the 
country with the greatest declines probably in the northeast and the least decline 
in the south, although there is some inconsistency in the data, especially con- 
cerning the south. In the north where fertility is now lowest (especially, If we 
consider rural areas) the decllne seems to be slowing down and thls may also be 
true in the central region although there is little evidence of fertility leveling 
off in either region yet. 

c. There is also some indication that fertility Is falling faster 
in rural areas nationally than in urban areas. The urban areas still have lower 
fertility but the gap seems to be closing. 

4. Assessment of Recent and Future Growth 

a. After a thorough evaluation of a large variety of sources, the 
Thailand Panel of the National Acadew of Sciences (U.S.) , determined last year 
that the growth rate in Thailand by 1975 was very likely in the range of 2.3-2.6 
percent per annum -- down from 3.2-3.4 percent in the early 1960s. Since it 
seems reasonably clear that fertility declined by another 10 to 20 percent between 
1975 and 1978 the growth rate by the end of 1978 probably 1s In the 2.0-2.3 range. 
This means that the target of reaching a 2.1 percent growth rate by the end of 
the current five-year plan in 1981 seems assured. While the success in reaching 
the targeted reduction in the growth rate is to be commended, it is necessary 
to keep in mind that a growth rate of 2.0 percent is still rapid and would lead 
to a doubling of the population within 35 years if not reduced further. 

b. While it is difficult to make regional estimates of population c 
growth both because the fertility data for regions are less certain and because 
migration can have an important influence on growth rates, it seems fairly clear 
from the fertility trends that growth rates are declining in most regions with 



the possible exception of the south. Most importantly, the populous northeast 
region now seems clearly to have experienced fertility decline and hence lowered 
population growth rates after having 1 agged behind the national trends unti 1 
qui te recently. 

c. Considering the 1 arge proportion of contraceptive usage that 
derives from government sources, It seems clear that the NFPP made a major con- 
tribution to the reduction in the growth rate. The substantial amount of foreign 
assistance (including that of AID) has no doubt been an important contributor to 
the program's success in terms of its demographic impact. The free pill policy, 
which has probably been an important part of the recent fertility and growth rate 
reduction (See Appendices 5 and 6) is facilitated considerably by foreign assist- 
ance. While a further reduction in the growth rate to a level of 1.5 by the end 
of the next five-year plan in 1986 clearly seems feasible if present trends are 
extrapolated, such an extrapolation is based on an assumption of continued assist- 
ance from foreign donors. 

RECOMMENDAT IONS : 

THE NFPP SHOULD CONTINUE TO FOCUS ITS EFFORTS ON ALL 
REGIONS OF THE COUNTRY, INCLUDING BANGKOK. 

THE NFPP SHOULD GIVE PRIORITY TO THOSE GEOGRAPHIC AREAS AND 
SEGMENTS OF THE P O W M I O N  WHtRE FPMILY PLANNING ACCEPTANCE IS LOW 
AND/OR AVAILABILITY OF INFORMATION AND SERVICES ARE NOT FULLY DE- 
VELOPEO, SUCH AS THAT FUNDED UNDER THE CURRENT USAID/RTG PROJECT AGREEMENT. 

A Review of Recent Evidence on Contracepttve Prevalence , Ferttl tty 
and Population Growth in Thailand 

Thailand Is fortunate among developing nations in having a number of capable 
institutions actively involved in the collection and analyses of demographic ana 
related data. Thus, there is an unusually extensive amount of information avail- 
able for assessing recent trends in contraceptive prevalence, fertt 1 ity and popu- 
lation growth. In the Appendix, we draw on a variety of this materfal in order 
to piece together, as best we can, recent national and regional trends. The major 
focus will be on trends since 1975 although it will be useful to place recent 
changes within the somewhat longer perspective of the last decade. 

1. Sources of Data 

The present review draws on a number of sources kfndly provided by the 
institutions responsible for them. These sources are 1 isted below with brief 
descriptions: 

a. National Longitudinal Study of Social Economic and 
Demographic Change (L.S.) -- conducted by the Institute 
of Population Studies (IPS), Chulalongkon University. 



The survey consisted of two rounds, with 
separate rural and urban phase during the following 
dates: 

Apri 1 -May 1969 - Rural Round I 
April-May 1970 - Urban Round I 
April-May 1972 - Rural Round I1 
Apri l-May 1973 - Urban Round I1 

The sample excluded some sensitive areas and the four predominently Muslim 
provinces of the south. 

Survey of Ferti 1 i ty in Thai 1 and (SOFT) also conducted 
by IPS in connection with the National Statistical 
Office (NSO) . SOFT is part of the World Fertility 
Survey and the field work took place in April-May 1975. 
The sample was national. 

The Survey of Population Change (SPC) - This was a large 
sample survey conducted by NSO in order to assess demo- 
graphic rates util izing a dual record methodology which 
incorporated both use ~f the registration systems in 
sample areas and repeat household surveys. Field work 
was conducted from mid-1974 to mid-1976. The sample 
was national. 

The Family Pl anning/Heal th and Yygiene Project Base1 ine 
Survey (FP/HHP) was a survey conducted in the northeast 
region jointly by the Biostatistics Department of Mahidol 
University and the MOPH research and evaluation unit of 
the NFPP. Fie1 dwork took place during August-October , 1977. 
The Contraceptive Prevalence Survey (CPS) conducted by 
the Research Center at the National Institute of Develop- 
ment Administration (NIDA) in cooreration with the 
Westinghouse Health Systems. Interviews of a national 
rural sample and a sample of Bangkok took place during 
December, 1978 and January, 1979. Note that the sample 
excluded provincial urban places. 

Comparisons among the results of these surveys, especially SOFT and CPS provide 
considerable information on recent trends and enable us to make a very up-to-date 
assessment of fertility and family planning prevalence. In addition, it is par- 
ticularly fortunate that the FP/HHP survey is available for the northeast region 
for a period more or less midway between the SOFT and CPS since there is con- 
siderable interest in demographic developments in this region. The interest stems 
both from the fact that the northeast region contains about one-third of the 



country's entire population and from earlier findings which indicated the 
fertility decline and increase in contraceptive prevalence evident for the 
cauntry as a whole was lagging far behind in the northeast as of the first half 
of this decade. 

In addition to data from the surveys listed above, we also examined data 
on birth registration from the Health Statistics Division of the MOPH and the 
service statistics of the NFPP. 

While an effort has been made to make results from the various surveys 
as comparable as possible, given the existing tabulations to which we had 
access, it was not possible to achieve perfect comparability. While results 
in a given table generally refer to a base population delineated in the same 
manner, different tables refer to different base populations especially with 
respect to age groups covered (15-44, 15-49, 20-44) and to marital status (current- 
ly vs, ever married). Thus special care should be given to the descriptlon of the 
base population included in the heading of the Tables and to the footnotes which 
cat 1 attention to problems of comparabi 1 ity. 

2. Contraceptive Prevalence 

Table D-1 indicates trends in contraceptive prevalence (all methods), 
from four national surveys from 1969 to 1978/1979. Whether or not the results 
are standardized for age, a clear trend towards rapid increase is apparent with 
some acceleration in the increase in rural areas evident after 1975. Between 
1969 and 1975, contraceptive prevalence increased at an average of just under 4 
percentage oints a year but since 1975 (taking into account the exact dates of 
the surveys ! , the rate of increase has increased at 4 1/2 percentage points a year. 
While sampling error or other extraneous factors might account for this change, 
the increased prevalence accords well with the increased acceptor rate reported 
by the NFPP especially after the introduction of the free pill policy in October 
1976. I , 

Tab1 e D-2 indicates increases in the reported prevalence by specific methods. 
Not only is the pill by far the most common method reported by current contracep- 
tive users but pill users account for the largest increase in prevalence since 
1975. This again accords with the sharply increased acceptor rates for the pill 
reported b the NFPP. Surgical sterilization and in particular female sterili- 
zation (TR T follow pill use in terms of prevalence. A substantial increase in TR 
is evident since 1975 again in agreement with increases indicated in service 
statistics from the NFPP. Other methods except the IUD have also increased. The 
drop in IUD usage since 1975 is undoubtedly genuine as service statistics indicate 
a substantial drop in acceptors over the last five years. 

Regional trends in contraceptive prevalence [all methods) are shown in Table 
D-3. Perhaps the most striking finding is the substantial increase in prevalence 
in the northeast region which had lagged considerably behind up to 1975. While 
prevalence in the northeast is below the national average, the gap between it 
and the rest of the country is narrowing. The results o f  rapid increase in 
prevalence in the northeast between 1975 and 1978/1979 is given added credence 



by the f igures from the 1977 FPIHHP baseline stydy which f i t s  qu i te  wel l  i n  
the trend indicated by the 1975 SOFT and the 1978/1979 CPS r e s d t s .  

Table D-3 also indicates a substant ia l  increase i n  contraceptive preva- 
lence i n  the south. These resul ts,  however, must be treated w i th  pa r t i cu la r  
caution and indeed may be somewhat misleading. The sample s ize f o r  the south 
i n  both SOFT and CPS i s  small since the south contains a small proport ion o f  the  
country's population. Perhaps more importantly t r a d i t i o n a l  methods of contra- 
ception (especial ly the use o f  withdrawal) accounts f o r  a large proport ion o f  
contraceptive as reported i n  the CPS f o r  the south. This i s  not t rue  f o r  any o f  
the other regions as i s  c lear  from Table A-4. The south i s  c iear ly  wel l  behind 
the other regions i n  the adopting o f  moder.;, more e f f i c i e n t  methods of the con- 
traception. Most of the 13 percent o f  southern respondents repor t ing use o f  less 
e f f i c i e n t  methods reported use o f  withdrawal. The more prevalent use o f  t r a d i t i o n -  
a l  ?ontraceptive methods i n  the south does agree w i th  some impressionist ic in for -  
mt '.: dn provided by persons fami 1 i a r  w i th  the south. Unfortunately, i t  was no t  
possible from ex is t ing  tabulat ions t o  determine i f  the increase i n  overa l l  preva- 
lence i n  the south was due t o  an increase i n  reported use o f  t r ad i t i ona l  methods 
since cross-tabulation o f  method by region have y e t  t o  be done f o r  the 1975 SOFT 
survey. I n  any event, i t  i s  c lear  t ha t  the prevalence r a t e  o f  modern contracep- 
t i o n  i s  qu i t e  low i n  the south by 1978/1979 and the f igures f o r  prevalence o f  a l l  
methods need t o  be interpreted w i th  t h i s  i n  mind. 

Table D-5 shows the trends i n  current pract ice by age o f  woman. The resu l ts  
ind icate tha t  even younger married women are.practiclng contraception t o  a sub- 
s t a n t i a l  extent probably r e f l e c t i n g  an increasing use o f  b i r t h  control  f o r  spacing 
b i r t h s  as wel l  as f o r  l i m i t i n g  the  u l t imate fami ly size. (This t rend was already 
apparent i n  an e a r l i e r  analysis comparing the LS and SOFT resul ts) .  

Trends i n  current b i r t h  contro l  pract ice by educational leve l  are shown i n  
Table D-6. These resu l ts  ind ica te  the largest increase i n  pract ice since 1975 
f o r  women w i th  no education and the leas t  increase f o r  women w i th  more than a 
primary education. While educational d i f f e r e n t i a l s  s t i  11 e x i s t  and current prac- 
t i c e  i s  inversely re la ted  t o  educational levels, the gap i s  c losing and as o f  
l978/1979, there appears t o  be only small dif ference remaining between the extent 
o f  contraceptive prevalence among women wi th  no education and those w i th  primary 
education (note, however, t ha t  t he  resu l ts  are no t  standardized f o r  age i n  
Table D-6 and hence may underestimate the di f ference between these two categories 
since women w i th  no education are disproport ionately concentrated i n  the 1 a te r  
reproductive ages where b i r t h  control  use tends t o  be higher). The contract ion 
o f  educational d t f f e r e n t i a l s  i s  undoubtedly the r e s u l t  o f  the extension o f  the 
NFPP servtces throughout r u r a l  areas and may i n  par t  r e f l e c t  the resu l ts  o f  the 
f ree  p i l l  po l i cy  which could have f a c i l i t a t e d  acceptance among the poorest (and 
1 east educated) women. 



3. Source o f  Family Planning Methods 

The CPS included a series o f  questions about the source o f  contrace t i v e  
services among, users o f  b i r t h  control .  Table D-7 shows the  resu l ts  f o r  t I: e 
nat ional  sample by method. Government out1 e ts  ( including some p r i va te  hospi tals)  
are c l e a r l y  the major supplier. A l i t t l e  more than three-fourths of a l l  users 
o f  modern methods reported receiv ing t h e i r  supply (or service) from the govern- 
ment sponsored out le ts .  Drugstores account f o r  a l i t t l e  more than one-tenth o f  
a l l  reported use but are a much more important source o f  supply f o r  condoms 
(50 percent) and p i i l s  (21 percent). Regionally, there i s  some var ia t ion  i n  the 
importance o f  government ou t le ts  as a source o f  fami ly planning as seen i n  
Table D-8. The most s t r i k ing ,  but  not  unexpected f inding, i s  t h a t  the government 
i s  a considerably less important source i n  Bangkok than i n  r u r a l  areas. However, 
even i n  Bangkok over two-thirds o f  users repor t  t h e i r  source o f  fami ly  planning 
as sources associated w i th  the NFPP. The importance o f  the government as ch le f  
suppl ier  o f  modern contraception i n  the south must be tempered w i th  the con- 
s iderat ion t h a t  overa l l  prevalence o f  these methods i s  qu i te  low i n  t ha t  region. 

Table D-9 indicates the source o f  p i l l  supply by region. I n  r u r a l  areas o f  
a l l  regions, government ou t le ts  are by f a r  the predominent source o f  supply 
(80 percent o f  a l l  r u ra l  p i l l  users). I n  Bangkok, however, the government pro- 
vides only about a t h i r d  o f  users o f  the p i l l  w i t h  over h a l f  repor t ing they pur- 
chase t h e i r  cycles i n  drugstores. The resu l t s  regarding the r o l e  o f  CBFPS i n  
supplying p i l l s  are rather  surpr is ing i n  l i g h t  o f  o f f i c i a l  service s t a t i s t i c s  
provided by the NFPP ind icat ing tha t  i n  1978 CBFPS contributed t o  12 percent of 
a l l  p i l l  cycles d is t r ibu ted  by the government and CBFPS combined. A probable 
explanation o f  t h i s  discrepancy i s  t h a t  users m i  sreported (or  interviewers mis- 
recorded) CBFPS supply un i t s  as e i t he r  drugstores, government ou t l e t s  o r  some 
other category o f  supply. Unfortunately, i t  i s  not possible t o  d i r e c t l y  confirm 
t h i s  speculation w i t h  ex is t ing  data. (It should be noted t h a t  a reasonably large 
proport ion o f  t he  sample v i l l ages  i n  the CPS are o f f i c i a l l y  ind icated as having 
a CBFPS d i s t r i bu to r ) .  

Table D-10 presents resu l ts  o f  an exercise which attempts t o  compare the 
resu l ts  of the CPS w i th  the service s t a t i s t i c s  o f  the NFPP i n  ac t i ve  users. For 
the comparison only  respondents who reported using a method provided by a govern- 
ment o u t l e t  o r  CBFPS (which also reports t o  the NFPP) are inc1udc:d. Table D-10 
presents the resul ts .  For the nat ional  l eve l  there i s  reasonable agreement 
between the  estimates o f  prevalence from the CPS and the resu l t s  issued by the 
NFPP on ac t i ve  users. Regionally, agreement i s  also f a i r l y  good w i t h  the exception 
o f  the south where the NFPP estimate o f  ac t i ve  users exceed considerably t ha t  
reported I n  the CPS. The disci>epancies f o r  Bangkok and the centra l  region exclud- 
i n g  Bangkok are probably a t t r i bu tab le  t o  some acceptors who l i v e  i n  neighboring 
provinces coming t o  Bangkok f o r  services where they are a t t r i bu ted  t o  Bangkok but  
being interviewed back i n  t h e i r  provinces o f  residence f o r  the CPS. 



Fert i 1 i ty Trends 

There is considerable evidence from a variety of sources indicattng that 
the decline in fertility which began in the 1960s, continued and may have 
accelerated since 1975. Moreover, this decl ine which had previously been 
limited largely to the Northern and Central regions, aiid which now may be slowing 
down in those regions, has spread to the populous northeast region where fer- 
tility now appears to be fall ins more rapidly than elsewhere. Results for the 
South region are less consistent a1 though they general ly indicate some ferti 1 ity 
decline there as well. 

A comparison of the two years of the SPC is shown in Table D-11 and indi- 
cates a decrease in fertility between the first and second year in all regions 
except the North. Moreover, a greater decline in fertility during those two 
years is indicated for the rural than for the urban areas. Since the SPC is a 
sample survey and Table-11 refers to changes during only a two-year period, the 
results cannot be given great weight in themselves especially for any single ' 
region but they are helpful when put together with findings from other sources. 

Total fertility rates for the two years of ille SPC combined (mid 1974 - 
mid 1976) are compared in Table D-12 with total fertility rates calculated from 
the C.P.S. for 1978. Resulrs from the FP/HHP for the Northeast are also in- 
cluded. Since the rates from the C.P.S. (as well as for the Northeast from the 
FP/HHP) are based on a retrospective question on the date of last birth while 
the SPC rates are derived from a dual record system designed to correct for 
underreporting of births, the results in Table D-15 may exaggerate the amount 
of change. Since any such bias would presumably operate on the resblts for all 
regions, comparison among the regions should not be affected in any systematic 
way. The results indicate a 17 percent decline in fertility for the rural areas 
as a whole which is larger than the decline indicated for Bangkok where fertility 
was at a considerably lower level at the onset of the period. The largest 
decline is found for the rural Northeast and the least decline (excluding 
Bangkok) for the rural South, which by 1978 has apparently re laced the North- 
east as the higher fertility area. Results for the FP/HHP he ! p confirm the 
substantial decl ine for the Northeast a1 though, as indicated above, there are 
some problems of comparison with the SPC due to the different methodologies 
used. 

Trends in 'marl tal fertil i ty based on a comparison of CPS and SOFT (and the FP/HHP 
for the Northeast) are shown in Table D-13. The rates refer to married women agpd 20- 
44 and are standardized for age thus controllin tor differences in a e distributions 
between the samples. The comparison indicates ? eclines in fertility ! or the 
rural populations in all regions. Fertility in the Northeast registers a sub- 
stantial decline larger than for any other region. The decline in the North- 
east is confirmed by the intermediate values of fertility for that region 
indicated by the FP/HHP. 

In both SOFT and CPS, as well as FP/HHP women were asked if they were currently 
pregnant. This data is derived in the interview separately from information about 



b i r t h s  and t h i s  provides an independent measure o f  f e r t i  1 i t y  change. Results 
are shown i n  Table D-14 and ind icate a decl ine i n  the percent pregnant among 
r u r a l  women i n  a l l  regions. The decline i s  largest  f o r  the Northeast and leas t  
f o r  the South. The s t r i k i n g  decl ine i n  percent pregnant i n  the Northeast as 
evident between the SOFT and CPS resu l ts  i s  confirmed by the FP/HHP resu l ts  which 
f i t  i n t o  the trend we1 1. 

While reg i s t ra t i on  data on b i r t h s  are incomplete i n  Thailand and thus under- 
estimate the t rue  leve l  o f  f e r t i l i t y ,  data on b i r t h  order help substantiate the 
continuing f e r t i l  i t y  decline. It i s  commonly observed tha t  as couples reduce 
t h e i r  f e r t i l i t y ,  the proport ion o f  lower order b i r t h s  increases. Changes i n  
the d i s t r i bu t i on  o f  registered b i r t hs  can be expected t o  r e f l e c t  rea l  changes 
i n  the actual d i s t r i b u t i o n  even w i th  under-registrat ion unless changes i n  com- 
pleteness are b i r t h  order speci f ic .  Table D-15 indicates the percent of a l l  
registered b i r t h s  o f  known b i r t h  order t ha t  are o f  t h i r d  o r  higher order. I n  
other words, i t  indicates what percent o f  b i r t h s  are above second b i r t hs .  Since 
the l a t e  l96Os, the b i r t h  order d i s t r i bu t i on  changed systematical ly w i th  higher 
order b i r t hs  representing a decreasing share o f  a l l  b i r ths.  This t rend i s  ev i -  
dent f o r  every s ing le year from 1975 t o  1978 supporting the evidence from sample 
surveys tha t  f e r t i l i t y  has continued t o  decl ine since 1975. 

Assessment of Recent and Future Growth 

Af te r  a thorough evaluation o f  a large var ie ty  o f  sources, the Thailand Panel 
of the National Acadew o f  Science (U.S.), determined l a s t  year t ha t  the growth 
r a t e  i n  Thailand by 1975 was very l i k e l y  i n  the range o f  2.3 - 2.6 percent per 
annum -- down from 3.2 t o  3.4 percent i n  the ear ly  1960s. Since i t seems reason- 
ab ly  c lear  t ha t  f e r t i l i t y  declined by another 10 t o  20 percent between 1975 and 
1978 the growth r a t e  by the end o f  1978 probably i n  the 2.0 - 2.3 range. This 
means tha t  the ta rge t  o f  reaching a 2.1 percent growth ra te  by the end o f  the  
current third-year plan i n  1981 may have already been reached and i s  v i r t u a l l y  
cer ta in  t o  be somewhat exceeded by then. Most importantly, the populous North- 
east region now seems t o  c lea r l y  have experienced f e r t i l i t y  decl ine and hence 
lowered population growth rates a f t e r  having lagged behind the nat ional  trends 
u n t i l  qu i te  recently. 

Considering the large proport ion o f  contraceptive usage tha t  derives from 
government sources, i t  seems clear that  thc NFPP has made a major contr ibut ion 
t o  the reduction i n  the growth rate.  

RECOMMENDATION : 

FREQUENT ASSESSMENT OF FERTILITY AND CONTRACEPTIVE PREVALENCE 
SHOULD CONTINUE TO BE MADE AND GREATER ATTENTION BE GIVEN TO 
DISSEMINATION OF THE FINDINGS. 



D. Factors in the Success of the NFPP 

It is readily apparent that a multiplicity of factors have contributed 
to the substantial decline in Thailand's population growth rate in the 1970s. 
Undoubtedly, the constellation of forces encouraging fertility declines through- 
out the world are operative here as well. In Thailand, however, such influences 
operate in the context of a socio-cul tural and religious heritage which is con- 
ducive to change and the diffusion of progressive ideas. They have been further 
enhanced -by an en1 ightened national leadership which faced and recognized the 
problem of-rapid population growth early and resolved to meet it with a bold and 

b 

innovative plan of action. It would be presumptuous for this evaluation to 
attempt a thorough discourse on all of the factors responsible for the demo- 
graphic change. We are convinced, however, that the extent of fertil i ty decline 
documented in this report would not have occurred without the conscious national 
effort embodied in the NFPP. The strengths and 1 imitations of each ingredient 
of the program are evaluated in detaii in the report. However, an attempt was 
also made to identify those aspects of the total national effort that are unique 
to Thailand and those which may be replicable in other developing countries. 

The conclusions in the fallowing section were drawn after the use of a 
modified delphic procedure in which 14 members of the joint Thai-American 
Evaluation Team participated. 

The results of this exercise show that success factors can be roughly 
divided into six categories : service, cultural , financial , governmental , managerial 
and other, 

1. Service Factors 

a. The widespread avai lab1 1 i ty of contraceptives. 

b. The involvement of health personnel at all levels in 
family planning. 

c. The delegation of family planning tasks to non-physicians . 
d. The integration of family planning with MCH from the 

start of the program. 

e. The use of pilot projects to test and then integrate 
innovative fami ly planning del ivery systems. 

f. Utilization of vehicles and equipment at the provincial 
and local level. 

2. Cultural Factors 

a. The people of Thailand want family planning. 

b. Cultural tolerance of the subject of family planning which 
in part is responsible for the success of a widespread 
I E&C program. 



c. Relatively good status of women. 

d. The neutrality of the Buddhist religion and 
e philosophy regarding contraception. 

3. Financial Factors 

a. Comnitment of RTG budget and in-kind support. 

b. Substantial foreign aid and technical assistance. 

4. Governmental Factors 

a. Key government officials give active support to the 
program a t  every 1 eve1 . 

b. Ministrjr of Public Health officials see the imple- 
mentation of the family planning program as a duty. 

5. Managerial Factors 

a. Strong coordination between the governlnental and non- 
governmental family programs. The NFPP takes a key 
role i n  this coordination. 

b. Personnel a t  every level of the program have incentives 
for taking an active FP role ( i  .e., vehicles for pro- 
vincial offices and promotions for health center workers 
who meet and/or exceed FP targets). 

6. Other Factors 

a. The existence of an extensive network of transportation 
and communications. 

b. The existence and cooperation of a large number of 
excel lent healthlmedical educational institutions. 

In examining these perceptions, there are two important considerations. 

First, i t  i s  apparent that several of the factors are specific t o  Thailand 
and thus cannot be transferred t o  other countries. 

Even more important, the actual success of the program i s  n o t  so much as a 
result of individual factors as i t  i s  of the interaction of factors, I t  i s  
this interaction which creates a continual spiral of cause-effects-cause 
reactions. 

Thus, while i t  i s  possible to enumerate the factors i n  success of the Thai 
family planning program, these factors must be considered as an integrated whole 
and no t  i n  isolation. 



E. Fertility Decline in Thailand Compared with that of Other 
Aslantountri es 

In order to view Thailand's demographic change in the larger context 
of East and Southeast Asia as a whole, the following Table of growth rates is 
quoted from the estimates published in 1979 by the Population Reference Bureau. 
The disclaimers noted in the PRB publication regarding limited accuracy and 
comparability of the data must be kept in mind. Nevertheless, the list provides 
an opportunizy to view Thailand's growth rate in rough comparison with those of 
its neighbors. 

TABLE 1 

Population Growth Rates 
East and Southeast Asia 

1979 

Burma 
Cambodia 
China 
India 
Indonesia 
Hong Kong 
Korea 
Ma1 aysia 
Philippines 
Singapore 
Sri Lanka 
Thai 1 and 

Assessment of Unmet Family ' ~ l  ann ing Needs 

With the present population of slightly over 45 million, Thailand still 
faces unmet family planning needs in various population sub-groups as fol lows: 

1. Adolescent Group 

In 1978,** the population projection of medlum fertility showed 
that Thailand had a total population in the age group of 15-19 equtvalent to 
4.98 million with the total number of males slightly higher than those of 
females. This group, as indicated by the study, contributes to the increasing 
prevalence of premarital sex, unwanted pregnancy and criminal abortions. About 
25 percent of them are in schools and the remainder are largely either in the 

**It should be noted that this evaluation estimates Thailand's growth to be between 
2.0 and 2.3. It is given here as 2.3 as this is the figure used by the Population 
Reference Bureau. 

**"Adolescent Fertil ity Study in Thailand" by Debhanom Muangman, R.D., Dr. Ph. 1979. 



factor ies o r  on the farms. The fami ly  planning services avai lable t o  them i n  
terms o f  IE&C and contraceptives are s t i  11 very I i m i  ted. A1 though population 
education and health education including some sex education are taught i n  
schools i t  i s  s t i l l  inadequate and does not  reach a large number o f  students. 
S imi lar  teaching i n  the adu l t  education program i s  s t i l l  qu i te  l im i ted  although 
some excel lent material has been developed i n  the adul t  funct ional  l i t e r a c y  
curriculum. More resources and more a t ten t ion  i n  terms o f  research and services 
should be directed t o  t h i s  large po ten t i a l l y  high f e r t i l i t y  group. 

2. H i l l  Tribes 

A study on h i l l  t r i bes  i n  Thailand by a UN Research Team i n  1966 
revealed tha t  the t o t a l  population numbered 275,249. Their number i s  current ly  
estimated a t  about 500,000. These are nomadic people wi th  d i f f e r e n t  cul tures 
and d ia lects ,  and they move frequently. Although fami ly planning serv3ces are 
provided t o  them by various pub1 i c  and pr iva te  agencies, t h e i r  f e r t i  1 i t y  
control  needs remain 1 argely unmet . 

3. Religious Groups 

Buddhist Monks. The population census carr ied out i n  Thailand i n  1970 
showed tha t  95.3 percent were Buddhist, 3.9 percent Muslims, 0.6 percent 
Christians, and 0.2 percent others. I n  1977, it was found tha t  there were 
218,779 Buddhist monks, 110,421 novices. Although the monks are no t  permitted 
t o  marry, the r a t e  o f  turnover o f  act ive monks i s  high, estimated a t  about 
80 percent. Often, adu l t  Thai men w i l l  enter the monkhood f o r  three months. 
More research should be done i n  t h i s  area t o  explore the potent ia l  f o r  u t i l i z i n g  
t h i s  large group o f  people f o r  soc ia l  development. 

Muslims. According t o  the s t a t i s t i c s  from the Department o f  Religion, 
M in is t ry  o f  Education i n  1977, there were 1,736,300 ~ u s l  ims. Large numbers of 
Muslims are s t i l l  not  recept ive t o  modern contraception. Therefore, more study 
o f  factors  i n  acceptance and pract ice o f  fami ly planning should be done i n  t h i s  
area, especial ly i n  the Southern provinces o f  Thai land. 

4. Indo-Chinese Refugees 

Because o f  pol i tSca l  c o n f l i c t  i n  recent years i n  Vietnam, Laos, and 
Cambodia, large numbers o f  refugees have been pouring i n t o  Thailand a t  an alarm- 
ing rate. The s t a t i s t i c s  from the Min is t ry  o f  I n t e r i o r  i n  Apr i l ,  1979 showed t h a t  
there were about 149,000 registered refugees. I f  the t o t a l  number unregistered 
are included, the figure. may go up t o  about 250,000. The refugees s t i l l  walk i n  
d a i l y  along the 1,000 mi le  border between Thai land and Cambodia, or  Thailand and 
Laos. The Thai government has recent ly  requested the p r iva te  organizations 
(CBFPS, PAAT and TAVS) t o  assume responsi b i t  i t y  f o r  planning the appropriate 
services t o  meet t h i s  problem. I n  the interim, the MOPH i s  ass is t ing wherever 
possible i n  providing general heal th services, including fami ly  planning. Clear ly 
defined po l i cy  on fami ly planning f o r  these people should be established including 
the most appropriate methods o f  IE&C and contraception f o r  t h e i r  speclal circum- 
stances. 



5. "Service Girls" at High Risk for Pregnancl 

Before the end of the Vietnam War, bars, nightclubs, and massage 
parlors sprouted in Bangkok and many big towns in Thailand where U.S. troops 
were stationed. Since the end of the Vietnam War, these service places still 
exist, servfng both the tourists and the local Thais. According to the statis- 
tics of the Police Department of Thailand, there are at the present time about 
400,000 bars, nightclubs and massage parlor girls whose age varies from 13-45. 
The majority of these girls come from the farms in rural Thailand. This large 
group of people cannot be overlooked, and family planning and IE&C services 
shovld be readily available to them. More study of the special characteristics 
and needs of this group should be done. 

6. Factory Workers 

At the present time, there are about 80,000 large and small factories 
in Thailand. The total number of factory workers are young and come largely from 
the farms. Although PPAT and CBFPS have provided some family planning services 
to them their coverage is still inadequate, i.e., less than 500 factories. 
More services Should be available to them. 

7. Mi 1 i tary Personnel 

It is estimated that there are about 240,000 soldiers in Thailand. The 
total number of their families is quite large. More family planning services 
should be provided to them especially in rural military camps. 

Premarital Couples 

While education on family planning has become more general ly available, 
spec!fic premarital counselllng is performed only to a limited extent. More 
emphasis should be placed on the expansion of such counselling to couples before 
marriage. 

9. Women Undergoing Criminal Abortions 

The subject of abortion is understood to be outside the scope of this 
evaluation. The evaluation team is assured that no U S .  government funds are 
being used in Thailand for the provision of abortion servlces or for the pro- 
motion of abortion. In vfew of the integration of family planning with heqlth 
services, however, the team was told in the course of visits to hospitals and 
health centers throughout Thailand that the prevalence of criminal abortton is 
high. Moreover, admissions to hospitals for serious complications of such abor- 
tion cases are a formidable public health pr~blem and a serious drain on the 
scarce resources a1 located to health services. Physicians and others concerned 
with delivery of MCH/FP services are trying very hard to substitute the practice 
of family planning for abortion wherever possi ble. In addition, the consensus 
is growing among leading Thai physicians encountered in this evaluation that 
modification of Thailand's restrictive abortion law will become necessary In order 
to reduce the present high toll in morbidity and mortality attributable to 
criminal abortions. 



I V  . SERVICE STATISTICS, OPERATIONAL RESEARCH, AND EVALUATION 

A. NFPP Service S t a t i s t i c s  Findings 

1. The NFPP service s t a t i s t i c s  system i s  probably the most e f f i c i e n t  
one i n  the health sector, as indicated by t h e i r  production o f  up-to-date evalu- 
at ions and in te rna l  feedback: 

- The annual repor t  o f  NFPP new acceptors and 
ac t i ve  users f o r  1978 came out i n  May, 1979 - 
only four months a f t e r  the year ended - and was 
i m e d i a t e l y  disseminated t o  a l l  PCMO's (as ob- 
served by our v i s i t s )  across the country, as wel l  
as t o  other potent ia l  users. (See Appendix G). 

- The computer pr in touts  o f  "NFPP Act ive Users o f  
Contraceptton by Method by Province and by 
Month" i s  d is t r ibu ted  month-by-month t o  potent ia l  
users, ind ica t ing  the e f f i c iency  o f  the s t a f f  o f  
R&E un i t s  ( f o r  example, the March p r i n tou t  was 
already avai lab le i n  ear ly  July). 

2. There i s  evidence tha t  some o f  the 1977 recommendations regarding 
the c l i e n t  record forms have been adopted -- although some s t i l l  remain t o  be 
implemented. 

3. A s i gn i f i can t  amount o f  ar i thmet ic er rors  seem t o  occur a t  almost 
every leve l ,  PCMO or  service un i t ,  w i th in  the NFPP service s t a t i s t i c s  because 
o f  weak and inadequate supervision (from both NFPP HQ's and the PCMO's). 

We also observed some midwives a t  the service un i t s  s t i l l  have mis- 
understandings about proper report ing and recording procedures. 

- F i l l i n g  out the form 01 incor rec t l y  f o r  one reason 
or the other. 

- Because o f  increasing demand f o r  DMPA, there i s  not 
always adequate supply t o  the service un i t .  Some mid- 
wives are instructed t o  give p511s i f  no DMPA i s  available, 
but they do not  repor t  the case as changing of method -- 
or v ice versa, etc. 

4. From the 1978 annual repor t  - new acceptors are d is t r ibu ted  as 
fol lows : 



From Rural 74.1 74.9 71.5 69.6 69.5 67.2 64.0 

From Urban 13.0 12.4 13.9 13.9 12.2 13.4 13.8 ------- 
87.1 87.3 85.4 83.5 81.7 80.6 77.8 

Assumed 
Unknown 12.9 12.7 14.6 16.5 18.3 19.4 22.2 
Resi dence 

The remainder as shown represents the "unknown" category under "place of 
residence" on repor t ing forms, and has been progressively increasing I n  percentage 
of a l l  acceptors. It i s  not  c lear  from these s t a t i s t i c s  i f  the r u r a l  proport ion 
o f  acceptors i s  ac tua l l y  dec l in ing but it appears t h a t  they have not  been i n -  
creasing. This i s  inconsistent w i th  the f indings o f  demographic studies noted 
ear l  i e r  i n  t h i s  report, and suggest t ha t  fu r ther  a t ten t ion  t o  the repor t ing 
function i s  needed. The supervisor a t  the prov inc ia l  leve l  should be e i t he r  
(a) the head nurse i n  charge o f  health promot$on d i v i s i on  o r  (b) the person i n  
charge o f  the research and evaluation u n i t  w i th in  the PCMO o f f i c e  ( i n  the Popu- 
l a t i o n  Project) .  A l l  persons working i n  recording and report ing need i ns t ruc t i on  
and supervision regarding the procedures f o r  ind ica t ing  new and continuing fami ly 
planning services, especial ly newly recru i ted personnel such as assistant heal th 
workers who are t o  be aides t o  the midwives i n  the Population Project, Included 
i n  the t ra in ing  should be a stress on checking f o r  ar i thmet ic  er rors  whenever 
data are sumned t o  larger  aggregates. 

The 1 ine o f  supervision o f  the R&E u n i t  o f  sNFPP headquarters t o  the PCMO 
o f f i c e  t o  the loca l  service un i t s  should be strengthened. Procedures f o r  record- 
i n g  continuing (active) users a t  the loca l  leve l  should be reviewed. Personnel 
a t  a l l  leve ls  should be inst ructed on how t o  fo l low these procedures, i n  order 
t o  make repor t ing o f  act ive users more uniform and systematic, especial ly i f  
targets f o r  continuing users are t o  be incorporated i n  the next f ive-year plan. 
Some system o f  rewards (perhaps involv ing a promotion po l i cy )  should be estab- 
1 ished based on performance i n  recording and repor t ing o f  service s t a t i s t i c s  as 
we l l  as other a c t i v i t i e s .  

The planned management t ra in ing  f o r  PCMO1s and other re1 evant personnel 
should include material covering target  se t t ing  procedure and a1 locat ion o f  
targets w i th in  each province. 

F ina l l y  , considering the increase i n  the proport ion o f  acceptors i n  the 
NFPP tha t  have previously received a method from the government program, the 
R&E u n i t  o f  the NFPP should review the adjustment fac to r  o f  20 percent cur ren t ly  
used t o  discount dupl i c a t  ion o r  misreport ing o f  new acceptance. 



RECOMMENDATION : 

TARGETS SHOULD BE SET I N  TERMS OF A COMBINATION OF 
NEW .4ND CONTINUING ACCEPTORS I N  THE NEXT FIVE-YEAR 
PLAN. (WITH EMPHASIS ON PERCENT OF ELIGIBLE COUPLES 
PRACTICING CONTRACEPTION). 

B. Sumnary o f  Operational Research Studies i n  the F ie ld  o f  Population/ 
Family Planning Conducted i n  Thailand During 1m- - 
1. "Comparative Program Demonstration of the Use o f  Depo-provera by 

Medical and Paramedical Personnel i n  Thailand". This study was done by the 
s t a f f  of Research and Evaluation Un i t  o f  the NFPP. The f i n a l  repor t  came out 
i n  Apr i l ,  1977. The main objectives o f  t h i s  p i l o t  study were t o  assess the 
acceptabi l i ty  o f  DMPA i n  r u r a l  areas and i t s  e f f ec t  on overa l l  c l i n i c  family 
planning a c t i v i t y  , and t o  evaluate the effectiveness and consumer sat isfact ion 
associated w i th  midwife administrat ion o f  DMPA as compared w i t h  t ha t  of phy- 
sicians. Acceptors were overwhelmingly ru ra l .  There was no anecdotal infor-  
mation t o  suggest increased r i s k  t o  heal th by midwife i n j ec t i on  of DMPA. 

2. "A P i l o t  Study on the  Training o f  Nurse-Midwives f o r  Postpartum 
Female S te r i l i za t i on " .  The study was j o t n t l y  carr ied out by the  Obstetr ic and 
Gynaecology Department of S i r i r a j  Hospital Medical School , Mahidol Universi ty 
and the NFPP during 1977-1978. The f i n a l  repor t  dated June, 1979 concluded 
tha t  a wel l - t ra ined nurse can perform safe and high qua l i t y  postpartum s t e r i l i -  
zation. The r e s u l t  o f  a follow-up of various stages of the t r a i n i n g  a t  24 hours, 
1 week, 6 weeks and a year a f t e r  the operation showed t h a t  nurse and physician 
performance was not s i gn i f i can t l y  d i f fe ren t .  The study emphasized tha t  i n  the 
select ion of the nurses a number o f  c r i t e r i a  are required, such as a minitiium o f  
two years experience i n  an operating theater, sound knowledge o f  operating ins t ru -  
ments, experience ass is t ing a t  operations, special i n te res t  i n  female s t e r i l i -  
zat ion and most o f  a l l  a sense o f  dedication t o  t h i s  work. 

A survey o f  physician's opinion was carr ied out i n  the hospi tals under t h l s  
p i l o t  study on the use o f  t ra ined nurse-midwives f o r  postpartum s te r i l i za t i on .  
The physicians i n  these hospi tals were o f  the opinion tha t  nurses were capable o f  
performing such operations well ,  provided tha t  there i s  adequate and proper 
t ra in ing  w i th  close supervision by a physician, and tha t  proper procedures are 
applied I n  the select ion o f  nurses. 

3.  "P i l o t  Study on Training o f  Paramedical Personnel f o r  Male S t e r l l i -  
zation". A j o i n t  pro ject  was carr ied out i n  1977/1978 by the NFPP and Ramathi- 
bodi Hospital Medical School o f  Mahidol University, The 20 paramedical personnel 
were selected by the MOPH. The six-week training'  t o  perform vasectow was given 
by s t a f f  o f  the Urological Section, Department o f  Surgery o f  Ramathibodi Hospital. 
The program proved t o  be successful i n  t r a in ing  paramedicals t o  perform vasecton~ 
safely and e f fec t i ve ly .  



A follow-up of vasectomies performed by these 20 paramedics was done by 
the Institute for Population and Social Research, Mahidol University, one year 
after they finished the training and were placed in service outlets. Each 
paramedtc had, on the average, performed over 100 cases of vasectomy during 
the one-year period, thus demonstrating consumer acceptabi 1 i ty. Rates of 
negative side-effects, both medical and non-medical were no higher than those 
of medical interns and physicians. Two most important key elements seem to be 
adequate training and supervision. 

4. "After Effects of Male Sterilization, Metabolic and Psychological 
Effects", Dr. Verasing Muangman of Ramathi bod1 Hospital medical school, has 
reviewed ten papers deal ing with metabolic and psychological effects of vasectomy. 
The results were presented in the Seminar on Recent Research in Family Planning 
in Thailand, Haadyai, June 18-20, 1979. The author concluded that post- 
vasectomized men showed no significant alteration in metabolic and psychological 
functioning. With improved surgical technique this operation is now considered 
a semi-reversible procedure despite the fact of high incidence of antisperm 
antibody following vasectow and vaso-vasostomy which may lead to functional 
failure in some cases. 

5. A comparative study of Midwifery Knowledge, Attitude and Practices 
of Trained and Untrained Traditional Birth Attendants in Thai land 1978/1979 
(done by NFPP staff). 

6. Metabolic Effects of Injectable Contraception -- A review of the I 

1 iterature. 

7. Vaso-vasostomy Using Microsurgical Techniques by P. Gojaseni , 1979. 
(No definite conclusions but initial results were encouraging). 

8. The 1987 continuation Rate Survey for Pill and IUD Acceptors 
During 1974 to 1976, August, 1978 (R&E Unit, NFPP) . 

9. Second Report 1977 Continuation Rate Survey for Pill and IUD 
Acceptors During 1974 to 1976, December, 1978, (R&E Unit of the NFPP). 

10. The Maternal and Child Health Project, MOPH, 1979-1981 -- A 
proposal to the RTG 

11. Adolescent Fertility Study in Thailand, 1979, D. Muangman -- 
A preliminary report presented at the Seminar on Family Planning Research, 
Haadyai , June 18-20, 1979. 

12. Project for Strengthening of Nutrition and MCH -- FP Activities in 
Java District, Songkhla province. (Here is the subproject of Songkhl a integrated 
Development Project or "Songkhla Model " 1977-1981) starting 1979 to 1980. 

13. Family Planning/Heal th & Hygiene Project (See Evaluation of the 
FP/HH Project, APHA February, 1979). 



14. Contraceptive Prevalence Survey, l978/1979, Westinghouse sub- 
contracted to NIDA. (In process of pub1 ication) . 

15. Abortion Study - R&E Unit. 
C. The Impact of the NFPP on the Quality of Life 

The evaluation of how family planning programs affect the quality of life 
is a complex issue which involves both a variety of macrolevel and microlevel 
implications. Consideration needs to be given not only to the social and eco- 
nomic impact on the national or provincial level but equally importantly on the 
day-to-day lives of the individual families. It is often difficult to measure 
these impacts precisely especially with regard to the microlevel effects which 
can range from more concrete results such as reductions in numbers of maternal 
deaths to high parity women to much more subjective matters such as feelings of 
well being among family members. There have been and continue to be considerable 
efforts made to estimate the past and future macrolevel impact in Thailand es- 
pecially using a variety of economic and demographic models, An analysis of the 
influence of the reduced population growth rate on per capita GNP from 197C. the 
year the NFPP officially began, and 7978 suggests that the increased per capita 
GNP associated with a slowing of population growth have already become evgldent. 
(See Appendix H). Projections comparing the effect on per capita GNP based on 
high and low fertility assumptions indicate the impact will be substantial in 
the coming decades. 

Research on microlevel impacts is much less common and should be encouraged 
in order to expand our knowledge of the impact of the NFPP on the quality of 
life as it affects individuals and their families. 

EVALUATION OF THE IMPACT OF THE NFPP SHOULD 
BE EXTENDED FROM A LARGELY DEMOGRAPHIC FOCUS 
TO AN ANALYSIS OF ITS MICRO- AND MACROLEVEL EFFECTS 
OH THE QUALITY OF LIFE IN THAILAND. 



V. CURRENT STATUS OF SPECIFIC PROGRAM COMPONENTS 

A. Information, Education, and Communication 

1. Findings 

To date the IE&C u n i t  has concentrated i t s  e f f o r t s  I n  disseminating 
fami ly planning knowledge. I n  1978, two m i l l i o n  pieces were pr in ted and d i s t r i b -  
uted. These materials were prominent i n  every  health f a c i  1 i t y  v is i ted.  By 
keeping the  themes simple and r e p e t i t i v e  t h i s  knowledge campaign can be judged 
t o  be successful. The 1977 Thai 1 and Contraceptive Prevalence Survey showed 
tha t  only 0.4 percent o f  the women interviewed had no knowledge of contracep- 
t i v e s  and tha t  90 percent o f  cur ren t ly  married women had heard o f  each method 
except vasectomy where the f i gu re  was 87 percent. (See Appendix I ) .  

During the past two years, there has been an expanding use of audiovisual 
mater ia ls f o r  motivation a t  the v i l l a g e  level ,  Mobile motivation teams from 
the contro l  u n i t  have reached more than 170,000 persons and more have been 
reached by mob1 l e  teams stationed i n  various provinces, 

A t  the  present time 15 provinces have complete mobile IE&C un i ts  which i n -  
clude a complete range o f  A-V equipment and f i lms. It i s  expected tha t  every 
province w i l l  have such un i ts  before 1981. I n  addit ion, the central  o f f i c e  has 
10 mobile IE&C un i t s  which t rave l  t o  various provinces. 

The major th rus t  o f  these u n i t s  i s  t o  hold la rge  group meetings f o r  50 t o  
300 people during which both entertainment and fami ly planning f i lms  are shown 
w i th  emphasis on vasectomy. I n  addit ion, posters and pamphlets are l e f t  a t  
each v i l lage .  During 1978, the mobile un i t s  from the centra l  o f f i c e  reached 
41 9 groups ( v i  11 ages). 

2. Problems 

a. To date the IE&C program has concentrated heavily on the g iv ing  
o f  fami ly planning information. Now, as the fami ly planning program i s  t r y i n g  
t o  reach more d i f f i c u l t  acceptors ( i  .e., males f o r  vasectomy, h i  l l t r i b e s  people, 
less motivated women) i t  i s  important t o  widen the IE&C e f f o r t  t o  emphasize the 
decision t o  accept contraception. To date, there has been very l i t t l e  emphasis 
on decision-making. While there i s  s t i l l  some room f o r  improvement o f  knowledge 
about contraception especial ly about vasectonly and side e f fec ts  o f  various methods, 
t h i s  area should receive less emphasis and more e f f o r t  should be made t o  develop 
and disseminate health education methods and media which emphasize behavior change 
(1. e. , the decision t o  accept contraception), Consultants from the School of 
Public Health would probably be he lp fu l  i n  t h i s  e f f o r t .  

b. T h e s l i d e s e r i e s o n v a s e c t o ~ a n d f e m a l e s t e r i l i z a t i o n s e e m s  ' 

t o  heavi ly emphasize anatomy, physiology, and the surgical  techniques. While t h i s  
ser ies may be excellent f o r  t r a in ing  purposes, i t  seems a b i t  complicated f o r  uses 
w i th  the general public. I n  addition, some o f  the s l ides  o f  actual surgery may, 
because o f  the fear  factor,  ac tua l l y  deter potent ia l  acceptors. 



c. Several provinces were found where s l i d e  projectors were 
avai lab le but no sl ides. Nowhere was the  local  production o f  s l ides  considered. 

d. Although there seems t o  be a f a i r  amount o f  l o c a l l y  produced 
heal th education materials, there do not  seem t o  be attempts t o  l o c a l l y  produce 
fami ly  planning materials. 

e. The fami ly planning mot ivat ion k i t s  were examined i n  several 
heal th centers and sanitarians and auxi 1 i a r y  midwives questioned about t h e i r  
usefulness. From t h i s  cursory survey i t  seems t h a t  the f l i p  charts are being 
heavily u t i l i z e d .  There i s  a mixed react ion t o  the pelv ic  model, i n  some places 
it i s  used and i n  others it had no t  been removed from i t s  o r i g ina l  p las t i c  wrapping. 
F ina l ly ,  the c l o t h  and paper posters do no t  seem t o  have been used. 

I n  our discussions, we heard complaints t h a t  the k i t  was d i f f i c u l t  t o  carry  
and t h a t  the mater ia ls were not  good f o r  groups of more than about 10. 

A follow-up survey o f  the u t i l i z a t i o n  o f  the motivation k i t s  i s  planned by 
the I E & C  u n i t  o f  the NFPP. 

'9 
f'. Although the 1977 evaluation recomnended the development o f  IE&C 

mater ia ls for special groups, ( i  .e., h i l l t r i b e s ,  Moslems) there i s  no evidence 
of a c t i v i t y  i n  t h i s  area. I n  several provinces, we heard requests f o r  such 
materials. One special p ro jec t  was car r ied  out i n  the South. (The use o f  shadow 
puppets t o  motivate for vasectow). The resu l t s  o f  t h i s  p ro jec t  showed i t  not  t o  
be cost e f fect ive.  

RECOMMENDATIONS : 

1. IE&C ACTIVITIES OF THE NFPP SHOULD BE EXTENDED FROM THE 
PRESENT EMPHASIS ON PROVIDING INFORMATION TO AN APPROACH WHICH 
COMBINES INFORMATION-GIV ING WITH A FOCUS ON INTERPERSONAL 
COMMUNICATION AND ASSISTANCE I N  DECISION MAKING. 

2. FAMILY PLANNING IE&C SHOULD BE INTEGRATED INTO THE HEALTH 
EDUCATION PROVIDED I N  THE CONTEXT OF EXPANDED PRIMARY HEALTH CARE 
SERVICES, SUCH AS THAT FUNDED UNDER THE CURRENT USAID/RTG PROJECT AGREEMENT. 

B. Manpower Development and Supervision 

For a f u l l  tabulat ion o f  NFPP t ra in ing  a c t i v i t i e s  f o r  the 1977-1981 period, 
see Appendix 10. 

The 1975 pro ject  agreement ca l led  f o r  the t ra in ing  o f  Tambon doctors (usually 
former army medics who supply a mix o f  western and t rad i t i ona l  medicine a t  the 
v i l  lage level  ) , t rad i t i ona l  b i r t h  attendants (TBAs) , nurse midwives and aux i l  ia ry -  
midwives. To t h i s  a four th  category, border pat ro l  po l ice (BPP) were added i n  
1977. 



Table 2 Training Activity 1977-1979 - 
Project Actually 
Agreement Trained 

Tambon doctors 
TBAs 
Nurse midwives 
Auxi 1 iary-midwives 
BPP 

Tambon doctors 
TBAs 
Nurse midwives 
Auxi 1 iary-midwives 
BPP 

Tambon doctors 
TBAs 
Nurse midwives 
Auxi 1 iary-midwives 
BPP 

From this it can be seen that the original agreement is roughly on schedule. 

All of the above training is carried out by the training department of the 
family health division. It should be noted that in addltion to the AID funded 
training this department is responsible for a large number of other training 
programs funded by the RTG, UNFPA, Pathfinder, and others. 

In the 1977 evaluation, it was obvious that this department was understaffed 
and not capable of carrying out all the training asked of it. Since that time, 
several of the 1977 recomnendations have been adopted. The training staff has 
increased from 22 to 40. In addition, the majority of the MOPH training responsi- 
bility in the World Bank Population Project is held by the Training Department 
of the MOPH and not by the Family Health Division. 

In general the FHD training department continues to do an excellent job. Its 
greatest area of weakness is the supervision of regional trainers, once the train- 
ing of trainers courses are completed. 

Because of the massive amount of training bein carried out by this department, 
the decentralized training plan seems appropriate, 9 i .e., central staff train 



regional staff who in turn train district and health center staff who train 
traditional birth attendants. 

However, because of the weakness of supervision at a1 1 levels, there is 
little control on the implementation of training, especially at the lower levels. 

RECOMMENDATION: 

GREATER EMPHASIS SHOULD BE GIVEN TO MANAGEMENT AND 
SUPERVISION AT THE VILLAGE AND HEALTH CENTER LEVELS. 

Although the FHD is responsible for family planning training, this cannot 
be looked at in isolation from the population project and other MOPH 
efforts. During the fourth Five-Year Plan (1977-1981), the MOPH plans to train: 

900 nurses to become nurse practitioners 

2,500 auxiliary midwives in primary curative care 

750 health assistants to work at the midwifery centers 

500 health assistants to work at the MCH and family 
planning centers 

22,800 vi llage volunteers to work at the village level 

228,000 village communicators 

and a variety of support and supervisory staff to work at the provincial and 
district levels. 

The responsibility for the majority of the training is held by the Training 
Division of the Rural Health Division. This division has developed training 
materi a1 s, uses experiential methodologies and a decentral ized training scheme 
similar to that of the Family Health Division. Unfortunately, there seems to be 
little comnunication between the two training departments. (It should be noted 
that within the MOPH there are several other training units: malaria, nutrition, 
etc. which are also not coordinated). 

While the scope of this evaluation did not cover the training aspects of the 
World Bank Population Project, we were able to observe the impact of this project 
on family planning training. The problems seem to stem mainly from lack of coordi- 
nation between the Fami ly Health Division training department and the training 
department of the Rural Health Division. Some of the problems encountered were: 

1. In some cases, the same provincial staff members receive training of 
trainers ' courses from both departments . 



2. I n  some hea l th  centers the  s t a f f  has recen t l y  been t ra ined  i n  cu ra t i ve  
hea l th  care. They a re  a lso expected t o  ass i s t  w i t h  the  recrui tment and t r a i n i n g  
o f  t r a d i t i o n a l  b i r t h  attendants, v i l l a g e  hea l th  volunteers, and v i l l a g e  communi- 
cators. Thus, a t  t he  same time, they are  assuming new r o l e s  as cu ra t i ve  serv ice  
providers, t r a i ne r s  o f  th ree types o f  personnel, and supervisors. 

3 d  Although t he  populat ion p r o j e c t  c a l l s  fo r  an increase o f  d i s t r i c t  and 
p rov i nc i a l  s t a f f  t o  o f f e r  support t o  the hea l th  center s t a f f ,  these new pos i t i ons  
a r e  often not  f i l l e d ,  although t r a i n i n g  i s  progressing a t  t he  lower leve ls .  

4. I n  some cases, the  same v i l l a g e  l eve l  people are  t ra ined  f o r  two o r  more 
o f  the  f o l  lowing ro les:  tambon doctor, t r a d i t i o n a l  b i r t h  attendant, v i  1 lage hea l th  
volunteer, hea l th  communicator, CBFPS volunteer. Whi l e  the re  i s  nothing inheren t l y  
wrong w i t h  one person f i l l i n g  several ro les ,  there  are  several actual  and po ten t i a l  
probl  ems: 

a. Non-maximizat i on o f  heal t h manpower resources. 

b. Redundant t r a i n i n g  as many o f  the t r a i n i n g  programs conta in  
some s i m i l a r  mater ia l ,  (i.e., f am i l y  planning). 

c. Po ten t ia l  r o l e  c o n f l i c t s .  (A tambon doctor and/or v i l l a g e  
volunteer gives away government p i l l s  free, bu t  t he  same 
person as a CBFPS volunteer s e l l s  p i l l s .  Heal th communi- 
ca tors  cannot d i s t r i b u t e  p i 1  1 s, but  TBAs supply cont inuing 
acceptors). 

Probably the  biggest  problem w i t h  t he  la rge  increase o f  lower l eve l  manpower 
i s  l a c k  o f  supervision. A t  t he  v i l l a g e  l eve l ,  i t i s  poss ib le  f o r  one t o  three 
personnel a t  t he  hea l th  center t o  have upwards o f  120 persons t o  supervise (10 
v i l l a g e s  w i t h  10 hea l th  communicators, one v i l l a g e  hea l th  volunteer and one 
t r a d i t i o n a l  b i r t h  at tendant each). A t  t he  hea l th  center l e ve l ,  superv is ion i s  
given by the  d i s t r i c t  hea l th  o f f i c e r  o r  the ass is tant  d i s t r i c t  hea l th  o f f i c e r  
and the  p rov i nc i a l  nurs ing s t a f f .  Under the best o f  condi t ions,  supervisory v i s i t s  
are  made monthly and usua l l y  much less  f requent ly .  I n  addi t ion,  now t h a t  hea l th  
center s t a f f  a re  being t ra ined  i n  cu ra t i ve  services, t he  d i s t r i c t  supervisory s t a f f  
does no t  have t he  technical  s k i l l s  t o  g ive  medical supervision. Nurse p r a c t i t i o n -  
ers a t  the  d i s t r i c t  hosp i ta l  are we l l  su i ted  t o  ass i s t  i n  supervis ion o f  hea l th  
center s t a f f .  However, t h i s  deters from t h e i r  r o l e  as primary serv ice  providers. 

F ina l l y ,  there  i s  very l i t t l e  data t o  Ind ica te  t h a t  t he  t r a i n i n g  o f  lower l e v e l  
hea l th  workers has any e f f e c t  on f am i l y  planning acceptance. I n  most places v i s i t ed ,  
no o r  incomplete s t a t i s t i c s  a re  being kept on new categor ies o f  hea l th  workers. .I 

Those s t a t i s t i c s  we were ab le  t o  f i n d  i nd i ca te  t h a t  TBAs were each d i s t r i b u t i n g  an 
average o f  18 cycles o f  p i l l s  a month t o  cont inuing acceptors. However, they were 
averaging l ess  than one r e f e r r a l  a month o f  new acceptors. 

The 1977 evaluat ion r epo r t  recomnended t h a t  the  FHD evaluate t he  fami l y  planning 
ef fect iveness o f  lower 1 eve1 workers. Because o f  t r a i n i n g  demands, t h i s  recomnen- 
dat ion has n o t  y e t  been implemented. However, the evaluat ion team was informed 



t ha t  MOPH has planned an evaluation o f  in-service t ra in ing  o f  peripheral health 
workers, i n  col laborat ion w i th  Chiangmai Univers i ty  F w u l t y  o f  Medicine and 
Faculty o f  Social Sciences. The evaluation, under the Rural Primary Health 
Care Program, i s  t o  be implemented i n  August, 1979 i n  the 20 provinces covered 
by the IBRD project .  It i s  t o  be followed by a fur ther  evaluation i n  col labor-  
a t ion  w i th  Mahidol Universi ty o f  the performance o f  v i l l a g e  heal th volunteers. 

RECOMMENDATIONS : 

THERE SHOULD BE MORE EMPHASIS ON TRAINING OF AT LEAST 
ONE SUPERVISOR AT THE PROVINCIAL LEVEL I N  PROPER PRO- 
CEDURES FOR REPORTING SERVICE STATISTICS. THIS PERSON 
SHOULD ENSURE THAT PERSONS I N  CHARGE OF SERVICE STATISTICS 
AT ALL SERVICE UNITS ARE PROPERLY TRAINED I N  REPORTING AND 
RECORDING PROCEDURES. 

THE TRAINING DEPARTMENT OF THE FMiILY HEALTH D I V I S I O N  
SHOULD UNDERTAKE OPERATIONS RESEARCH ON THE EFFECTIVE- 
NESS OF ITS VARIOUS PROGRAMS, ESPECIALLY THOSE FOR LOWER 
LEVEL PARAMEDICAL PERSONNEL. 

THE FAMILY HEALTH DIV IS ION,  TRAINING D I V I S I O N ,  AND THE RURAL 
HEALTH DIV IS ION OF MOPH SHOULD COORDINATE THEIR TRAINING 
COURSES, MATERIALS, AND OTHER EFFORTS I N  ORDER TO MAXIMIZE 
EFFECTIVENESS. 

FORMAL TRAINING I N  THE THEORY, PRACTICE AND PLANNING OF 
HEALTH EDUCATION SHOULD BE ASSURED FOR ALL PERSONNEL 
RESPONSIBLE FOR HEALTH EDUCATION IN THE EXPANDED RURAL HEALTH 
AND FAMILY PLANNING DELIVERY NETWORK. 

C. Contraceptive Services 

1. Biomedical Impact of Changes i n  "Mixn of Methods i n  the NFPP Program. 

A1 ong w i th  the rap id  increase i n  the prevalence i n  contraceptive 
pract ice i n  Thailand, there has been a s ign i f i can t  increase i n  re l iance on the 
most e f f ec t i ve  and modern contraceptive methods. (See Tab1 e A-2, Appendix D) . 
While t h i s  has the desired e f fec t  o f  reducing the proport ion o f  unintended bir ths,  
i t  imp1 ies a t  the same time increased exposure t o  the various negative sequelae 
which are known t o  occur when potent pharmaceuticals and surgical procedures are 
employed t o  control  f e r t i l i t y .  

a, Oral Contraceptives 

Fortunately, both empiric and research evidence suggest t ha t  the 
serious cardiovascular and metabolic complications a t t r ibu ted  t o  o ra l  contraceptive 
use i n  the western indus t r ia l i zed  soc iet ies are r e l a t i v e l y  ra re  i n  the  Thai ex- 
perience. Moreover, the r e l a t i v e l y  higher maternal mor ta l i t y  and morbidi ty com- 
pared t o  those o f  more developed countries must be weighed i n  the considerations 
o f  r i s k s  vs. benef i ts i n  the use o f  contraceptive steroids. Nevertheless, the 



increasing prevalence of oral contraceptive use,. the de facto availabi 1 i ty of 
these potent drugs as over the counter drugstore purchas-nd the policy (in 
which the evaluation team concurs) of delegating oral contraceptive distribution 
to vi 1 lage-level paramedical workers renders careful survei 1 lance a1 1 the more 
necessary if serious complications, albeit rare, are to be minimized. In the 
rapid "outward and downward" expansion of the health/FP delivery network, the 
NFPP must assure that continued importance is given to adequate screening of new 
acceptors for contraindications, monitoring of continuing users for pi 1 1  -induced 
health hazards, and education of acceptors regarding the importance of reporting 
possible compl ications. 

b. Injectable Contraceptives 

The injectable contraceptives, despite their known prevalence of 
side effects (chiefly irregular bleeding and amennorrhea) have assumed an 
important role in the NFPP program because of their high acceptability and prac- 
ticality. The evaluation team observed on each field visit that local demand 
exceeas the supply. It is apparent that the prevalence of DMPA among contracep- 
tive choices, if a1 lowed to, could increase even more rapidly than it already has. 
Whereas some provincial and local 1 eve1 health officials reported actively en- 
couraging DMPA, the MOPH appears to be taking a more cautious approach, as 
reflected both in NFPP targets and the local supply figures which we studied. 
The evaluation team concurs in this attitude of caution. Despite the lack of 
evidence of serious deleterious effects in humans in follow-up studies to date, 
the longest continuing observations (from the Chiangmai experience) are still 
1 imited to 13-14 years, and the potential for delayed harmful sequelae currently 
under intensive study in animals mitigate against the vigorous promotion of this 
method, particularly in populations hard to reach for follow-up. In the meantime, 
the careful surveillance and active clinical research on injectable contraception, 
in which the physicians and institutions of Thailand have had a prominent and 
valued role, is comnendable and should be continued. The evaluation team agrees 
in principle with the MOPH plan to train 400 auxiliary midwives in the admini- 
stration of DMPA (see recomnendation IV-D) , assuming that careful selection, 
supervision, and fol low-up are assured. 

In a meeting with representatives of the commercial sector*, the team was in- 
formed that a new long acting injectable contraceptive containing a formulation 
other than DMPA will soon be marketed in Thailand. The existence of alternative 
products for the injection method will pose both new problems and new opportunities 
for the family planning program. Closer coordination between the NFPP, the com- 
mercial sector, and the research community will be required if the potential 
offered by new and improved pharmaceuticals is to be realized. 

c. Steril ization 

The demographic, administrative, and logistical aspects of VSC are 
considered elsewhere in this evaluation. The following findings and analysis are, 
therefore, limited to the biomedical implications of the rapid increase in rellance 
on VSC in Thailand. 



It i s  apparent t o  the evaluation team tha t  progress has been made I n  
extending the  a v a i l a b i l i t y  o f  both male and female VSC t o  the r u r a l  areas. A 
number o f  factors  have contr ibuted t o  t h i s  success, including the increase i n  
VSC service u n i t s  providing VSC from 290 i n  1976 t o  430 i n  1978. This was accom- 
pl ished c h i e f l y  by an increase i n  d i s t r i c t  hospi tals and f i r s t  class health 
centers from 168 i n  1976 t o  264 i n  1977, and an increase i n  mobile un i t s  from 
s i x  i n  1977 t o  46 i n  1978. The mobile un l ts ,  i n  par t icu lar ,  have made vasectow 
avai lab le t o  the ru ra l  areas, resu l t i ng  i n  a s ign i f i can t  decrease i n  the r a t i o  
o f  female t o  male s t e r i l i z a t i o n s  i n  r u r a l  areas. 

From the beginning o f  the NFPP program, Thai *authort t ies have demonstrated 
a wi l l ingness t o  explore new and innovative approaches t o  achieve wider access 
t o  VSC i n  areas short o f  physicians. The MOPH and Chulalongkorn University, 
w i th  assistance from WHO, have studted the t ra in ing  o f  medfcal students i n  vasec- 
t o w  techniques and o f  surgical  theater nurses i n  the performance o f  postpartum 
s t e r i l  i za t i on  (using a modif ied min i laparotow approach). Another stud,y i s  being 
car r ied  out by Ramthibodi Hospital i n  col laborat ion w i th  the MOPH t o  us2 sani- . 
tar ians t o  perform vasectomy. Further innovations a t  Chulal ongkorn Hospital 
include a special weekend vasectow c l i n i c  beginning i n  July, 1976 and rou t ine  
imnediate postpartum tuba1 l i g a t i o n  i n  the del ivery  room resu l t i ng  from a 1973-75 
study. Eva1 uation o f  these p i  l o t  pro jects  has been general l y  favorable. 

I n  the case o f  the female operation, the trend toward decentral izat ion o f  
VSC f a c i l i t i e s  has had an inev i tab le  impact on the mix o f  surgical  techniques 
employed f o r  VSC. While laparoscopes have been d is t r ibu ted  and are i n  use through- 
out the country a t  the prov inc ia l  hospi tal  leve l  (as wel l  as i n  large urban and 
pr iva te  i ns t i t u t i ons ) ,  postpartum TR and in te rva l  min i - laparotow c lea r l y  dominate 
the range o f  methods. D i s t r i c t  medical o f f icers ,  t ra ined i n  s i x  o f  the prov inc ia l  
hospitals, and providing VSC i n  the 264 d i s t r i c t  hospi tals and health centers 
where laparoscopy i s  not available, account f o r  a s ign i f i can t  por t ion of t h i s  
trend. Even i n  the prov inc ia l  hospi tals which the team v is i ted ,  however, mini- 
laparotomy was generally, a1 though not universally, the preferred method. Reasons 
given f o r  t h i s  r a ~ g e d  from l o g i s t i c s  (scheduling easier where a larger roster  of 
doctors t ra ined i n  mini -1aparotoqy avai lable) , t o  more cer ta in  avai l a b i  1 i t y  o f  
equipment (occasional breakdown o f  1 aparoscopic equipment and delay i n  obtaining 
replacement parts). I n  those locations where a surgical  technician has been 
t ra ined i n  the special pro ject  a t  Ramathibodi Hospital i n  maintenance and repai r  
the contr ibut ion o f  t h i s  pro ject  was considered valuable. 

The d i s t r i b u t i o n  o f  k i t s  containing surgical instruments f o r  vasectow and 
TR has kept up w i th  the t ra in ing  o f  personnel f o r  VSC i n  mobile units, d i s t r i c t  
hospi tals and heal th centers. However, i n ,  several instances the team was informed 
of loca l  objections t o  spec i f i c  items I n  the k i t s ,  notably re t rac to rs  and clamps 
which were deemed too large f o r  the vasectomy and TR techniques i n  use and obso- 
l e t e  suture material.  

Although the incidence of s t e r i l i z a t i o n  regret  or  requests f o r  reversal are 
reportedly rare,  some fores ight  i s  necessary i n  view o f  the trend toward increasing 



re1 iance on surgical methods of contraception in Thailand. It is widely acknow- 
ledged that steri 1 ization is occurring increasingly among younger acceptors 
and women of lower parity. In the future, it will, therefore, be important 
to study whether sterilization targets or dcctsions earlier in the childbearing 
era result in significant sterilization regret. 

d. Intrauterine ~eviceg 

The decline in acceptance of IUD contraception stands out in contrast 
to the increasing acceptance of modern methods generally. It parallels, however, 
similar trends in most other countries. 

In spite of its relatively declining popularity, however, the IUD still 
occupies an important place in the total NFPP effort, with 77,775 new acceptors 
rcported in 1978. The policy permitting IUD insertion by nurses has made this 
modal i ty avail able in many areas where contraceptive choices would otherwise be 
limited for practical purposes to pills and condoms. The MOPH is currently in 
the process of extending this policy to an additional group of 400 suitably trained 
auxi 1 iary midwives. As the fami ly pl anning program increasingly reaches the accep- 
tors with completed families desiring permanent contraception more attention is 
given to spacing methods among younger and 1 ower parity acceptors, the results 
of these policies are likely to be reflected in a leveling, if not an increase, 
in the rate of acceptance of intrauterine contraception. 

e. Condom 

The evaluation team found that condom stocks are sufficient at all 
levels of the delivery network. While the condom is clearly not a prominent 
element in total NFPP performance, the team feels that it is being appropriately 
used as an entry point to family planning at the village level, as an interim 
method in conjunction with acceptance of more modern methods, and as an adjunct 
to vasectomy. With the implementation of the expanded rural health network in- 
volving delivery of primary health care by VHV's and VHC's the distribution of 
condoms is expected to increase somewhat, although the impact of this on fertility 
in general is not expected to be great. 

RECOMMENDATION : 

TARGETS SHOULD BE SET IN TERMS OF A COMBINATION 
OF NEW AND CONTINUING ACCEPTORS IN THE NEXT FIVE- 
YEAR PLAN. (WITH EMPHASIS ON PERCENT OF ELIGIBLE 
COUPLES PRACTICING CONTRACEPTION). 

2. Training of Non-Physicians for IUD Insertion and Steril ization 

Since the early 1970s, Thailand has been noted for its leadership in test- 
ing the validity of paramedical personnel in the delivery of family planning services. 
Its early and successful experience with distribution of oral contraceptives by 
non-physi cians has since been extended to more sophisticated procedures. 



a. I U D  Inser t ion  

The r o l e  o f  nurse midwives i n  IUD inser t ion  has become so widespread 
as t o  be the accepted norm throughout the country. IUD  inser t ion  and pract ice i s  
pa r t  o f  the standard curriculum i n  most i f  no t  a l l  schools o f  nursing. I n  short, 
t h i s  i s  no longer considered a "new role".  

I n  1977, a p i l o t  study was conducted assessing the effectiveness of aux i l i a r y  
midwives i n  I U D  insert ion. Again the pro ject  was successful and since tha t  time 
100 more aux i l i a r y  midwives have been trained. A t  the present time, a po l i cy  
which authorizes the extension of t h i s  expanded r o l e  on a nationwide basis i s  
under consideration. If approved, i t  i s  expected t o  provide a t o t a l  o f  400 aux- 
i 1 i a r y  midwives w i th  t h i s  added sk i1  1. 

A t  the present time, I U D  inser t ion  i s  avai lab le a t  most d i s t r i c t  hospi tals 
and a t  some health centers. A l l  heal th centers are able t o  do IUD checks. I n  
addition, we found a t  leas t  one example o f  a mobile I U D  inser t ion  team. 

Despite an increase i n  number of service s i t e s  and personnel able t o  i n s e r t  
IUDs, the IUD acceptor r a t e  has decreased. Thus, i n  view o f  the expense o f  
special t r a in lng  projects, and the Inclusion o f  IUD  inser t ion t ra in ing  i n  nursing 
curr icula,  i t  may not be necessary t o  mount fu r ther  large programs for  IUD  i n -  
ser t ion  t ra in ing.  Small programs may be considered f o r  areas and/or populations 
o f  special need. 

b. Female Postpartum S t e r i l i z a t i o n  

A p i l o t  p ro jec t  was carr ied out i n  1977/78 t o  t r a i n  20 surgical  
nurses f o r  postpartum s t e r i l i z a t i o n .  The resu l t s  o f  t h i s  program show tha t  the 
performance o f  the nurses one year fo l lowing t r a i n i n g  compares favorably w i th  
t ha t  c f  physicians, according t o  several c r i t e r i a .  

c. Male S t e r i l i z a t i o n  

On the basis o f  successful p i l o t  studies, the t r a i n i n g  o f  medical 
students i n  the techniques o f  vasectow has been i n s t i t u t i o n a l  ized i n  the regular 
medical school curriculum. Also i n  1977, 20 j un io r  sanitarians were t ra ined t o  
perform vasectomies. Again, a f t e r  one year, t h e i r  performance compared favorably 
w i th  t ha t  o f  physicians. 

There are also many iso la ted  anecdotal reports o f  nurses, sanitarians, army 
medics and border pa t ro l  po l i ce  who have been t ra ined t o  perform vasectomies 
w i th  general l y  good resu l ts  . 

I n  a 1977 study o f  140 vasectomized* r u r a l  men, i t  was found tha t  39 percent 
o f  the operations had been done by physicians, 37 percent by army medics, 18 per- 
cent by v i l l a g e  healers, 4 percent by nurses and 2 percent by jun io r  sanitarians. 
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I f  t h i s  i s  not an iso la ted example, it would seem tha t  vasectonly by para- 
medics i s  not only acceptable t o  Thai men but also tha t  the vasectow acceptance 
r a t e  may be great ly  underreported. This l a t t e r  f ind ing  bears fu r ther  inves t i -  
gation. 

RECOMMENDAT ION : 

THE EVALUATION TEAM SUPPORTS THE MOPH POLICY OF 
CARRYING OUT PILOT PROJECTS I N  ORDER TO DETERMINE 
THE USE OF VARIOUS CATEGORIES OF NON-PHYSICIAN 
PERSONNEL I N  THE DELIVERY OF CERTAIN FAMILY PLANNING 
SERVICES. THE TEAM RECOMMENDS THAT PILOT PROJECTS 
BE CONTINUED AND THAT CAREFUL SELECTION OF TRAINEES 
I N  REASONABLE NUMBERS AND ADEQUATE PRECAUTIONS REGARD- 
I N G  SUPERVISION AND MEDICAL CONSULTATION BE GIVEN 
HIGH PRIORITY. 

D. Expanded S t e r i  1 i za t i on  Program 

1. Major Findings 

The impressive growth o f  VSC services and the growing acceptance o f  
permanent contraception are among the most s t r i k i n g  changes observed since the 
1977 evaluation. They r e f l e c t  both the wisdom o f  key po l i cy  decisions o f  the 
NFPP and the appropriate use o f  considerable external assistance planned speci f  i- 
c a l l y  t o  strengthen t h i s  element o f  the program. Progress i n  VSC i s  sumnarized 
b r i e f l y  as follows: 

The number of new VSC acceptors has increased from 23,546 i n  1971 t o  168,461 
i n  1978. The percent o f  t o t a l  new acceptors i n  terms o f  VSC services has i n -  
creased from 7.2 percent i n  1972 t o  18.9 percent i n  1978. The r a t i o  o f  male t o  
female s t e r i l i z a t i o n  acceptors has changed from 1:10 i n  1976 t o  1:2,8 i n  1978. 
The provis ion o f  VSC services has sh i f ted  from 80 percent urban i n  mid-1976 t o  
60 percent i n  mid-1979. The number o f  male s t e r i l i z a t i o n s  has increased from 
10,150 i n  1976 t o  44,256 i n  1978. 

While the s ign i f i can t  contr ibut ion o f  organized un i t s  i n  the p r iva te  sector 
(CBFPS, PPAT, TAVS and the ASIN program) t o  the t o t a l  VSC performance i s  known 
and reported, the s t e r i l i z a t i o n s  performed by p r iva te  physiclans and other un- 
reported sources cannot be accurately determined. A t  l eas t  one study* has i n d i -  
cated tha t  a substantial number o f  vasectomies are done by arqy medics, v i l l a g e  
healers, nurses and j un io r  sanitarians. 

I n  addi t ion t o  the important gains observed, the evaluation team finds ev i -  
dence o f  continuing unmet need and opportunity f o r  fu r ther  strengthening o f  VSC 
services. The performance on a province by province basis shows wide variat ion, 
w i th  many areas where the percent o f  couples protected by VSC remains very low. 



Ohviously, this Is in part a reflection of the newness of the mobile unit pro- 
gram and the incomplete implementation which will be remedied by the end of 
this year when the full complement of units become operational. Nevertheless, 
the locations showing poor performance do not necessarily correspond to the 
geographic distribution of mobile units, and other factors are clearly important 
in the wide variations in performance that we have seen. 

During the field visits, one of the major explanations given for poor vasec- 
tomy statistics was that rural men had a general lack of information and irrational 
fears, among other factors, which lowered acceptance. However, the statistics and 
studies of the CBFPS have shown that a properly executed IE&C effort, emphasizing 
an interpersonal approach, have been able to dispel the fears and dramatically 
raise vasectow acceptance. It would appear that greater emphasis on the IE&C 
aspects of sterilization services, especially for the male, would be productive. 
Many health units are allocated VSC targets by the PCMO's, and the setting of 
achievable targets is being utilized as an important management tool. All health 
facilities are aware of the VSC reimbursement scheme, and there is general agree- 
ment on its value, a1 though there were some complaints of late payments. There- 
fore, it is important that a greater effort be made to insure prompt reimbursement. 

The role played by the NFPP mobile units is an important consideration in 
the projection of anticipated VSC requirements for the future. Of the 25,133 
increase in vasectow acceptors from 1977 to 1978, 11,473 or 45 percent were the 
results of the work done by mobile units. Based upon targeted rates of national 
increase, and the assumption of 25 percent VSC among total NFPP acceptors beyond 
1980, it is clear that well over 300,000 VSC's per year will be required by the 
mid-1980s if the anticipated decline in PGR is to be achieved. To this end, the 
evaluation team believe that support for extension of the mobile vasectow pro- 
gram should be continued. 

At the present time, the NFPP pays a subsidy to health facilities for all 
VSCs performed. There is a differential between urban and rural VSC in order to 
encourage rural acceptors, which has occurred. (See Table 8). 

Subsidies are increased for vasectomies performed after the NFPP target has 
been met in both rural and urban areas. However, this increased subsidy does not 
seem to provide for an increase in acceptance. 

Finally, a greater subsidy is paid for female than for male sterilizat'lons. 

A preliminary review of the most recent monthly reports of NFPP service 
statistics gives some cause for concern, insofar as vasectomy performance for March 
and April of 1979 for all regions except Bangkok show declines in vasectomies and 
the central and south regions plus Bangkok show declines in female sterilizations 
compared with the corresponding months of 1978. Whether these f igures represent 
temporary fluctuations or indicate more significant problems in the program cannot 
be ascertained within the scope of tnis evaluation. It is to be noted that char- 
acteristically the acceptance rate in recent years has been greater in the second 
half of the fiscal year. In addition to ordinary seasonal factors (rainfall, 



plant ing times, etc.) the f a c t  that  t h i s  i s  the f i r s t  year t ha t  the PCMO's 
have been given f u l l  r espons ib i l i t y  f o r  the implementation o f  the mobile u n i t  
program may account f o r  some f luc tua t ion  i n  performance. Whatever the reasons, 
the monthly f igures serve as a reminder t ha t  sheer momentum alone cannot be 
expected t o  carry  the VSC program t o  the leve ls  which w i l l  be required i f  the 
NFPP1s goals f o r  the coming decade are t o  be realized. 

2. Administrat ive and Fiscal  Aspects o f  the Expanded VSC Services 

The MOPH i n i t i a t e d  an "Expanded S t e r i l i z a t i o n  Projectl1 i n  November, 
1972 w i th  f inanc ia l  assistance from the UNFPA. The object ive was t o  improve 
and enlarge male and female s t e r i l i z a t i o n  a c t i v i t i e s  throughout the country by 
providing reimbursement t o  health f a c i  1 i t i e s  f o r  VSC procedures performed. By 
the end o f  the t h i r d  National Economic Social Development P!an i n  1976 there 
were 358,221 new VSC acceptors against an o r i g ina l  program target  o f  170,000. 
Despite the success o f  the program, two l i m i t i n g  factors were ident i f ied:  1) 80 
percent o f  the VSC procedures were performed i n  urban or semi-urban based f a c i l i -  
t ies ,  and 2) approximately 90 percent o f  the acceptors were female. Thus the 
RTG-MOPH requested USAID t o  ass is t  i n  red i rec t ing  e f f o r t s  away from the urban- 
based hospi tal  system toward the r u r a l  population served by r u r a l  heal th stat ions 
and mobile units. The strategy also ca l led  f o r  more emphasis on male s t e r i l i -  
zat ion and the provis ion o f  VSC procedures f r e e  o f  charge, male and female, i n  
d i s t r i c t  hospitals, heal th centers, MCH sub-centers and mobile un i ts  .* 

A t  present, over 600 MOPH f a c i  1 i t i e s ,  other government agency heal th  f a c i l  i-- 
ties, un ivers i ty  hospi ta ls  and pr iva te  i n s t i t u t i o n s  o f f e r  VSC services. I n  
addition, the MOPH supports 46 mobile un i t s  f o r  male s te r i l i za t i on ,  w i th  20 more 
t o  be added durjng 1979. 

Table 3 
NFPP 

VSC Service Units 

1. Mobile Units 
2. Service un i t s  i n  Bangkok 
3. Provincial  Hospital s 
4. D i s t r i c t  Hospitals 

(more than 60 beds) 
5. D i s t r i c t  Hospitals ( less 

(than 60 beds) and F i r s t  
Class Health Centers 

6. M.C.H. eenters 
7. M.C.H. Subcenters 

Total 

% ~ r e e  VSC services f o r  r u r a l  population became e f fec t i ve  October 1, 1976. The pro- 
v inc ia l  hospitals, PCMD c l i n i c s  and MCH Centers have the option o f  charging c l ients .  

**Plus approximately 200 pr iva te  i n s t i t u t i o n s  which col laborate i n  a voluntary 
sterilizationprojectsponsoredbyASIN. (Source: NFPP,Ministryof Publ icHealth).  



The VSC new acceptor r a t e  has continuously increased from 23,546 i n  1971 
t o  168,461 i n  1978. As a resul t ,  the percent a t t r i bu ted  t o  VSC procedures 
o f  a l l  new acceptors has increased from 5.8 I n  1971 t o  18.9 i n  1978. I n  addition, 
the number o f  vasectomy procedures has increased such t h a t  the r a t i o  o f  male 
VSC t o  female VSC has dropped from 1:10 i n  1976 t o  1:2.8 i n  1978, w i th  the r a t i o  
i n  r u r a l  areas less than 1:2.5. 

Table 4 
I n c i d e n c e m e  and Female 
S t e r i l  i za t i on  I n  Thailand 

Year Ma1 e Female Male t o  Female S t e r i l i z a t i o n  Ratio 

The number o f  vasectonly acceptors increased more than four fo ld  from 10,150 
i n  1976 t o  44,256 i n  1978. O f  the  25,133 increase i n  vasectotqy acceptors from 
1977 t o  1978, 11,473 o r  45 percent, were the r e s u l t  o f  the work done by mobile 
uni ts.  Moreover, the percent o f  vasectotqy acceptors serviced by the mobile un i t s  
increased from 3.2 percent i n  1976 t o  61.9 percent i n  1978. The increasing i m -  
portance of the mobile un i t s  i s  i l l u s t r a t e d  i n  the fo l lowing table. 

Table 5 
 omits 

Percent Percent 
NFPP o f  Total o f  A l l  

Year No. Target Actual Vasectomies VSC Cases 

k~xc ludes  December 19/8 vasectomies by UmA-supported uni ts .  

The targets o f  the NFPP f o r  VSC services and the actual number o f  acceptors 
by sex since 1972 are found i n  the  fol lowing table: 



Table 6 
-NTPP 

VSC Services 

Actual 
NFPP 

Year Fern 1 e Ma1 e Total target  

Although the NFPP has exceeded the annual target  by a substantial margin each 
year, the RTG-MOPH has found i t  important t o  maintain the  targets f o r  a t  leas t  
three reasons: 1) the targets are those established per the corresponding f i v e -  
year plan; 2) i t  has been important t o  keep the program ta rge t  a t  2.1 percent 
by the end o f  1981; and 3) the NFPP view targets as a minimum threshold and has 
ef fect ive ly  used them as a management t oo l  t o  reward the PCMO's f o r  achieving and 
even surpassing the targets. 

I n  the process o f  increasing the t o t a l  o f  new VSC acceptors, the NFPP has 
a lso succeeded i n  s h i f t i n g  more o f  the VSC servic,es t o  the r u r a l  areas. The per- 
cent o f  urban and ru ra l  VSC procedures has changed from 80:20 i n  mid-1976 t o  
approximately 60:40 as o f  mid-1979. 

The t o t a l  number o f  VSC procedures projected for FY 1980 (October 1979-September 
1980) i s  180,000. This f i gu re  includes the NFPP ta rge t  o f  105,000,* plus an e s t i -  
mated 75,000 over target. The overa l l  projections ind icate a 1 :3 r a t i o  o f  male 
t o  female VSC acceptors and an urban-rural d i s t r i b u t i o n  o f  56-44 percent. The 
r a t i o  of male t o  female i s  expected t o  be 1:15 i n  r u r a l  areas and 1:6 i n  the urban 
centers. 

%8,/50 female and 26,250 male. 



Table 7 
~ r o j e c m  Services 

For FY 1980 By Service Unit 

Rural Health Centers & Mobile Units 

Target 
Over target 

Sub-total 

Hospi t a j  s/MCH Centers 

Target 
Over target 

Sub-total 

TOTAL 

Female - Total 

The operational costs for VSC procedures are approximately 8600 ($30) for 
female and $300 ($15) for male. The current reimbursement plan of the NFPP for 
VSC proc.:dures covers one-half the cost of female VSC acceptors both  urban and 
rural. For male VSC acceptors the NFPP pays one-fifth t o  one-half i n  urban areas 
and two-thirds t o  ful l  cost i n  rural areas. The reimbursement schedule t o  MOPH 
fac i l i t i es  i s  sumnarited as follows: 

Table 8 
NFPP ~ e i m b u r s e m m e a l  t h  Fact 1 i t i e s  

For VSC Procedures 
By Ma1 e/Femal e & Urban/Rural 

Urban Rural 

Baht US$ Baht US$ 

Femal e 150 7.50 300 15.00 
Male 

Up to NFPP target 50 2.50 200 10.00 
Over target 150 7.50 300 15.00 



The FY 1979 project agreement for 1980 operations between the RTG-MOPH 
and USAID/T continues support for the VSC reimbursement plan at the current 
level of payment. As before, USAID/T1s support is limited to rural areas up 
to the NFPP target level, while the RTG support covers urban and rural only up 
to the target. 

Table 9 
Fun- VSC 

Reimbursen~ent Plan 
By RTG and USAID 

(US Dollars) 

USA1 D RTG 
Female/Male Fema 1 e/Mal e 

Urban - - 7.50 2.50 

Rura 1 7.50 7.50 7.50 2.50 

Beyond 105,000 

Urban 7.50 7.50 - - 
Rural 15.00 15.00 - - 

*On June 1, 1977 USAID/T increased its support for the reimbursement of male . 
vasectomy at rural health centers and mobile units from 850 to 8150, which, 
together with the 850 from the MOPH, resulted in a payment of B200. Likewise, 
USAID/T increased its contribution to support costs from 850 to $150 for all 
vasectomies beyond the NFPP target. 

The total cost of the VSC reimbursement plan in FY 1980 is projected to be 
lightly less than $4.0 million plus about $1.0 million for support of the mobile 
teams, or some $5.0 million. 

USAI D - USG - Total 

VSC Support $1,155,000 $2,728,125* $3,883,125 

Nibuke teans 686,616 300,000 986,616 

Total $1,841,616 $3,028,125 $4,869,741 

*This figure includes an in-kind contribution of $2,025,000. 



RECOMMENDATIONS : 

1. THE RTG AND INTERNATIONAL DONOR AGENCIES SHOULD 
CONTINUE TO SUPPORT EACH COMPONENT OF THE PRESENT 
PACKAGE OF COMBINED PUBLIC AND PRIVATE SECTOR 
ACTIVITIES I N  THE FIELD OF VOLUNTARY STERILIZATION. 
MOREOVER GIVEN ANTICIPATED HIGHER ANNUAL VSC ACCEP- 
TANCE I N  THE 1970s. THE LEVELS OF TOTAL SUPPORT 
SHOULD BE INCREASED. 

2. THE SUBSIDY TO HEALTH FACILITIES FOR VOLUNTARY 
SURGICAL STERILIZATION SHOULD BE CONTINUED AS 
WELL AS A SUBSIDY DIFFERENTIAL BETWEEN URBAN AND 
RURAL STERILIZATIONS. THE SUBSIDY FOR BOTH MALE AND 
FEMALE STERILIZATION SHOULD BE THE SAME. HENCE, THE 
ADDITIONAL SUBSIDY FOR VASECTOMIES BEYOND THE TARGET 
SHOULD BE DROPPED. 



VI, SOURCES OF SUPPORT FOR NFPP 

A. RTG Support 

Appendix K, Table K-1 indicates the levels of RTG support of the NFPP for 
the period 1976-1981. It must be noted that the figures in Table K-1 do not 
include the RTG indirect contribution to the NFPP, which is significant. Its 
indirect support consists of health faci 1 ities, equipment, personnel, drugs, etc., 
equivalent to approximately two to three times the annual totals indicated in 
the table. 

The totals indicated for 1979 through 1981, must be considered in the light 
of the RTG's budgetary par*ticipation in the population project initi- 
ated in 1977. While the entire project is designated as the Primary Health Care 
Program by the MOPH, it affects family planning both directly and indirectly in 
a number of ways. These are not apparent in the NFPP budget figures (a further 
reflection of the functional integration of health and family planning in Thailand). 
Table K-2 represents an attempt to depict those ingredients of the RTG's budget 
for the Primary Health Care Program which supports its family planning components. 
Insofar as they are complementary to the 1978-1981 totals in Table K-1, the con- 
tinuing comnitment of the RTG to achievement of its population goal is evident. 

B. Sources of External Support 

The total external assistance in support of the NFPP and related programs in 
the public and private sector during 1979-1981 is projected in U.S. $34.0 million, 

, double the amount of the previous three-year period. (See Table K-3). 

Most of the increase is the result of increased support from the mu1 tilateral 
and private sector organizations, particularly the increase in expected funding 
from UNFPA from $5.1 to $12.0 million. 

The breakdown by source (see Table K-4) shows $13.9 million in bilateral 
support, $13.0 million in multilateral, and $7.132 million from others. The 
number of international donor agenci es totals 22, consisting of four bilateral, 
two multilateral, and 16 private organizations. The latter are predominantly 
private non-profit institutions, foundations, or universities, most of which are 
based in the United States. 

As is evident from Table K-5 and Figure K-6, virtually all of the bilateral 
and multilateral assistance is directed to the public sector. The converse is 
true of the assistance from international private organizations, of which 89 per- 
cent goes to support private sector activities. 

The private organization (other) support is expected to total $7.132 mi 11 ion, 
coming from three services: FPIA ($1,82 million), IPAVS ($1.8 million), and IPPF 
($1.5 million), Canada ($5.4 million), Germany ($1.0 million), and Japan ($0.45 
million). 



The mu l t i l a te ra l  support includes $1.0 m i l l i o n  from IDA  and $12.0 m i l l i o n  
from the UNFPA ( fo r  de ta i l s  o f  donors and recipients, see Tables K-7 and K-8). 

C. Support t o  NFPP 

O f  the $34 m i l  l i o n  i n  external assistance, the actual amount t o  support the 
NFPP i s  approximately $20 m i l l i on ,  which i s  increased about one-third from the 
1976-1978 leve l  (see Table K-9). 

The increase, however, consists o f  loan funding rather  than grants. The 
apparent decl ine i n  the grant f i gu re  i s  explained by the front-end funding by 
USAID during the l a s t  two years. It i s  important t o  po int  out t h a t  two-thirds 
o f  the support t o  the NFPP i s  f o r  the subsidy f o r  VSC and f o r  ora l  contraceptives. 
USAID i s  the p r inc ipa l  donor supporting the s t e r i  1 i za t ion  program. As indicated 
i n  Table K-9 a1 though the UNFPA has increased i t s  t o t a l  funding by $7 m i l l i o n  
during the 1979-1981 period, i t s  support o f  the NFPP per se remains a t  the 
1976-1 978 1 eve1 . 

It appears c lear  from the avai lable evidence tha t  the NFPP w i l l  obtain the 
necessary funding through 1981. However, given the above facts  and the proba- 
b i l i t y  t ha t  the population growth r a t e  w i l l  f a l l  below 2.0 percent during the 
f i f t h  development plan, the implications o f  the foregoing data are that: 

1. The RTG add i t iona l l y  faces the prospect o f  increasingly 
obtaining support from the in ternat ional  donor comnunity 
i n  the form o f  loan instead o f  grant funding. 

2. I f  the donor comnunity continues t o  p r i o r i t i z e  countries 
e l i g i b l e  f o r  assistance based upon t h e i r  current c r i  ter ia ,  
Thafland may i n  f a c t  experience a reduction i n  aid. 

Conc 1 us i ons 

This evaluation points t o  the success o f  the Thai NFPP, the need t o  maintain 
and b u i l d  on i t s  momentum, the proven e f f i cacy  o f  the f ree  p i l l  po l i cy  and s t e r i l i -  
zat ion subsidy both o f  which depend upon external support, and the continuing 
commitment o f  Thai leadership t o  fu r ther  the already impressive reduction i n  i t s  
population growth rate.  I n  view o f  these facts, i t  i s  essential t ha t  the i n te r -  
nat ional  donor community continue po l i c i es  and practices which make external 
assistance o f  the kind tha t  Thailand has had t o  date read i l y  avai lable.  It would 
be a cruel  i rony i f  successful programs such as Thailand's were not rewarded w i th  
continuing needed support as they approach t h e i r  demographic goals. 

RECOMMENDATION : 

THE INTERNATIONAL DONOR COMMUNITY SHOULD GIVE FULL 
RECOGNITION TO THE NECESSITY OF MAINTAINING A LEVEL 
OF DIRECT SUPPORT FOR THE NFPP TO ASSIST THE RTG I N  
ACHIEVING THE GOALS OF THE FIFTH NATIONAL ECONOMIC 
AND SOCIAL DEVELOPMENT PLAN (1982-1986). 



D. Private Sector Support 

1. Non-government Organizations 

In most countries, developed as well as developing, the private sector 
has played a key role in the initial stages of promoting family planning infor- 
mation and services and of encouraging the government to adopt an official popu- 
lation pol icy and to mount a national famlly planning program. In Thai land, 
however, it was the Thai Government itself, namely the MOPH, which took the 
initiative to extend family planning services nationwide.* The formal RTG national 
population policy statement announced in March, 1970, in fact, followed by three 
years the commencement of the MOPH1s "Family Health Project," which integrated 
family planning services into the Ministry's rural health services. 

Due to the rather unusual historical development and the general pervasive- 
ness of the government infrastructure, including the university medical schools, 
the development of the private sector in family planning did not really occur 
until the mid-1970's. 

' I 

Today, there are four major non-government organizations 
commercial sector, play an important role in complementing 
RTG's National Family PI anning Program. They include ASIN, 

which, along with the 
the activities of the 
PDA, PPAT and TAUS. 

The Association for Strengthening Infornlation on National Family 
Planning Program (ASIN) is a private organization founded in 1977. ASIN's 
principal project, which is entitled "Voluntary Sterilization in Private Medical 
Instituten (VSPI), began on October, 1977 with financial support from FPIA. 

The purpose of the project is to recruit members among private clinics 
and hospitals and to provide a subsidy to the institutes for each VSC procedure 
performed. The present subsidy is $200 ($10) per procedure, and the "informed 
consent" forms are checked by the NFPP to avoid dupl icetion. 

There are some 200 active institutions among the approximately 600 members 
representatives, 70 of the 72 provinces in Thailand. The total number of VSC 
procedures in the first year was 13,244 cases (with a male to female ratio of 1:1), 
and the target for the year ending September 30, 1979 is 27,000, or 2,225 cases 
per month. Based on the figures to date, ASIN is likely to be near the target 
by year-end. The number of acceptors are included in the NFPP service statistics, 
along with the other private organizations. ASIN also sponsors seminars for its 
members, provides special training and pub1 ishes 2,000 issuss of a bimonthly 
magazine ca 11 ed "New Li felt. 

*There were, of course, a number of valuable pioneering efforts in the mid-sixties 
led by individual clinics such as the Red Cross Clinic at Chulalongkorn Hospital 
and McComick Hospital in Chiang Mai. 



b. PDA 

The Population and Comnunity Development Association (PDA) , a 
registered tax-exempt non-profit organization, rew out of the work of the 
Community-Based Family Planning Services (CBFPS 3 , which was founded in 1974. 
With assistance from IPPF the CBFPS initiated comnuni ty-based family planning 
services in 1974 in rural areas. By the end of 1978 the activities had reached 
7,200 villages in 75 districts and became self-sufficient in cash, with continued 
contraceptive support from IPPF. 

In late 1976, the CBFPS launched an "Integrated Family Planning and Parasite 
Control Project" in five selected districts with financial assistance from JOICFP. 
The objectives are to increase family planning acceptance and to lower the high 
rate of parasite infection. 

In mid-1977, USAID funded an operations research project, "Fanli ly Planning 
Health and Hygiene," which expanded the comnunity-based family planning activi- 
ties into 80 more districts. The districts were divided into four model areas 
to test the integration of family planning with simple health care (household 
drugs). By the end of 1978 the CBFPS had selected, trained and made operational 
80 district supervisors and 5,800 village distributors in 29 provinces, and reached 
65,072 new pill acceptors. Based on the recommendations of an evaluation team 
in February this year, the CBFPS is now consolidating the 80 districts into one 
operational research model. 

To faci 1 i tate the transfer of experience in comnunity-based and comnuni ty- 
action concepts in population and development among developing countries, the PDA 
has recently established the Asian Center for Population and Cornunity Development. 
The first international training course was conducted in June, 1979. 

The PDA established the Population and Comnunity Development Company, a non- 
profit agency, in 1975, to become a resource development arm for needy services 
to be rendered by PDA. A number of fertility regulation services are carrled out 
under PDC, including voluntary sterilization, IUD insertions, injectables, and the 
comnerclal distribution of condoms in 3,000 outlets throughout the country. 

The current role of PPAT is to focus on IE&C activities and provide 
services only in remote areas, refugee camps in the Northeast, and other special 
target groups which might be identified in consultation with the RTG. PPAT is also 
planning to place more emphasis on youth groups. 

d. TAVS 

The Thai Association for Voluntary Sterilization (TAVS) is a private, 
non-profit organization, which was founded in May, 1975, by key people from 
prominent medical schools, the Ministry of Public Health and the NFPP. Its purpose 
is to promote sterilization techniques and research on sterilization for both 
sexes. TAVS receives basic financial support from IPAVS. 



TAVS serves as a catalyst to stimulate the inclusion of voluntary sterili- 
zation in the national health delivery system. In addition, it promotes under- 
standing of voluntary sterilization as one of the important contraceptive n~ethods 
within family planning programs among government agencies, private organizations 
and the public. 

Its activities include public education on voluntary sterilization, manpower 
developnlent, clinical services in Bangkok, and two mobile units in the Northeast. 
The Association also publishes and distributes 5,000 issues of a monthly news- 
letter. TAVS has been operating a repair and maintenance center for laparoscopy 
equipment which will be transferred to the MOPH in 1980. Additional projects 
pending include a co~muni ty-based educational program and a surveil lance center. 
The latter would keep detailed data on male and female steriliz8tion throughout 
the country. 

TAVS is sponsoring the first annual meeting of its inale vasectow club, 
numbering some 5,000 males, in November this year in Bangkok. The two-day pro- 
gram will fnclude seminars, mass media coverage, and festive activities at the 
Parade Grounds. 

Coordination 

Coordination among the private organizations and between the private and 
public sectors is achieved through both formal and informal systems. The formal 
system consists principal ly of the National Coordinating Comni ttee, a subcommittee 
of the National Fami ly Planning Committee. The coordinating committee includes 
members from the MOPH, DTEC and the four major private organizations (ASIN, PDA, 
PPAT and TAVS). Participation from the MOPH includes the Director-General of the 
Department of Health, one of the two deputies, and the director of the Family 
Health Division, which is responsible for the NFPP. The committee is chaired by 
the Director-General of Health and meets monthly on a rotating basis, meaning 
each organization takes turns hosting the commi ttee. 

The informal system involves a rather intricate pattern of active partici- 
pation on the part of a number of key civil servants in the employ of the MOPH, 
other government agencies, medical schools and academic institutions in the activi- 
ties of the non-government organizations, either as board members, officers or 
special advisors. For example, the chairman of the National Coordinating Committee 
also serves ?s president of three of the four private organizations (ASIN, PDA, 
and TAVS) . The resulting re1 ationships contribute to greater comnunication among 
the members of the Committee and help to minimize any conflicts or problems that 
may arise. Given the government's interest in strengthening further the role of 
the private sector, however, it is important that the Comnittee members take steps 
to develop joint planning efforts, as well as continue the current process of 
information sharing. 



2. Commercial Sector 

About 5 1  percent of the currently married women, age 15-49, use the drug- 
store outlets as a source of family planning methods, particularly the pill 
and condom.* One in five (one in two in Bangkok) buy oral contraceptives and 
one-half purchase condoms in drugstores. A1 though the "free pi1 1 I' pol icy created 
a drop of some 10 percent in comnercial sales during 1977, the comercial sale of 
oral contraceptives has maintained an annual level of approximately 3.0 mil 1 ion 
cycles over the past decade.** 

Some of the pharmaceutical firms supplement their sale of pills through 
drugstores by selling directly to the MOPH. In fact, this type of sale is indica- 
tive of a worldwide pattern which is developing with respect to the servicing of 
contraceptives in general , government purchase and the pol icy of international 

-1 donors. 

a. With the active participation of governments in delivery 
of family planning services, a general decline in comnercial 
sales (unlike the experience in Thailand) is occurring. 
There is the tendency, therefore, toward concentrating 
production facilities on a regionalized basis. 

b. Concomitant with the above trend is the gradual transfer 
in the cost of contraceptives, particular1 pills and 
injectables, from the population (acceptor to their respec- 
ti ve governments. 

J 
c. At the same time that governments are assuming increasing 

financial responsibi 1 Sty for the purchase of contraceptives, 
some of the international donor agencies are shifting their 
assistance from grant to loan funding, thereby increasing 
still further the cost of contraception to the governments. 

The net effect of these three trends is that governments with large family 
planning programs such as the RTG's are faced with three options. Either they 
must absorb the added costs by increasing their budgetary support for the program, 
or shift the added burden to the acceptors in the form of charges for contraceptive 
services and supplies, or seek more external assistance, an increasing portion of 
which is likely to be in the form of loans. 

Table K-9 lists the participants in a meeting conducted for the evaluation 
team in order to discuss the role of the private sector in the total family planning 
effort. 

**Based on Quarterly Reports prepared In Price-Waterhouse, compi 1 ed from reports 
of the major pill dealing firms in Thailand, 



E. USAID Support: The Population Planning Project 

1, The 1970-1975 Project 

Shortly after the establ ishment of the Royal Thai Government's (RTG's) 
NFPP in 1970, USAIL began its first Population Planning Project (493-0266). This 
was a five-year project which ended in 1975. Its primary purpose was to support 
development of the basic services delivery system. These joint efforts helped 
to reduce the population growth rate from over 3.0 percent in 1970 to 2.5 percent 
by the end of 1976. This project was also instrumental in introducing innovations 
such as authorizing paramedical personnel to dispense oral contraceptives, train- 
ing nurses to insert IUD's, and util iring traditional healers to motivate and r 
provide services. By 1975, there were 5,928 family planning clinics in operation 
under the Ministry of Public Health, 149 under other Ministries and 16 under 
private auspices for an overall total of 6,093 clinics. Thailand exceeded its 
1975 target for acceptors by 50 percent and by the end of that year, 23.3 percent 
of the married women of reproductive age were dctive users of family planning. 

The first USAID-f inanced five-year family planning project involved the 
expenditure o f  $8,292 mi 1 1  ion in the fol lowing categories: 

Oral Contraceptives $5.265 million 
Participant Training 1.865 
U.S. Technicians . 595 
Contracts ,367 
Medical Kits .204 
Other Contraceptives - ,046 

Total $8.292 million 

2. The 1976-1981 Project 

a, Policy Decisions Affecting the Project 

Progress made by the NFPP during the first five years of USAID's 
involvement led to the decision that support to the NFPP was warranted at least 
through the end of Thailand's Fourth Five-Year Plan (FFYP) in 1981. Accordingly, 
the documentat ion for USAID's second and current Population Planning Project 
(493-0283) was prepared in 1975. Further USAID support was based on the revised 
goals of the NFPP as outlined in the fourth plan. The objective of the NFPP 
revision was to extend the avai labil Sty of family planning services to virtually 
all areas of rural Thailand by: 

(1) Expanding the family planning activities 
of the rural primary health delivery system, 
including the training and retraining of 
health personnel in family planning; 

(2) expanding services (including sterilization) 
in remote areas through the use of mobile 
family planning units; 



(3) u t i l i z i n g  and/or creat ing addi t ional  
channels f o r  d i s t r i b u t i o n  o f  population 
information and services ( including the 
expanded use o f  t r ad i t i ona l  healers) ; 

(4) increasing the avai lable choices o f  fami ly  
planning methods by introducing new contra- 
cept ive technologies ( i n c l  uding in jectab les 
and minilaparoton\y) and by increasing the 
a v a i l a b i l i t y  o f  methods i n  ex is t ing  f a c i l i t i e s .  

The 1975 documentation ca l led  f o r  a l i fe -o f -p ro jec t  funding leve l  over s i x  
years o f  $8.34 m i l  1 ion, However, a number o f  in ternal  AID/Washington decisions 
resul ted i n  modif icat ion o f  the o r i g ina l  plan. Eventually, the Asian Bureau i n  
1976 obtained the Deput~ Administrator's approval o f  a plan t o  "foruard fund'' 
some o f  the l a s t  three years' a c t i v i t i e s  by increasing funding levels  fcr  the 
e a r l i e r  years. Thus, funds t o t a l l i n g  $1.0 m i l l i o n  were moved t o  FY '76 and 
$1.27 m i l l i o n  t o  FY '78. 

During the sumner o f  1976, a f u r the r  a l t e ra t i on  o f  the p ro jec t  budget resul ted 
from an RTG request t o  USAID f o r  assistance i n  f inancing i t s  r a p i d l y  axpanding 
program o f  voluntary s t e r i  1 izat ion. The RTG' s f inanc ia l  s i t ua t i on  was made some- 
what c r i t i c a l  a t  t h i s  time because o f  a decision by the United Nations Fund f o r  
Population A c t i v i t i e s  (UNFPA) t o  decrease i t s  funding f o r  Thai land, due t o  report-  
edly higher p r i o r i t y  demands i n  other countries. Since there was a c r i t i c a l  need 
t o  help maintain and expand on the e a r l i e r  successes o f  the voluntary s t e r i l i z a -  
t i o n  e f fo r t ,  USAID al located $3,3 m i l l i o n  for support o f  t h i s  a c t i v i t y .  However, 
the pro ject  was no t  amended t o  show t h i s  new development. I n  an Audit Report of 
October, 1976, the A I D  Area Auditor General recomnended tha t  AID/Washington a c t  
t o  correct  the documentation. E f fo r t s  t o  rev ise the documentation t o  r e f l e c t  t h i s  
and other proposed changes were delayed by in te rna l  reviews o f  overa l l  assistance 
strategy r e l a t i v e  t o  Thailand's demonstrated progress i n  reducing I t s  PGR. The 
decision was made t o  continue USAID support o f  the Thailand NFPP. An Advice of 
Program Change t o  the Congress covering the re la ted  revis ions i n  USAID support 
was submitted on August 9, 1977, and the proposed changes were re f l ec ted  i n  the 
FY '78 Congressional Presentation which re f lec ted  a new t o t a l  budget o f  $12,215,000. 

A 1977 evaluation of the A I D  p ro jec t  and the continued success o f  the s t e r i l i -  
zat ion program contributed t o  a decision by USAID t o  continue i t s  support for  an 
expanded e f f o r t .  The s i tua t iona l  review showed that: 

(1) Voluntary s t e r i l i z a t i o n  continued t o  show strong 
acceptance by both Thai men and women. The 
number o f  cases had grown from 32,668 i n  1972 
105,281 i n  1976 f o r  a cumulative t o t a l  o f  358,221 
cases f o r  1972-1976. 

(2) Even be t te r  resu l t s  were expected w i th  the  con- 
t inued expansion o f  t r a in ing  f o r  medical and 



paramedical personnel , provis ion o f  medical 
k i t s  t o  the personnel trained, and procure- 
ment and del ivery  o f  special vehicles so tha t  
each o f  the 72 provinces would have a mobile 
u n i t  by 1980. 

(3) Information, Education and Motivation (IEM) 
a c t i v i t i e s  and personnel were strengthened so 
tha t  these could precede v i s i t s  o f  the mobile 
service units. 

(4) Planning was underway f o r  a new expanded mu l t i -  
donor e f f o r t  which would upgrade health and 
fami ly  planning services i n  the 20 most under- 
served provinces. This new IBRD/RTG/AID pro ject  
would bu i l d  on the establlshed successful pract ices 
o f  the RTGIAID Population Planning Project  and 
fu r ther  enhance the RTG's prospects f o r  achieving 
or  exceeding i t s  ta rge t  o f  a population growth 
r a t e  o f  2.1 percent by the end of 1981. 

The various changes described above produced a new 1 i fe-of -pro ject  f i gu re  
o f  $16.607 m i l  1 ion. The various budget a l te ra t ions  leading t o  t h i s  recommended 
f i n a l  f i gu re  are shown i n  Appendix K, Table K-11 (Breakdown o f  Components 
financed by A I D  from I n i t i a l  Proposal through current PP recommendation). Table K-7 
(Components financed by A I D  and Contributions by RTG, UNFPA and intermediary 
agencies) breaks the USAID f igures down by f i s c a l  year f o r  the s i x  years of the 
pro ject  (FY 1976- FY 1981). Table K-7 a lso sumnarizes the assistance provided 
t o  the Thai NFPP by the  RTG, UNFPA, and intermediary agencies. Support provided 
by these other e n t i t i e s  i s  expected t o  t o t a l  about $33 m i l l i o n  f o r  FY 1976 - 
FY 1981. 

b. Speci f ic  Program Components o f  the 1976-1981 Project  

The pro jec t  was designed t o  ass is t  the RTG's i n ten t  t o  supplement the 
c1is-k based fami ly  planning d i s t r i b u t i o n  network w i th  addi t ional  personnel and 
f a c i l  i t i e s  i n  order t o  extend services 'loutward and downward* t o  the r u r a l  v i l lages. 

S p a i f  i c s  o f  the pro ject  included: 

(1) 12,100 part-time FP agents including 

(a) 4,100 tambon (township) doctors 

(b) 1,000 Border Patrol  Police; and 

(c) 7,000 v i l l a g e  midwives 



These were to receive family planning training from the NFPP, and act as supply- 
agents for non-cl inlcal contraceptive methods (pi 11 s and condoms) in rural areas. 
In addition, they would act as referral-agents for sterilizations, IUD-insertions, 
and injectable contraceptives. 

(2) Forty (40) mobile family planning units, to deliver 
clinical FP services (IUD-insertions, steril izations, 
injectables) to rural populations not served by health 
clinics; and 

(3) IUD-insertion training for 2,400 nurses and auxi 1 iary 
nurse-midwives, thereby increasing availability of this 'L 

method from a current 400 clinics (staffed by physicians) 
to over 2,000 clinics staffed by nurses and auxiltary 
nurse-midwives . 
Other, including a) training and materials development 
programs to introduce population concepts and f ami ly 
planning information into, respectively, the formal 
school curriculum and the adult literacy training pro- 
gram of the Ministry of Education; b) a continuing series 
of operations-related programtic research to permit 
testing and rapid introduction of FP program innovations; 
c) short-term technical consultants in such specialized 
f ields as new contraceptive methodologies, data processing, 
comnercial marketing of contraceptives , and program 
management. 

AID'S contribution to this effort originally consisted of: 

- oral contraceptives and FP kits ( IUD-insertion and steri 1 izat$on 
kits) to supply the clinic-based distribution system as well as 
the new elements (12,000 FP agents and mobile FP units of the 
distribution network) 

- grants to partially cover the training costs of the new agents 
and population training of teachers 

- twenty mobile FP units 
- U.S. training in specialized FP/population fields for a small 
number of Thai parti ci pants 

- research/eval uation grants and 
- a one-year FY 1976 extension of contract assistance -- through 
World Education, Inc. -- for a MOE family planning/adult 
1 iteracy project. 



c. Revisions and Amendments o f  the Project  

(1) The o r i g ina l  Population Planning Project  was approved 
i n  1975 f o r  l i fe -o f -p ro jec t  grant funding o f  $8,340,000 
subject t o  the condit ion tha t  no grant assistance be 
provided the  RTG under the p ro jec t  beyond FY 1978, I n  
1978, an increase i n  l i fe -o f -p ro jec t  funding t o  $9,569,000 
was approved. 

(2) The Population Planning Project  was revised i n  June, 
1976 (FY 1976 ProAg) t o  include USAID support f o r  two 
new pro jec t  components, a) the expansion of vol untary 
s t e r i  1 i z a t i o n  services and b) the expansion o f  fami ly 
planning t r a i n i n g  and services i n  h i  11 t r i b e  regions and 
resettlement areas. 

(3) I n  February, 1979 USAID approved an amendment i n  the Popu- 
l a t i o n  Planning Project  which included an increase i n  the 
1 i fe -o f -p ro jec t  funding by $8,267,000, V i r t u a l l y  a1 1 the 
increase i s  t o  provide support t o  VSC procedures. The 
new t o t a l  leve l  i s  now $16,607,000 including $1,580,000 of 
b i l a t e r a l  ly-funded comnodi t i e s  t o  be provided during 
FY 1979-1981 and an estimated $3,900,000 o f  central  l y -  
funded comnodities which were provided during FY 1976 
through FY 1978, as wel l  as $11,127,000 o f  other b i l a t e r a l  
assistance over the l i fe -o f -p ro jec t .  A t  the same time, 
USAID al-so authorized $2,700,000 i n  grant funding i n  
FY 1979. 

The Thai comnitment t o  the  program includes RTG f inancing o f  about two-thirds 
o f  t o t a l  f inancing i n  FY 1979-1981. I n  addition, the RTG has borrowed approximately 
$33 m i l l  ion ($28 m i  11 ion from the World Bank and $5 m i l  1 ion from the Canadian 
government) i n  support o f  i t s  fami ly  planning and primary health care a c t i v i t i e s .  

3. Relationship t o  the IBRD/RTG/AID Project  

The IBRD/RTG/kID Pro ject  was i n i t i a t e d  i n  1978 t o  fur ther  improve the 
del i ve ry  o f  health and fami ly  planning services. USAID i s  contr ibut ing $5.5 
m i l  1 i on  t o  an overa l l  budget o f  $68.6 m i l  1 ion equivalent f o r  the new j o i n t  
IBRD/RTG/USAID e f f o r t ,  USAID's $5.5 m i l l i o n  contr ibut ion i s  being made through 
the new Rural Primary Health Care Expansion Project  (493-0291) which was approved 
i n  Apr i l ,  1978. The success o f  the USAID Population Planning Project was a key 
fac to r  i n  a t t rac t i ng  these addi t ional  resources t o  impoove population and heal th 
services i n  r u r a l  Thai 1 and. 

4. The Current Population Planning Project (ProAq. 1979) 

The current RTG-MOPH and USAID/Thai 1 and Population Planning Project  i n -  
cludes the fo l lowing fami ly planning a c t i v i t i e s :  1) voluntary Surgical Contraceptive 
(VSC) Services; 2) Comnodi t ies;  3) Tralning; 4) Operational Research and Evaluation; 
and 5) I n tens i f i ed  Information, Education and Communication i n  selected provinces. 
The t o t a l  USAID/T grant, based on the Project  Agreement signed i n  mid-1979, which 



covers primarily FY 1980 (October, 1979 t o  September, 1980), is $2.7 million. 
The resources provided by the  RTG t o t a l  $5,310,805, not  including c a s t s  borne 
on an "in-kind" basis.  (See Table K-12). 

a. Voluntary Surgical Contraceptive (VSC) Services 

The basic s t ra tegy is t o  continue redirecting program support away 
from the urban-based hospital system toward the  rural  poor population served by 
rural clinics and mobile units which o f fe r  VSC procedures free of charge. Thus, 
USAIDIT support is: 

(1) VSC Subsidy: 

(a) To cover c l l e n t  charges for VSC procedures per- 
formed a t  rura l  health centers o r  by mobile units. 

(b) To provide ins t i tu t iona l  support fo r  VSC procedures 
performed beyond FY 1980 t a rge t  of lO5,OOO. 

USAID provides reimbursements of $7.50 f o r  each VSC procedure performed a t  
d i s t r i c t  hospitals , health centers (2nd c l a s s ) ,  mobile units ,  and MClf sub-centers; 
and $7.50 f o r  each VSC performed beyond the FY 1980 NFPP ta rge t  of 105,000 a t  
any MOPH fac i  1 i t y ,  including provincial hospitals,  PCMO clinics, and MCH centers. 

The RTG support includes $7.50 fo r  female and $2.50 fo r  male VSC acceptors 
up  t o  the t a rge t  of 105,000. 

The to t a l  reimbursement paid by the  NFPP t o  MOPH f a c i l i t i e s  is sunmarlzed 
as follows: 

Female 

Urban - Rura 1 - 
$ 7.50 $15.00 

Ma1 e 
Up t o  VSC Target 2.50 10.00 
Over Target 7.50 15.00 

Estimated RTG cos t s  based on r a t i o  of 3:l (female t o  male) acceptors a t  
$7 .SO and $2.50 r e s p e ~ t i v e l y  up t o  lO5,OOO VSC procedures t o t a l  $656,250. In 
addition, based on the to t a l  operational cos t s  f o r  VSC procedures which a r e  approxi- 
mately 8600 ($30) and 8300 ($15) f o r  female and male respectively,  the RTG " in -  
kindN contribution is  $2,025,000 (135,000 x $15) fo r  female acceptors and $46,875 
(18,750 beyond t a rge t  of 105,000 x $2.50) fo r  male acceptors. 

IE&C Support f o r  Mobile VSC Units. The Equipment for  t he  20 additional IE&C 
teams can be supported from prior year funding, with the RTG funding the personnel 
for  the 66 IE&C teams. 



(2) Personnel Support 

USAID will provide compensation i n  the form of per 
diem fo r  a l l  members of mobile teams fo r  the 60 USAID/T 
supported teams, 

Cost: $687,000 

(3) Fundinq Sumnary - VSC Program 
USG RTG Total 

1. VSC Support $1 , m , 0 0 0  $2,irZ8,125 $4-25 

2. Pers. Support 686,616 300,000 986,616 

Total $1,841,616 $3,028,125 $4,869.741 

(4) NFPP VSC Target 

The NFPP t a rge t  f o r  VSC procedures during FY 1980 (Oct. 
1979-Sept. 1980) t o t a l s  105.000 -- 78,750 females and 
26,250 males. For purposes of calculating RTG and USG 
support, the to t a l  number of VSC procedures projected 
f o r  FY 1980 is 180,000. 

Table 10 
FY 1 9 8 ~ o c e d u r e s  

Distribution by Service U n i t  

Rural Health Centers & Mobile Units 

' - Male Fema 1 e - Total 

Target 18,000 28,000 46.000 

Over Target 13,000 20,000 33,009 

Sub to t a l  31,000 . 48,000 79,000 

Hospital s/MCH Centers 

Target 8,250 50,750 59,000 

Over Target 5,750 36,250 42,000 

Sub to t a l  14,000 87,000 101,000 

TOTAL 45,000 1 35,000 180,000 



j:, t ,  

(5) Additional Centrally Funded Support for 
the VSC Program 

A separate centrally funded agreement has 
recently been approved by the JHPIEGO program. 
It consists of a two-year $357,070 program which 
will provide training and equipment for 60 
physicians yearly in female sterilization using 
the "Laprocator" technique. This program is 
designed to expand the avai 1 abil i ty of modern 
female sterilization technology in the provincial 
hospitals. Since thls program has yet to be imple- 
mented, it Is not included in this evaluation. 

b. Oral Contraceptives 

Since 1973, the RTG has increased its purchase of oral contra- 
ceptives each year. During 1979, RTG will purchase 6,350,000 
cycles and in FY 1979 the USG will provide $522,000 for approxi- 
mately 3,200,000 cycles. 

c. Family Planning Training 

NFPP wi 11 train non-MOPH personnel as follows: 

Tambon Doctors : 

One-week training for 1,000 tambon doctors in 
15 provinces, to serve as motivators, referral 
agents and distribute family planning services. 

Border Patrol Paramedics (BPP) 

Two-week course for 200 BPP at National Family 
PI anning Training Center in Lampang Province. 

Traditional Birth Attendants (TBA) 

One-week training for 12,000 TBA' s in small groups 
(3-4), training by MOPH pub1 ic health nurses and 
auxi liar midwives, also train 400 trainees (auxi 1 iary 
midwives T . 

Special priority will be given to the training of TBA's and Tambon Doctors 
in the 20 AFPH designated provinces. 

USG: $176,548 RTG: $1 62,680 



d. Qperational Research and Evaluation 
Research 

Two studies: 1) Comparative study on p i l l  
2) Dynamics o f  FP Acceptance i n  

Northeast Thai 1 and 

USG: $98,000 

Evaluation rn 

Biannual evaluation o f  NFPP t o  be carr ied out i n  1979. 

USG: $5,000 

e. In tens i f ied  IEC Campaign 

F i f teen "problem" provinces which have a low fami ly planning 
achievement record, have been selected f o r  special a t tent ion during the next 
year. I n  these provinces the NFPP plans to:  

1) increase awareness among key prov inc ia l  and d i s t r i c t  
s ta f fs  o f  the importance o f  fami ly planning; 

2) extend modern contraception t o  subd is t r i c t  communi- 
t ies;  

3) i n tens i f y  promotional e f f o r t .  

USG : $233,000 

For a tabular summary o f  the current pro ject  agreement, see Appendix K, 
Table K-12. 

The evaluation team regards the 1979 Population Project  as consistent w i th  
the previous h i s to ry  o f  proven effectiveness o f  A I D  program inputs i n  Thai land, 
It represents, i n  our opinion, the most cost-ef fect ive use o f  USAID resources 
i n  a proper re la t ionsh ip  t o  the inputs o f  the RTG and the contr ibut ions of 
other donors. Moreover, it i s  wholly i n  keeping w i th  the p reva i l ing  concepts 
o f  development assistance i n  general, and current trends i n  AID/Washington p r i o r i  - 
t i e s  i n  par t i cu la r .  

E. The Role o f  USAID i n  the 1980s 

As noted elsewhere i n  t h i s  report, i t  i s  the conclusion o f  t h i s  evaluation 
tha t  the dec l ine i n  Thailand's PGR must continue i n  the 19801s, and t o  t h i s  end 
tha t  continued external assistance w i l l  be needed a t  leas t  through the f i f t h  
development plan. 



Assuming these fundamental premises for the planning of a USAID role in 
the 1980s, this evaluation made a special effort to analyze and report the 
diverse inputs of all, donors (btlateral, multilateral and private) who currently 
contribute to the support of the NFPP. It is hoped that this assessment will be 
of value as a detailed point of reference in the planning of AID'S role among 
donors in support of the next five-year plan. 

It would be presumptuous to attempt at this juncture a projection of the 
total amount of aid that will be required through the fifth plan period. The 
rapidity with which Thailand becomes self-sufficient depends to a great extent 
upon factors not under direct control of the RTG. Not only economic forces 
(world economic trends, oil prices, inflation, markets for Thai exports, etc. ) , 
but the need for budgetary adjustments to meet National defense requirements are 
certain to affect the pace at which the RTG can be expected to assume the cost of 
inputs that will be required if its population targets are to be met. Moreover, 
the relative contribution among the numerous donors who now share in the sum total 
of external assistance is 1 i kely to change, particularly, if individual donors 
prior1 tize countries el igi ble for assistance according to criteria based on 
demographic achievements. The aforementioned assessment is reveal ing, in that it 
illustrates the mu1 tiplicity and diversity of donor agencies who participate 
directly or indirectly in assistance to the NFPP. 

For these reasons, this evaluation does not attempt to recomnend specific 
inputs, and instead suggests the fol lowing as guiding principles as the next 
phase of development assdstance to Thailand evolves: 

The major thrust of Thai social and economic strategy 
is basically compatible with the underlying philosophy 
of current U.S. development assistance. 

In the overall development strategy for Thai land, family 
planning continues to deserve a high priority in view of 
its contribution to the quality of life in addition to 
its demographic impact. 

The diversity of the mu1 ti faceted NFPP is enhanced by its 
access to a variety of donors. Planning for future external 
assistance should preserve this diversity, with a well- 
coordinated effort by the donor comnuni ty, including the 
U.S., to tailor their combined effort according to the 
legal, economic, and technological strengths and constraints 
peculiar to each donor. 

A long history of cooperation exists between USAID and the 
RTG. Effective working relationships between American and 
Thai officials have developed, and the resulting trust and 
mutual respect is a valuable resource on which to build. 



The ramif icat ions o f  U.S. asststance t o  the, NFPP transcend 
the demographic targets o f  the RTG. I t s  continuance i s  c l ea r l y  
i n  the best in terests  o f  both countries, 

5. I n s t i t u t i o n a l  and personal contacts between academic and 
research i n s t i t u t i o n s  i n  Thailand and the U.S., many o f  which 
antedate the b i l a t e r a l  a i d  relat ionship,  continue t o  contr ibute 
t o  the program i n  a number o f  ways. The technical assistance, 
t ra in ing,  and research tha t  emanates from these establ ished 
contacts i s  mutually advantageous and should continue. As a 
r e s u l t  o f  Thailand's recognized and growing capab i l i t y  i n  t r a in -  
ing and both social  and biomedical research, more o f  these a c t i v i -  
t i e s  should be based i n  Thai i ns t i t u t i ons .  A t  the same time some 
short term technical assistance t o  Thai i n s t i t u t i o n s  where needed, 
and par t i c ipa t ion  o f  Thai professionals i n  short term t ra in ing  
opportunit ies and professional meetings i n  the U.S. should con- 
t inue, i n  order that  Thailand may par t i c ipa te  f u l l y  i n  new develop- 
ments i n  t h i s  rap id l y  changing f i e l d .  



VII. Implementation of the Major Recommendations of the 1977 Evaluation 

The report of the second evaluation of the NFPP, conducted in 1977, was 
circulated widely among the tndividuals and institutions who participate in the 
NFPP. In particular the 14 major recomnendations were given careful consideration 
and for practical purposes 1 1  of them have either been acted upon, or at least 
the recmended action is in progress. The following comnents refer to the three 
recomnendations which the present evaluation team feels still warrant serious 
attention. 

Recomnendation #4: "Policies and Regulations which are still in conflict 
with the national popufation policy should be reviewed and revised by the NFPP 
with the appropriate RTG agency". 

In our 1979 meeting with representatives of the commercial sector the opinion 
was again expressed that agencies other than those directly concerned with the 
NFPP still have policies and regulations whose effect may be to inhibit indirectly 
the wide distribution of contraceptives which the NFPP seeks to achieve. The 
present evaluation team still feels that serious discussion and review across 
administrative boundaries among the agencies involved in the importing, manufacture, 
and distribution of contraceptives would he1 p to correct such unnecessarily con- 
fl icting policies and regulations. 

It is noted that since the 1977 evaluation, the RTG policy of giving edu- 
cational subsidy has been limited to three children per family. 

Recomnendation #5: "There should be more frequent meetings of the NFPP 
comnittee as well as the NFPP coordinating subcomnittee". 

It is to be noted that the meetings of the NFPP committee itself have indeed 
increased in frequency foll owing the second evaluation. However, the increase 
amounts only to a change from meeting once to meeting twice each year. It is 
further noted el sewhere in the present evaluation that overlapping memberships on 
the governing bodies of a number of the agencies represented in the total NFPP 
effort does in fact make for a considerable degree of useful informal comnunication 
and coordination. Nevertheless, it is the opinion of this evaluation team that in 
view of the rapid changes taking place in the program as well as in the country's 
demographic situation as a whole, meetings should be held at least four times 
per year. 

Subcomnittees (Research and Private Sector Coordination) are now appointed and 
expected to meet on a monthly basis. 

Recommendation #9: "A comprehensive operational planning process should be 
adopted by the NFPP". 



The present evaluation team i s  f u l l y  aware of, and sympathetic with, the 
great demands upon the time and energy o f  the central  NFPP s ta f f .  Nevertheless, 
the NFPP does not funct ion i n  iso la t ion,  and t o  the extent tha t  i t  i s  increasingly 
interwoven i n t o  the expanding r u r a l  primary health care network, an overa l l  oper- 
a t ional  plan, phased appropriately w i th  the plans o f  the other re la ted agencfes 
i s  necessary. The evaluation team observed tha t  planning f o r  the coordination 
among speci f  i c  projects and between the NFPP and other administrat ive e n t i  t i e s  
can s t i l l  be improved. 



VIII. REPORT OF CONSULTATION. WITH USAID/T, JULY 23-JULY 26, 1979 

TO: Vernon Scott 

From : Donald Minkler 

Subject: USAID Assistance t o  the VSC Program o f  the NFPP 

I n  response t o  USAID's request, I remained i n  Bangkok fo l lowing the 
June 25-July 20 evaluation, i n  order t o  provide consultat ion regarding the 
VSC program assisted by AID. Between Ju ly  23 and Ju ly  26, I have had v i s i t s  
w i th  Dr .  Suporn Koetsovang (Director, Family Planning Research Unit, S i r i r a j  
Hospital ) , Dr. Suvanee Satyapan (Director o f  S te r i  1 i za t ion  Program, NFPP) , Dr .  
V i lay  (Chief o f  Obstetr ics and Gynecology, Ramathibodi Hospital), and Dr. Kamheang 
Chaturachinda (Department o f  OB/GYN o f  Ramathi bodi Hospital ) , Discussions were 
a lso  held w i th  the USAID p ro jec t  s ta f f ,  and the documents re la ted  t o  the VSC pro- 
gram were reviewed. The fo l lowing observations sumnarize the f indings o f  t h i s  
consultat ion. 

1. The Mobi l e  Uni t  Program 

Dr.  Suvanee noted t h a t  o f  the 42,353 s t e r i l i z a t i o n  cases (both female and 
male) reported i n  the f i r s t  three months o f  the current f i s c a l  year, 9,869 were 
vasectomies reported by the USAID supported Mobile Units, and 400 by the UNFPA 
supported Units. It would appear t ha t  the momentum added t o  the program by the 
Mobile Units w i l l  continue through the 1979 f i s c a l  year, even though she acknow- 
ledged t h a t  some o f  the northern provinces w i t h  high previous contraceptive accep- 
t o r  ra tes are beginning t o  repor t  t ha t  the "ready acceptors" are now la rge ly  
covered, so t ha t  ta rge t  w i l l  be more d i f f i c u l t  t o  achieve henceforth. 

The reported downturn i n  VSC acceptors i n  the March and A p r i l  s t a t i s t i c s  re -  
ported by the MOPH bears c lose watching, MOPH o f f i c i a l s  note tha t  such a f l u c -  
tuat ion i s  not  inconsistent w i th  the performance o f  previous years, and are s t i l l  
pro ject ing a t o t a l  o f  170,482 VSC acceptors f o r  FY '79, based upon the f i r s t  three 
months' f igures. They a lso  po in t  t o  the fac t  t ha t  t h i s  i s  the f i r s t  year t ha t  
PCM08s have f u l l  r espons ib i l i t y  f o r  the deployment o f  Mobile Units i n  t h e i r  pros- 
pect ive provinces. I f  the  March/Apri 1 downturn i s  sustained over several months, 
a fu r ther  review o f  the VSC program a t  the prov inc ia l  leve l  w i l l  be needed. 

2. The Laprocator  raining Aqreement 

T~lere are widely divergent views among Thai gynecologists concerning the u t i l i t y  
o f  laparoscopic s t e r i l t z a t i o n  i n  Thailand. I n  par t icu lar ,  the Faculty o f  Rama- 
t h i  bodi Hospital are skept ical  about the p rac t i ca l  i t y  o f  laparoscopic t ra in ing,  
po int ing t o  the acquis i t ion and maintenance costs o f  the equipment and the need for 
speci a1 ized t ra in ing  o f  physicians already experienced i n  gynecology and obstet r ics  
as i t s  ch ie f  disadvantages. It i s  understandable tha t  the Ramathibodi facul ty are 



partial to the minilaparotomy, which was developed at their institution. They 
are justly proud of its relative simplicity, with no special instrumentation 
required, other than the simple and inexpensive Ramathibodi uterine elevator. 
Moreover, the fact that basic surgical training is the only prerequisite to 
training in minilaparotomy extends its usefulness to locations where District 
Medical Officers can provide VSC service. 

It must be noted that in the course of our evaluation field trips we en- 
countered provincial hospitals where the obstetrician trained in laparoscopy 
had been transferred to other locations, while the necessary instruments remained 
the property of the hospital they left behind. Others had laparoscopes inopera- 
tive due to delays in obtaining replacement parts (although the RAM program of 
maintenance and training of operating room staffs was generally praised and felt 
to be effective). 

In contrast to the generally pessimistic view of laparoscopy expressed by 
Dr. Kamheang, Dr. Suporn feels that the laprocator project will add measurably 
to Thailand's capability in VSC. He acknowledges some of the' difficulties 
already cited, but attributes them to the early and sporadic introduction of 
laparoscopy, which produced inevitable gaps in equipment, maintenance, and 
trained personnel. He feels that the new laprocator project benefits from the 
prior experience in that it is better conceived, involves simpler and less ex- 
pensive equipment, and has provisions for fol low-up of trainees and maintenance 
of equipment more securely built into the project. It will enable a practical 
a1 ternative for cases in which mini laparotomy is contraindicated (obese women, 
women with pelvic adhesions, etc.), and will provide the additional benefit of 
a valuable diagnostic instrument in provincial hospitals. In the hands of a 
properly trained and equipped team, it is generally acknowledged that laparo- 
scopy can be done more quickly than minilaparotomy, enabling a larger VSC schedule 
on a given day. It is also generally more comfortable than minilaparotomy, thus 
adding to acceptabi 1 ity of VSC. 

This consultant tends to agree in principle with the "simpler is better" 
argument in planning a large-scale VSC program extending into rural areas in a 
general ly under-doctored country. I must concede, however, that Dr. Suporn 's 
arguments have merit, and that the laprocator project as currently constituted 
is a vast improvement over the previous JHPIEGO pattern of U.S. based training 
of participants in a sporadic fashion. While this consultation did not go into -- 
the details of the IPAVS agreement which supports the RAM project of training and 
equipment for the VSC program, I nevertheless would stress the importance of con- 
tinuing this project hand-in-hand with the laprocator training, and until Thailand 
is fully self-sufficient in VSC technology and capabil ity. 

3. The Subsidy for VSC Services 

The current status of the subsidy program is dealt with in detail in the just 
completed third evaluation of the NFPP. In brief, the evaluation disclosed that 
the subsidy does appear to lend additional motivation to the providers of VSC and 
has contributed to the diffusion of VSC services in more peripheral service out- 
lets. My discussions with Dr. Suvanee after the evaluation have given rise to 



some doubts about the reccmnendation made by the evaluation team tha t  the 
subsidy f o r  both male and female s t e r i l i z a t i o n  should be the same. I believe 
the i n t e n t  o f  the recommendation was simply t o  reduce administrat ive confusion. 
However, Dr .  Suvanee fee ls  t ha t  t h i s  i s  not  a problem, and tha t  the higher sub- 
s idy f o r  vasectomies beyond the ta rge t  has contributed s ign i f i can t ly  t o  the 
increased acceptor ra tes f o r  vasecton\y. 

4. The ASIN Program 

I n  general, A S I N  i s  regarded as a useful adjunct t o  the NFPP program, and 
cooperation between the publ ic and pr iva te  sector seems t o  be adequate. This 
consul t a t i o n  d i d  not  deal i n  depth w i th  the question o f  adequacy o f  the present 
incent ive payment t o  providers under the ASIN program. However, i n  the course 
o f  these v i s i t s  a few observations were made tha t  may be o f  in te res t  t o  USAID. 
It i s  general ly understood among providers tha t  the incent ive payment does not  
meet the cost of providing the service. I n  most instances the di f ference i s  
made up by the physician's fee charged t o  p r iva te  pat ients.  I n  addition, some 
providers r e f e r  t o  t h e i r  pa r t i c i pa t i on  i n  ASIN as a publ ic  service. One obser- 
vat ion which appears t o  have merit, i s  t ha t  the present leve l  o f  payment works 
a hardship on those who have operated mobile un i ts  under the ASIN program, and 
those who provide the service i n  sensi t ive areas, where acceptors are hard t o  
reach by regular NFPP resources. It was suggested tha t  an increase i n  payment 
i n  such selected circumstances might be considered without necessari ly resor t ing 
t o  an across the board increase. 

5. Some Concluding General Observations 

Assuming a PGR target  o f  1.5 percent f o r  the f i f t h  development plan, the 
estimates o f  need f o r  VSC services (by Vitoon and others) a t  leve ls  o f  300,000 
per year and above i n  the 1980s appear correct. I n  order t o  achieve and main- 
t a i n  such levels, the combined e f f o r t  o f  regular MOPH heal th services plus the 
array o f  special VSC programs w i l l  need t o  continue. It i s  apparent from t h i s  
consul t a t i o n  t h a t  the external ly  supported mobile units, the VSC subsidy, CBFPS , 
ASIN, TAVS and the various p i l o t  projects (Training, Maintenance, etc.) each 
contr ibute measurably t o  the achievement o f  VSC targets, w i th  no observable ev i -  
dence o f  unnecessary dupl icat ion o f  services. While there may be areas i n  which 
the major i ty  o f  ready acceptors have been reached and more intensive motivational 
e f f o r t  w i l l  be needed t o  achieve targets, these are s t i l l  the exception t o  the 
general r u l e  t ha t  demand exceeds supply. The wide var ia t ion  i n  VSC performance 
among d i s t r i c t s  (demonstrated especial ly i n  the CBFPS mini-surveys) points t o  the 
need f o r  a t t e n t  i on t o  the qua1 i ty and effectiveness o f  educati on/motivation 
e f f o r t  as wel l  as the a v a i l a b i l i t y  o f  c l i n i c a l  services. 

I n  view o f  the target-oriented NFPP and the zeal o f  Thai o f f i c i a l s  responsible 
f o r  achieving targets, t h i s  consultant gave special a t te l l t ion t o  the leve l  o f  
compliance w i th  the requirements of voluntarism i n  VSC services. It i s  g r a t i -  
f y i ng  t o  note tha t  i n  sp i t e  o f  the stimulus t o  achieve targets, the p r i nc ip le  of 
voluntarism seems deeply imbued i n  the minds o f  providers and acceptors a l ike,  
and the appropriately designed consent forms and procedures are being u t i  1 ized both 
i n  the publ ic  and pr iva te  sectors. 



It is inevitable that, as the demand for VSC becomes increasingly met, 
and as average family size continues to decline, acceptors of lower age and 
parity will be increasingly reached. While this consultant found no evidence 
of reports of significant levels of sterilization regret, this phenomenon will 
inevitably appear in. Thailand as it has elsewhere where these trends in age- 
parity structure of the VSC acceptors have occurred. It is not too early for 
the medical leadership in Thailand to prepare for this eventuality. It would 
be in the best interests of the credibility of the NFPP if attention were given 
to the selection of operative techniques that avoid irreversible damage to 
reproductive tissues (fa1 lopian tube, vas deferens), and if the training of 
Thai gynecologists and urologists included techniques of reversal of VSC for the 
occasional instances of steri 1 ization regret that wi 1 1  eventual ly appear. 



APPENDIX A 

GLOSSARY OF ABBREVIATION8 USED IN THE REPORT 

BILATERAL ORGANIZATIONS - 
CIDA 

GTZ 

JAPAN 

USAID 

Canadian International Development Agency 

German Agency for Technical Cooperation 

Japanese Government 

United States Agency for International Develop- 
ment (Former designation was USOM - United 
States Operations Mission) 

MULTILATERAL ORGANIZATIONS 

IDA 

UNFPA 

OTHER 

RTG 

MOPH 

NESDB 

DTEC 

NFPP 

NFPC 

CBFPS 

PPAT 

VHV 

VHC 

VSC 

~nternational Development Association (IBRD) 
(World Bank) 

United Nations Fund for Population Activities 

Royal Thai Government 

Ministry of Public Health 

National Economic and Social Development Board 

Department of Technical and Economic Cooperation 

National Family Planning Program 

National Family Planning Committee 

Community-Based Family Planning Services 

Planned Parenthood Association of Thailand 

Village Health Volunteer 

Village Health Communicator 

Voluntary Surgical Contraception 



IE&C 

DMPA 

SOFT/WFS 

NSO 

APHA 

TAVS 

TFRP 

ASIN 

PDA 

CAP 

AID/W 

E-W CENTER 

FORD 

FPIA 

HEW 

ICARP 

IFRP 

IPAVS 

IPPF 

JOICFP 

NORTH CAROLINA 

PATHFINDER 

Information, Education, and Communication 

Depo-Medroxyprogesteroi-,e Acetate 

Survey of Fertility in Thailand/World Fer- 
tility Survey 

National Statistical Office 

American Public Health Association 

Thailand Association for Voluntary Sterili- 
zation 

Thailand Fertility Research Project 

Association for Strengthening Information 
on National Family Planning Program 

Population and Development Assistance 

Contraceptive Prevalence Survey 

United States Agency for International 
Development/Washington 

East-West Center, University of Hawaii 

Ford Foundation 

Family Planning ~nternational Assistance 

United States Department of Health, Educa- 
tion, and delfare 

International Committee on Applied Research ' 

in Population 

International Fertility Research Program 

International Project Association for 
Voluntary Sterilization 

International Planned Parenthood Federation 

Japanese Organization for International 
Cooperation in Family Planning 

Poplab/University of North Carolina 

Pathfinder Fund 



PIACT 

POP COUNCIL 

SPH/UH 

Program for the Introduction and Adapta- 
tion of Contraceptive Technology 

Population Council 

University of Hawaii 



APPENDIX B 

Sites Visited During Field Trips 

District Hosp. 
PCMO Provincial Crown Prince Health Refugee Midwifery 

Province Off ice Hospital Hospital Centers Camp Center 

North 
Chiang Rai* 

Phitsanulok 

Sukhothai X X X X 

Phuket X 
w 
I 
I-J Phang-nga X 

Central 
Karachanaburi X 

Suporuburi X X X X 

Prachinburi X X 

Northeast 
Udorathani X 

Nonkhai 

Ubon 

* Other sites: Mobile Vasectomy Unit. Hilltribes Development Center. 
School of Nurse-Midwifery 



APPENDIX C 

Organizations Visited By Evaluation Team 

Ministry of Public Health 

Director of Family Health Division 

Evaluation and Research Section Family Health Division 

IE&C Section Family Health Division 

Training Section Family Health Division 

Health Planni.~g Division 

Ministry of Education 

Deputy Minister of Education 

Non-Formal Education Section 

Bilateral Organization 

USAID 

Multinational Organizations 

UNFPA 

World Bank 

Private Voluntary Organizations 

Population Council 

Ford Foundation 

Association for Strengthening Information on National Family 
Planning Programs (ASIN) 

Thailand Association for Voluntary Sterilization (TAUS) 

Planned Parenthood Association of Thailand 

Community-Based Family Planning Services (PDA/CBFPS) 

C-1 



I ! "  
,!# 

International Family Planning Project 

American Home Economics Association 

Nurses' Association of Thailand 

Statistical/Demographic Organizations 

International Committee on Applied Research in Population 
of Asia (1CAP.P) 

Institute of Population and Social Research - Mahidol 
University 

Institute of Population Studies - Chulalongkorn University 
National Statistics Office 

Others 

Representatives of five commercial drug companies 



APPENDIX D 

Table D-1 

Percent by Currently Married Women Aged 15-44 Currently 
Practicing any Method of Contraception as Reported in 
Four National Surveys, Unstandardized and Standardized 
for Age of Woman 

Unstandardized Standardized 
For Age 

Rural National 
For ~ q e ~  

Rural National 

L.S. 1969 10.9 i4.8 10.5 14.4 
(1969 f 70) 

L.S. 1972 22.8 26.3 22.8 26.0 
(1972/73) 

SOFT 1975 34.8 36.7 34.9 36.8 

C.P.S. 1978/79 51.3 53.4 53.1 55.435 

a The age distribution of currently married women for the 
whole kingdom as reported in the 1970 census was used 
as the basis of the age standardization. 

Excludes provincial urban but includes Bangkok in twice 
the relative proportion of the rural areas. 

Rural round in 1969; urban round in 1970. 

Rural round in 1972; urban round in 1973. 



APPENDIX D 

T a b l e  D-2 

P e r c e n t  of C u r r e n t l y  Married Women Aged 15-44 P r a c t i c i n g  S p e c i f i c  
Methods of C o n t r a c e p t i o n  f r o m  F o u r  National S u r v e y s  

P i l l  IUD TR VAS INJECT CONDOM  OTHER^ 

R u r a l  

L.S. 1969 
L.S. 1972 
SOFT 1975  
CPS 1978/9 

Change 1969-78/9 20.9 1 . 6  7.7 1 .6  4.6 1.5 3.7 
Change 1975-78/9 9.4 -2.9 4.3 1 .4  2.9 1 . 2  1.5 

7 N a t i o n a l  
h) 

L.S. 1969/70 
L.S. 1972/73 
SOFT 1975  
CPS 1978/gt 

Change 1969/70-78/9 18 .1  1 .8  7.6 1.4 4.2 n.a. n.a .  
Change 1975-78/9 6.7 -2.5 5.7 1 . 3  2.5 1 .6  1 .7  

N o t e s :  R e s u l t s  f r o m  t h e  CPS are tentat ive since minor adjustments had 
t o  be made t o  estimate the number of c u r r e n t l y  married users 
aged 15-44 f r o m  data on t h e  number of c u r r e n t l y  married u s e r s  
15-49 and the number of ever married users  45-49. 

a S i n c e  u s e  of other methods  was s p e c i f i c a l l y  a s k e d  i n  SOFT a n d  CPS 
b u t  n o t  i n  the L.S., the  a p p a r e n t  i n c r e a s e  be tween the L.S. and the 
other s u r v e y s  is  p r o b a b l y  exaggerated. 

E x c l u d i n g  provincial u r b a n  b u t  including Bangkok i n  t w i c e  the  relative 
proportion of the rural  areas. 



APPENDIX D 

Table  D-3 

Rura l  

North 

Pe rcen t  o f  C u r r e n t l y  Maried Women Aged 15-49 
C u r r e n t l y  P r a c t i c i n g  Any Method o f  Cont racep t ion  

by Region 1975 t o  1978/79 

SOFT FP/HHP CPS 
1975 1977 1978/79 I n c r e a s e  

Northeast:  2 5  36' 45 +2 0 

C e n t r a l  42 57 +15 

South 16 37 +21 

A l l  Ru ra l  33 49 +16 

Bangkok 
Bangkok 4 8a 

Na t iona l  35 

A l l  urban p l a c e s  i n  c e n t r a l  reg ion .  

Excludes p r o v i n c i a l  urban r e s i d e n t s  b u t  i n c l u d e s  
Bangkok on t w i c e  t h e  r e l a t i v e  p r o p o r t i o n  of t h e  
r u r a l  areas. 

Reca l cu l a t ed  t o  exc lude  municipal  a r e a s  
(by d e l e t i n g  e n t i r e  "amphoe muangs" from t h e  
sample) .  However, r e s u l t s  i n c l u d i n g  munic ipa l  
areas are i d e n t i c a l .  



APPENDIX D 

Table D-4 

Percent of Currently Married Women 15-49 
Practicing More Efficient and Less Effi- 
cient Methods of Contraception by Region 

According to the 1978/79 C.P.S. 

More Efficient Less Efficient 
Methods Methods 

Rural 

North 

Northeast 

Central 

South 

All Rural 

Bangkok 

a Excludes provincial urban but includes Bangkok in twice 
the relative proportion to the rural areas. 



APPENDIX D 

Table D-5 

Percent  of  Cur ren t ly  Married Women Aged 15-44 
Current ly  P r a c t i c i n g  Any Method of  Contraception 

by Age 1975 - 1978/79 

Rural  
SOFT CPS 

Inc rease  

~ a t i o n a l ~  
SOFT CPS 

Inc rease  

a The n a t i o n a i  f i g u r e s  f o r  t h e  C.P.S. exclude p r o v i n c i a l  urban 
a r e a s  b u t  inc lude  Bangkok i n  twice t h e  r e l a t i v e  propor t ion  
of t h e  r u r a l  a reas .  



APPENDIX D 

Table D-6 

Percent of Currently ~arried Women 15-49 
Currently Practicing Contraception by Years of Schooling 

SOFT 
Rural 1975 - 

National 

0 

1-7 

8+ 

CPS 
1978/9 Increase 

Notes: The results 
the percent 

for the C.P.S. are tentative since 
currently using among currently 

married women was estimated from the percent 
using among ever married women. 

a Excludes provincial urban but includes Bangkok in twice 
the relative proportion to rural. 



APPENDIX D 

Table D-7 

Source of Family Planning by Method, C.P.S. 1978/79 
for Currently Married Women 15-49 

ALL 
PILL CONDOM IUD T.R. VAS INJECT METHODS 

Government Outlet 73.2 31.5 80.4 95.3 66.7 76.5 77.1 

Drugstore 21.2 50.0 ' 0.0 0.0 0.0 0.8 11.3 

CBFPS 3.2 9.3 0.0 0.0 1.0 0.0 1.8 

Other 2.5 9.3a 19.6 4.7 32.3 31.7 9.7 

Total Percent 100 100 100 100 100 100 100 

Number of usersa 567 54 107 359 99 123 

a 
Excluding cases of unknown source. 



APPENDIX D 

Table D-8 

Percent of Current Users of Methods Included 
in the NFPP WHO Report Receiving Method from 
Government Outlet by Region, C.P.S. 1978/79 

Rural 

North 

Northeast 

Central 

South 

All Rural 

Bangkok 68.1 

Note: Methods provided in the NFPP are pill, IUD, condom, 
male and female sterilization and injection. Re- 
sults based on couples who were currently married 
and in which the wife was between ages 15-49. 

a Acceptors in Chiang Mai from the McCormick Hospital and 
mobile clinic are included in the government outlet 
category. 



APPENDIX D 

Table D-9 

Source of Pills by Region, C.P.S. 1978/79 
for Currently Married Women 15-49 

- Rural 
All 

North NE Central South Rural Bangkok National 

Government Outlet 81.3 81.3 70.2 81.8 79.8 31.2 73.2 

Drugstore 15.8 11.0 24.5 9.1 15.5 57.1 21.2 

CBFPS 2.4 5.2 2.1 9.1 3.7 0.0 3.2 

Other 0.4 0.6 3.2 0.0 1.0 11.7 2.5 

-- - 

Total 

Number of Users 209 154 84 33 490 77 567 



APPENDIX D 

Table D-10 

North 

Active Users of NFPP Supplied Contraception as Percent 
of Currently Married Women 15-44: Comparison to NFPP 

Statistics and Results from the C.P.S. 

Active Users 1978 Estimated from 
as Indicated by NFPP~ C.P.S. 1978/79b 

Northeast 

Central 
(excluding Bangkok) 

Bangkok 

South 

National 

Notes: NFPP supplied contraception including pill, IUD, 
condom, TR, vasectomy and injection. 

a Unweighted averages of provincial level statistics in active 
users per 100 MWRA 

Estimated by multiplying the prevalence rate for the combined 
apflopriate methods by the proportion of users who reported 
the source of contraception to be a government outlet or a 
private outlet which reports acceptors to the NFPP. 

Excluding provincial urban. 

Excluding provincial urban but including Bangkok in twice 
the relative proportion of the rural area. 



APPENDIX D 

T a b l e  D - 1 1  

T o t a l  F e r t i l i t y  R a t e s  by R e g i o n ,  Compar i son  o f  the 
F i r s t  a n d  Second  Year of t h e  S u r v e y  of P o p u l a t i o n  

Change (SPC) 

N o r t h  

1974/75  1975/76 Change 

3 .79 3.79 0.00 

N o r t h e a s t  6.59 6 .15 -0.44 

C e n t r a l  4 .67 3.60 -1.07 

Bangkok 3 .65 3.29 -0.36 

S o u t h  6 .28  6.05 -0.29 

National 5 .17 4.63 -0.54 

A l l  R u r a l  

A l l  Urban 



Appendix D 

Table D-12 

Comparison of Tota l  F e r t i l i t y  U t e s  from the  SPC 
1974/76 and the  CPS 1978/79 

S.P.C. n / q  C.P.E. 
1974/76a 1977 1978 Cnange 

North 

Nor theas  t 

Cent ra l  
(excluding Bgk) 

Bangkok 

South 

National  

A l l  Rural 

Notes: Because of t h e  d i f f e r e n t  methodologies used i n  t he  
de r iva t i on  of t o t a l  f e r t i l i t y  es t imates  horn t h e  
S.P.C. and C.P.S., t he  comparison of r e s u l t s  should 
be t r ea t ed  wi th  utmost caut ion.  The amount of  de- 
c l i n e  is almost c e r t a i n l y  exaggerated s i nce  t he  
dua l  record methodology of t h e  S .P.C. would normally 
l e ad  t o  higher es t imates  of f e r t i l i t y  than f e r t i l i t y  
r a t e s  based in r e t ro spec t i ve  r epo r t s  of the  d a t e  of 
l a s t  b i r t h  a s  was used f n  t he  C.P.S. 

a F e r t i l i t y  f o r  the  period from mid 1974 t o  mid 1976. 

b ~ e r t i l i t y  during t he  year  p r i o r  t o  t he  survey which took 
p l ace  i n  December 1978 - January 1979. 

C Excluding t he  provincia l  urban population.  

%xdudes  p r o n i n c i d  urban but  inc ludes  Bangkok i n  twice t he  
r e l a t i v e  propor t ion of t he  r u r a l  a r ea s .  

e F e r t i l i t y  f o r  the  year  p r i o r  t o  the  survey which took p l ace  
i n  August - September 1977. 



Appendix D 

Table D-13 

Mari ta l  F e r t i l i t y  Rates Standardized f o r  Age to 
Currently Married Women 20-44 from SOFT and CPS 

Standardized f o r  Age to Women 20-44 

Rural - 
North 

Hortheas t 

Centra l  

South 

A l l  Rural 

Bangkok 

National 

SOFT FP/HHPC CPS 
1973/sa 1978 Change 

A 

a The rates i n  t h i s  column r e f e r  t o  f e r t i l i t y  during t he  24 
months p r i o r  t o  t he  su r t ey  expressed a s  an annual r a t e  and 
are adjusted f o r  per iods  of exposure of  less than 24 
months f o r  women married l e s s  than two complete years.  

b ~ x c l u d e s  prov inc ia l  urban but includes Bangkok i n  Wice  
the s l a t i v e  proport ion of t he  r u r a l  a reas ;  

C 
The r a t e  from the  FP/HKP r e f e r s  to  the  12  months p r i o r  t o  
the  survey which took p lase  i n  August - September 1977. 

P n c l u d e s  prov inc ia l  urban. 



Appendix D 

Table  D-14 

Percen t  Pregnant  Amoag Cur ren t ly  Married Women Age 
15-44 by Region of Residence Standardized f o r  Age 

Rural  - 
North 

Nor t h e a s  t 

C e n t r a l  

South 

A l l  Rural  

Bangkok 

Nat ional  

SOFT FP/HHP CPS 
197 5 1977 1978/79 Change 

Notes: The age d i s t r i b u t i o n  o f  c u r r e n t l y  married women 
as repor ted  f o r  t h e  whole kingdom was used as 
t h e  b a s i s  f o r  s t a n d a r d i z a t i o n .  

a  
Unstandardized f o r  age and i n c l u d i n g  a s d l  number of 
women aged 45-49'. Results r e c a l c u l a t e d  t b  exclude 
municipal  a r e a s  .(by d e l e t i n g  e n t i r e  "amphoe muangs" 
from t h e  sample). However, r e s u l t s  inc lud ing  municipal  
a r e a s  a r e  i d e n t i c a l .  

b ~ x c l u d e s  p r o v i n c i a l  urban but  inc ludes  Bangkok i n  twice 
the r e l a t i v e  p ropor t ion  of t h e  r u r a l  a r e a s .  



APPENDIX D 

Table D-15 

Percentage of  All Registered B i r t h s  oflKnown B i r t h  
Order t h a t  a r e  Third o r  Higher Order B i r ths :  

1961 - 1978 



APPENDIX E 

The Impact of the Free Pill Policy on Contraceptive Prevalence 

While there is considerable debate about the desirability 

of the free pill policy of the NFPP, often based on philosophical 

differences between those approving and those opposing the poli- 

cy, the available evidence from survey data, and, more important- 

ly from service statistics, seems to indicate that the policy 

has had a substantial effect in increasing contraceptive prac- 

tice among the rural population. 

To briefly review the relevant results from the surveys, 

increases in pill usage account for more of the increase in 

contraceptive prevalence between 1975 and 1978 than all other 

methods combined. Moreover, the rate of increase in contracep- 

tive prevalence accelerated during this period compared to others. 

The increase has been especially large among the more disadvan- 

taged segment of the population (as indicated by educational 

levels) which is what we might expect from the free pill policy 

since it should have larger appeal among the poorer women. 

Date from service statistics of the NFPP document the 

dramatic increase in new acceptors. As is apparent in the 

accompanying graph, new pill acceptors were reasonably con- 

stant between the first quarter of 1975 until the third quarter 

of I976 just before the introduction of the free pill. Between 

the third quarter of 1976 and the first quarter of 1977, new 



p i l l  accep to r s  increased  from 80,631 t o  118,123 o r  by 46 per- 

c e n t .  This  inc rease  i n  new accep to r s  was sus ta ined  a t  a more 

o r  l e s s  cons tan t  r a t e  through t h e  second q u a r t e r  of 1978 a f t e r  

which a f u r t h e r  i n c r e a s e  occurred which has been sus ta ined  

through t h e  l a t e s t  f i g u r e s  (1st q u a r t e r  1979) .  

With such a dramatic  i n c r e a s e  i n  new p i l l  acceptance,  

ques t ions  n a t u r a l l y  a r i s e  concerning ( a )  t h e  e x t e n t  t o  which 

t h e  f r e e  p i l l s  have simply caused women t o  s w i k h  method o r  

t o  swi tch  from t h e  commercial s e c t o r  t o  t h e  g pl;rnment program 

and (b)  whether t h e  cont inued inc rease  i n  nel p i l l  acceptors  

occurred a t  t h e  c o s t  of t ak ing  new accep to r r  away from o t h e r  

methods. Data from t h e  s e r v i c e  s t a t i s t i c s  A new accep to r s  

of methods from t h e  NFPP o t h e r  than  t h e  pi :  a r e  a l s o  p l o t t e d  

on t h e  graph. A s l i g h t  drop i n  t h e  number of new accep to r s  

f o r  methods o t h e r  than  t h e  p i l l  i s  evider  f o r  t h e  f o u r t h  

q u a r t e r  of 1976 b u t  t h i s  i s  immediately w e r s e d  and i n s t e a d  

of d e c l i n i n g  o r  l e v e l i n g  o f f ,  new accey:.ors of methods o t h e r  

than t h e  p i l l  g e n e r a l l y  i n c r e a s e  a t  an even f a s t e r  pace than 

p r i o r  t o  t h e  i n t r o l u c t i o n  of t h e  f r e e  p i l l  po l i cy .  I f  m y t h i n g ,  

t h e  f r e e  p i l l  po l i cy ,  perhaps i n  r e l a t i o n  t o  t h e  gene ra l  p d i c y  

of free medicine XL h e a l t h  c e n t e r s ,  seems t o  have increased  ac- 

c e p t o r s  of a l l  methods and n o t  j u s t  t h e  pi1,l. Of course ,  many 

o t h e r  f a c t o r s  were o p e r a t i n g  and probably had an in f luence  on 

t h e  nrsthod mix bu t  a t  l e a s t  it i s  c l e a r  t h a t  t h e  inc rease  i n  

new p i l l  acceptors  was n o t  a t  t h e  expense of new acceptors  t o  



o the r  methods o f fe red  by t he  NFPP. 

They suggest a  s l i g h t  drop assoc ia ted  with t h e  f r e e  p i l l  bu t  

probably only of t h e  order  df 1 0  percent  o r  less and involving 

a  very small  percentage of women who were a c t i v e  p i l l  u s e r s  

a t  t h e  t i m e .  

The CBFPS, whose s t a t i s t i c s  a r e  included i n  t he  NFPP 

s t a t i s t i c s  and thus  i n  t h e  new acceptors  shown i n  t h e  graph, 

appears t o  have l o s t  some new p i l l  acceptors  t o  t h e  program 

a s  indica ted  by a  r e p o r t  from t h e  NFPP bu t  t he  n e t  change is 

a l ready taken i n t o  account by t h e  f i g u r e s  i n  t he  graph. I n  

sum, t h e  f r e e  p i l l  po l i cy  r e s u l t e d  i n  a  n e t  ga in  i n  acceptance 

de sp i t e  switching CBFPS and some minor l o s s  from t h e  commercial 

s ec to r .  

F ina l ly ,  it should be noted t h a t  cont inuat ion  r a t e s  of 

usage a f t e r  t h e  in t roduc t ion  of t h e  f r e e  p i l l  po l i cy  a r e  a t  

l e a s t  a s  good a s  p r i o r  t o  it desp i t e  arguments by opponents 

t h a t  g iv ing  t h e  p i l l  f r e e  would "devalue" it i n  t h e  minds of 

t h e  acceptors  and reduce acceptance. According t o  t h e  1977 

cont inuat ion  r a t e  survey which included women who s t a r t e d  on 

t he  p i l l  both before  and a f t e r  f r e e  p i l l  d i s t r i b u t i o n  began, 



the following continuation rates are observed: 

Months Since Post-Oct. 1976 All Pill 
Acceptance Acceptors Acceptors 

The somewhat higher continuation rates of the post-October 1976 

acceptors may reflect the greater willingness to continue on 

the pill if there is no cost for resupply. This was mentioned 

by a number of primary suppliers during the field trip t6 the 

Northeast. 



APPENDIX F 

New Pill Acceptors and New Acceptors of All Other 

Methods by Thousand 1975 - 1st Quarter 1979 

Pill Acceptors 
,,,,,, All Other Acceptors 





APPENDIX H 

IMPACT OF REDUCED POPULATION ON PER CAPITA GNP 1970 - 1978 

GNP (Millions of B a h t )  134 ,439 441,950 

Number of P o p u l a t i o n  
( i n  t h o u s a n d s )  w i t h o u t  FP 36,370 45,185 

% A c t u a l  Growth R a t e  
P e r  Year 

Number of P o p u l a t i o n  
( I n  t h o u s a n d s )  w i t h  FP 36,370 44,278 

P e r  C a p i t a  GNP at 2.5% 160.75%: 
C o n s t a n t  Growth Rate 3 , 7 5 1  9 ,781 20.09% 

P e r  C a p i t a  GNP 
( A c t u a l  Growth w i t h  FP) 3 , 7 5 1  9 ,981 166.08%: 

3 , 7 5 1  9 ,981  20.76% 

a T o t a l  increase d u r i n g  1970-78 is  160.75% 

b ] w i t h o u t  FPP 
Average  increase d u r i n g  1970-78 is  , 20.09% 

C 
T o t a l  increase d u r i n g  1970-78 is  106.08% 

] w i t h  FPP 
Average  increase d u r i n g  1970-78 is  20.769 

The d i f f e r e n c e  of p e r  c a p i t a  income b y  t h e  e n d  of 1978 be- 
tween F.P.P. a n d  w i t h o u t  is  2.04%. 



APPENDIX I 

P e r c e n t  o f  Women* i n  Tha i land  w i t h  S p e c i f i c  Knowledge 
o f  Con t r acep t ive s  by Type o f  Knowledge 

Knowledge N o t  Ever Heard o f  With 
Method -- Prompted o r  Without Reminder 

PILL 

I U D  

FEMALE 
STERILIZATION 45 6 1. 

MALE STERILIZATION 24 36 72 87 

INJECTION - 

* 
1975 C u r r e n t l y  mar r ied  women, 15-44 
1978/79 e v e r  mar r ied  women, 15-49. 

+ 1975 Source: Survey of F e r t i l i t y  i n  Tha i land  1975. 
1978/79 Source: Tha i land  Con t r acep t ive  Preva lence  Survey. 



APPENDIX J 

N.F.P.P. 

Training Activities 1977 - 1981 

Type of Funding 
Trainees Agency 

Number of 
Trainees Year/s Cost (US$) 

1977 18,000 Regional Task UNFPA 
Force Tainers 

Service Level UNFPA/UNICEF 
Personnel 

Nurse Midwives USAID/FH . Div. 
IUD Insertion UNFPA/FH.Div. 

Aux. Midwives Pathfinder 
IUD Insertion UNFPA 

Refresher Course 
Aux. Midwives UNFPA 

- UNFPA 

Pre-Service Trng. 
Nurse Midwives UNFPA 

Aux. Midwives 
Students in F.P. RTG 

Nurse Assistants RTG 

Workshop Staff 
FHD UNFPA 

Workshop Trng. 
Staff FI & D UNFPA 

Workshop on Org. 
Dev. for Improve- 
ment of Community UNFPA 
Based Trng. Prog. 

TOT Tambon Drs. 
and TBAs USAID 



Type of 
Trainees 

Funding 
Agency 

Number of 
Trainees Cost (US$) 

131,600 TOT Aux.Midwives 
TBA Training 

USAID 

TBA Training USAID 

USAID Tambon Doctors 

Jr. Sanitarians 
Field Workers UNFPA 

Personnel Outside 
MOPH UNFPA 

Field Workers Bangkok 
Metropolitan UNFPA 

Mobile Hilltribes 
Welfare USAID 

Self-Help Land 
Settlement Workers USAID 

USAID/UNFPA 

UNFPA 

Border Patrol Police 

Military Male Nurses 

Govt. Enterprise & 
Private Clinic Nurses UNFPA 

Group Leaders 
Refugee Camps RTG 

Paramedics 
Refugee Camps RTG 

Housewives 
Refugee Camps RTG 

International Trng. 
in FP. Admin. RTG 

Personnel Outside 
MOPH - Yala Prov. UNFPA 

UNFPA Sea Tribes 

Prov. Chief of 
Agri. Officers UNFPA 



Number of 
Trainees 

80 

Type of 
Trainees - 

Regional & Prov. 
Educ. Supervisors 

Factory Medical 
Doctors 

Factory Managers 

Factory & Industrial 
Nurses 

Factory & Industrial 
Workers 

Home Economics 
Community Dev. 
Workers 

M. OS in Bangkok 
Metropolitan 

Nurses Bangkok 
Metropolitan 

Social Workers 
Bkk Metropolitan 

Refresher Course 
Field Workers 
Bkk Metropolitan 

Seminar on Integra- 
tion of FP. into 
other Health Progs. 

Providers 

Acceptors 

Funding 
Agency 

UNFPA 

UNFPA 

UNFPA 

UNFPA 

UNFPA 

UNFPA 

UNFPA 

UNFPA 

UNFPA 

UNFPA 

UNFPA 

Cost (US$) 

1,500 

161,000 (Accel 
tors) 

* Not including RTG contribution or training staff salaries 
Yearly average budget $ 526,851.00 
Yearly average number of trainees 15,703.00 
Yearly average number of Provider trainees 7,703.00 
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R!rG 
I N  THE 

APPENDIX K 

Table K-2 

SUPPOIU' OF FlUClILY PLANNING FOR N 1978-1979 
NFPP AND THE PRIMARY HEALTH CARE (IBRD) PROGRAM 

(BAHT) 
FAMILY PLANNING COMPONENTS 

NATIONAL FAMILY PLANNING PTOGRAM PRIMARY HEALTH CARE PROGRAM 
0 FY 1978 E'Y 1979 

Thai Loan 61 Thai Loan & 
G r a n t  G r a n t  

S a l a r i e s  2 ,306,300 2,820,000 

Temporary Wages 1,448,700 1,469,700 

Remuneration 235,000 265,000 

Ordinary Expense 5,200,000 5,604,900 
x 
I 
tu Materia ls  

Equipment 

Land & 
Construction 

S u b s i d i e s  

TOTAL 

DIIU%CT PAYMENT 

GRAND TOTAL 



APPENDIX K 

Table  K - 3  

E x t e r n a l  A s s i s t a n c e  
for Two Three-Year P e r i o d s  

1976-1981 by Source  
( $ 0 0 0 ' ~ )  

Source  1976-1978* 1979-1981** I n c r e a s e  (8 )  

B i l a t e r a l  9 ,500  13 ,900  +146 

Other 

T o t a l  

* 
P o s s i b l y  s l i g h t l y  underest imated.  

** 
Est imate  
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APPEI~DIX K 

TABLE K-5 

External Assistance (Estimate) 
In Population/Family Planning 
To,Public.and Private Sector 

By Source 
1979 - 1981 
(US$ 000's) 

Public Private Total 
Source No . % No. % T o .  8 

Bilateral 13,650 98.0 250 2.0 13,900 100 

Multilateral 11,700 90.0 1,300 10.0 13,000 100 

Other 812 

Total 21,186 - 62.0 7,870 - 38.0 34,032 - 100 



APPENDIX K 
FIGURE K-6 

Percent of External Assistance 
(Estimate) in Population/Family planning to Public and 

Private Sector by Source (1979-1981) 

Bilat era1 Multilateral Other 

Private 

Total 



AID-Funded Components 

vsc services1 

Commodities 
Ora l  ~ o n t r a c e p t i w s '  
Family Planning Kits 
Mobile Uni ts  

Local   raini in^ 
Research 6 Evaluat ion 

IECC 1nprovement2 

P a r t i c i p a n t s  

Other  

A I D  TUl'ALS 

A l l  Financing by Sources 
Royal Thai  Government"' 
UNFPA 
Intermediary  Agencies 
A 1  D 

GRAND TWPAIS 

APPENDIX K 

Table K-7 

THAILAXD HATIONEL FAMILY PLANNING PROGRAM 
Components Financed by A I D  

and 
Contr ibut ions  by RTC, UNFPA, and Intermediary Agencies 

T o t a l s  

1, 500 - 2,387 3,800 4,300 4,200 4,660 21,047 
1,359 - 2,500 1,200 2,500 unk unk 7,559 

80 1 - 1,065 1,226 1,350 unk unk 4,443 

A I D  oral con t racep t ives  w e r e  centra l ly-funded and cek t ra l ly -ob l iga ted ,  FY 1976-1978. 
FY 1979, c o n t r a c e p t i v e s  a r e  b i l a t e ra l ly - funded  and ob l iga ted .  

Does n o t  inc lude  in-kind con t r ibu t ion  es t ima ted  a t  $7,000,000 annually. 

"VSC" - Voluntary S u r g i c a l  Contraception 

"IELC" - Infonnat'ion, Education and Communication 

Beginning 

Revised 11/24/78 
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Source  Grantee 
B i l a t e r a l  

CIDA MOPH 
GTZ PDA/CBFPS 

MOPH 
JAPAN MOPH 
USAID MOPH 

M u l t i l a t e r a l  
IDA MOPH 

Table-8 
E x t e r n a l  Assf stance CEstfnhCe) 

NFPP & R e l a t e d  Program 
By Source ,  Grantee and A c t i v i t y  

(1979 - 1981) 
fuss 0 0 0 ' s )  

UNFPA MOPH 
MOPH 
MOE 
NSO 
Kasetsart U. 
O t h e r  
CBFPS 

O t h e r  
'WW 
E-W C e n t e r  MOPH 
Ford  IPS 

IPS/NESDB 
I O t h e r  

FPIA McCormick 
ASIN 
TN A 

PDA/CBFPS 
HEW MOPH/MOI/NSO 
ICARP O t h e r  

IPAVS McCormick 
PDA/CBFPS 

TAVS 
IFRP TFRP 

MOPH 
IPPF PPAT 
JOICFP PDA/CBFPS 
NCarol ina  NSO 
P a t h f i n d e r  PDA/CBFPS 
PIACT PDA/CBFPS 
Pop C o u n c i l  IPS 

O t h e r  
SBH/UH MOPH 
West inghouse  MOPH 

P o p u l a t i o n  P r o j e c t  (Ora ls )  5,400 
S e r v i c e s  250 
Pop. P r o j e c t  (orals) 1 ,000 
NFPP (Equipment st v e h i c l e s l  450 
NFPP (VSC, orals)  

S u b - t o t a l  

P o p u l a t i o n  P r o j e c t  (DMPA) 1,000 
NFPP (4  p r o j e c t s )  5,200 
T r a i n i n g  Dfvf s20n 1 ,200 
P o p u l a t i o n  E d u c a t i o n  1 ,700 
P r e p a r a t i o n  1980 Census 400 
Pop. ed. i n  a g r i c u l t u r a l  sect. 1 ,000  
~ e l f a r e / F P  of m i n o r i t y  g r o u p s  1 ,200 
VSC m o t i v a t i o n / g e n e r a l  s u p p o r t  1 300 

S u b - t o t a l  

Fami ly  P l a n n i n g  Hea l th IHygiene  700 
P r e p a r a t 2 o n  o f  1980 Census 6 
Doctoral t r a f  n t n g  aborad 100  
P o p u l a t i o n  & Dev. P r o j e c t  5 Q  
Research  50 
S e r v i c e s  7 0  
VSC Pr l ' va te  I n s t i t u t e s  P r o j .  1 ,200  
Mobi le  S e r v i c e s / r e f e r r a l  200 
A d o l e s c e n t  prog&m 
V i t a l  statistics r e g i s t r a t i o n  - 

A p p l i e d  r e s e a r c h  50 

VSC S e r v i c e s  
Mobile VSC services 
General s u p p o r t / s e r v i c e s  
S p e c i a l  r e s e a r c h  program 
DMPA s tud ies  
G e n e r a l  S u p p o r t  
P a r a s i t e  C o n t r o l  
T e c h n i c a l  a s s i s t a n c e  
R e g i o n a l  t r a i n i n g  c e n t e r  
O p e r a t i o n s  r e s e a r c h  
Micro-level s t u d i e s  
Resea rch  ( P u b l i c  & p r i v a t e )  
T r a i n i n g  of nurses,  DHOVs 
CPS s u r v e y  (NIDZI) 1980 30  

S u b t o t a l  
~otal- 



Table  K;-9 

Source  

G r a n t s :  

GTZ 
J apan  
UNFPA 
USAID 

7 Sub- to t a l  
m 

Loans : 

CIDA 
IDA 

S u b - t o t a l  

Comparison of E x t e r n a l  
Assistance (Est imate]  t o  

NFPP By Source: 1976-1978 and 1979-1981 
(-SO00 ' s] 

T o t a l  T o t a l  

TOTAL 

(Precen t )  

1979 - 1981 Breakdown 

Con t r acep t ive s  VSC 

1,000 ( o r a l s )  - 
0 - 
0 - 

1,580 ( o r a l s )  4,550 

5,400 ( o r a l s )  C 

1,000 ( o r a l s )  - 
6,400 - 
8,980 4,550 

(4  5) (23) 

* Suppor t  p rov ided  as p a r t  of World Bank's Popu la t i on  P r o j e c t .  ** T h i s  amount r e p r e s e n t s  58 p e r c e n t  of t h e  to ta l  e s t i m a t e d  
e x t e r n a l  a s s i s t a n c e  for  popula t ion / fami ly  p l a n n i n g  d u r i n g  1979-1981. 

OTHER 

0 

450 
5,200 

670 

6,320 

C 

C 
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Table K-10 

MEETING WITH REPRESENTATIVES OF THE COMMERCIAL SECTOR 

AT THE 

POPULATION AND COMMUNITY DEVELOPMENT ASSOCIATION 

TUESDAY, JULY 17, 1979 

NAME POSITION ORGANIZATION 

TECH IN SALES MANAGER UP JON 

2. W. MACHOLD G.M. ORGANON 

3. A. WEE MANAGER WYETH 

4. BOONCHUB SUPERVISOR 

5. DONALD H. MINKLER CO TEAM LEADER 

WYETH 

EVAULATION TEAM 

6. DEBHANOM MUANGMAN TEAM LEADER I1 

7. YAWARAT PORAPAKHAM MEMBER I1 

8. ORAPIN SINGHADEJ MEMBER I t  

9. VISUTH KANCHANASAK MEMBER n 

10. BRUCE CARLSON APHA CONSULTANT II 

11. PICHET SOONTORNPIPIT DTEC II 

12. SUMONTHA THANYAPON DTEC II 

13. KATE LORIG TEAM MEMBER I1 

14. AROON ANAKRAHANOND BUDGET ANALYST 

15. TIMOTHY ANSCOMB MARKETING MANAGER 

A 16. MARK GRAHAM MANAGING DIRECTOR 

17. MECHAI VIRAVAIDYA CBFPS - DIRECTOR 

BOB 

SCHERING BANGKOK LTD. 

G. D. SEARLE 

CBFPS 
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Tab le  K-12 

SUMMARY 

POPULJiTION PLANNING 

1979 PROJECT AGREEMENT 

P r o j e c t  Component 
VSC S e r v i c e s  

VSC Suppor t  Costs 
Personne 1 Suppoi* 

Costs 

Oral Con t r acep t ive s  

Loca l  T r a i n i n g  

O p e r a t i o n a l  Research 
& E v a l u a t i o n  

Research 
Eva lua t ion  

IECC Improvement 
Campaign i n  Lagging 

P rov inces  

TOTAL 

" I n  Kind" - Cont r acep t ives  

From p r i o r  y e a r  funds.  

USG RTG TOTAL 

1,155,000 2,782,125 3,883,125 

686,616 300,000 986,616 

5 2 2 , 0 0 0 ~  2,120,000 2,642,000 

(176,548) 162,680 162,680 

t o  be  purchased and d e l i v e r e d  by WIDJW. 


