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[. INTRODUCTION



I. INTRODUCTIOM

Scope of Work

The operational phase of the Lampang Health Development Project {LHDP)
has ended. Basic data have been coliected. Much of the information has been
prepared, but few data have been analyzed comprenensively. Project staff have
drafted a monograch that summarizes the project evaluation--how it was designed,
how it evolved, what its purposes were. Even though it is in draft form, the
monograph served as a useful point of departure for a discussion of the project's
current status and the remaining analytical tasks.

The consultant's "Terms of Reference" proved to be most timely and were
closely followed during the consultation. The four tasks specified in the
"Terms of Reference" were:

1. Review the quality and usefulness of individual data sets
from the project.

2. Consider the relative usefulness of and comparability
among data sets.

3. Assist in preparing for further analysis, keeping in
mind the conclusions drawn from points cne and two above.

4. Review and comment on the material that has been written
on the evaluation and offer recommendations on further
efforts in this regard.

Work Plan

The consultancy began with a briefing by Mr. Merrill of AID/Bangkok.
Dr. Maurier, from the Population Project, attended this briefing, which was an
orientation on the Lampang Project in relation to the broader interests of the
Ministry of Public Health.

Following the briefing, the consultant spent eight working days in Lampang
with project staff. Participants 7rom the National Institute of Development
Administration (MIDA) joined the discussion for two of these days.

During the working sessions in Lampang, a draft report was prepared and
discussed with project staff. The report was the basis for a day-long debrief-
ing in Bangkok.



Evaluation

One of the matters considered was the overall framework for evaluating
the project. The conclusions reached during the discussion are summarized
in this section because they provide the contextual background for discussing
the findings and more substantive conclusions.

[t is apparent that three types of evaluation reports are needed. The
first type should be a description of the evaluation process as it evolved at
Lampang. The project rationale, objectives, indicators, data sources, and
methods of analysis would be defined. The document would provide the back-
ground needed to understand the report on the results of the project. It would
also be useful to individuals and agencies concerned with developing evaluation
plans for related projects.

The second type of document would be a report of findings. Much of this
report is devoted to a study of the analytical needs which underlie the prepa-
ration of the monograph. It should be pointed out, however, that the monograph
should offer valuable insights into system performance as well as document
quantitative results. Experience in, for example, recruiting and training vol-
unteers, providing adequate supplies, and gaining the acceptance of wechakorn
is important, even though it does not translate into a quantitative indicator
of success or failure.

The third type cof document would cite the lessons learned about the eval-
uation process itself. Uhereas the first type of report would be descriptive,
the third type would be interpretive. Given the size of the Lampang Health
Development Project, the heavy emphasis on evaluation is unique. Previous
experience in evaluating small, independent pilot projects has been of limited
value. Recommendations on the improvement of the evaluation of similar large
projects in the future would be most helpful. For example, at this time
ministries in a number of countries, including Thailarnd, face demands for re-
search and evaluation which exceed their own capabiiities. Quite naturally,
they are looking to academic institutions for guidance in designing studies,
conducting surveys, and analyzing information. How can such institutions
contribute most productively? The relationship between tie Lampang Project
and HIDA should be scrutinized, because an examination of their association may
provide useful insights into institutional contributions.
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IT. FINDINGS AND CONCLUSICNS

The following sources of information are available for an evaluation of
the project: community survey, nutrition survey, task analysis, cost analysis,
administrative analysis, routine service statistics abstracts, health post
volunteer service statistics, and vital registraticn data. The baseline and
follow-up community surveys are the most useful sources of inTormation because
they were carefully designed and conducted, are comprehensive in scope, and
appear to have yielded data of reasonably high quaiity. Computer processing
of the data set is nearing completion. Extensiv: sets of tabulations from C
and £y were available for review during the consultation. The preparation o}
similar tabulations for C2 and E2 is a routine matter.

Some of the community survey information is of limitad value for other
than descriptive purposes. For example, literacy rates of 70 percent to 80
percent have been observed consistently, but these have no apparent effect on
the project's effectiveness. This bit of information is merely useful in under-
standing background. Of prime importance is the further analysis of selected
jtems of information--preliminary tabulations--important to the evaluation.
Because the tables provide, for the most par®) rudimentary ccunts and percent-
ages, they must te further manipulated to generate the most meaningful indices
and asscciations. In general, the manipulations can be performed manually
using existing tabulations. A set of calculations is presented below to illus-
trate what is needed, to guide further analysis, and to suggest the results that
the analysis is likely to yield.

The task, cost, and administrative analyses are essential elements of the
evaluation, even though they deo not document satisfactorily baseline conditions.
Follow-up surveys present the most complex analytical challenge in the entire
evaluation. It is important that these surveys be conducted carefully and
promotly.

A review of available material indicates that other data sources can be
used to corroborate and complement the results of the studies discussed above.

Evaluation Format

Bearing in mind the types and sources of available data, the basic eval-
uation nlan was reviewed to reaffirm and refine the specific operational and
evaluation indicators. It makes sense to assess the increased availability and
use of services, revised patterns of use and worker performance in accormodating
these patterns, the impact of services on health status and fertility, and the
feasibility of raplication. Preliminary analysis suggests, however, that the
most informative aspects of the evaluation are likely to relate to the volume
and pattern of utilization of specific services by the target pcpulation, which
consists of women and children. The rationale for this conclusion should become
clear as this discussion continues.

-3-



Increased use of services presupposes availability, accessibility, and
acceptability. Because preliminary analysis does indeed indicate increasecd
use, the documentation of this fact and the differential effects on specific
services and providers of interest shculd be central to the overall evaluation.
Table 1 shows the conceptual format proposed for this appraisal.

The service categories listed in Table 1 are broad but do indicate that
different types of curative and preventive care are offered. The categories
have not been broken down further because the community survey classifications
were not precisely the same as those used in the task and cost analyses. For
comparative purposes,the listing in Table 1 is, therefore, the most practical;
finer breakdowns can be shown in analyses of data frem only the community survey.
For example, maternity care can be separated into three categories: ante-natal,
delivery, and postpartum services. When possible {see task analysis), nutrition
services should be identified separately under children's services. futritional
care is not indicated in most of the preliminary tabulations.

The source of care is identified in the columnar headings in Table 1. For
some analyses, the specific provider should also be identified.

The information in the body of the table is a record of the volume of
services in absolute terms and in relation to the target population's need.
Under "Maternity Services," for example, one could 1ist the data needed to deter-
mine the relative load of such care at various levels and the proportion of
pregnant women receiving care. Time and cost measurements should also be recorded
and compared with service load.

Availability, Accessibility, and Acceptability

Although the evaluation will focus principally on usage, the availability,
accessibility, and acceptability of services will also be analyzed. The docu-
mentation of availability, a task which has virtually been completed, is
straightforward. Increases in the number and distribution of facilities and
manpower (by type) are reported. fforts to provide appropriately staffed
facilities which offer specified levels of services to defined populations are
then documented.

Cqually important is the qualitative appraisal of the resource development
process. The solutions to such problems as recruitment, training, supervision,
and supply are of considerable interest anc may bSe useful in understanding the
project's impact and in guiding future efforts in primary health care.

Accessibliity and acceptability are more difficult to assess, but certain
data, including information on cost to the client, distance traveled, and
reason(s) for not using services, as well as the results of patient interviews
on satisfaction with care and reqularity of service use, can be used as indicators.
Again it should be emphasized that attitudinal data are generaliy suspect. The
ultimate indicator of satisfaction is use of services.




Table 1

PROPOSED ANALYSIS FORMAT

Women's Project Non~-
Services Village | Tambol | District | Province| Mcbile |Project
Medical Care
Marernity
Family Planning
Other
Children's Project Non-
Services Village | Tambol | District| Province| Mobile |Eroiect
Medical Care
"Immunization
Child Health
Other
Other Project Pfgq- )
Village | Tambol | District] Provincel Mobile Ject

Medical Care




Among the types of information cited above, cost data have the greatest
potential value for evaluation. Even among the poor, private expenditures on
health care generally exceed public outlays; it is interesting tc observe the
trends in the two types of cost data to evaluate total system costs and the
changing balance of private and public compcnents. Given the limited reli-
ability of data and the substantial variance among relatively small samples,

a cost and expenditure analysis must be undertaken with caution. It is important
enough to merit maximum use cf available information.

Quality of Community Survey Data

The community survey is the principal tool for assessing utilization.
Before considaring utilization, however, the quality of the data should be
examined. QOverali, the findings appear to be reasorable, and the results of
£, and C, anc tne baseline and follow-up surveys are generally compatible.

For the most part, the data appear to be of high quality. There are two excep-
tions, however,

The first exception concerns differences in the sampling procedure used
in the two rounds of the survey. For the baseline survey, households were
stratified zccording to a predetermined number of household members. A
sempling was then taken for each category of household size. For the follow-
up survey, a simple random sample was taken, and certain subsequent tabulations
were run according to household size (identiried in the sample). There were
fewer than 60 percent as many small housenolds (1-3 members) in the follow-up
survey as in the baseline survey. Apparently, the initial estimate of the
distribution of households by size was incorrect. Baseline sample results were
not reportad directly, compounding the probiem. Instead, the results were
axaygerated to reflect estimated conditions in the total population sampled.
Obviously, members of small househclds had been given excessive weight in tae
overall findings, most of which were not broken down by household size.

The second exception concerns the apparently substantial under-reporting
of morbidity, as shown in Table 2. Taking Ey ac an example, the overall illness
rate was reported to be 8.2 percent, but among eligible women, it was 21.3 percent
during the baseline survey. Reported morbidity is expected to be higher among
women, but a more 1ikely explanation for this discrepancy is that women accounted
for the bulk of respondents. They could be expected to recall their own i11-
nesses while overlooking those of other family members.

Under-reporting also is evident when data are broken down by hcusehold size.
Morbidity rates for sinall households were generally more than twice as high as
the morbidity rates for households wi*h more than six members. Evidently,
respondents who were reporting for many family members were less likely to be
aware of their own illnesses than, for example, a wife accounting only for herself,
her nhusband, and her one child.

The bias of household size is especially disconcerting in view of the
excessive weight given to small households in the baseline survey. OQther things
being equal, househoids with high reported morbidity would necessarily produce
a higher overall morbidity rate in the baseline survey than in the follow-up
survey. It is estimated that a more accurate baseline population biow-up by



TLLNESS RATES JURING PRECEDING THO MEEKS

Table 2

Population
ATl E1
G
Eligible Women By
9
Households 1-3
4-6 E!
7+
1-3
4-6 C;
7+
* Follow-up n: E!: 4,168
Cy: 2,948

Percent
Baseline

21.
23.

oo
(Ve (%)} (0] (AN ]
[Yo] w N (e} €W ~4

0

Sources: 3.1.1; 3.1.7; 3.1.8; and 3.19.

~

Percent
Follow-lp

6.4
8.2

16.4
22.4
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household size would have produced a baseline Ey i17.iess rate of 7.9 percent,
0.3 percent lower than the figure actually reportea.

Accuracy in reporting morbidity is a problem that plagues any community
survey, and the present study is obviously no exceptior Morever, reduction
in morbidity is not expected to he a principal criterion of project performance.
Of greater concern is the possibility that bias is introduced in other measures
as a result of the unnecessary blow-up of sample data from the baseline survey.
Of even greater concern 15 the lack of congruence between some of the control
totals in different tables. Finally, some of the tabulations are not prasented
in relation to the appropriate target populations.

It is quite clear that a handful (perhaps 20) of the tabulations already
prepared are essential to the final evaluation. It is advisabie to return to
the original sample data, reconstruct counts and distributicns of verified
accuracy, and relate these counts to appropriate target populations to obtain
the necessary evaluation indicators. Obtaining the counts is a simple matter,
but one which must be pursued carefully and conscientiously. Establishing the
Timited number of ratios and indicators can be a straightforward manual
operation as long as the correct numbers are being inserted in the calculations.

The principal control tctals needed to verify the various distributions and

calculate ratios are listed in Table 3. Illustrative totals from the E; follow-
up sample are included with comments on concerns about existing tabulations.
The need for selected counts according to househcld size should be noted, since
additional cross-tabulations on this basis should be run. It is gquite possible
that several additional tabulations by household size will show that most biases
are unimportant and adjustment between surveys unnecessary.

Utilization Analysis from Community Survey

To illustrate the proposed utilization analysis from community survey data
a series of tables has been prepared from existing tabulations for Ey and CT'
1t should be ciear from the preceding commentary that the results are intended
to be illustrative, not definitive. MNevertheless, they should serve four
purposes.

1. They should represent a concrete portrayal of recommended
action.

2. They should highlight existing tabulaticns that are of
major importance and therefore in need of reconstruction
and careful scrutiny.

3. They should depict ratios that require compatible numer-
ators and denominatcors not always available from existing
tabulations.

4. They should give preliminary indications of the project's
effects, many of which are likely to be borne out in
definitive analysis.



Table 3

CONTROL TOTAL GUIDELINEC

1lustrative Yaiues

Cantrol Count from . Follow-up Tamments
Housahold, Tortal 739

(o8}

Househeolc, 1- 110

Househoid, 2-8 12
Heusenold, 7+ 237
Popuiation, Totail 4,166
Jopulation, 1-3 Households 288
Bopulation, 4-8 Households 2,022
Population, 7+ Housszholds 1,338
Popuiation, Chiliren 182
Bopulation, Females 15-44 353 4digner in 1.3

Population, Femalas 15-44

Ever Married ix tablas, 3814

i
-
'
-
s
W

—

3

Pooulation, Femalas i5-44

low Married 63
11 Persons, Total 284
re v - > - v ”~
[iTness Zpiscdes, Total 37z
I*lness Zpisodes, !-3 Housahnolas NoT Known
Iiiness Zoisodes, 3-6 Fousanoids ot Xnown
I1'ness ZInisoces, 7+ Housenalcs Not <nown
i1 ness Inisocdes, Chiidran Mot Known
T1in3sy Zoisodes, Femaies 13-44 NOt Known
Selivered Jast 2 Yaars 101
Jeliverad dastT Year 3 Age gistribytion

discresancy: 3.2.73,4

Zurvently Fregnant 32
Zongricasting 330 500 in Tapie 3.3.3
Receivers Maternizy Zare: Femalss,

13224 Mow Married Hot Kn

2 O Marrie Q¢ nown

Recaivers Family Planning: “emaies,

13-24 tow arriag Yot Xnown
zcaivers J4ner Sarvigas: Famaiss

13248 13T Lncun
zceivery Immunizazion: Thildrer NGt lnown
Recaivers Thi'd dealin nilgren e {nown
eczivers Jinar Servicas: Ihildren ot {nguwn




Table 4 shcws the proportion of women and children receiving any project
services in a given year. The main difficulty in constructing the table is
that the target population differs by service type. For illness care, all
women aged 1Z-44 are of interest. Maternity and family planning services relate
only t> wom.r married at this time. The reference tabulations were based upon
women aged 15-44, and the numbers in Table 4 are not therefore exactly what is
needed. Similar difficulties were encountered in constructing Tables 5-7.
Children's services do not present this problem, and the percentages listed are
strong evidence of a project's effect on utilization.

Table 5 sub-divides utiiization into the categories outlined in Table 1.
The problem here is the possibility of double counting within service categories.
For example, a woman receiving both ante-natal and post-natal care is counted
twice under "Maternity Service". As a result, the statistics quoted are "services
per 1,000 eligible women." The reference tabulations do not permit analysis of
“percent of eligible women receiving maternity care," "percent of currently
married women receiving ...," or "percent of pregnancies receiving ...." This
shortcoming should be corrected in further tabulations. It would also be useful
to know how many individuals received what combinations of services (e.g.,
maternity and family planning or illness and immunization).

Whereas Table 5 breaks down utilization by category of service, Table 6
presents the information by source of care. Increased utilization, especially
at nearby facilities, during the project period is apparent. The table suggests
that by the time the follow-up survey was taken, approximately three-fourths of
all women and children were using the tambou! health center annually. Again, this
figure is somewhat exaggerated because of the.probiem of double counting.
Additional tabulations should relate people, as well as services, to the various
facilities.

Table 7 complements Tables 5 and 6 in relating category of service to
source of care, using total volume of services as the denominator. The changing
distribution of services depicted at the provincial hospital is of Timited
value because of the small sample size. A more complete picture could be obtained
from records of the hospital itself. Service statistics compiled to date are inade
quate in this regard and should be expanded. Compilations similar to those in
Table 7 could be developed for other service facilities with the same misgivings
about sample size.

Table 8 presents a comprehensive summary of utilization of both project
and non-project secvices. A definite trend away from drug purchases and towards
use of government and other services for medical care is evident. rurthermore,
there is a decided decline in the proportion of home deliveries.

Evidence of Impact from Community Survay

The Lampang Project faces the classic dilemma of watching well documented
service outputs as indirect evidence of impact against much more fragmentary
direct evidence of health and fertility outcome. Other projects lasting no more
than five years have been notoriously unsuccessful in marshalling convincing
evidence o health status or fertility change, and there is no reason to believe
that Lampang will be unique in this regard. HNevertheless, there is an oppor-
tunity to pursue a limited number of different analytical methods.




PROPORTION OF TARGET POPULATION RECEIVING PROJECT SERVICES

Table 4

Service
Women
&

4

Children

Follow-up n

953
658

342
239

Source: Table 4.4,

Percent

Baseline

33.6
42.3

A
42.8

Percent

Follow-up

37.7
40.6

64.6
39.2

Percent
Change

+ 12




Table 5a

SPECIFIC WOMEN'S SERVICES
(By Type of Project Service)

Servicus Per 1,000 Population

Follow-up*

307
173
433
419

163
122
31

Services Per User

Percent fhance

Service Baseline
c
=1
Medical Care 211
Maternity 149
Family Planning 332
Qther 122
G
Medical Care 199
Maternity 144
Family Planning 374
Qther 145
Baseline
£y 1.51
C1 1.38
* Follow-up n: E]: 515
C 547

Source: Table 4.6.

Follow-up*
1.90

1.36

+ 43
+ 16
+ 30
+243

- 18
- 15

- 53

Percent Change

+ 26
-1




Table 5b

SPECIFIC CHILDREN'S SERVICES
(By Type of Project Service)

Services Per 1,000 Population

Service Baseline Follow-up* Percent Change
Ey
Medical Care 204 237 + 16
Immunization 181 462 + 155
Child Health 19 126 + 563
Other 13 415 +3092
%
ieaical Care 120 180 + 38
Immunization 300 347 + 16
Child Health 1 8 + 800
Other 74 109 + 47

Services Per User

Baseline Foliw-up* Percent Change
E.i 1.34 1.92 + 43
C 1.18 1.64 + 39

* Follow-up n: E]: 342
C1: 239

Source: Table 4.7.




Table 6

SPECIFIC SERVICES
{(By Project Source of Service - Ey)

Services Per 1,000 Population

Source Baseline Follow-up*

kiomen
Health Post Volunteer 3 234
Child Nutrition Center 2 4
Tambol Health Center 530 746
District Hospital 15 144
Provincial Hospital 263 184
Mobile Team 0 17

Children
Health Post Volunteer 1 44
Ci.ild Nutrition Center 9 91
Tambol Health Center 287 754
Sistrict Hospital 5 135
Provincial Hospital 110 202
Mobile Team 5 15

* Follow-up n: Women: 515
Children: 342

Source: Tables 4.6 and 4.7,




Table 7
DISTRIBUTION OF PROVINCIAL HOSPITAL SERVICE USE - E]

Percent Percent Percent
Service Baseline Follow=-up Change
Homen
Medical Care 29.2 47 .4 + 62
Maternity 38.7 38.9 + ]
Family Planning 22.6 7.4 - 67
Other 9.5 __6.3 - 34
Total ;22&9 ;ggg%
Children
Medical Care 66.7 21.7 - 67
Immunization 23.2 69.6 + 200
Child Health 5.8 7.2 + 24
Other 4.2 1.4 - 67

Total 100.90 100.0

* Follow-up n: Momen's Services: 95
Children's Services: 69

Source: Tables 4.6 and 4.7.




Table 8
SOURCE (OF SELECTED SERVICES - E1

Source: Tables 3.1.13; 3.2.4; 3.2.7; 3.2.10; and 3.3.3.

Percent Percent Percent

Service Follow-up n Baseline Follow-up Change
Medical Care 272

Gov zrnment 25.1 32.7 + 30

Own Medical 50.5 36.0 - 29

Other 24.4 31.2 + 28
Ante-natal 101

Recipients 5%.7 70.3 + 20

Government Services 95.0 93.0 - 2
Delivery 101

Home 63.3 43.6 - 31

Physician 101 9.1 5.0 - 45

Nurse 19.¢ 18.8 - 6

Midwife 15.9 30.7 + 93

TBA 38.6 33.7 - 13

Other 16.5 11.9 - 28
Family Planning 3190

Government 88.4 92.7 + 5




Sampling in the community survey was inadequate to produce meaningful
measures of morixiity or fertility. Vital registration data should be examined.
Under-reporting is < <erious problem and the attribution of a recorded change
to the oroject will be citficult.

Morbidity data have already been presented with due caution in Table 2.
In spite of the apparent biases, there is some evidence of morbidity reduction
in Ey. After further investigation and adjustment for bias, morbidity rates
shou%d be re-calculated and compared.

Table 9 summarizes community survey results on environmen~11 conditions,
which are both indirect indicators of health improvement and more direct measures
of quality of life. The results provide impressive acrcss-the-board evidence of
improvement in E; in comparison to Cy. Analysis following the format of Table ©
deserves elaboration in the final evaluation.

From several existing tabulations one can obtain information about marital
status, contraception, and births by age. 4hile the numbers of birthas (38 in the
E] follow-up sample and 36 in the survey C;) are too sma:il to provide definitive
avidence of fertility change, an appropria%e composite of information can be
informative.

The tabulations are unsatisfactory because "ever-married" women are inappro-
priately used as denominaters to calculate rates, and there are obvious numerator
errors. In the two tables that recorded 38 births during the past year, for
example, one table attributed six births to women aged 15-24, the other assigned
21 births to this age group. Despite the numerical errors, tne data have been
used to construct Table 10 %o illustrate the analytical format that could be used
after correcticns have been made. The illustrative results suggest a general trend
toward lTater marriage, a substantially increased use of contracention among young
married women in £,, and a decline in the birth rate. Calculation of births per
1,000 non-contraceéting married women is useful in that it shows little change
over time. Thus, reduced fertility is largely concentrated in contracepting women.
This is an indication of the effeactiveness of contraception, and suggests that
contraception use rates are satisfactory proxy measures of fertility impact in the
absence of more definitive data on birta.

Task and Cost Analyses

Basic tabulations prepared for a task and cost analysis in I, and Cy confimm
the value of the information and point cleariy to future directions for analysis.
Observations of time allocations are avaiiable by worker category and location
according to direct service functions, supporting service, fisld activities, and
non-productive time. Preliminary baseline data were collected in Ey in 1975, and
two follow-up studies were made in early 1973 and mid-1972. QOne baseline survey
and one foliow-up study weres done in €. Other tabulations related to numbers of
service contacts by type, costs, and characteristics and attitudes of clients.

The validity and comparability of baseline task data have been questicned
for some time. The two foliow-up studies in Ey were both done after project
services had been in place for some time. A preliminary review suggests that the



Table 9
HOUSEHOLD ENVIRONMENTAL COMDITIONS

Parcent Percent Percent
Condition Baseline Follow-up* Change
Orink Yater From Well E] g7.8 97.9 + 0
C] 79.6 73.9 - 11
Well Covered E1 10.7 17.3 + 62
C1 21.9 23.7 + 8
Water Improved E1 10.5 13.6 + 30
C] 8.7 5.7 - 34
Waste Yater Disposal E] 38.1 49.3 + 29
C1 33.7 34.9 + 4
Excreta Disposal E] 43.6 55.9 + 28
C 49.8 62.1 + 25

* Follow-up n: Ey: 759

1

C]: 530

Source: Tables 2.4, 2.6, 2.8, and 2.8.




Table 10

FERTILITY ASSESSMENT

Percent

Currently Married

Percent Currently Married

and Cointracepting

Number FU Percent
ge Homen B FU_ Change
1

15-24 537 29.4 23.3 - 21

25-44 416 86.1 81.7 - 5

Total 953 56.4 48.8 - 13
3

15-44 296 39.1 26.0 - 34

25-44 362 86.5 83.4 - 2

Total 658 63.0 67.6 - 9
ource: Tables 1.1; 1.4; 3.2.15; and 3.3.2.

40.4
60.2

54.8

38.6
55.7

50.5

Percent
FU Change
57.6 + 43
67.1 U+ 1
D
64.5 5!2‘ + 18
<
Q
41.6 wem + §
o})
67.9 " + 22
(0]
62.5 (T) + 24
O
O
<<

Births Per 1,000 Population

Currently Married

238
112

146

208
103

134

FU

a—n

48
94

82

169
76

95

Percent

Change

Currently Married
and Non-contracepti

Perce
B Fu Chang

399 113 - 7
281 286 +
324 230 - 2
338 289 -1
232 737 +
271 254 -



findings reveal essentiaily similar activity patterns. The period of observation
was brief: 10 days in the first follow-up and five davs in the second. Given
foregoing considerations, little reliance should be placed on baseline infor-
mation and data from the two follow-up studies should be combined. The decision
to combine E; and E, task data will depend on the preparation and analysis of

Eo findings. The task analyses will depict activity patterns and cost implica-
tions under project conditions. The findings can then be viewed against service
use patterns derived from the follow-up community survey and compared to baseline
conditions found in that survey. Table 11 illustrates the types of activity
patterns that can be discerned from task analysis tabulations.

Costs for capital, maintenance, expendables, and salaries have been
established at selected points. These costs have been allocated among service

functions, and a variety of unit cost estimates have been calcuiated. The result-
ing tables are useful but further work along three lines is needed.

One, costs per unit of service have been determined on the basis of the
service contacts made during the brief observation period. Since cost data have
been derived on an annual basis, service patterns representative of annual
activity should be used. Information from the community survey, service statis-
tics abstracts, and health post volunteer reports may be useful.

Two, it must be recognized that changing unit costs over time are due to
inflation and changes in staffing, as well as to changing patterns of utiliza-
tion and activity. To separate out the latter effect, it is necessary to
analyze changing workloads against a standardized cost structure. The procedure
is analogous to the standardization for age in comparing mortality rates.

Three, the task and cost data could orovide useful insights into important
policy questicns, as well as reveal information on current status. For example,
what if further utilization of specified services were induced at the periphery?
Would this stretch the capacity of facilities at that level? Uhat are staffing
and cost implications?

These three concerns illustrate the importance of giving prompt attention
to the following actions in anticipation of further analyvsis. A detailed written
description of the methodology and assumptions used in the current cost analysis
snould be prepared. It is crucial to the interpretaticon of findings. In addi-
tion, a worksheet showing the basic cost data used in the analysis should be
developed. The data could then be used in other ways to address the concerns
expressed above. Finally, the variocus sources ‘¢f service statistics should be
combined to obtain a meaningful composite pattern for cost analysis.

Administrative Analysis

Survey questionnaires have been designed and used to gather data from
wechakorn, health post volunteers, and communicators to identify job attitudes,
interpersonal relationships, and administrative practices. A preliminary analysis
reveals an encouraging level of job satisfaction, especially among wechakorn,
but a perceived need for improved competence through additional training. Rela-
tionships among and between wechakorn, nealth post volunteers. and health communi-
cators appear to be good. Associations between these groups and the more tradi-
tional elements of the health care system are not as firm, however.




TLLUSTRATIVE SUMMARIES FROM TASK AMALYSIS

Percent of Time Devoted to all Activities by Facility Typse

Direct Services Support Services Field Work Non-Productive Minutes Obs
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District Hospital 15 25 3 57 109, 20(
HC 15 34 4 47 113,400
MuC 12 45 9 34 21 ,00(
HC 24 27 7 42 12,60(
MuC 32 42 2 24 4,200
rcent ¢f Direct Service Time by Service Function
Medical Care McH Family Dlanning Other Ainutes 0Obs
District Hospital 75 13 3 4 16,536
HC 45 17 3 30 16,459
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HC 58 11 24 7 2,951
MLC 77 11 11 i 1,354
erage Number of Minutes per Service
Medical Care MCH Family Planning QOther
District Hospital 25 36 8 12
13 18 6 19
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At this time, the overall analysis is undergoing additional review, inter-
pretation, and refinement. The final report should be completed by early August.

Other Data Sources

Information from other project data sources tends to be less detailed and
less subject to quality control. It should be used to corroborate and complement
the data sources cited above, but it should not (and cannot) serve as a primary
basis for evaluation.

Information on child nutrition status has already been compiled. There
has been little change over time. For purposes of evaluation, therefore,
further documentation of nutritional impact is unnecessary. Wnat is needed is
reflection on project experience to acquire insights into future prospects for
?ore effective nutrition surveillance in projects intended to cover large popu-

ations.

Province-wide vital registration data should be reviewed for general trends
and unique features. Because such a2 review is 1ikely to be of little benefit,
however, it should not be a high priority.

Gross summaries of service statistics are solid evidence of increased
service coverage at locations close to the community. The use of the provincial
nospital by E; residents appears to have remained fairly constant, while use by
Cy residents }ncreased during the project years. These statistics can be help-
ful in confirming on a broad population base what community survey and task
analysis data reveal in more detail on a limited sample. The service statistics
are, unfortunately, gross. There is fragmentary evidence that certain forms of
care have moved from the provincial hospital to more local sources in £,. It
would be useful to know more ibout changes in the form and severity of 111nesses
treated at various sites. More information on the other service categories
listed in Table 1 would also be helpful. In short, a closer look at service
statistics on a sample basis would be useful to the extent feasible,

Health post voiunteers' monthly service reports provide a wealth of infor-
mation wnich, unfortunately, has not been tested adequately for completeness and
accuracy. Hevertheless, the reports are useful in reviewing service mix, varia-
tion among volunteers at a point in time, and trends over time. Since the reports
are already monitored routinely by project staff, a more analytical appraisal of
existing documents and recommendations for continued monitoring under ministry
auspices are needed. Since the reports are in Thai, this reviewer is unable to
offer more specific recommendations.




Timetable

A review of the current status of project evaluation and future analytical
needs gave special attention to the community survey and task and cost analyses.
Specific action on these studies that should be taken irmediately and completed
by September 1 are summarized below.

A. Community Survey

1. Resolve questions which existing tabulations raised.

a. Correct or account for discrepancies in
counts recorded in different tables.

b. Calculate appropriate control totals for
analysis.

¢. Check for possible errors in computer
programming.

2. Specify the additional tabulations needed.

3. Run all necessary tabulations for £y, Cy, EZ’ and C,.

4. From the complete set of verified tabulations, compute
and compare rates as appropriate.

B. Task and Cost Analyses

1. Further review existing tabies on Ey and C] for
accuracy.

2. Run corresponding tables on EZ'

3. Conduct statistical analyses to interpret changes and
to establish the legitimacy of combining results.

4, Describe the methodoclogy and assumptions used in the
analysis, especially with regard to cost calculations.

5. Prepare a worksheet of basic cost data for further
analysis.

6. Review the various sources of service statistics to
derive composite representative measures for use with
cost data.



ITII. RECOMMENDATIONS




RECOMMENDATIONS

The analysis should proceed with three types of documents in mind.
These are:

a. Background description of the evolution of the
evaluation process at Lampang.

b. Report of evaluation results, conclusions, and
recormendations.

c. Appraisal of evaluation pracedures for appli-
cation elsewhere.

Having identified the tabulations of special evaluative interest,
questions of data accuracy should be resolved, and a revised run and
any additional necessary tabulations should be made. The implications
of different household size distributions should be examined and
necessary adjustments made.

The tabulations for task analysis should be completed and reviewed for
similarities and differences in activity patterns to establish the appro-
‘priate number of unique patterns to be used in further analyses.

The available sources of service statistics should be compared so that
they can be expanded in greater detail as necessary and synthesized
appropriately to obtain representative data for use in cost analyses.

Cost worksheets should be prepared for use with the activity and
service data derived from Steps 3 and 4 above.

Descriptions of the methodology and assumptions employed should be
prepared.

Duplicate sets of basic data (on *tape if possible) should be prepared
for reasons of security and to facilitate multiple analyses.

Additional consultation on evaluation should be planned for 1980, when

the concrete results from the foregoing steps should be available for
review and interpretation.
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ITIMERARY AND CONTACTS

June 15 - Eangkok
Briefing

Henry Merrill, AID/Thailand
Michael Maurier, World Bank Population Project

June 17 - Travel to Lampang

Horking Sessions

Pien Chiowanich, Lampang Project

John Rogosch, Lampang Project

Ronald Wilson, Lampang Project
June 18-20, 23 - Lampang

Working Sessions

Pien Chiowanich

John Rogosch

Ronald Wilson
June 24-24 - Lampang

Working Sessions

Pien Chiowanich

John Rogosch

Ronald Wilson

Titaya Suvanajata, NIDA
Prachoom Suwattee, NIDA
Anumongkol Sirivedhin, NIDA
Nikorn Wattanpanom, NIDA

June 26 - Travel to Chieng Mai-Bangkok
Discussion
Pien Chiowanich
John Rogosch

Ronald Wilson
Somboon Vacharotai



June 27 - Bangkok

Discussion

Natth Bhamarapravati, Mahidol University
Debriefing

Pien Chiowanich

John Rogosch

Ronald Wilson

Michael Maurier

Henry Merriil

David QOot, AID/Thailand

Debhanom Muangman, Mahidol University





