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From 19714 t o  3981 the Ministry sf Public Hezim img lmentd  the empang Health 
Oevelapnent Project, a seven year e f k v t  t o  pf oneer and research maw approae=hes far 
integrating and expanding medical and health service cavewe and for sareatiiing 
v i  1 lage-based primary health care services . During th is period. I fol l m d  cl @%ely 

the reorganization of  the provincial health a&inistration, the i n t a r a t i o n  of 
d ' c a l  and health services, and the creat-lsn o f  the Depar 

i n  the Lapang Provincial Hospital with i t s  outread prwrw i n  wra3 heal th  a d  
medical care delivery, The major t iwuat of tibe hetalm a n  
involved the training o f  three types o f  governasat beadth wrkem W sew@ as 

wechakorn paraphysicians i n  a1 1 subdistr ict health1 centen and distaSct haspi tds, 
the training o f  thousands o f  w i l  lagers to sews as h a l e  vslunmrs and  real^ 

caunicators, and the t r a i n i v  o f  hundreds o f  tradiiditicnal birUl at>aodants. The 
effort included the organization and or ien ta t j~m af  ~ i l l ~ e  R - l ~  e St*=, and 
stimulating contributions by the private sector and by the c 
Beyond the increased derssad f o r  health services With mug-, I also need w i t h  

great interest evidence o f  villagde-bas4 heaT$JUh a c t i v i t i a  rupmrtd by vf llilagem 
i n  many localit ies: jwmv 
tenance of  handwps f o r  t h e  newly Sapmvd and c w e d  wells, nutrOOi6)1~al SUP- 

veillance, Pamily planning supply distributim, a a  so m. The fwus 06 the Lmparwqg 
Project war p r i m r i  l y  on the d is t r f  ct, rubdf strict ancd village learels. 

I n  11977 and 1978 the Ministry o f  h b b i c  h a ?  d upon the pemmne8 and 

experience of the Larapang Project t o  help plan and cdvact two ni~tional primw 
healOh care seminars. I n  March, 1979, the Cabiaret a9 the b y a l  Thai &WE 

appmvd prirnarry health care as a FIallional M a l a  kve16, t Policy. The R i n i s t v  
d m  hieavi3y f the Lmgaq Prsjeect again 4n 1879 a& S t  planlllilecB ri* itbe W and 
UNICEF a b i ~ e g i m a l  p~imm OsealU cam m r k s h ~ ,  w i t h  p r t * c l ~ t i o n  by nfw C G U I W ~ ~ ~ ~  

of the south East Asia and Uestem Pacif ic regions. The first mhsih;aisitai was a=aWrcolici;;d~red 
i a  1980, and we are currently planning w i t h  Urn) and UNICEF for the rext bZrqlimal 

shop. The aim of these aatioml and inter-regional acticrtles i s  t c  rapidly 

b e d  back ta planners a M  Sea la  l a d e n  tahe f ie ld ~rrxi&aatsii e sat i s ;  ac 
ng and i n  similar efforts. Owe @ I t ,  a t  the Thai natimaO Ierelfi, w"o 

awtim of' primw DPaIfh care p ~ r m  ~ m p 1 ~ ~ t a t d o m  as a high griormty i n  t h ~  

t Plan, 



ax 
s imi lar  approaches f o r  nationwide coverage. I n  a s im i la r  manner, the Lmpang 

experience may be useful t o  others and t h i s  i s  one o f  the major aims of the 

docurrilentaky series that  i s  presented herewith. 

I wish t o  take this opportunity t o  express my grat i tbde and thanks t o  a11 
i ns t i tu t ions  and agencies i n  Thailand and abroad that  have contributed t o  the 
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longstanding support: the Chiang Mai University which provided two senior profes- 

sionals t o  the Project who served as Chiefs o f  the Project's Div is ion o f  Persoilanel 

Development and Division o f  Research and Evaluation, and the idational I n s t i t u t e  o f  

Developent Administration which played a key r o l e  i n  the research and evaluation 

e f fo r t  . Speci a1 acknowledgement and appreciation i s expressed f o r  the cont r i  bu- 
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As Thailand enters the 198O9s, the greatest aim of the Min is t ry  o f  Publac 

Health i s  t o  extend basic health services and t o  achieve health f o r  a l l  Thai 
cit izens, i f  possible, by the tu rn  of the century. The success o f  t h i s  e f f o r t  

will depend on t k ~ e e  major factors: the se~fousneso and csmnitment o f  the Royal 

Thai Goverrment i n  implementing i t s  new Heal th Developent Pol icy, the serisusersess 

o f  health rmrkers a t  a l l  levels i n  serving those i n  need, and the a b i l i t y  and 
will ingness o f  health workers t o  teach and guide v i l lagers  i n  matters o f  health 

and development, helping them t o  help tRemse;vss. Through continued e f f o r t  and 
collaboration, l i k e  that  o f  the Lampang Health De~elopnent Project, we have good 

reason t o  be optimistic. 

Hay, 1981 

Hinistes o f  Public Health 
Royal Thai Govermmt 



~ PREFACE 

The Lampang Health Development Project, o r i g i na l l y  ca l led the "DEIDSIThai land 
Project" t o  s i  ngnify the development and evaluation o f  an i n t q r a t e d  health care 

del ivery system, was conceptualized, planned, implemented and evaluated by the 

H i  n i s t r y  of Pub1 i c Meal th, Royal Thai Government, through shared comnihnent and 
co l  leaguial col laborat ion w i th  the University o f  Hawaii and the American Publjc C 

Health Association. 

Health professionals and leaders from these ins t i t u t i ons  recognized that  a 

conventional approaches t o  health care del ivery were not  reaching those most i n  

need -- underserved ru ra l  v i l l agers  who comprised the major i ty  o f  the population, 

Further, new approaches had t o  be conceptualized and tested i n  the context of 
(I 

Thailand's health care system i f  basic health services were t o  become avai lable 

1 t o  and u t i l i z e d  by r u ra l  v i l lagers.  

Project planners hypsthesi zed tha t  basic health services could be del ivesed 
more cost-effect ively i f  integrated; t ha t  the demand f o r  medical case services 

could be' met, t o  a great extent, by upgrading ex is t ing health personnel t o  be 
c l i n i c a l  l y  competent paraphysicians; and tha t  the need f o r  health prerrao"lion and 

disease prevention services c r~u ld  be more broadly and e f fec t i ve l y  extended thmslgh 
comnuni t y  part ic ipat ion.  This par t ic ipat ion could be achieved by t ra tn ing 

health volunteers -- health post volunteers, t rad i t i ona l  b i r t h  attendants and v i l  lase 
health conmunicators as we1 1 as involving the pr ivate sector. Sme .elements of 
these approaches had been implemented i n  Thailand on a small (d is t r i s t - leve l )  scale 
i n  ea r l i e r  projects, but they had not been adequstely evaluated. The Minis t ry  o f  
Public Health, already committed t o  the concept o f  in tegrat ion o f  health p 
disease prevention and medical case services, was ready t o  embark cm a major e f fo r t  

4 

t o  t e s t  t h i s  approach, and t o  f i n d  ways t o  broadly extend integrated basic health 

services t o  a l l  r u ra l  v i l l agers  i n  Thailand. 

Lampang Province i n  northern Thailand (see Figures f and 2) was selected as 
* 

the project  area because i t  had a population o f  over h a l f  a m i l l i o n  people, fair 
canmrni ca t i  ons , moderate econani c status, minimal secur i ty  and insrjrrge~:sy pmblms, 
and the endorsement o f  provincial  authori t ies. While the overa l l  and longterm goal 
o f  the Project was t o  improve the health status of the r u r a l  population of Lammr 
the spec i f ic  objectives of the Project were: 



(1) t o  expand health care coverage t o . a t  least  two-thirds od the mral 
population, pa r t i cu la r l y  women i n  t h e i r  ch i l d -ka r ing  years and po"e~ach001. 
age children, w i th  an emphasis an family planning, nu t r i t i on  and other 

maternal and ch i l d  health services; 

(2) t o  establish an integrated provincie1- health care services delivery 
system with the capacity t o  extend integrated medical, health p ~ l n o t i o n  

and disease prevention seryi-ces t o  every subd is t r i c t  health center, and 

to  establish simple medical care, health promotion and disease pwventton 

services i n  every v i l l age  through camunity par t i c ipa t ion  and pr ivate 

sector involvement; and, 

(3) t o  establ i sh  an integrated provincial bed th  care services delivery systm 
that i s  more cost-effective, meaning lower cost per service untt, the key 

features of  which could be rep1 icated natbnwide w i th in  the l %mi tationr cab 
resources avai lable t o  the Royal Thai Government. 

Given these sbjectives, Project planners and ~ s ~ n n e l  develop& a number af 
innovations and modifications o f  the ex is t ing health system which consti tuted the 

key features o f  the Project, as viewed i n  Figure 3 and as s u m a r i z d  below. 

(1) Reorqanization and Strengthening sf the Provincial Health Sewice ksnidra- 
structure by: 

- I;. ,egra%ing the curative, disease prevention, and heal eBa pmlmtion 

services by coordinating and administering them under r f n g k  proviarsial 
health administration; 

- Establ jshing a Department of Cornunity Health wlthinr the Pmviwcigl 
Hospi ta l  , and 

- Improving management and supervisory practices, i n  par t  by deweloping 

a pract ical  management in fomat ion  system; 

(2) Develoment o f  Cornunity H H P a r a p h y s i c i a n s _ ( W e c h a k Q m )  from exist ing 
health service persofinel t o  be deployed t o  every district hospital and 
subdistr ic t  health center; 

(3) Development of  Cornunity Wealth Volunteers jn every vi l laqe, including 
t ra in ing of a viFlage health volunteer (health post volunteer) in ewgw 
v i l  Iage, t ra in ing of  t rad i t iona l  b i r t h  attendants i n  every village where 

qual i f ied candidates could be identif ied, and training o f  v3llage health 

comunicators f o r  every 10-1 5 households i n  every w i  l lage; and, 



i we level , and 

by el icit ing the  interest and support o f  othgr pr ivate sector groups. 

The Ministry of Public Health (and other agencies o f  the Royal Thai Mve 
gan planning nationwide programs tha t  would carry these, approaches and key 

atures, as modified, t o  the whole o f  the countoy during imp1 ntat ion o f  the 

177-1981 and 1982-1986 National Ecanmic and Social krelopaent Plans. 

Several notable characteristics o f  Project developent, planning and implaen- 

t i on  had a bearing on the progreqs of the Project and on the accepQnce of i t s  .. 
proaches and key features: 

* The Lmpang Health Developr~ent Project was v i  tihe bqielasisrwg 

as a Thai project: Project planners, Project and Pmject @ 

leaders and deci s i  on-makers were predmi nantly Thai . 
* The Project was established and d i r e c t 4  by the Thai Ministry a f  Public 

Weal tk, the o f f i c i a l  RTG authority that wwld  be apespnsible dois nation-* 

wide impli-ntatim i f  the appmaches and key features were found t s  
be worthy s f  'rep8 icationu. 

* Project and Ministry leaders deveIo@ and aaaaineairad a broad base of 
involvement of  Ministry o f  Pub1 ic  Health lpers~nnel and other Royal Thai 
Goverment o f f i c i a l s  i n  a1 1 phases o f  Project developent, planning. 
imp1 mentation, and evalusti on. 

* The Project maintained a cont-inaring dialogue orn Project agpmaeh~ and 
progress w i - t h  both Thai and intematSo~la1 heal ah agencies by pmvSding 
Project infomation thraugh peprl'odic progress remrts, okgawizjng arenaral 
reviews and by conductirag special workshops and sceasinasro doer mviw andl 
rpf i nement o f  Project apgmaches arod key fa turns .  - 

* Project abin is t rat ive,  managerial, and technical assistance f 

University of  Hawaii and She hero'can Pub1 i c  biea'9 tb Associatr'm was Q 

characterized by a s p i r i t  o f  nrutua8im, a shard c t, and a 

col l eaguial co9 labora ti om. Technical assistance was mt l isi ted to 
one i n s t l  tution, but inwolv& a n d @ r  of inbnnat ional  o ~ a n i z a t i m s ,  
U.S. and Thai instiituta'ows and agencies, Pmject Bigaden mc-~ l i zd  

(L 

that the Pmject was dealing wi th a UIIP~WQTII"%BI pMlm of  h a  ta  achiiwe 

"health f o r  allm, and that  t h i s  problm was best approadd throqh 

and 1 eamiirpg tqether. 



?hi s Laurnpang Health D e v e i o ~ ~ e n t  Project Documentary Series serves to  cmPren 
hensively docment t h e  planning, implmentat isn and evaluation processes, and to 
present the major f indings aad e~alapatljoifll resu l ts  o f  this seven-year e f for t ,  

Volume I sumari  zes the Project" approaches and key features, ewaluatioa and 

research Findings, conclusions and rec endatisno. Volme H I  i s  smprised af  s ix  

monographs which describe i n  de ta i l  the developnoent and functioning o f  the Project's 
major approaches and cmponents. Volume B H I  i s  cmprised o f  s i x  monographs nn 

evaluation findings , and discusses the Project resul ts ,  conclusisns and rec 
tions, based on the broad array o f  survey data, service s t a t i s t i c s  and other 

operational data tha t  have been col lected and analyzed, Wolme IV presents "ee 
English language translat ions o f  Thai language materials used i n  developing and 

supporting cornunity health volunteers -- health post woiunteero, heal th c 

tors, and t rad i t iona l  b i r t h  attendants. Final ly,  VoRumes k" and FlrI cmpwrise English 
1 anguage translat ions of the twenty-four Thai l arr~lgglrage t r a i  vain9 modules used i n  

the developent ~f wechakosn, c unity health paraphysicians, 

I t  i s  the sincere wish o f  Min is t ry  of Publie Health and Lampang Project 

leaders, and s f  the authors, contributors, and ediltloso af the barnpang Health 

Oevel crpnnent Project Documentary Series, tha t  read~ewls o f  these materials n'il I dii nd 
the lessons learned and experience gained i n  limpan9 orscefu'li i n  their wra war&. 

Dr. Prakorb Buchi nda 
Under-Secretary o f  State 
for Pub1 i c  Health 

Min is t ry  s f  Public Health 

1 July 1981 

De, Pi rote Wi ngsaworlda 
Deputy Under-Secreta~p o f  

State !For Publid gtlsaltlin 
and 

Project D i  rector 
Lampang Heal %h Dewello~ent 
Project 
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U,S. Agency for International De~~lapnt /Uashi lngton 

b r i c a n  Bubli c Heal'tb Association 

Thai u n i t  o f  currency (about 5 cents, 0s 0,S.$ = B20) 

Cmannuni ty-Based Family Planning Service 

uni ty  Heal t h  &par-nt (Pmrt  neia l  ) 

Connmuni ty Wealth Volonteem [HPV o r  VW, VHC, and 

Child Nut r i t i on  Center(s) 

Dewel opment and Eva1 uation o f  an lntegrarted Health DelO very 
System (Project ti t l e  during planning phase) 

A svbdivision of a province (population o f  d i s t r i c t  about SO.OM)) 
Department of Wealth (Ministry off Public Health) 

Fami l y  P I  anni ng 

Height f o r  age 

Health Center 

Heal th Post Volunteers (or, J i  1 lage Health Volunteer) 

Height f o r  weight 

I ntemat i  onal Counci 1 f o r  Educational Deveiapmrat 

tampang Wealth Developmnt Project 

Maternal and ch i l d  health 

Physician extender t ra in ing pmgram 
Ministry o f  Pub1 i c Meal th, Thai l and 

National I ns t i t u te  o f  Development Administration, Thai land 

Provincial Meal t h  Officer ( o r  Office) 

Primary health care 

Royal Thai Government 

School o f  Publ i c Meal t h  , Uni vers i t y  o f  Hawaii 

A subdivision o f  a d i s t r i c t .  o r  subdis t r ic t  with a pspulation o f  
about 5,000 

Tradi ti owal b i r t h  attendant , ar Lradi ti onal midwife 

Uni versi ty o f  Wawai i @s Sclhl~ol o f  Publ i c Heal th 

Uni ted States Agency f o r  International Developmnt 

Uni ted States Agency f o r  International EPevelopmnt/Thailand 

V i  1 lage Meal th Comuni cator 
M i  1 lage Weal th  Vsl unteer (or  Meal th Post Volunteer) 

Weight f o r  age 

tomuni ty heal t h  paraphysi cian ( trained by Lampang Project) 
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OW of the tpackgrourad docments that  led to the dewelopaat o f  sugp r t  

for 4ntegraW m r a l  health dernonstratiose prslllgects such as She Launpilxrg Pro- 

jec t  enrphasirred the fact that a f te r  revierwring conditions i n  mmaw deve"BpgpiSaeg 
areas i n  the ear ly 1970's i t  was aipprent thwt less t b a  120% o f  the world'?s 
rural  population had access to adeqyate health, services. This sbsemakfom 

was conf i i n  Tha i l ad  'by a n OC ouweys which i d i c a t d  similar 

findings: less than 2M of the rural populatioar u t i l i z ed  the! variety o f  
goverment health services that were widely available ~RII  the rura l  areas, 

The interest  expressed by the d w r  agency (IOMIO) i w  seerking ways tO im- 
prove the rura l  population% access t o  adequate health care coincided with 
a grawing concern among health leaders i n  ThailaM a b u t  the wijdely agawrgrsft 
under-util i r a t i a n  of available health services. The mtgroartbr o f  t h i s  rnutraarl 

concern was the Lampang Project, One o f  the PmJe&t" major goals was 4x1 
increase access by and eoverage o f  the rural  ~ g u i l a t i o a  -- ($(articularly the 

vulnerable pre school children and en o f  reprolductive age groups -- with 

goverrment-supported heal t h  services, miphasi zing integrated ra;abrnal a d  

ch i ld  health family planning qnd nu t r i t ion  services. 

The Lampang Project thus developed a series of key features (discuss& 

i n  deta i l  i n  ear l ie r  monographs o f  Vol 11) designed t o  greatly expanel 

the coverage and scope o f  the health care delivery system, ts improve the 

qual i ty o f  services provided within it, and to improve the system" scrdi- 

b i l i t y  i n  the eyes of vi l lage users. The over311 expansion a d  reorganiza- 

t i on  o f  the system was also designed t~ bring about more cost-effective 

$el ivery o f  health services cad was u l  t inwtely expected to lead t o  measur- 

able improvements i n  the population" health status. 

The six monographs i n  Volm@ I I  provide a general overview as well as 
a amre detailed description and preliminary asses r s t  of the ProJect aid 

i t s  major cmpnents: the training and deployment of the garaphysisian 

wechakorn; the develcbpnent of  a large, village-based priaaary health came 

network; the establishment o f  a camunity health department i n  the hviwiiagi 
b s p i  t a l  ; the system of management, support, and superwision which ewsolisaaQ61Q 

nents; and the proposed system of evaluation esaalblishd to 
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measure the Q r o j s t d s  r ~ ~ u l t s .  The f i v e  mmraipho of Val BII, batlde 
ing on t b s e  o f  Vol m e  X I, are devoed t o  assrrssim the B"CSU% a d  & ~ [ % W ~ ~ & V I E E -  

mnts o f  tk Larnpang Project. Each of the monqraphs i n  Vcl 
concerned w i th  assessing a major aspect which the Pmjec t  e#~p)xltsi~@d darma- 

ing i t s  years o f  ogerat-ion. T he mnographs o f  thli s vol i ncorpra te , %o 

a much greater extent, the broad range o f  data generated by the various 

Project-supporrPM surveys and extracted frm the pmwincial health fnf@swr&. 

ation. 

Readers who have already cmptt ted Volume I1 w i l l  observe that the 

munographs 9f Volume 111 are roughly organized around the fours m j o r  Pm- 
j e c t  evaluatian objectives, These objectives have been follwed as a 

general guide; ine, because to  a great extent they define the areas i n  

which P r o j e c t  planners emphasized the need f o r  change, and to which the 

majori ty o f  effort  and resources were devoted., These objectiwes were; 

Objective f l  : To measure ava i l ab i l i t y  and acceptance o f  sewices 

i n  experimental and control areas over time. 

Objective #2: To assess the performance o f  the health system and 

i t s  personnel and the costs o f  health del ivery within 

the exi s t i  ng operations and markagment practices, 

Objective %3: To measure the impact s f  integrated health services 

en the target papulation's health i n  terns of changes 

occurring i n  basel ine health status indicators over 

time, 

Objective $4: To assess the financial, social, and a&inistratiwe 

feas ib i l i t y  of repl icat ing the key features o f  the 

Lampang Project health del i ve ry  systm. 

Honogra~h 7 siwm~asizes a number o f  the lessons gained frola the pirocless 

of evaluating a large, integrated rural  health services project. *knqlraph 8 

assesses the changes i n  the population's access to and u t i l i z a t i o n  o f  health1 
services during the period of Project operations, Monograph 9 deals w i t h  
the changes i n  performance of the modified health care del ivery system a d  

i t s  personnel, and the resul r ing  changes i n  cost of service del ivery. 

Monograph 10 assesses the changes i n  health status indicators tha t  have 
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occurred; and f ina l ly ,  Howraph 11 ,  drawiq on the sesults grsrtseanrtd 
these and i n  other monographs, synthesizes these f l indl j~s aavif arpptiees 

them to  a systematljic assessment o f  the ~patential for a b p l , y i ~  the 
project" major features in other parts o f  Tbiland, given current 

goverment plans and resources. 
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Developi fig and operating a system f o r  eval UJ r 8 ng and m n i  t o r i  ng I ru Legrated ru- 
i pa l  heal th sertrices i n  Lasnpang was a major e f f o r t  a ~ f  the Lampang Health Deweleopmlmt 

Project  (LHDP). The need f o r  in-depth evaluation o f  p ro jec t  results had been en- 1 
phasi zed since the ear l  i est days o f  planning the parent ''OEIGS" P ~ r o j e c t  (Develogmnt 
and Eva1 u a t i ~ n  o f  an Integrated Heal th  Servi ccs Del i very System P~ajcck) - Gonse- 
quently, a system for evaluating and m n i t o r i n g  rural heal th servlres was (twFmned 

as an in teg ra l  component o f  the DEIOS/Phai land Prajpe k l a t e r  cal led Bhe Lamprang 

Health Dewelopment ProJect) for the expl i c i  t purpose o f  anraslivrljlrsg ihe  aeceosd b i  E .ii t y  

and acceptance o f  health services by the popurjation, the .impact unu kkre p a p u l a t i ~ f l ~ s  

health, the perfsmance and costs o f  the health dcllivcry bystein, and tine: feas ib i~ l i i t y  

of rep1 i ca t i ng  the project  ' s  key fea tvres el sewhwherf?. 

The outcome o f  planning the bawang Project 's eva1ua"eion and mnikor fng s y s m  

i s  presented i n  Honograyh 5 i'Yoiume 11 1. ' 'A  A~ytmoa  of Evaluation and Mandgement 
Information For Rural Health Care" and the resu l ts  o f  the evaluation a c t i v i t y  dre 

presented i n  Nonographs 7 through 11 (Yolunne I I I  ). But what e~pet ience has been 
gained and what lessons have been learned i n  the process o f  developing andl aperat- 

i n g  a system f o r  evalrrat!ng and manitoping r u ra l  heal th  services? 

Project  planner< and evaluators recognized a t  an ear ly  stage that the sWW o f  
the a r t  o f  evaluating and m n i u r i n g  ru ra l  health care system was edryonirc anld 

that useful lessons i n  the process of evaluation aind mnil tsr img health services 

might benef i t  others attempting s imi la r  e f for ts .  ibny o f  the pro ject% wuisium 

and observers have asked f o r  mre infr, t i o n  on the process of evaluation and 

monitoring health services, on the d i  f f i cw l  t i e s  encountemdl and solutions atbm(pged 

on issues raised and lessons learned. 

This mnoqraph addresses the in te res ts  o f  these observers and atteam~prg ta 

documrent relevant Project expesi ence i n  the process o f  evaluating and mnigxllu ang 

r u ra l  health services and t o  suggest a number o f  lessons o f  pown t i a l  use $0 athem 

undertaking evaluation and m n i t o r i n g  o f  s im i l a r  large-scale, long-tern d 

s t r a t i on  projects. Many of the lessons learned my also be applicablle to mnitsr- 

i n g  and evaluating large ru ra l  health service system and n a t i o m l  programs, as 

we l l  as large d nstsa ti on projects 1 i ke the Lampang Neal th Dewelopmnt Pmject* 



U R L Y  EWWlS OK EWhLOATIW ME& 
SPECIFICATION OF OBJECTIVES 

A review of ear ly  project planning doc &, project pmposals, antracts and 
agreements, and subseqwnt reports c lear ly indicates the eqhasls that was placed on 
the evaluation and mnitor iog ac t i v i t y  o f  the project throughout the ten-year pm- 
cess o f  planning and ingleaentation. W i t h  a mjor emphasis on project evaluation. 
pro ject  planners incorporated general guide1 ines f o r  aonltoring the perfomnce of 
the health system and f o r  evaluating the accessib i l i ty  and accfptance o f  health 

servi ces, thei r costs and cost-effectiveness % thei  r' i w c t  on the p p u l a t j ~ m ' s  

health, and the f e a s i b i l i t y  o f  replicating the p m j e c t k  key featrams else?rlh@m. 

During the period o f  1971-3974, before pro ject  opemtions kwn, "tan@ krr4can 
Public Health Association (APW) and the Urri &d Sbitgs Wggncy for  Pn&matfomal 

1 Oevelopnent (USAID) a t  tea9 to specify the genemlr scape of evatmtian andt to 

establish general guidelines for ewallaation. During this period a an 

sultants were m l o y 4  for th is  purpooe, and arm eval~atian consulting f f  rn was iun-  

v i ted  to prepare and present a doc 

DEIDS projects that  would permit, to tilo ext;ent possible, aratiwe analysis af  

various projects that  were planned un&r the DEIDS rubric. Various US inst i tu t ions 

that were interested i n  part ic ipat ing with A P M  i n  im1 
asked to review and cr i t ique exis t ing guidelines for evalmtion; a d  as specific 

projects were being planned, national minis t r i e s  of heal th and related inst i tu t ions 

i n  the respective countries consi &red p n e r a l  gui del ines saa cval uation. 

Almough there was general agm by the 

various of f ices o f  the donor agency that  contributed essentjal resources for fund- 

ing the project, there was no agreement on precise ewal u a t i m  objectives, indica- 

tors o r  methods. The problem o f  t r y ing  to sat is fy  the w r y i n g  eval lat ion needs of 
the donor agency led  one planner to characterize the pmcess as one o f  'trying to 
shoot a t  sh i f t i ng  targets". 'While th is  process d i d  p t e  an q h a s i s  om evalu- 

a t ion amdl while i t  d id  out l ine the general scope o f  evaluation, it  did mot =salt 

Best Available Copy 
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i n  clearly specified evaluation cb j e c t i  ves o r  indicators by which to r a z u m  &chiere. 
mnP of' pmjwt objectives. 

Consequently, when hawang Pabojec~ operations began i n  'Id& 1974 them WBS srn@ 
ag~eenrent ion general project  objectives, an broad evaluation guf d@lline4s ailnrd, lx~i an 

extent, on the general scope o f  ewaluation. Bbt the evaluation and mmilterrirag sys- 
tem (and t4e implemnt;atioxr plan o f  the Project as a whole) stili"liee&d W be put 
i n t o  operatian. The bmad Project objectiwes had to  be translated inm opraMom891 

objectives and Urgeto sn which an evaluation fr 

bmad scope s f  general guidelines f o r  ewaluatio~11 had to be csnver@d im.V;e, a prakctf -I 

cal system f o r  eval uat'irag and mnri mr ing  o ~ m t i o r r s  with c lear ly  sp2c.i Pied euhalu- 
ation objectii wes, jndicamrrs and metbds. 

In December, 1974, as f i e ld  operations wem lbeivrg launched, Pmject  lea&- 

inv i ted a large group o f  consultants -- frm wiuarin and o u b i &  Thailand -- Sro 

with Project staff i n  an e f fo r t  to clearly define Pmject and evarleraticntn obgect.iiwessl, 

b specify i wdicators f o r  evaluation pu~oses,  and to plan comonent s'kudies. Them 

was a brwd range o f  opinion concerning evaluation objectives, study c 

indicators, but the dialogue on evaluation ac t i  wii t ies  to s-acfsfy both miinistary and 

&nor meeds continued between the Project, UHSPH, APHA and USAID far two, years 

after Pm j ec t  operations began. Consequwently, ayrelewnt on c lear ly spceci f ied ewalu- 
atlion ob,jectives was s l m  tu develop, and a connilpmrhensiwe evaloration plan was miat 

completed and agreed upon u n t i l  1976, the second year o f  Froject operations.. 

Early and detailed planning o f  the scope and objectives s f  ewaluat5m should 

begin and be concluded as early as possible i n  the planning stage o f  s imi lar  demn- 

st ra t isn projects or  o f  national ilrmlplenwentation pmgram. W v e l o ~ n t  o f  the e\rralu- 
at ion connlponent i s  dependent on clear specif ication o f  the &jecdtiw@s and c~suwub 

o f  project act iv i ty ,  and thus project operational planninq and planning f o r  evalu- 
at ion must go hand-in-hand, This lesson pay seem quite obvious, but i n  mwiming 

the history s f  the Lamang Project and other projects o r  prmulg:am, the p r & l m  o f  

specifying eval ualtion objectiv~:, jndicators and m w d s  @aY-By i n  the lplaganing and 

implemnUtion process s t i  1 l i s  appamnt. 

INTEWRATING AND COOWDfMTHNB; PROJECT OPEWTIORS 
AND EWPUIIIATHON 

H i  th the extensi we planning and pmgmming, t ra in ing and osienWtjon q u i m -  

mnts i n  the implementation plan f o r  the Larqang Project, i t  was necessary t o  pilace 
heavy e ~ h a s i s  on get t ing f u l l  Project operations unCmay as quickly as possible. 

Tim was mquired t o  develop t ra in ing appruaches and curricula. to select trai 
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and to  preipaw materials. A simi lar pattern was "kue for the ewalarat-bom pracefli.;: d 

long period wds required to develop and agree on speci f ic  evaluation obj@clive%. i m -  

d i c i r ~ r s  and rwe~csds. and ta prepare the specific studies and instrwirats aeeoB~!d. 

The Pmject '  s operational components fols heail t h  systems planning anad pmrgrbm- 

ming and for health personnel developmnt quiekly gathep-ed mmntum a t  the be6yin- 

ning of f i e l d  operations. P r i o r i t y  was given to beginning t ra in ing f o r  the f i r s t  
gmurps r ~ f  c arni ty heal t R  volunteers, and f o r  c~ i r r i cu f  m praeprations fit tslaiiwtiing 

the f i rst gmup of wechakorn paraphysicians. Preparation f o r  t ra in ing and f ie ld  
operations began before the exisblnee o f  a comple&e data base om which to famucia& 

plans and set  targets. .By the time the ewalaration plan was debi led,  "b,e coaraa$rolmesat 
studies developed and the baseline data col lect icns begun i n  inSP?rwentio~ areas, 

some Pmject ac t i v i t i es  had already begun. Tor example, i n  Hang Chat, the p i l o t  

(El) d i s t r i c t .  baseline data were collected -, a f t e r  the first groups o f  u, 

health voluntee+s had been trained and were wofiing i n  t he i r  home wi l l aga .  S i m i -  

la r ly ,  a few volunteers had been trained i n  the seven-district Et i n te rwn t ion  

area before baseline data col lect ion was cmlle&d.. Mhile these inlterwentjms had 

l i t t l e  apparent effect, a::ney d id  intmduce s minor i r regular i  t i e s  i n t o  pre- 

inltervention data sets. 

Although the i w o r b n c e  o f  evaluatic~rs had been b m d l y  discussed amng Pro,jiect 
planners and evaluators, i t s  requi ants were not considered inngortant enough fb 
subwei gh the recogni zed imporQnce of successful l y iql 

features. To delay intmduction o f  interwentiom u n t i l  a f t e r  baseline dab wem 

gathered caul d have cowrmised oweral 1 Project objectives concerning caverage and 

mpi icat ion,  The need to begin quickly and mintain a high teaaalpo of act4 wii ty i n  

such a Pame pmjec=t i s  undersQndable. B u t  careful at tent ion sbwuld be gaiwen -ta 

i  ntegra t i  ng the project cmponen t plans and to c o o r 5 i ~ a t i  ng project  interventions 

and evaluation actiwi t i e s  fmm early i n  the planning phase, and Ito min.dtaining th is  

csordi nation throughout the operations phase. 

AWEEWENT ON AND COWHTlt4EU4T TO TilfE PROJECT AidD EWALIWATPOfJ PILAtdS 

&aching agreemnt on the overall project plan occurred ower the period 
1971 &o 1974, but  reaching agreement on specifics o f  the evaluation plan was mlt 

f inal ized until 1976, nearly two years af ter  Pnmject operatiairas began, The early 

project dapcuwelmts eal l ed  for a to ta l  1 ife-af-project o f  up to eight  years, a ma- 
sombl e period t o  acihi eve project object i  ves amdl ewal uation object i  yes. The donor 

agency (APP)/W) strongly promted a cmprehe~ensive evaluation caf the rural heal Ul 
sprrvices system, and the primry contractor ( A P M ) ,  the subcontractor (IUHSPRII). and 
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pleteness or lack o f  pmcisian of data. But i t  i s  the u l  t iaate goal of  this in&- 
gratc?d amlys is  to pmvide 4nsights cowerninig the extent k, whfch the inares 
and mat l o a t i o n  o f  *sources wlltahin fhe pmvilnee lpmducied changes I n  pevfamrrdc 
wSli ch were cost-ef fst ive.  

Sources o f  Data 

The analysis o f  p r f o m n c e  and costs outlined i n  the previous secttons draws 
several sources, both C tk exist ing wwe n t  heal d;Da infanwaation 

system, and d m  special data generating mchanisms created by rthe Lamngl PmJ"eolt;. 
These sources include : 

-- ihlational-level WTG and m)W cost data 
-- Provincial heal th o f f  ice, pmvincial b s p i t a l  , a d  

peri pheral heal th faci  l i ty cost records 
-- Pmvincial health service s tat is t ics and records 
-- Lampang Project C unity Health Suwey 

-- Lampang Psgject Task Anarlysis amdl Cost Analysis S u m p  
-- Lamlpang Project Adrainis Wati we Analysis Survey. 

As each part o f  the overall analysis i s  &w@lolpgd 3n the following pges, the 
nature and contribution o f  each o f  these &tit sources are further &scribed. 



EVALUATION TEN4: 
COLLABOMT IEIG WITH OTHER INSTITUTICBfiS 

RAT IOIIALE FOR COLLABOMV 1014 

Tht parent DEIBS Project of the American Public dealth Association, planned 

j o i n t l y  by APii[A and AIDIN. cal led f o r  an in terna l  type o f  evaluation f o r  molnitoring 

pro jec t  Inouts. outputs, process. effects and achievements. Given the nature sf 
the prs lect aaae i t s  purposes. 1 ong-tern in terna l  evaluation and monitoring was 

c lear l y  uaeeded i n  order t o  develop and t es t  the most cost-effective approaches for  

rapid1 y extending ru ra l  health services. f o r  monitoring performanc& and for analyz- 

ing  costs. perf smance, and impact. However, in ternal  evaluation imp1 ies  t o  many 

the p o ~ i b i l i t y  of introducing bias and the problem o f  maintaining o b ~ e c t i v i t y  i n  

conducting evaluation a c t i v i t i e s  and i n  in terpre t ing t h e i r  results. Involving out- 

siders and col laborating w i th  other inst i2ut ions i n  the evaluation process would 

h e l p  t o  ~ a i n t a i n  ob jec t i v i t y  and t o  reduce the possible e f fec ts  of bias. Several 

measures bere taken by APHA and the MOPH t o  involve outsiders and t o  collaborate 

w i t h  o t w r  ins t i tu t ions:  (1) APHA subcsntracted the School o f  Public Health of tlhe 

Universi ty o f  Hawaii Po pmvide technical assistance t o  the WOPW, (2) the WPH hi red 

persorace1 frocn outside the blOPH1 t o  serve i n  the Project" Div is ion o f  Evaluation 

and Res~areh -- the Chief of the Div is ion was an experienced researcher frm the 

CRiang Zai University. h i s  associate was an experienced stat ist ic ian/epidmiologist  

frm the Faculty o f  Public Health, b!ahidol University, amdl h i s  staff were also h i red 

from ourside the i?.!OPIW; and, ( 3 )  tine Lampang Project Evaluation Board was established 

outside the b:OPH and included consul tants from the !National Pnsti t u t e  for Dsvelsmen$ 

Administration (?;IDA), resident s t a f  d from the Universi ty of Hawaii and -senior" s t a f f  

o f  the LHDP Divis ion o f  Evaluation and Research including the d iv i s ion  chief  who 

served as chaiman o f  the evaluation board. 

There were other reasons f o r  col laborat ion w i th  other i ns t i t u t i ons  and i nd i v i -  

duals. A11 of the necessary data-processing capabi l i t ies  were not  avai lable a t  

the prrpgeet s i te .  The National I ns t i tu t ion  of Develoment A h i n i s t r a t i o n  ( I I O A ) ,  

a graduaee educational and research i n s t i t u t i o n  cmposed o f  a number o f  technical 

dacul t i e s  and we1 1-trained staf f ,  was approached by senior pro jec t  s ta f f  010 
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collaborate i n  the evaluation o f  the Project. Although NIOA staff were rpot 
experienced i n  health services research, many werle w e l l - t r a i n d  i n  such fields as 

s t a t i s t  ~ C S ,  canputer science, social science, and managment. Also, &IDA ha6 just  
received a new canputer that  provided access t o  d[ata processing. The cmputera$ 
s ize  and pawer were somewhat l im i ted  and programer competence and experience were 
qu i t e  varied. 

The team of evaluators from the National I n s t i t u t e  of Develapment Adbministra- 

t i o n  (NIDA) was assembled and the Lampang Project Evaluation hard  was established 

a t  the beginning of pro jec t  operations. Since then, evaluation team mmbess Cirnnn 

NIDA, mostly from the Facblty o f  Applied Sta t is t ics ,  were int imately  involved i n  

planning deta i ls  of many study components. The ear ly  NlDA contributions t o  the 

aavd 1 uat i on process were: 

(1 ) Ass i stance i n  developing sampl i ng procedures f o r  the c 

heal t h  survey. 

(2) Acceptance of respons ib i l i t y  for  cost and task analyses, and 

for administrative analysis. 

(3) Provision o f  data processing services a t  the NIDA Computer Center. 

(4)  Part ic ipat ion i n  the Lampang Project Eva1 uation Board, an advi s o w  

and coordinating body for  the Project% evaluation ac t i v i t i es .  

~ 6 s p i t e  a delay i n  providing c lear  evaluation objectives and indicators, NIDA 

staff planned and conducted the Cost and Task Analyses and the m i n i s t r a t i w e  

Analysis. When evaluation objectives and indicators were f i n a l l y  agreed upon, the 

studies were adjusted as needed, and NIDA staff were very responsive. They were 

extremely helpful i n  the formulation of a l l  studies. Beginning w i t h  only general 

guide1 ines they conducted studies and produced credible resu l ts  which were useful l y 

incorporated i n t o  the overal l  evaluation f ramwork. 

However, the general col laborat ive arrangements w i th  NIDA d i d  have some l i m i -  

ta t ions which were cruc ia l  t o  the pro ject  evaluation process. Baseline surveys o f  

the Cost and Task Analyses f a i l e d  t o  produce the qua l i t y  and c l a r i t y  sf data t h a t  

w2reneedec9,partly as a r s u l t  o f  the lack o f  c lear  def in i t ion  o f  i n fomat ion  items 
needed, and par t l y  due t o  the inexperience i n  heal t R  services research sf same 

responsible NIDA s ta f f .  Resolving t h i s  problem required tha t  a new baseline survey 

f o r  Cost and Task Analyses be conducted i n  the El area, and that responsibi l i ty for 



the study be undertaken by m r e  experienced NIM staf f .  After thls. great i ~ p ~ e -  
men% i n  the Ccst and Task Analyses studies resulted* 

Another constraint that appeared early but could not be adquartety dealt  wf a 
was that contractual arrangements between AIOXW and APHA (including an agse 

between APHA and the RTG) precluded the poss ib i l i ty  ob the plrojgct develolpf~gl a 
contract o r  f o m l  agreement with NIDA that would have specifded terns. As a msult, 
the Project could not arrange contracts wi th NIaR consultants f o r  each cavnpe~amt a 

study. Instead, any work that was done by NIDA cmsultants was paid for oin a dtb- 

basis, rather than on the basis o f  cap le t ion  o f  each survey o r  of cad, study. This 
a 

was not cmpletely satisfactory fop either RIM eansultants o r  the k * 

staff. Project l imitat ions on da i l y  consultant rates were unsatfsfacUry 

consultants, and my have delayed completion o f  same study cmponents- Wad the 
Project been able t o  subcontract with NIQA staff ,  then each study could have kew - 
arranged an a pay-as-compl eted bas* s, 

I n  a period sf over s ix  years of collaboration, changes i n  the status a d  
responsibil i ty o f  the various NIDA col laborators had same effect  oar t he i r  bmpl 

ation of the project study components. As NIOA s ta f f  ess'aabi l i t ies and 

experience became we1 l -known, several became h a v i  9y invs7ved i n  other consul tiarg 

ac t i v i t ies  f o r  both private and government sectors. A t  tk s time, arawgh 
promotions and changes i n  staffing, a number of the NIOA c~l laboratars  ~wovcest ilnBsrs 

more senior positions: one senior s ta t i s t i c ian  consultant k a m e  VSce Rectos o f  
NIDA; one study collaborator becwre the Dean of a major faculty; one senior 
researcher became tlead o f  the NXDA Research Center, and sa~bsquently k i t m e  Recbr 
of NIOA. These changes altered, t o  some extent, the i r  degree of continu& fravcslve- 

ment i n  proj-ect act iv i t ies.  Whereas nost s ta f f  ers were i n f t f  a l l y  avaflable 

wi th  few 1 imitations, as the i r  responsi b i  1 i t i es  incrsasd, as project work d e v e l ~ w ,  

and as the demand on the i r  time increased the i r  availabi8'ity t o  the project rn 

diminished. Although th i s  d id not seriously hamper project-related work, jt dfd 
take senior NIDA s ta f f  away from the i r  day-to-day respons9'bilities f o r  suiperrvis$~ 

a 

project evaluation tasks which were sometimes assigned to juwm~r s t a f f  

Several important lessons have been gained thmugh t h i s  process o f  co1IlaPParag.a- rn 

t ion. When a wide range of tasks i s  required i n  a project and a l l  techaalcal cam- 
b i l l t i e s  cannot be provided by the project staff, i t  i s  natural to seek collabsa- 
t i v e  arrangements with other groups t o  strengthen the projectm s eevalapatim capabi- 

l i ty ,  -ever, given a c itment t o  collaboration, the danger of  a dfffaaofm of 
m p o n s i b i l i t y  -- t o  the point where a project could lose control -- i s  alwws 

Bsesmt. To offset such a situation, projmt parrsmnel mst e,~"rpvj& frwg3~~f 
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l i a i son  wi th  and c lear  guidance for  eol laborating part ies, including clear jnstmc- 

t ians for  tasks assigned, assuring that  a l l  pro ject  needs w i l l  be sat is f ied before 
each study cmponent survey begins. Phis places c lear  responsibi 1 i t y  on pro ject  

personnel t o  develop specif ic evaluation objectives in  advance of assigning tasks 

t o  a ~ o l l a b o r a t i n g  ins t i tu t ion .  Moreover, i t  i s  imiportant that  an appropriate 

mechanism be developed that  sa t i s f ies  the f inancia l  needs o f  the col laborators, and 

assures that  assigned work w i l l  be cmpleted on schedule. A t  a minimm, pro ject  

s t a f f  should be required t o  be involved i n  preparatian o f  plans For each study 

component and t o  work closely w i th  each collaborator t o  assure a l l  pro ject  data 

needs are met. 

The project  must r e ta i n  control of data processing, which means that  i n  a 

project w i th  as extenswe a data co l lec t ion  and processing cmponent as was present 

i n  the hampang Project, a person s k i i l e d  i n  s ta t i s t i cs ,  data processing and cannputer 

science should be h i red t o  supervise these ac t i v i t i es .  A data-processing protocol 

should be prepared i n  advance, and a cmnputer center should be chosen fo r  i t s  

capabi l i ty  t o  meet the data-processing needs i n  an e f f i c i e n t  and cost-effective 

manner. For r o u t i  ne tabu1 a r  sumar i  es , standardized programs should be used 

wherever possible, minimizing the need f o r  special programing. A l l  data cards 

should be transferred t o  tape as soon as possible afte-r they are punched, and tapes 

should be stored i n  t r i p l i c a t e  under project control. 

Overall , the Lampang Health Devel opnent Project ' s col  labdrat i  we arrangment 

w i th  the National I n s t i t u t e  of Development Administration served wel l  t o  further 

develop health services research and evaluation capabi l i t ies  i n  t h i s  leading 

national development ins t i tu t ion .  and t o  focus more a t tent ion on health develoment 

as an isanportant and integral  component of social developeaat- 



Mae Tah, o m  o f  the pmvince@s twelve districts,was ades.iigmld as C ~ k t t ~ " t ~ a  

1 (C,) f o r  comparison with other d i s t r i c t s  i n  which in*rventions were k i n g  intmb 
duced. Baseline data was collected i n  b e  Tah (C1) a d  "O project interneations 

were to be introduced u n t i l  near the cad o f  the f i f t h  year (1971)) o f  the pr@$ec;t 

implementation period a d  after follow-up survey data had been c01lect;ed. This 

wou'ld have enabled Project s t a f f  to assess and colripiare the change occurring i n  
intervention d i s t r i c t s  wi th  the contml d i s t r i c t  which would have mt yet aureeiwd 

interventions. b e  Tah O i  s t r ic t ,  C1, therefore was destgnated as the last d i s t r i c t  

of the province t o  be covered by project in-rventions. 

I n  1978, when the fourth and l a s t  group o f  wechakarra lparagphysicialos e n b r d  

training, a n m k r  o f  the trainees c health f a c i l i t i e s  Sn Mae Tah. Eight 

midwives and sanitarians were selec e Tah d is t r i c t ,  and t k y  l e f t  t he i r  

health center and midwifery center assignments to begin trairefm i n  11978. 
instead of replacing those raidwives and sanitarian health workers w i t h  s imi lar ly  

trained workers, a number o f  wechakorn (who had a1 ready canpletd tk one year o f  

training) were sent to  f i l l  i n  during the trainees' one-year absences, substantially 

changing the scope of health center services i n  sone f a c i l i t i e s  i n  the C1 control 

d is t r i c t ,  Adding wechakorn paraphysicians t o  some heal th  centers and nribifevy 

centers before f o l  1 --up survey data was col1ect;ed meant $Rat P r o j e c t  i ntementions 

contaminated tihe control d i s t r i c t  for about one year. This bec a t  aplparmmt 

when the follow-up data were collected, For example, during the follon-up Task 

Analysis survey, the presence o f  the wechakorn i n  several health centers and mid- 

w i  fery centers =ant f i r s t  that the faci 1 i t y  staff ing and the subsequent service- 

delivery patterns could pot rea l l y  depict a control area that  had received aw, 

project i ntesventions, Consequently, t h i s  action tended t o  1 ini t the usefulness o f  

the control area f o r  camparative purposes. 
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lwlae Yha D i s t r i c t  i n  the adjacent province o f  Lampoon was selected as a secsM 

control  area ( C p ) .  The purpose of having one contro l  area outside o f  Lampang Pro- 

vince and one control  area w i t h i n  Lampang Province was t o  f a c i l i t a t e  accurate inter 
pretat ian o f  resul ts  o f  the evaluation and t o  del ineate the e f fec ts  of prowincia! 

administration managenent and developne~t which might a f fec t  resu l t s  of" the evalua- 

tion. Having a second contro l  area pr~wed t o  be useful not  so much f o r  the reasom 

mentioned, but as a r e s u l t  of an unexpected event, as described below. 

Given the progress o f  the Lampang Project du~ring the ear l y  years of pro jec t  

operations and given the RTG mandate to  the HOPH t o  extend basic !health serwicatls le;s 

r u ra l  residents as rap id ly  as possible, i n  1977 the MOPH launched the National 

Primary Health Care Program tha t  would br ing these approaches t o  every province of 
Thailand by 1981 and would establ ish w i l  lage-based primary heal t h  services i n  every 

v i l  lage of Thai land before 1986. 

IP the course o f  events, Lampoon Province was selected by the 190PH for  i n te r -  

vention under the Hational Primary Health Care Program i n  1977 and by 1978 Hae Tha 

D i s t r i c t  o f  Lampoon Province -- the Contm1"Area 2 o f  the Lampang Health Dewelswent 

Project -- became contaminated by the National Primary Health Care Prograra, thereby 

1 im i t ing  i t s  usefulness as a control area, Uhen p ro jec t  leaders renrindd HOPH 

planners that  launching the Primary Health Care Program i n  Lampoon Province would 

centaminate one o f  Lampang's control  areas, the ui~derstandable response was tha t  

i t  would be unfair  t o  withhold primary health care services frm the people of 

Mae Tha D i s t r i c t  whi le the r e s t  o f  the province would k n e f  i t from the scheme, 

pa r t i cu la r l y  when there was a national mandate for  rap id  implaenta t ion o f  the 

program t o  meet the targets o f  the government's social  and economic developent 

plan, The arguments from the Lampang Project concerning the need t o  maintain the 

evaluative design i n  order t o  reap the maximum benef i t  from lessons tha t  could be 

learned i n  the evaluation process were unconvincing t o  n a t i ~ n a l  leve l  planners and 
decision-makers concerned w i th  national p r i o r i t i es .  However, t h i s  t u rn  o f  ewe~ ts  

provided an unexpected opportunity t o  compare t o  a ce r ta in  extent the resu l ts  o f  

the Lampang Project w i t h  those of the national program being implenented i n  C y .  

ARE COrdTROh AREAS RDWISABSLE I N  LARGE LOHG-TEW DIEB4ONSTSPATION PRWECVS? 

The experience i n  Lampang indicates that  i t  i s  a i f f i c u l  t t o  maintadra comsltrc~11 
areas f o r  long periods. C, and C remained r e l a t i v e l y  unc~ntaninated frw project- 2 
type interventions f o r  no more than dour years [from 1974 t o  1978). Alsc. a ntllll&er 

o f  other factors can a f f ec t  control  area survey resui t s  -- construction o f  facil i- 
t ies,  e l e c t r i f i c a t i o n  o f  vi l lages, c 
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nts, etc. -- mking differences between control and internention areas 
more d i f f i cu l t  t o  interpret. 

While i t i s  d i f f i c u l t  t o  maintain control areas as "true" control areas 

(i .em, without contamination) even fa r  a re lat ively short period of ti=, it i s  

unl ikely that control areas can be maintained as a controls over a lorag-teaw~ * r i d ,  
Is i t  f a i r  o r  even possible t o  withhold services fmwn the residents of an@ d i s t r i c t  

over a long period while the residents o f  surmunding d i s t r i c t s  are benefiting 

from newly insta l led services? To withhold services f o r  two o r  three years mTglht 

be possible, but can one expect to be able t o  withhold these sewices %or five 

years or inore without creating a pub1 i c  issue? Should a contml area be minQined 

when doing so may appear t o  be inconsistent with national ps l fc jes and prforit tes? 

Can control areas i n  large, long-term projects rea l ly  be nwin ta ind  i n  an "uncon- 
tami nated" state? 

Without controls, however, it my be didf icul  t to  conclusively estab1 Ssh that 

change o r  achievements occurring i n  project areas were a resul t  of grmject inter- 
ventions, and that simi lar changes did not occur i n  other areas w i t h o u t  pmJeclt 

I interventions. I f  control ai-eas are b u i l t  in to  the evaluation design, how can 

they best be maintained as controls? 

These are relevant questions that must be weighed during prajecB planning and 
implementation, But beyond these questions, one should also eoasddes the sub- 

stant ia l  costs o f  conducting mu1 ti p ie  surveys i n  control areas that, sooner or  
later, are very l i k e l y  t o  become contaminated i f  the project i s  a large scale, , long-tern demonstration project. 



YUHBLE AREAS AND E m~~~071101~ 

Baseline and follow-up surveys were conduc&d i n  nine o f  the kwF7tve distdca 
o f  Lampang Province, and i n  one d i s t r i c t  o f  neighboring Lmmn Bmvincie. T b  FIIIW 
Lampang districts surveyed were i n  three areas: E1 (Hang Chat Mst r ic t ) ,  the first 

d i s t r i c t  where project Snterventions were intmduced during W1974 and FYl975; E2. 
a seven-district area where project interventions were in t rduced during 1F"g19;t4i 

through 1978; and C1, a single d i s t r i c t  (Me Tah) which was desigmted as a control 
d i s t r i c t  within Lampang Province. The second control d i r t r k t ,  M e  ma, k~ ts  I m * d  

i n  the adjacent t on P m v i ~ c e  (see area mag a t  dlae kg inn ing of  Volume IIH), Iw 
each o f  these areas, baseline and follow-up surveys were carried out; baselhe %err- 
veys i n  El, CIS and t2 were done i n  1975, and during 1977 i n  the 
A11 follaw-up surveys were done i n  1979. No surveys were dam i n  the 
three d is t r ic ts  ( ident i f ied as E3 on the map). The nine d i s t r i c t s  

vey samples were drawn comprised between 65 an8 7'8 percent o f  the gmwine@'s 
population. 

Table 1 smmarizes the n i t y  Health Suwey simple a m s  and pgulatiow 
characteristics . 
Strat i f icat ion by huselhol d Size vs No Strat4 f i t a t i on  

The Community Health Survey i s  a major source o f  data and has pmdprad &&a 

o f  generally good qua1 i ty . However, several i 

n i t y  Health Survey data shsuld be considered before beginning a review sf the &U 
i n  the monographs that f o l  l w  . 

Sample households were drawn from a household l i s t i n g  made i n  the first year 
of the Project which classif ied itrouseholds by n r o f  family rs. The base- 
l i n e  sampling design i n  the El, Cl, and Ct areas s t ra t i f i ed  households by size 
(1-3, 4-6, and 7+ m), then specified di f ferent sample rates for each o f  *e 

household size strata. The sampling rate f o r  s m l I  hr~seholds was 10% of a1 1 
-1 1 households; for 4 t o  6 er households. i t  was 20% of a l l  b s h l d s  0116 
that  size; and for the largest households, it was 25% of at 1 bass-Ids w i t h  mln 
than 6 ers. 



Table 1 

Sample Amas and Samle blpulation @&s%eWp~listi cs 
f OF Comni  t y  Meal th supveysa 

M.. d is t r i c ts  

Avo household size 

% with 1-3 people 

X with 4-6 people 

% with 7+ people 

Sex ra t i o  (WFx100) 

% under age 6 

X under age I S  

a Baseline surveys done i n  1975 fo r  El, Cl, and C2, and i n  1977 for E2: all  
follow-up surveys done i n  1979. 

After baselice data became available, the s t ra t i f i ca t ion  by h o u s h l d  size was 

found t~ have no i ~ p o r t a n t  usefulness. Therefore, wihen the baselime suwey i n  the 

E2 d is t r i c ts  was planned almost t*o years later, n, s t ra t i f i ca t ion  by household 
size was bui 1 t in to  random saw1 i ng desi p . A1 so, rn st ra t i f i ca t ion  by hoarse- 

hold size was planned f o r  a l l  follcr-up surveys. E2 follow-up smlSng, as in the 
baseline, d id - not incorporate s t r a t i f i c a t i m  by brssehsld size- H<~wewea, when the 

sampling i n  the El. C1 and C2 areas was done, ha l f  o f  the follow-up saqles were 
drawn b m  the baseline sample; tlrus, par t  o f  the baseline bias concaeming home- * 

hold size was retained Eo an extent, i n  these three areas- 

The d is t r ibut ion o f  sample households by n-er o f  f d i l y  rn 

i n  Table 1 shsns considerable variation between areas i n  lboeh baselime and fallat+ 

up surveys. I n  the baseline surveys, the pmportion o f  householdls w i t h  1-31 

ranges frrm 12.92 i n  El to 22-12 i n  E2 for d i s t r i c t s  inside L a q w g  Province. 
Likewise, i n  the f o l  law-up rounds, the pmportion o f  small bus~elhol& r a w s  
14-11 to 22.7%. Within the El, C1, and C2 areas, thema lso  a p v a r t o b e  i . p o r t a m t  - 



rrsrltikely *at su& diffemces <n buselsold ertmcWm $barlag Rbwe msnf- 
e four areas (or a t  least tor the thee areas fnrf de Laqang Provine) 

n the single El and C1 distr ictr  ore 
quite sillilar, whereas thc pmporUons for E2 are an average for sewem district?i. 

and my mask ansi&ratrle vbrjatfsn. Wewrwless, i t  alppars ~ s i b l e !  Wt a c  
baseline l i n g  pmcedures i n  the El. C1, and C2 amas ( n h M  *em also partially 
operating i n  the allow-* surveys) my wssibly have dataoduoed a & g m  oB: mw 
ran s. Comparisons Ibe amas and the Et area have been lade 
cautiously, and differrential rates by horasehold olze have k n  e ned wilPemwrr 
possible, 

Colmparison o f  sample a* dSoXsibutfons i n  pwnct a d  aglrtml areas w i *  Lime 

pang Province census data for  1970 and w f  th sample! age d9stribu9;liorns f 

national survey of fertilr ' ty for UMiland i n  1975 reveals ~ m m l  si~larut"ty s f  a* 
distributions. This suggests that gobwtial le bias i n  the El, and C1, and C2 
areas may not have been aa i ~ r w n t  coneem, 



Baseline data colJert40tn fop saw of  the m j o p  sSud$es, Includfrrg lthe 
Health Survey and the Cost and Task Analyses. began a few 

operations began- Mwe~er, a lack of c l a r i t y  of s m $ f Q c  waIuat4m Q Q I ~ Q c c ~ ~ w ~  

and of a dehfled analytlc fsmewosk a f f s t d  the plaeraixa?p of  swdlies a d  
t s  for data colleetbon. $"aa?nerrsaIly &a- a l l a t% ion  

f~clrssed om coverage, utiliieatica, ilslgract, p f l o m ~ r c c  and cast. But Men swlB9c 
data needs were not clearly defined, o f  the sbd.Es *ended ts fo l Iar  the 
interests and biases o f  the individual k a d f w  study, which fm plarsuliEaesd 
i n  much more data being collected than was n 
the Project, i n  retrospect, may have ken giwm t lrerf W. 

Mintaiming timeliness of data collectiom and p 

consideration i n  the pmsess of plamming and iwlaawntiing systems fo r  4?vl]lillllratSm 

and mi toring of rural  heal th sevarlces. Mad data collection hegram mrliar srd 4% 
data been processed mre e f f i c i m t l n  analyzedl data could have awai table 
t o  project leaders earlires and aaus t o  c w l d  h v e  lra~ke madf l y  wcuwd 3 w P k  
Project's ta 'a in in~ programs and i n  f t s  ffeldl act ivf  t i es .  Th4s I d  h v e  gemft- 

the monitoring and evaluation ac t iv i ty  to play a mn s u k m t f  we mle I n  gmv%diliim 
important manag 

The area that was the most paobl-tic i n  =time 1- csllaitaaPim9;ive ~elatfmshfgpr 
with NIDA was data processing. !it was me of the wakest l inks fw the m'datfm~hfp~~ 
and ye t  one of  the most cntcial . There are several d i  
ing pre&lem, sfme di rec t ly  related t o  WLM, and others = t a m  ta the pmgst. 

These problems concerned: (1) cmputes Rankam and ssfmm, $2) 
granrnilng and data processing, and (3) the cmd ina t ion  @f data p 
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The emwtiek Banart& to 15DA was a relatively =I'll mde3, but was actonsfderd 
suffIc%enS Dl@ handle the BraJect 3 d a t a  usks,  Bila~gwes, when Flffr~i't 
installse$, 4t had no tape drive, and lea31 p ~ r m s  and data had dto be starepdl ~ s n  c* 
wtes diiscs. Because of the fragSle rnn-re o f  the dSsco, a l l  data was y a r d  a t  
HIM and the Project never had a copy o f  i t s  wn prflaary data. This mde it virtual1 
Snpssible for the PwJ%%t 'to do any independent ana'fysjo sf' the daQ alatside the 
WIM tanptjng f a c i l ~ t y ,  Latck, MIM addd a tape drfva to i t s  c 
data and pl3"agrms m e n  Itlmnsderredl Bo tapes. HorJrever, eves aesa, 
bemi a maor additicmal pmg Sarg step 50 adapt the WlM %a- far use In  anerltkr, 
m~a! star~dadf zed, cmguting facSTSty, This basicalty lf ianftd p ro fe t  starff access 
t o  their data, and preverwtedl them JFm effectlively sie4?&im daa-pmaor~ag 
alternatives when gmblems arose. 

C~lwter Pmpraaainp and Data Pmcessinq 

Beeause o f  the wmess and mdeot ofze o.f tihe NIBA cgnprater, them wm alms% 
no standadized prcsg that  cwld be arsd Sn prmeess.ling the h utg PmJecrt da.lt.na. 
Therefore, for  the 
for nore than one hndred tables r 'n i t ia l  l y  requstd by the project. ewa 
tables were not cmplex tn na9ram. Th;is, o f  cosame, invsfvd a great 
t ime  and effort i n  wStOng and d h g g l n g  the ind i iv iha l  paagr=, and it also 
intMuc& the m s s i b i l i t y  of pmg Id nat b v e  kara p m e n t  
i n  standardized pmg . hamves, glS%rm the necessity of hand-g~r-frag mew 
table, project s ta f f  f e l t  mluctant t o  t q u e s f  mew essing tasks unless absalue- 
t e l y  necersasy because of  the many delays already exlpgplimcd. 

P W  rs hired to  do the Project% gpnoceoolng tasks were gmerally 
jnapr ienc&, which gsmbably increased the time reqarjred and the posiltail iQ far 
ermrs i n  the hand-pm img tasks* There were several changes i n  p m  

durf the course o f  the  Project, and t h i s  affected the caratinuity of Psasslllsae a d  
ing, as la te r  preg were not always clear alboant wt the 

had done. The g ers also were mE e x p s i a c d  mwgh e$as 
suggest impwed agpmaches Ohat might be needed, or to deal efficimtly with 

that arose. I n  mamy cases, they were learning as they 

Q;he msks assign& 40 the prog er were also shared w i t h  stud 

and theis rsesuits smetimes clearly ind icatd  a need for iraiipmvd qualltty m~llltml, 
a 

~ 1 1  04 these pmblms led iQo an inordinate delay in 
n i t y  Health Suwy data that the Pmjet had 
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It ms mm than one full1 year fm the time that  the flmQ baself ne b'&;81 was 
m l l e c t d  and ca$d to the ttwnrwr m a t  f t kism avaf PabUe fva ubrulau. f@m* Paf i  ora.86' 
the delay was drse to codjag land Iled.tit5ng p v o b l s ,  but a Worr p v r L  of the delay 
was a resu l t  of ah@ factass dfscussd abtrce, Although the Bfsst delays rmem 
eneounted and the t e r  log jm was Sdenttibf a3d9 early i n  the pm;5ec%, the 
gmblg~n ~peemfsted. Other alternatives *re consided,  ht none could readl 2iy be 
u t f l t z d  stkecalrase of the haware  cmpli4cat3ons mnesntfoned ahwe and bwause raw 

data was not awadlable t o  P m ~ e c t  staff. 

eccboPdinatlion of Data Processing 

7he nesponsfb111ty for these gmlbl- does mt, of course, rest cq19&ly 
with NIDA. The L ng B m j ~ t  did mot have a s ta f f  

t e r  science and su%fic%ently sk i l l&  i n  tefr data psacssj9ng to asslst 
pervise a l l  o f  the NlDA data processing fGD fdmtffy prO/b la  and 

work t o  resolve theua a t  an early stage. In the dinall stages of Porojwt e~alual4sn, 
when time was shoe, Project evaluation staff took a more active m t e  f n  mwidng 
and m i t o r i n g  NIaA's data processingn and worked closely with the NfDA pmg F 

and s ta f f  , 

The delays i n  collection and pmcessing o f  sulwey data sets ~esu l ted tin 
delayed analysis of these data and, to  a q m t  extent, the unava5labPIity of  
analyzed survey data for purposes of project mwiew, aainistratisar and -ma 
Project and Provincial Meal t h  Office wrsonnel . hawewer, d id  mnf  t ~ l r  heal th 
u t i l  izat ien an8 p r fomnce ,  prifflari 1 y t h m g h  heal th service statist3 cs awaf lable 
fm the Provinci a l  Health O f f  i ce  and the Provincial !4aspital, A t t q t s  \wmce 
with par t ia l  surtcrr to streamline the s p t m  f o r  collection, processing and 
analysis o f  service s ta t is t ics  i n  an e f f o r t  f=o irnprmwe the hmlth infasaaation 

system and t o  strstngthren the a&inistratfon and -nag-nt o f  the health care sys- 

ng. I n  an effert  t o  assist the Pmvineial HealUh Office, Laipangl 
Pmject personnel took respsnsibil 3ty for s data analysis and for mlpsa"&ing 

ilasgssrtant a n a g e n t  inforaation t o  Project and Provincial Ma1 t& Off i ce  wamne l ,  
Ar the Pro39cct began i t s  phase-out, Provincial Wealth Off ice personnel ass-4 
nsponsibi l  i t y  f o r  these functions. While the general qua1 i t y  o f  data a g p a d  
unchanged, the timeliness o f  r e p d i n g  d id  lag s at.  To m i n u i n  qual i ty 

mntfol and t iw l i ness  o f  data collectlion, processing and analysis, the i i v r Q n c e  
o f  data f o r  mnagernernt purposes should be asired, backed up by regular 

uti8 iratiion o f  these data fo r  rraanagenarent pur$mses. 1% hearlth a&inisPrriats~ tb mt 
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segularly request and utilize data for mna n t  and planning; there can be 1Pt$l@ 
Slmportance placed on the need f o r  data by those who are responsible forr %%s all=- 
tion, processing and analysis. 

The problem o f  chronic delays bn data pmcessSng o f  survey data sets resullte81 
i n  subsequent delays i n  the extensf we tasks o f  data analysts and SnterlpmQtiOon of 
Project results. Although much survey data was awaSlable by the l a s t  year of . Project operations, a1 1 survey data sets requested NIIXCI, were not available 
u n t i l  a few mnths before the end o f  the Project. This l e f t  l i t t l e  tfagle f o r  
. conducting analytic procedures, o r  f o r  uslng a l l  the data that was collected. 

. However, analytic procedures needed t o  1 evaluatfon obJectives were 1 eted 
before the end o f  the Project. 



The pmdect was designed to  damonstrate a rimer of  new approaches aaslng me 
existing pmvincial health care system. A new and separate dellvery rystoll ws not 
set up, but new approaches were incorporated in to  the exfstlng systep to twpmve 
upand i t s  service capability. A similar approach war used w i t h  the PmJstfis 
mni tor tng  system: i t  b u i l t  upon the existing pmwincial health 0 n f o m t W  @)lslm. 
On one hand, the monitoring and ewaluatlorn process rde~uired ut494zatfm of data1 

avalrlable i n  the existing pmvtncial h m l t h  S n f o m t i m  system, bat t h f o  b d  tsl, 
be supplearented by other data which could only bc gathered thmugk splecfal sunreys 
and studies organized by the Pmject. 

Although special studies "and the 
both planning and eva1"otatisn act iv f t ies o f  the &roJect, they are mot a mfgme 

function of the Provincial Health Office. They are also 
the i r  costs exceed the financial o r  teshnical aes;ources o f  the Provln&iial b ( a 0 ~  
Ofe i  ce 

hewer ,  other program nonftoring and manag t jnborraratjm el 
were generally conducted on a muta'ne basls are tlmpostant f o r  cmtdmatfon ;6w 
Lampang and f o r  application elsewhere. Perbanaoance of gwe 
and personnel can be monitored through the estabttskl  rtiq system. ik SF* 

o f  reporting monthly act iv i t ies of v i l lage health volunte@rs and the mmaly ha8;ltPka 
services reporttng system are monitoring comlponlemts that  are iwPtamtta c~mtbwe 

f n Lawpang and t o  emphasize i n  other prowinces as; the Miaistgy of  ~ M I c  Heillla 

implements the Primary Health Care Program and other high gr i~r i l ty  p~arg(rm 

mtfonwide. Wintaining the volmteer r e p r t i m  wetwork and dnmratimg it Z w U  

"the provincial health sewice repartimg system was fa r l ~  carried att by the 

Lampang P$o.ject Eva1 uation and Research D i w l  sim. As project f Oeld ~prattims cam 
to  a close and as the Pmlincial  Hea l th  Office ass aaespsvlsisbility for 

and reporting health post volunteer gerfomnce, r w  d i f f i m l t y  was aprien6:dI 
i n  aal'ntainiw the system- 
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I n  each pmvince, a mmber of the Psowinclial lHea1 t h  O f f  i ce  has been gssignw 

responsibi 1 i t y  f o r  planning and ewaluation; such a person needs t o  have specific 
t ~ a i n i n g  i n  nanagment Information systems. Such tra in ing should clear ly speca'fy 
the types of information t o  be monitored, how data should be collected and pmcessd, 
hw t o  construct or  compute the Indicators needed t o  measure and assess p r ~ r e s s ~ ~  
and how t o  format skis infarmation and mgor t  i t  to  eaneemed o f f i c i a l s  and health 
f ac i l i t i es .  

As the government health care system expands, part icular ly with the addStiora af 
thousands of volunteers, i t  becomes very important t o  have s simple mans to 

monitor volunteer act iv i t ies.  One person i n  each prowince should be given clear 
responsibi l i ty for moni tering relevant i n f  oma tioru and f o r  pmducing a mnthly 

sumnary with which t o  cmunicate the results t o  provinclial decision-mkeou, Hedshe 
should be given t ra in ing t o  equip him t o  handle the resgonsibil i t y  capably, Such 

t ra in ing might best be developed i n  a eol laborative ax"rangmen"tng the Planlnliuag 
Division, the Rural Health Division, the Primary Health Care Division, the Epidmio- 

logy Division, and the Stat is t ics Division of the Hin is t ry  of Public Health. 



The foregoing discussion presents a number o f  experiences and lesssns learned, 

some general and some speci f ic ,  i n  the process of f ioni tor ing the Lampang health 
de l i ve ry  s y s t m  and evaluating the key features and overal B achievements of the 

Lampang Project. The evaluation process began w i th  planning i n  the  ear ly  1970@ss, 
continued during the devel opnlewt and implementation o f  the Lampang Project, and 

concluded wi th  the f i n a l  analysis. in te rp re ta t ion  and documentation of resu l t s  i n  

1981. 

As the aim sf t h i s  monograph i s  t o  share the anlost re levant  experience gained 

and the m ~ s t  Enlpsrtant lessons learned i n  the process o f  monitoring and ewaluating 

the  large provincia l  heal th care del i very system i n  Lampang during the sewen years 
o f  the Larnpanq Health Development Project,  li t might be useful  t o  sumar ize the most 

re levant  and the most inlportant of these, a s  fo l  lswrs: 

** The scope of evaluation, c l ea r l y  stated evaluation objectives, 

the evaluation design, and the most re levant  and prac t i ca l  ob- 

jectively ve r i f i ab le  ind icators  should be a[*reed upon as early 
as possible i n  the planning phase -- o r  nno l a t e r  than the f i r s t  

months o f  the innlpl anentation phase. Once agreed upon, a1 1 concerned 

part ies shouPd maintain adequate support fcr and c o m i m e n t  t o  

the evaluation p lan so t h a t  the evaluation can be completed w i th  

s u f f i c i e n t  resources and time, and without unnecessary constraints, 

delays, o r  d ist ract ions.  

** I f  an eva lua t ion  and monitoring s y s t m  i s  a major csrnaponent o f  

a project  and requires the cooperation o f  personnel who are 

normaally not  involved i n  evaluation and who may n o t  have a f u l l  
appreciation f o r  evaluation, a strong o r i en ta t i on  t o  the importance 

o f  evaluation and t o  the evaluation scope, design, and methods 

should be provided t o  these personnel and bc re inforced as 

~ often as necessary. 
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** A quasi-experimental design using control areasn such as was 

planned f a r  the Lampang Project, i s  more pract ical  i n  a m a l l  
project that can be completed i n  a re l a t i ve l y  short time (e.g., 
one covering a population o f  less than 100,004) i n  a wel l  de- 

f ined area during no more than f i ve  years), But, i n  a large- 
scale, long-term project -- especially i f  such a pmJect i s  
imp1 emented througn an ex? s t ing  government indsastavcture -- 
the value of using control areas can be l im i ted  by the tendency 

fo r  control areas t o  become contaminated by project  

interventions, both d i r ec t l y  and i nd i rec t l y  as occurred i n  

Lampang. Therefore, project  planners should seriously consider 

the substantial costs i n  money, time and e f f o r t  when deciding 

the u t i l j t y  of and need for including control areas i n  a 

project evaluation design. 

** Collaborative involvement o f  other ins t i tu t ions  i n  the ewaluation 

process can be productive and f a c i l i t a t e  the process, but care 

should be taken i n  developing mutual l y  agreeable col  lalioratiwe 

arrangements tha t  promote ef f ic iency and high qua l i ty  M F ~  and 

which c lear ly  keep control in  the hands o f  project  persannel 
who are-ul t imately responsible f o r  the evaluation. Remunerations 

should be made f o r  work completed and not  simply on a tine-worked 

basis. Additionally, project  personnel should always maintain 

control o f  the data i n  a l l  i t s  various forms. 

** Data qua l i ty  control should be imposed a t  a l l  key steps, past i -  
cu lar ly  during data collection, col lat ion, coding, and pmcessing~. 
Problems that emerge should be i den t i f i ed  ear ly through close 

supervi sion by experienced personnel. If data processing problenrs 
emerge, these should also be rec t i f i ed  ear ly  t o  avoid s e r i w s  delays 

near the end o f  the project  when time i s  short. 

** If e l  ements o f  the monitoring and  valuation system are to be 

maintained after the close of the project, resporast'bilit. for 
these elements should be assumed by others long before the 

end o f  the project 53 tha t  procedures can be supervised by 

project s t a f f  and the completeness, accuracy, and timeliness 

of  reporting can be maintained- 



These ape s a  of the i-fiant eva'luatf on issues that Xraue eregaw $)a@ 

atteatism of Lmpang Health Dewelsmnt Bmject staff  i n  the gmcess of plannfagr 

crpratlng, and rcmpleting the evaluation and mn?itorimg activity of the BmJcct, 
As the, reader rewiw t h e  detai ls  05" the results o f  evaluation i n  the  menogiraphs 

that follow, other experiences and lessons may also b e  a p ~ m n t  that 
of value t o  those engagd i n  similar efforts for mnJ toring and wlanlwating lawe 
health deliwgry systems or darmnstration pm~ects l i ke  the Lmwng Heals Owelo 
PmJect. 
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lmst --thirds of the Wrgret p ~ l a t 3 o m s  ~ 4 t h  fmmratd 4 1 1 ~ s  ~ur;ax?ar sewla%, 
f a l l  y planning slear.fscs, HlCH services @ oaea basic sew4 a. T b s s  

In aeglessibdldty a d  BCG@WFI~ 
of heal.rtbr services din pmJb?a~t areas over tlraae, mln prpa4ie of Ir8afs 

facilities, and servlcss, and the pmlatianro% - acsws tbswa; .to asses 
dm the level a d  patterns of utfldzatton o f  those S C F W ~ ~ S  by the mral pgpaa1akt3me 

feature o f  the Thai gave 
underutil4zed by the rural ~pcwlatirrae dDOIC4P %t was adelw So serve (Uaull s 

0970; 8ryant, 1970; Riley mi Se~rmsri, 1974; 8ay and L(~1prapa8, 1979). Mflee W m  

areas where faciltties were avac9\ablar tgra! wr&I 1pcm1arttar made IilttIer use aaff a 

National and swfonal surveys repeatedly fidicated that mly abcwrt 20% sf tdgle mral 
populatfon, even ill and seeking rdrcal care, Id W e  advantage of avail- 
able gowement health services. 

Sonw! of  the major F S ~ S  suggested for the apparent mderuti 1 intion of 
available health services ere: 

~ -- The rural ikbealu cmtem a r e ~  w r l y  P o ~ ~ , r s a l r i i n g  access d3ffdcult. 

-- Thg; a(;babi 1 i t y  of UWT~I bsmlth 
&tch wen -st f v B \ I a ~ e ~  mks ttrdctly P I P I M  

by Hinistry of hbl i c  Heal t R  $ml icy and by the seam of the msltem' 
training. 

-- The range o f  d i c i n e  available a t  mst rrnrval hm'lleh centevs m s  

na , further I iaf t ing the range o;f d t c a l  cam services. 

the major ~re~(~onsibi1 tties ad mral health workers, was not well 



&la lecarbm in ftrailand, 

sew1 ees . approactred the RlG a& g 
in  ked hsbatla sewices stratien pro;jiscS -4 
coverage o f  mral pgutatiojlr , 1 
were nRaQy to test a wasfety o f  conv~eslt;llml anal sbommv~l~gaa1 a 
sjgned to cai~frmt the psablera; 
serv4oes. Thus tht t. the facta,rr 

s t i m l  a t e  ut9lizatilon of sewOcc?s; a d  to 
uMerustJl i z a t h .  

by the ~ ~ l a t i i m  a d ,  ally, c#r'8aB B r f q  B 
health status. They 

health mrkerr, aml by fwmirapl awailablc hltPs b@c93ftlers, 
access to a broader range of kalspth 5 

PFOjedtt8s JllrpmW of sewices vas 
to consuerers;@ felt imrcased acc 
the rural poplatim m i l d  result* A l s o  b S &  pla 
of medical cam, health tion and dlsmse 
to the of villagers -- was an 3qpoatant 

and utilization sf health se~vdces, and ta, increase the a s  
del ivery sys-. Inpmed cost-efbeai s was also seem as a key ta esWU4sh- 
ing the feasf bl'l i ty sf SAgl of T h d -  . 
1 and. 

Sta  ts in early Project planning do rn far access, 
acceptability and affordrbillty, and the strategfer to pmvdde for th6:  

.The origlnal Project proposal called for  lo*)-tern (up to eight 
t, experiental work to be carried out.. . Such an 

trded before wit91 
such a aasmmr that 

ma access, aeceptabi 1 i ty , and affoBBabi 9 i ty 



The WPypose i s  to  develop and darnonstrate a Im-cast l a a r l t i ~ p r -  
pose del +very systm fin Lampang Pmviace a f ch ,  as a a d n f w ,  
pmw4clles fmSly planning servSces i n teg ra td  f o r  c m  
dth K M  and other basic health senices and rautrit5 
--thirds OF She n o f  r e g d u c t i v e  age and c h i l d m  u d e r  s%x 
a t  a cost nblfch does not exceed msaurces awlailable the PmwSnce, 
tjc thomughl y tes t  the system f o r  rep1 f cabi 1 4 5;a gain useful 
expesSace wOllch can bie applleid Os the esWlbrlli t o f  loaa-cost 
Irrtqaratrrd system e l s h e w  i n  Thailand and f e r  countvi es . . , 
Coverage of Elhe 'target gr-oup s b u l d  fncmase from 48,300 as 20% 
i n  1974 t o  198,600 o r  65% 4n 1981- The magnose of the B+oject 
w f  11 be achieved when these targets have ace-1 il shed a d  the 
Roya 1 Tha3 Gowement (RTG) decldes t o  intg"09uce We systcra to o ~ e r  p m U  
inces P (Capi tall Project Paper for DEIDSflhai Rand, Wm, 1974, ) 

Fomla t ion  of the Project des4gn and the plan of iwl  
the importance of increasing the availabii  i t y  o f  health ma 
the Project plan, the WPH planned simi lar inczmses i n  the r @f heal th faci - 

ng and Sn the range o f  services pmwlded. I t  i s  Slarpomnlt tsP V~SEW- 
ver, that  the major aran r develomnt thrust of the L 

Olevelopnent Project -- developing cadres o f  w i l l a g e b s d  b a l m  p s t  volkulaate~, 
health n lcahrs  and tradi t ional miderives -- was not de t m greatly 
increasing the rs of gove t health fac i l i t ies ,  But the PmJet stra 

d id  require strengthening and expanding the service capabrlijtris of extstfosgl ~wm- 
Rlent health personnel, part icular ly by dewellop4ng oilnechakom pamrpbrsicians; f 

among existlng nurses, m i d i  ves, sant tariaaa health mIrk;ers and nurse a i d s  %a pro- 

vide integrated health and medical services, and by e u b t i s l r i n g  ptimt rcfcrr"a1 
mechanisms, technical guidance and logist ics support f o r  a b m d l y  expa 
rural  health care system. 

Pevelaping v i l lage health posts, maned by health post wolasarWe1ps Mho wuld  
he1 p coordinate %he work o f  t radi t ional anidwives and health 
1 inking these v i l lage health posts t o  the exlisting gave! % Ihedrla centers a d  

midwifery centers were expected t o  greatly increase the awa9labi3 i t y  sf ha'BleQa 
services, improve the ificcess of vi l lagers t o  health sewices, and ta, iricmase the 

acceptability and u t i l i za t ion  o f  these services by vi l lagers WWII the gm-8 

need f o r  thm: n o f  child-bsaring age and c h i l l d m  ude r  age six. 

The project evaluation plan focussed on masurf ng change i n  the ava i lab i l i t y  
and acceptability o f  health services -- and. .ore specifically, on u t i l i za t i on  

o f  these services by the rura l  ppwr'lato'on i n  hamlpang. This mmraiF#)1 ~ I P  deo- 

cribe and discuss the observed changes. Other mmographr h i c h  fcpllasrcr will b f l d  

upon these fjndings t o  analyze health services costs, cost-effstiweness of the 
health system, impact on the p p l a t i o n ' s  healtCa and eslwiro 9 and * f'sf- 

biljty of imp1 ting the hoSectas key features i n  other provinces of Thailand. 



k the Larrprurg Project's mJor ewaluatim abjectf we was ao raeasra~e tk bwt 
l ationsa ta health services alnd their acolegtance o f  )seal th servda or, 

mre spesfflcal ly, their  ut1Ufzat.dan cbf available serrbces, 1% was dimrant 'b 
def4ne these tern, Ibo ctadfy thefr mlatdmshSps .In a col~ayptuibl f 
borate key facbss that affect cogasmr-pinc~wi&r I n& rac t i a ,  to select aprpmigra*tatet 
sceasunes o f  aeciessibfl4ty o f  health tesw4cesW SnclawliOag the awailabifliQ of b a l a  
servicess and to tdentjfy a g p ~ s i a *  ?ioums o f  data fm whf ch 
b l  lity and acceptance of health sewlccs a u l d  Q msanshrueW. 

BASIC COMCEm N D  C30EQEPIW WK 

The "avai lab31 iw* o f  health sew4 ces $5; a major f a c a r  o f  thbe aceressfb4ll $p of 
services, and i s  taken to mean the physical poreser~e o f  a b l t h  serwfcers plawridbelr ~ ihaa  
constitutes a primary entry point OQ Me health serwice systm, eltkes gmtd ing  t9w 
service directly, or providling referral 60 another health care prcovfder a t  an dlppll~)- 

priate f a c i l i t y  level. In the abntext o f  the h 
primary health services a t  the village level f s t~ s e a m  tbee gmsac;e o f  

a bealth post volunteer, a trad.Stiw1 midwife i n  the village (or fn an aaacmt 
v i  11 age), or  a gove n t  midwife a t  a n r i u f e ~  cmter 5n or war the village. AwafB- 

ab l i l i t y  o f  services a t  Ulse suMistr9ct level referr; to men- of  a subdistfict 
health center, generally staffed by a gove t wiihribe or sanitarian Ctml.dtBa 
worker, many o f  whoas have undergone echakorn ~raMyoic iar r  training, 4t the cdlis.B;ri sct 
level, avai labi l i ty refers ts the presence o f  a d is t r ic t  hsspital, r a l l y  s u f f d  
by a physician, a ksm paraphysiciasr , nurse, m i M  be and/or sanitarian heal tlh wsanrkes~z, 

Access1 b i  1 i t y  o f  Health 9 r v i  ces 

*Accessi b i  li .t,ym i s  taken to aaem the m p o s i t e  of the characteri stics of  heat th 
senices whidh fac i l i ta te  or  obstruct tlheir ut i l izat ion by pomt3a8 

A primary factar o f  accessibil i t y  i s  the availzabilf ty of health service gmwi&m 

and, tr, a lesser but s t i l l  i qo r tan t  extent, the avioilabf l i t y  o f  kaltPo FaciIOtjs, 
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k a s s t b t  l i t y  also incorporates such factors as the awatlablll ty a f  W 
s u ~ ~ l l a ;  affordable costs to m s u r s  lrho reek and m c l w  scrvlfes. fncludtng scr- 
vice c w t s  transpoWtion Costa and cast $n ttm; (amd socf all facWm prlattwg ti@ age 

cons~nreir-pravider f nteracti on, such as the sew4 tx p m f  der @s stt4 W& 

a perequdsiX9 for 7s-o~ aceess to health se%lardtees, the m s m n h a s s  b&l th 
services 1s clearly a pmrequds.9rte ta accbtplt;ame, ior utt;3la;artiorr, o;b baaealdtlhs searpl%ws* 

AccgpLabi 1 i ty and Aeceptanee of Heal B)I Sew4 ees 

She consumer gerspectfve, aeagtablll l lw 1s pmc 
service and a positive perceptdm o f  the wallre o f  mfmg tik oelrarlice, anwdl mis re 
to the avail l ab i l i t y  sf agpmg~iate seswices , the ast trcl the ~eaaer in  @- of 
and time. and a p s i  t i ve  att i tude rds me  sew1 ces pmv%de~ can1 k fnfB d 
to a great degree, by the pmwlder% sapmrrt and a t t l k a h  

Ul t imte ly ,  the p m f  of accessdbi li ty amd ac,cigmlbilf ty of hmlm o e r d a  11% 
"acceptance* of inealth services, that i s  the acWa,l utiliurtim of  kt88b sarruvice o r  
the expressed for services by e~nsuplgess~ Expressed 
relates to the oonsunsers and i s  weasrsrratd by cosrsmer u t% l ina t jm  of avaJ'9&1sr sceMws, 
or  the acceptance o f  senides , par t i  caatarly when the sem9ce $yo- ihss th apacsf ty 

to meet the expressed d* I f  the calpacfw o f  t!k heal* S~S- c a u r e  met the 
expressed demand, the level s f  l a t i l f  zatisn my be Uarer than empress& 

A conceptual f wk o f  the mlatlonslhips e f  the accessf b i l i  tg and acmpWme 
o f  health services, including the availabilf ty of  health mn 
serwices, the consumer costs for serrices, other factors affeaing the m s m ~ c - p m H & @  
relationship, and the need fo r  health services i s  pmsated in  Figurn 1, A psrsr~a9- 
s3te to u t i l i za t ion  o f  health sewices (or the expne+sed 
consunem 'perceived need fo r  service and the value they place oar the u a ' l f e  of awf 1- 
able services. Cms 

episades o r  events, such as i l lness or pregnancy. The cupaas Bar 

health sewices may o r  my not a n f o m  t ib  scfenti f lcal ly oonfi 
bessimal ly clef ined needs, Scl'erntS f ical ly mnf i needl for kaltfh sew9cs wefers 
t h s e  needs which can be objectively confi by seienti f l e  masor 

fw nudtrrbtjm ser- 

vices, or biological measar ts which my emfjnar the 

antrot seauices. Pmfessimally & f i n d  

rids id lent i f id  a d  a c k n w l d m  by b a l m  p~~fessioma8s &*a fmwtly 
or, a t  least, include healw p 

w i c a l  6 i ~ ~  serarices. Iklhemas health psofessionals gerneralty qbslzae d'lisew 



Conceptual FF rk sf  the klat ionshi  ps k-en thar 
P~pulat.1Bon% k e d  for Heals Srsvies and kcerss to 

krvices, and the Acceptabi l i  ty 
and Acceptance (Utli l i rati on) 

o f  Heal th Swices 

NEED FOR HEALTH SERVICES 

icienti fical ly 
Confi rrned 

Professional ly 
- - Oefincd k e d  Availability ,&: 

&%I th  knw06~~3r 
Appropriateness o f  Sestv9ces - - - - - -  - - -  - - - - I - -  

Wealth Facil ii t ies 

Relates Oo 
k a l  th  Services 

I 
I 

I a * 
I ---  
4 U 1 

I 
r 

I - ; Acceptabi 1 i ty o f  ~ e r v i  4s - - - - - - - - - - - -  - -  - - -  
Relates t~ - Gost lin time 

(I 

ervice pmvidero atti  Udes 
tanards a d  rapport with 
consuser seeking earn 

KCEmMCE OF WENTH SERVICES 



ealth sewSoes corroern: the avai labi l iQ af the variiow wges o f  WlaWh 
workers and health faci l i t ies; the diDstaibueiors o f  heal.a;lh workers a d  .faciliStfe 
graphically; the rattos of health mrke~s to She rural mpulaticni; the casts Zlol G- 

PS of  av;aiIable services; and Uhe rates ob aataflafzationi ob senrfces by b* the 
general and the target populations. The specif je m~~ur r r t s  66 accesslb4lf ty and 
acceptance o f  services are s rized beluw, 

(1) Avai labi l i ty  o f  Servlces 

The number and distr ibut ion o f  h ~ l a  mmr, SineBMing: 

- Health post wolunteers; pmporti[om o f  w.%llages wfth WPUIs, d HP'IP- 

to-population vatlo. 

- Traditional b i r t h  attendants; p 

and f8A-to-popul a t i m  ratio, 

- Village health icatiorrr ; p 
and WC-to-population ratto. 

- 'JJechakorn;proportions o f  health centess, ddMfery asrd 
d i s t r i c t  hospitals with wiechakcbrn, am! 

ratio, 

- Sanitarian health workers, md sanf tadan-to- 

- Nurses and nurse-@-gapulation rat ls. 

- Physicians and phsic iaar-Wppulat im ratio, 

~ The n-er and distr ibut ion o f  health f a c l l i t 3 s ,  Bncldfwg: 

- Village health posts, and p v o r t i o w  o f  villages with k a l a  pas.&, 

- Village ch i ld  nutritl ion enters, and 

with CWs. 

- nihifery centers, and p m o r t i m  o f  villages and suWistHcts 
w3th Gbifew centers. 

~ - Distr ic t  hospitals; and pmportim of  d i s t r i c t s  with hospital. 



0 QB - Provincial hospital &do; arrd hospital b d s - W - p ~ l a C i o n  ratio, 

(2) Ottrer Factors o f  Gonsumr Access to Wealm Services 

- The coot of dmigs, supplies, seruiees, 

- The cost of transposbtim to health facil ies, 

- The travel time to healt)r facl l i ties, 

(3) Aceptance (U t i  1 Sratim) of Sewices 
Ceneral populatiilsn and mral Qsl~et pwralatia served: 

- Prwortion of estimaw total illness cases tmaW by g v e  
supported providers i n  the past year. 

- Proportion o f  each target p ~ l a t i o n  sewed by gatpve 

supported growidem in  the past year, 

Hatemal/dhi Id heal 2tr sewices utilizatScnn: 

- Proportion of total deliveries *id were attended by L q a n g ' s  

trained personnel , 

- Propartioa of total w dleliverinigi w!ho received p 

- Proportian of total ~1-r of larothers receiving gostwaul cam. 

- Proportion o f  target group c h i l d e n  oJho received i 

w i t h  BCG, DPT, and OPV, 

Fami ly plannirraq services utilization: 

- Fami ly planning practice prevalence. 

- Current FP practice prevalence by source of FP services. 

- Source sf FP service for curpently psractfcing elSgibPe umet 

gmup women. 

IdUtritim services utilization: 

- #u tri ti on semi ces coverage of chi 1 dren tandairr age 6,  

- Pmpsrtion o f  total yrschool dhild mmlled i n  a l l d  
nutrition centers 



m m  anzsjior soumet pwdded the data u s d  .a;o assess changee i n  acciess b *rmd 
acceipi9;aaace of health semi ces isr  twang:  the pmwf ncihlil health 4srf@mtSm rsyrs 
the cmsranrer srewey conrqpmerat of She Task rllnalpis; am4 the IP1"oJee.t f t y  Healah 
Suwiey. 

ns o f   heat^ ~Irdcem and facJ'BI$t10es@ 
som dlem~gsaphie data, and service statris t i cs  fm varfgass types af  pow 
health providers and f i c i I l t 4es  came f rm sources aa.9~ Sbrer gravfratilal. 

network, 

ng populatilon data was provd&d by tihe gravinc4al v i t a l  wistsatiawr offitm 
and by the national stat is t ics office. Only tota l  prrovtacial popcllatlon fiiguraes aaad 
population by d i s t r i c t  were available; no age QseaMms o f  .the p p u l a t i m  were awacll- 

able . 
Task Analysis Data 

The Task Analysis Surveys were psisnarl ly cancrrmd w i t h  measuring the p 
o f  heal tR workers i n  the d i  f f e m t  types of  rural Real th bacf l o "  ties, H 
part of these surveys was a s u m y  of the cmsraemers tho came to the f a~ i l d f i es  for 
service. The consmet= survey cowmd l a w  samples o f  cacnsuaners, and inclusiled in fo im 
at isn ancerning distance and time required to travel f o r  sentice, o f  transport 

used, cost o f  services received, and perceptioars a b u t  the service growidem. l h i s  

set o f  data i s  a useful canplem~ent W the major source o f  data used i n this mma~aph, 
the Project C i ty Health Surrey. 

* 
Coa~wrnity Health and Nutrit ion Survey 

The Project C n i t y  Health Surveys provided the largest body sf data @ornosem& 

w i t h  the pc~pulatim's chaaacteri stics, i I lncss and mpmuct ive  history, heals ewwi- 
rornent and health behavior. Nore specif ically , the survey questjmnaf res iaacludd 

i- concerning: smio- graphic characteristics ; b u s e b l d  mwi tail cadi -  

t ims;  i l lness and i l lness cam i n  pwvious bwr, ks ; history of g-nmcies and 

outcanes; and heal th servoce ut i l izat ion by t a q e t  graups. 



the brctslls of Sgte IEpm~ect Odt* b%w pla 

lllable than the ipoputaltdoms of' Tbadlarmtl had ~vallable as a Ali 
smaller pmgortdon of L ista*gcts sad s ; u M f s W a  had balth f a c f l l t i ~ ,  
and the ratios of available Icdrv, ~ P S = ~  and hospfU1 W ah? papla- 
*icon were wrch llower then the natirsnal average,, as 1IRdllcaW Bsll Tale 1, 

Table 1 

rison of' tal Heal 
and Health litles D arad fn face, I973 

Physici an/Pop, rat io 
Nurse9Pop. ra t io  

Mldwife/Pop, ra t io  
Santtarian % Pop. rat io 

Hmlth Facilit ies 
Districts with Health Centers 
Subdistricts w i t h  Health Centers 
Villages with Midwifery Centers 
H ~ s g i t a l  Bed / Pop, rat io 

Source: Ministry o f  Pub1 i c  Health 
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pra?.y@ntim and hlaialZOa p tion sewfces, aerae i s  cmsf&ubable overlap b a@ 
gereep8slono af hea'la cam lconsuasers and healUI cam lpsovidlrrar cmeemdng me m d  f@v 

Cam *n 4lImss or irnSurr?y occur, for pwnancy a d  ehr"l&lrUr, md far faaifi Xy plam- 
ning senrices. The ccrarsmr and tk R e a l  th pFofessOonal peraprSons of a e  m d  fm 
pmveaative -asurns such as 4 izat%sr~s, nut%"$ t j o m l  amd "&drluag cam, safe grffeaer 
supply. ard appmrSate sanitation, on the other hand. nay be ibuch less cmgruent. 
ThemCouse professionally &dined m d s  fmuent l ly exceed levels caf cons 

needs, 

There concepts and termas are f'urlther elabopir*d i n s  ar?w%earing several m$oa BacPQm 

that affeet the cons 
setting. 

Specific Factors Affecting Acceptance of Available Hkal th SearSce-l?; 

There are several specific factors tihat may dle@msile Cllovr coasuaters in.&a2lsaet: m$Ea 
the available k-ialth care system* Sane of e am: 

I) The rreed f o r  cam as p e m e i d  by the ~Earn t i a l  mr. ; 

(2) The potgntial amsmer's - md klfefs a h a t  the kalm 
care a1 ternti we avai lab1 e; 

(3) The factors affecting the gobnt ia l  user3 access dxl available 
health care alternatives; and 

(4) The characteristics @ Ohe heal cam prcnriders and faei li ties, 

The ccbnsmer's perceived need far hmltih cam most fmplently i s  an .iilPwlerss, arm 
i n  j u ~ ,  a psycbl ogi cal m d i  tion, p 

and less f m m n t l y  desilllle f o r  i oms o r  f lpmwed em$- 
t a l  c a d i  t f m s  (water supply and waste dfspssal). an indlivi-l m m i w e s  

thing a w t  are o f  tlmese cmdftims, Oas o r  stme i s  l i k e l y  @a seek 
health care. 

The health care! praviQer ultiftlaterly clhssen by the person i n  i s  first o f  a l l  
de-nnined by the alwanatfures avai lable. These m i g h t  be ei ther grii vate dnir p v e  
sector pmviders, either m&m o r  t r ad i t i au l .  But  the simple avai labi l i fy of health 
cam providers i s  only one factor. The final choice and ut i  l i a t i o n  of a giren pro- 

vider is also affected by: 

- The nature o f  individual % seed, If the f s  f o r  W ica8  am, 
the range ooprapvi&prs i s  broad. If the i s  far cam a t  ehil&f* 

OF  OF ~terf l l i m f i ~ n ~  the mnge Qb g m i c 8 e s  is prc~ae IilPo'W. 
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T k  - I_u_.  o f  the n d .  Pwple iajraned seriwsPy trs arn srteiwt 
wauld cbosa~! Oo be takm directly tc a hclrpdull. Few 
wing P;a, an Sngectdmf s t  or a heribialfst, 

- The individlull 's lrnarlcdcp and beliefs L)re! varQorrss pmv%&= 
avatlable, i n f l u e n d  by his o r  hw socfnl, - and cultural 

- The d is t l lna  tk i n d i v i b l  ust t rawl ,  tm$l time rrpulrcd. 
cost of travel, and avaf lablc trmspoPt. 

- Ttw perceived _qwlity o f  the ptovOder Mdl valrpe! of hWkr 

array o f  sew4ces as pemtved by the uer. 

- The manner and to hda cliients. 

I The n t  of wai t ing tile sequSsed before k i n g  served. I 

- The cost o f  services pnovickd. 

- The upitaims ~f - friends, ~elat ives, a d  athers wdth  dnflm~e.  

I When a rural vi l lager experiences a healtR pPoblarr, hce may fd law are aif s ~ m l  
cwrses~ I f  the p d l m  i s  a minor i l lness or im$ury, he sr$y I_ treat OPtmse14. Or, k 

may --- take m action and seek no asu$sta~)(:e. #ost 
Need will seek care one of the many atternatiwe p~raviders i n  the 

range of providers i s  broad, and Includes both gswnrmt aard private sectnr prdlcti- 
tioners, providers stsing rn and t m d d t ~ a a l  me 
and profess ional ly trained and d ndi s practi t$ smrs. 

Figure 2 gmphically s 
which villagers seek cam, and the a l tmmt ive  pmd&rs 
dren seeking care. 

It has k e n  the role sf health care providers, partisularly those ~ t s r f a  Mse 

gwerrment or public health earn sector, to s t im la t@ an increase i n  a@ 
awareness o f  thg broader ity health care s, and ta s t idad te  u t i l  i;tatPm sf 

a wider range c f  available services wRlich could prstect and i ~ m v e  the saieala of 
nity. This has also a mjar objective of Ohre L Project atmi de8.10- 

rk bar assessing potential cons mdFn 

available- 



Facmm Affectf rtg Sn&ractdaaw Ik ICbo-tJ at 
Corasuners and Pmddkeru o f  HealEh Seardces 

A apobntfal u ~ r  my be 4as Ef use of: 

1 ) Ill ~ s / l n ; f u a y / p s f l ~ 5 6 d l  prlcbltn - 4 $ndfwfdual Sn pptiat5m . 
2) P w ~ n c y i c h i  ldb i  - 
3) &sire to l i m i t  f m i l y  size - of mpdM- . 

0 

4) Child health protection (m tH t i on  - 
raronitoring, imnizat ions)  

.I 5) r health protection (irunirations, - h y  ind4v9&l i n  BatSam 

6) Environreartal pmteetlon - water, 
sanitation 

- A l l  farrilles 

- shops Private 10 hospitals - District horp4- 
-1s 

- It inerant drug sellers Private hospitals Universiw hospital - - m ~ a  -tam 

- tkrtsalists Phanracies Hospitals sf other - M U f w  
ministries - 

- Traditional aidwives Clinics of mn-HD - 4 3 4  Id aanam tbm 

pract i ti omrs mess 
- - Occult practitioners 

- Ttaditional masurge 
pmwi&rs - - Religious healers 

- PPiva* vi l lage volunteers 

nt physicians also have piwa* cliaaie 
meid ie  o f f i c i a l  hours, 



Table 2 cof 
incc i n  late 8974 wRaa t%m 

t o  Uki%e there were 17 g~vt-t * m y  ldnl~rPl 1~ep.m 
w 

-1 amas. WP 48 mrses. am1y thra ren In  w1t area%, ernal only three 

rlm prSmrily by 76 g@w t .Irbtws awl 51 uuniturdm health servfmg 
dr 3istnrict std subdisl&dc% health llrarkrr mQ vllloge rQUfay antsff, Wlyol- 
ciaraa, nurses a& rwjrriie rdW were trakd i n  thc 1 ~ 3 ~ f c i p u l t ~  rhcrr thc 
v3mlal b p 3 t a l  I s  l@tated. Gi~mmmat m i b i v s  and sam64;rrlan health 
were P k  g 
93.2% gf the ~pi~rsviolco"al lr t isn mldard. 

T W e  3 pmvides a clearer picture c9f Ohe! ratios af these pe 1 t ; a t h  
Oatim of 
letisn far wble province than for the mml e m s  of ttre paprdmc* 

e r e  si~teem ti- mao nurses per 1W,m poprlatiion far the pmv4nac u a duDle 
4han for the mra1 amas- these dispmgmrtionate ratios, %mmm~, o h l d  nat 
&tract fnm the fact # a t  h o s p ~ ~ l ~ c b  physicdarss, ~unrcs mme ebb #~sc 

s(csvdmg some af the rural population, a t  Omst those wlrs were w%ltdng to s 
* 

t k  time and amey to exlrre from their f h e s  far thc rural amas Do Mc Pmwbactal 
lbp t ta l .  8ut clearly, niLmvel distance arrd casts are t n ~  bmsllsnt factms 1- 
flmteing the aecessbbdlity of health sewim. il 
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Nurse Aide: Populatton 

Midwife: Bopulatdon 

Sani tari an 
Hea 1 th Uorkers 
Sanitarian: Powlation 

IsFRlle gowe t mibives and sanitarian health workers were i n  closer &mc%a 
with  mral  reztdents, their ski l ls wem limited and t he - -  weme unable Ito fully 
addl~ess the m J o ~  area of dewnd for service -- medical care. Training i n  
d i e a l  care was therefore prswided far gsve t midwives, sani-rian k a l a  
workers, nurses and nurse aides, to address the consumer's perceived need far 
dial care, and to use this as a "speaPbreadW for introducing irategratd mral 
ml%h services. 



Even w i  t R  mdfcal caw tra4ndng and additional lpaoblie health tslriliva'ing pmvfdd 
t o  these govle n t  health workers by the ProJect8s ~echakam paramysi@ian 
trajning gmgram, gove n t  aidnives and sani tarlian health workers were tm fw 
t o  prowide needed primary care services close t o  the h s o f  mbrat residents, 

The develomnt of c n i t y  health wol unteers a t  the w i l l  age lewel was another 
major focus o f  Project e f f o r t  during the f i r s t  f i ve  years o f  ow~at ions.  A tatal 
of 918 health post volunteers Mere trained t o  serve i n  a1 1 willages of Llmpmg* 
There were 5,359 v i  l %age health c n i  cators and 352 tradf t ional  aldwives a% so 
trained t o  provide v5l lage-level heal t h  i n f o m t i ~ ~ r a  and other I i s a r b t d  Boelal t h  

services i n  e~ordinat ion with the health past volunteers. 

Of the 92 midnlves, sanitarians, nurses, and nurse aides t ra f  ned as wechakom 

paraphysicians, 77 were assigned t o  rural  health f a c i l  i t%es; 72 sf these were 
stationed a t  v i  11 age-1 eve1 nidwi fery centers and subdistr ict- l  ewe1 health centers 

and 5 were stationed a t  d f s t r i c t  hospitals. Fourteen nurse wechak~~rp mu@ sta- 
tioned a t  the Provincial Hospital and one was assigned to the bg ional  Midwifery 

Training Center. (See mnqraw 2, Voltme 11, foe a f u l l  discussion of 
health volunteers, and Nonograph 3 i n  Vol 1 P fair a f u l l  discussed of wechakom~ 
trained by the Prs ject. ) 

Table 4 provides an overview o f  the n rs and distributican o f  proviaacial 

health personnel and c 
The most notable addition i s  the a r i  t y  heal t h  volunteers nkc~ form the p r i m r y  

health care network a t  the v i l lage level. Training wechakom did not add mew 
workers t o  the health care system, but instead expaded the functions of health 

workers already available through the one-year, cmpetency-based wechakom 
training program. Midwives and sanitarians who were trained as wechakom temdd ta 
give a major portion o f  t he i r  t ime  t o  providing medical cam sewices t o  
expressed demand. But they also continued to g t e  and prowide mo"daJibev and 
sanitarian services. The column for midwives and sanftarians i n  Table 4 exclP:des 
those midwives and sanitarians who were trained as wechakom; but i n  real i ty,  

wechakom do continue t o  practice the i r  fopnnwer sk178s and could be ineluQ& i m  
r of midwives and sanitara'ans, 

A t  the same time that the functions of health workers expanded during the 
f i r s t  f i ve  years o f  Project operations, the nranbem of health workers also iancreas- 
ed as a resul t  o f  nOPH planning and InnpB-n-tion o f  nate'oinwide pmaglaram to 
increase the ava i lab i l i t y  sf health personnel. The r sf  physiciaaas Sw Lmamg 
increased to a to ta l  o f  47 by 1979, largely as a resu l t  of the L a m n g  Pmwincsial 

Hospital expansion to  becone a regional referral hospital. But, a t  the saae ti=. 



Table 4 

The Numbers and Dist r ibut ion o f  Lampang Provincfal Health 
Personnel and C n i t y  Health Volunteem - 1979 

Prov. Meal t h  

(a) Excludes 14 nurses trained as wechakorn; t o ta l  nmber of nurses i s  97, 
(b) Excludes 3 nurse aides trained as wechakorn; total number of nurse aides 

. 
i s  179. 

(c) Excludes 51 midwives trained as wechakorn; t o t a l  number o f  midwives i s  110, 
(d)  Excludes 24 sanitarians trained as wechakorn; total number of sanitarians - 

i s  63, 
( e )  Represents the number of act ive HPVs of the t o t a l  t rained (9181, including 

873 trained by the LHDP t ra in ing staff and 45 trained by the CBFPS t ra in-  
ing s ta f f .  

(f) Represents the nmber o f  act ive VHCs o f  the total trained (5.359). 
(9) Represents the nunber o f  act ive TBAs o f  the t o t a l  t rained (352). 



Nurses 
Wurse: Population 

Nurse Aides 
Nurse Aide: Population 

Sanitarian Health Uorkers 
lincludes 24 trained as 
wechakorn) - 
Sanitarian: Population 

Kechakorn_ 
ilechakorn : Popul a t i  on 

Active HPWs 
Active HBV: Population 

Atll;endarats 
Aetive TBA: Population 

a~o lunteers  only deployed i n  rural areas. 



the "WH plan f o r  increasing physician deployment to  mral areas was being iraple- 
~srrrastd and, by 3979, Lampang hacl 7 physicians w r k i n g  a"n district hospitlals 
(fmr o f  which were newly bui1 t). 

While the numbers of nurses increased f 51 f va 1974 t o  83 i n  197911. anly 
an addit ional seven nurses were placed i n  ru ra l  health f a c i l i t i e s .  06 the 176 
nurse aides i n  Lampang i n  1979, 20 were i n  rura l  health f a c i l i t i e s ,  incretaslng 

from only three i n  1974. a 

One o f  the most n ~ t a b l e  changes i n  the awai1a:blil i ty of  glove 
personnel i n  ru ra l  areas was i n  the rider sf midwives, increasing frm a t o t a l  

m 

o f  76 midwives i n  1979 t o  a to ta l  o f  110 midwives i n  1979, o f  which 51 were 

t r a i ned  by the LHDP t o  be wechakorn-midwives. The number o f  sanitarian health 

workers increased from 59 i n  1974 t o  a to ta l  o f  63 i n  1979, o f  which 24 were 
trained by the LHUP t o  be wechakorn-sanitarians. 

The 1979 ra t ios  of government health personnel and c n i  ty heat t h  WOI untererrs 
t o  the population i n  Lampang are sumarized i n  Table 5. Yhi le the ra t io  o f  physi- 

cians t o  population i n  rura l  areas increased frm 1 :296,681 i n  1971 to 1:81,563 
i n  1979, the absolute increase was only f ive,  increasing f a total o f  ew9 to  

seven physicians; therefore, coverage o f  the rura l  population w i t h  physiciansm 

services was s t i l l  scanty a t  best. The greatest im?rovennent i n  M i c a 1  care co- 
verage of the population, expecially i n  terns o f  gecgraphic d i s t r i bu t ion  o f  services. 

resul ted from t ra in ing  the 77 wechakorn paraphysicians f o r  service, i n  rural amas, 
With the adldition of more government midwives, the rat ios of gove 

population i n  ru ra l  areas (including those who had received wechalrorn t r a f  nf ng) 
improved f m m  1~7,807 i n  1974 t o  1 :5,572 i n  1979. The addit ion of re la t ive ly  fer 

new sanitarian health workers barely kept pace wi th  pcpl la t ion g ~ , m s u 8 t I n g  

i n  minor changes i n  the sani tarian-to-population rat ios.  

The r a t i o  o f  wechakorn t o  population i n  Lampang i n  1979 was 1 :'P,9m i n  ~ ~ a l  - 
areas, and 1:7,138 f o r  the whole Province. C nity health voluntggtss pmwidd 

the mst complete coverage of the rura l  population, as volunteer-to-populatfan 
r a t i os  indicate. I n  the rura l  areas of Lampang, there i s  now one act ive WV 
for every 745 ru ra l  vi l lagers, one aceivs v i l l age  health w 

11 5 rural residents; and one TBA for every 1,772 rural residersts Phis mpmsm8r - 
134 act ive HPVs per 100,OOO rura l  residents; 87631 health c micators per 

100,000 ru ra l  residents; and 56 3ctive t rad i t i ona l  birth attendants per 100.000 
ve m 

D A A C  A \ .c . : IAL IA  PA-.. 
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ver, ass-s sat the wwc 

late, coosdf mate and =nag@ supme for f ty h - t a  wtuar-M tin eveff~l~r 
vi l lage o f  the pmince. ThPs f res that the gave t health mrkefi 
assigned t o  arral areas a m  ad rr, am appmpdately traln4 and 
st innrlatd to suppofi n i t y  health valuas-m, am paso~rly distr7eboat& gecpl- 

graphically and are Sn agpmpriate rat las t o  nDty heal* waluntwrs in mch 
area. 

While the develo t of approgsqately traimecil hmlth m n  r for the var%sus 

levels of health case de l l  very at the rural prviMery was the W O ~  ~ W U S  o"Qm,,S~~et 

effort, the  mPH litment ta expansion o f  msal k a h h  facf l t f t jes prroavidedl add3 - 
tional 

AVAILABILITY OF TM FACHLITIES ZIW 6, 1974-1979 

When the Project began oprazions i n  1974, the pmvince had only 12 chi ld  

nut r i t ion centers, 31 midwifery centers, 36 subdiistsict health centers, and 2 
d i s t r i c t  hospitals t o  serve Lapang % s r a l  areas. By 1979, ahgm were 1W) chi ld 

nutr i t ion centers and 918 health posts a t  the vi l lage level, r n i m b e ~ y  esmt@rrs, 

30 subdistrict health centers, and 7 d i s t r i c t  bsgf  tals sewing B-ang" sraB 
areas. These increases i n  ~ r a l  health f a c i l i t i e s  are s t - ~ ~ ~  i n  Table 6. 

Rural Health Faci l i t ies kvelopmmt i n  
Lmgang Province, 1974 to  1979 

Village Child Nutr i t ion Centers 

V i  11 age Midwifery Centers 
Subdistrict Health Centers 

D is t r i c t  Hospitals 

Prow. Hosp. Mobile Unit 

Prov. Hosp. G . Health Dept. I 0 I 1 I +M-+ 



Table 7 

?he Musalirers and taistributlon of Rum1 Bleala Faci liltfes 
4n Lamapang Pmvince, 1974 and 1979 

So6 Prab 

r i r es  the distr ibut ion of rural  health facilities i w  h 
i n  1974 and 1979, and Table 8 s r i t e s  the changes i n  geograMic coverage by - 
governnent heal t h  fact l f t i es and v i l  l age heal th  posts 1974 to 8979. The 

coverage sf d i s t r i c t s  wi th hospital services inclsrdes h t h  d i s t r i c t  b s g i t a l s  

i n  rural  d i s t r i c t s  and the Provincial Hospital which ef fect ively fuactioms as a 

" d i s t r i c t  hospital" f o r  the very large HrPang D is t r i c t  o f  L 

The increased coverage o f  subdistricts with health centers was accw l i sh&  

prirsrarily by ilaggrading a number of existing mik i fesy centers to baonctim as hmlltsa 

centers, &my m$dwjves hcb had been traf ned as hakom aetumd to their f o m r  



Table 8 

Districts wfth hospitals 
Subdistricts with heal th centers 
Villages w i t h  midwifery centers 
Villages w i t h  child nutritiolr 
centers (or day-care centers) 

~idwifery centers to help expand Walr 11~me sml~ltbi SO cwld functdanrar as 
health centers, As midwifery centers were m v  
a corresponding but $1 igkt decrease in  coverage by rtfdsrffery motrs., The mast 
notable increase i n  coverage relates to the estab311; 
child nutrition centers. Figure 3 presents a vbsw'l me d l ~ ~ t r i b o o t a l o e r  

of governmat health cam faci l i t ies i n  h 



Pswfracial W P t h  Office 

h 9 n c f a l  Mpit8l 

District Hcspitals 
O) subdistrict Health centers 

+ Village MMuntery Cmters . Villrgc Mild RutAtiicn tentem 
Village Health h t s  end #Pis 

Village mlth CcraPrs 
Trrimd TRdlt8-1 POi&&w@S 



with emrm.r* a c m r  W wml lliaalDtIEn 

hmlm rerwiee por;mare'f and fae:.QI f t f  es, fm PnoJ=tbs task amrnalyaf~.~ 
The hospdal task analysSs was habe m l y  mce, and pkcbw1M a trap- @f 

data, *ems the task amlysds surppwep m m ~ a l  bOtR  Sacd'BTltOs a w e d  bcb* 
preintewention and gostiatesventiors eoadf t ians. 

ACCESS 10 IPWVPRCIB91 mlPPITk SERWLtChS 

$mince (and om occasbm by m p l a  fm wighhil"9q prow3 ) , aarJasBity of 

i n  UIle tmspikrl (94% were outpatfmts), 54% eaale fm hang Dlstr*fct aem tk 
Frowincia1 bspi.4t;al i s  located, whereas only 27% of  t;)se paoprdm'r ppli8atim 
lives iln liluang Qfstrict. Fimm 4 s Mhac pracoa;rasgIcwr of patfats ~ f s o e a f  

each district. 

I n  

amst dk tant  -- 80 k, 500 kilapeters fm L 9 fop oianlgl4Z @f 

al l  patients. 

ACCESS TO WRAQ SEBPVIIm 

I n  each rural health fac i l t ty  (dbstmct bspttals,  s W i s t f f l a  h11a 
and michdfeyy centers) &ere Task h l s i s  obsematlms bere ma& of bla ars*emo 

sample o f  v i l l l a ~ ~  w b  

the basel ima! mowis, a total o f  m5 
surwes 3295 patients were fnBgmf 



Figow 4 

B l s t r i  button arf hanngang Pmwincfal Dlospf tal Patribemts 
by H e  Districd;s 

Lampang Province 

= Provincial Hospital 
- i n  Lampang Tom 

Source: Task Analysis, U W .  
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Overall , blew-n 2% and 38% o f  the sew.ice m c l  pSeurn.&s wm mle, and 7W 7% 
were famale. More than bo-thilsds o f  patients r a p 1 4  in a m  werue be 
the ages o f  15 and 45. The pmportioua of  a l l  liconsmrs $-I& -& ~m under 
age s ix  was l@ss then 10% i n  a l l  areas, 

S i  stance and Made of  Travel t o  Health FacS 1 f t ies 

The majority of  people who came to the health facSlitJes lttravcld Iss than 
four kilometers, Table 9 s sires dishace . & ~ a w c e l ~  by &mown fmteswli f vr 
the pre- and postinterventSon surveys. The postinteswat3on data f Writ 

D is t r tbut lm of b n s m r s  by Msttaaae Trawelcd 
frem Ham t~ F a c l l l w  IWOlwe Sewice Mas fwd fn E2 Distr ic ts  b r i n g  Baseline a d  F d l a w p  Swmys 

the  proportion o f  cons 
i n  the -wstinterventlm per id .  Less than 15% of  the  cm tmw@ld 5 k44* 

meters or farther i n  the baself ng period, but i m  the m s t i n k w e n f  i ~ w l  sapnule~ 

stme 30% o f  consunerls traveled 5 k i  o r  fiaa-er. 

Table 10 shows the mde of travel usdl to reach the Bawl* facility. I n  

preintencntion surveys. walking was the w s i  fom @f trawl ta hLla 
faai  l it ies .  Ower 80% of  the c m s m r r  either walk& or a b i ~ c l e  sr a 

motorcycle. i n  the postintenention p e ~ o d ,  ferer people walked to receive are 
and there was a r l i gh t  increase i n  the proportion o f  pfople uho IhrSeyclaes and 



of: Trllravasll %a &cai ve &a! Semf ees i n  
Ep Mrtrlca I)urlng Baseline and 

Foll l ow-arp Surveys 

Btecyc1.r; 
ma;spg:ycle 
Brdwa- Car 
Publ4c ~ r a n z p o r t ~  

" Mni buses Sww: PmJecB Task; Chalfi3s 

Vr&wel 'Irjm and Tramsmr/eation Costs ta Cosrsuaers 

Viable 11 shows the averwe B alF time s p t ;  fn truwelliq ta ~ G C ~ W C  S ; C W ~ C ~ S -  

In  bath the pm- and pstlmtewmtfon ~peeri*, appmximtely 80% of all \r^lllagep*5 
t W l W  facf l i  t i es  for cam &1Favc"ledi less thrarra 3@ minutes 

Table 11 

V%m Spent fn ?ratweling fe &mPw WPaOl Sewices 
In  EL Districts Ourirg Baseline and Fol la -up  S u m s  



irn 

walk&, M e  da Bblleyclat, ar used tkdr iamaa mQ9rcycIc, 

cost of Scwf c;es m ms;=r*s 
u 

A ffinel9 
w)rbch was pal d by the scarlcs! m d p f  mt. Table HZ SI a s  tlias r q e  @f' a15iw 
pa4d by corss-~s. 

~abb 12 
Q t for O(lesrr1a 9wlllcm mi& by Seru%ea! di 

Recipients i n  E2 DlstrictJ (I*sellnc a d  F o l l a u p )  

A large proportion of consmrs; a t  the mral  hwlth faci l i t jes pa4 d leas tfaaw 

one baht (five US cents) far searicegs -leiwed ( t is lwde as a "&w;btionm %a 
the health center). M% of a i l  users i w  .bw study paid under %en 
baht (50 US cents) fo r  sewices ~eceived, and 66% of all consme0"s i n  a e  wstimlksrr- 
vat ion pericwl paid under tem baht. Over 90% paid less Wan 30 baht (W$l.Ulr) i n  
b t h  surveys. In the gkcst4ntearmtion period, althmgh the p 
paying 1 i t t l e  or n e ~ j q  was 38% there appeared tio be a glmeral increase iua the 
pmportion who paid mare than 10 baht for services mxeiwed. Gme~ially, 

male at rural health facildties ape for "rsdicine", rattaw than for "semr"cem, 
and the increase in pawrats  ranging d m  fQ to 30 baht my reflect the inc: 
range and qua1 ity o f  medicines and suppl ies available a t  rural health facilities 
after the assig 



ties for sew4 ces frrwn s l  3 gJstly farther QisWncs fn the pt iEna 
pr40d1, alaourgh a t  least 30L bmm a d%sUrace of less than 5 kilwltaras 
(2.4 miles). Although M e  great mnajority -- over 90X -- walked or  rode. a bicycle 
or  mtorcyele, them was a sldght imcmase i n  travel ms ts  for the p m m r t f m  

of consraa~ass tho lased public transpaa2atim. 

The prevlous chapter has doc ted the braad dnemasce i n  the awailabil I ty  
m 

of gove t rural  service pmvfdess. The evddmce that  Sn Whe pastSartemeartQoaa 

period service users traveled s a t  farther allld longer i n  tdm,padd a 660. 
more fo r  t rans~ortat ion and paid s l i gh t l y  mm far services received souad sugpst 

that access t o  service my have h m e  mare dbfbf cul t. Osn the s tkr  had, hkse  
facts could also ref lect the improved c d i b 4 8  it! o f  the service dacf OitOes a d  
providers, and an increased consumer w i  11 iagaess to f r a ~  afar and pay far 

m 

better medicines and care. Further analysts o f  u t l l f za t ion  data skid Daelg t@ 
c lar i fy  th i s  issue. 

Access t o  C a w n i  ty Health Volunteer Services 

Training health post volunteers, grad% tional b i r t h  attadants (BIBA8s] and 

nicatom fo r  every vi l lage i n  b mg Province was a d a p .  P"0cd)jarc.t: 

strategy t o  improve mra l  contuses access t o  health care. The! vsluntetrm ape 
both social ly and  graphically close the prrople they serve; their services 
are extremely low cost; and they can f ac i l f t a te  access to other sesvicer of 

government health care. 

Volurateer service data and survey data provide inQoslaatBlan a b u t  access ta 
volunteer services. Service data indicate that cmsu#rrs pay, an Uaar average, 

s l i gh t l y  more than one baht per medical cam contact and 20% to 25% of cmsmso 
pay nothing. The 'Wonation'" for a one mnthas supply af oral mtraceptCwes 
distributed by HPV" i s  one t o  three baht. The 

that 202: to  30% o f  a l l  n using oral contraceptives get  PAR health gost 1 

volunteers. I n  a small survey of rural  contraceptive users, over 80% o f  t b s e  
using oral contraceptives said they had chosen to get thedr 

the heal th post volunteer because the vol unteers wen! *conveni eat1 y close" . 
Traditional b i r t h  attendants have h is tor ica l ly  been the most accessible 

health care provider fo r  attending del iweries i n  the rura l  areas, They have mt 
only attended deliveries a t  v i l  Pagers' homes, but have played a @gsanbthera 
ro le  i n  helping with household tasks, have perfo r i t e s  associated vf t h  &P"ldl- - 
birth, and have acted as a source o f  indomation on ch i ld  cam. T$A costs a m  
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Bsr 9nd wary w&$q to thc nernr ab the )lows*Dd m l w $ q  her 
fRL Es vdllwrs mke (bth cash md in Otf. dl  far her ecntccr am mt -sf- 

t fC8s wwi-, bat am r 

sewed, a d  & 2  Fm%Iy b l d  aDCOP $31 

W, and WWs - n i t y  health wl~~~~teiern 
rs I n  the wdttage setttng aieh cmt~IkrQe t~ ears@ sf 

scctss ~ $ 1 1  BkrlQh prs8 rol l ive fn mJ am fad- 
l i a r  ~ 4 t h  the ~ I l l a ~  
meet ex fs tJq  villager rPcgs fsr health a d  frdty p l s m t m g  sawwkes. 

bllttsctely, perhaps tk illlnst CndleaWr of 8aessibtDlty ds the mgon~e @f 

us rrrl'lrbta. I?H folldng c?um UUrflm dthre 
levels of uttlftat3on of 



d9CCEC'TNf LITV UTIhltrnTXrn 
OF MlEAtTDC SERVICES liNI P8PXG 

The f inal  proof of the acceptance o f  health services i s  the actual u t i l  bza- 

t ion of available services. A national survey conduct& i n  Thai land f n  1970 awd 

numerous other sample survey data collected since then have revealed that less 
than 2OZ of those who had a need for medical care had actually sought a e d i u l  care 

services fram government medical and health care fac i l i t ies.  The proportion of 
the to ta l  population, including those who d id  not actfvely seek care, receiving 

any govermnent health service might be even less. Many w b  interpreted the natfonal 
survey data suggested several possible reasons f o r  the low ut i l i za t ion  af gveran- 

anent health services: (1) the re lat ive unavailabil i ty o f  health facii l itfgs a d  
mnpouer; (2) i n  many fac i l i t i es  a lack of the type of sewices, wstiarlarOy 

medical care services, valued by potential consumers, due to  the OimI ted tradning 

received by m s t  m i d i  ves and sanitarian health workers. 

Major aims o f  the Lampang Health Develo t P r o g ~ t ,  therefore, were 
increase the ava i lab i l i t y  of appropriately trained health laanpower; to increase the 

range and ava i lab i l i t y  of health services; t o  infom the rural  population about the 

improved service ava i lab i l i t y  and qua1 i t y ;  t o  increase the actual u t i l ~ z a t i o ~ n  o f  
government health services by the target populations; and to dgl iver  tRc services 

more cost-effectively- The target populatSions were identif ied as ~f child- 

bearing age (15-44 years) and child% under 6 jrears of age. Therefore, maternal 
and ch i ld  health services o f  a l l  types, includimg family planning and nutr t t ion 

services, were emphasized. Similarly , a sador emphasis of evaluation was measure 

the changes i n  actual u t i l i za t ion  o f  health services by and children i n  the 

Project intervention and control areas. 

Data fo r  th is  analysis came primari ly from the Pro.jectls n i t y  Health 

Surveys and the service stat is t ics of the Provincial Health Office. It should be 

noted that the interventisn period was about four years b 
surveys i n  the El area, and about t*o years i n  the EL area. The elapsed time 

between surveys i n  the control areas and the El area was about four years. The El 
area was a single d i s t r i c t  with a population o f  about 43,800 (41,366 i n  1974 and 
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14.190 i n  1979); the E2 area c q r l s c d  seven districts w l t h  a populstian o f  about 

30.000 (338.929 i n  1974. and 345,482 i n  1979); C1 was a srngle dlstrtct w i t h  t 
60.000 people; md E2 was a single d l s t r l c t  w l t h  a population of abwt 45.000. 

Al  though the Project focussed on u t l l  lzat lon o f  health senlces by maen of 
child-bearing age and children under age six, the Pmdect was also f~.l;gsest& fn 
the utilization of health services by the *hole population. data wlatlmg 
to  the ent ire population i s  presented as well. 

In each sample household of the 
&ether .Ilrsmen of child-bearing age and c h l l d r e ~  under age s ix  had w e f w d  my 

government-sponsored servjce i n  the previous year. This r;larestim aimed a t  ddratly 
measuring the a t t a i  
target groups with services provided by gove 

(including health volunteers). One year i s  a long period for 18, anal -my 
health care contacts may have Ben forgatten, part4cwla~ly tb the fntervi was 
not a target-gmup n, But such recal l  pmbleus wmld Bbe mre oar less umf darn 
i n  both surveys, making risons of  change st11 I releurant. 

Ut i l i za t ion  af Anv Service 

r izes baseline and fol lm-up u td l  izat im of %ray sewdce by 
chi ldrerr under age s i x  Sn the year pmvbous to the inteaciw day. 

fable !3 
The Proportion o f  Children Under k ~ e  6 B w e d  

bverment  Meal th Services &rim the Pmvdous 
Year in  Project Areas [Baseline and Fbl lm-up) 



YAf'ilet mar Bewl of hml th sgrsricle u t l l  f urtgora by ehf l d m  Jn the 

maid %hat $2-2% OF dl1 ~ h i l d m ~  r age 6 in En and E2 had 38 by kabpmgEs 
nt-rcplpor- Rm1t)r care system. 

UMllzat ion of health services by prarhool B i l d r m  i n c m x d  in  thr El a m  
fm 30.1% i~ the brsclim survey to 65.5% in the foll-up survey, m fi I%& o f  
*35.4%. Cli i ld health services utiliratlon i n  t#r E2 arca incrcrscd 17.92, @ ckn* 
froa 42.41 i n  thc baseline survey to 60.3% i- the f o l l w - u p  rumy. In thc tl ama. 
fromver, t9e pmpartion o f  preschool children receivinrg servfccs, ekcreascrd 3.4%, 
fa l l ing  from 42.n i n  the baseline survey to 39.5% i n  the fi1l-w s . DPJsldng 
the saae period, health service utiliratfon by chlldren Zn Phe Ct rrra lncrclscd 
+7.6%, r i s i ng  from 42.4% i n  the bse l i ne  survey to 50.a i n s  the fallaw~up suwqy. Hn 
both project interweratWh areas, util izatio I o f  *we t-saugrpr60cW ka1W services 
by preschool children mse ta signif icant ly kZg)aer absolute Bevels than f n t;bnpae! coal- 
hrol areas; mreover, the pm$ect areas 3150 s w h  larger 
crease bebwieen the base1 i ve and follcrw-up mas 

The overdl l differences be P areas 
are equally apparent when the wolme o f  gous t-supprted services received per 
1,000 children render age s ix  i s  examined, Table 114 s that al-m the awms 

Table 14 

t -Sg~dnsod Semi ties P w i M  per B,OOO Chi ldmn 
Under Age Six i n  Project &mas fin 1974 and 1979 

Source: Provincial Health Offfce Sewice ffecswto, 
- 

nunbers o f  servi5es received per I,OW target group childsren were mwbly similar 
i n  the baseline period, they had increased substantially i n  both Project a m s  
during the follow-up period. On the other hand, t h e r e  was a decrease i n  the Cg 

control area, and only a sml  l Increase i n  the C2 cawtml area.. 

The very substantial increase i n  the proportion o f  a l l  children who meeiwd 

services i n  the PP0jct areas was not confined t o  childmn i n  any one ecanmic Dwel. 
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Table IS 5 the e h v  i n  the paltaPlm of: service ut.Oldrat4orn by chflldmaa @f dif - 
fererst economic status, lkw the basellme p r l o d  . sewice wt i lZCatfm 9 Pm- 
school chi ldren wiis llru for a l l  children, and par t i cu la r ly  far those f aa W ma" 

Table 15 

Pmwrtion o f  CRf Idmn ol, 6 U b  R=e%d 
t-f up rted )&ealth Servdce~ 
ious !O ear i n  Project h a s R  

EcomSc Status (8raslel5m and Follar- 

"~enerally qu i te  small nubers i n  t h i s  group 

and middl e-level h s e h o l  ds . The sharp Sncmses i n  chi l d  sem3cee utf l  bzatf rn 
occurred 4 n a1 1 econaic  groups Sn the El and EL areis; thls t was mt gesaglrally 
t rue i n  the control areas. 

Table 16 shows the types of services received by gmo 
were served by govemnent-supported sorprces i n  the pneviws year. The m s t  fm- 
quently used services i n  follow-up surveys were nutr i t ion,  well ch4ld and 'other" 

c h i l d  services. The proportion o f  children who received medical care sewices 

increased i n  a l l  areas, but the increase was mini i n  the El Project area. 

I n  the follow-up perf od, 19 t o  21% of preschoo'9 c h i l d m  ia the P m ~ e c t  areas a~~nid 

1b t o  171 o f  preschool children i n  control areas had received lpd ica l  care services 
i n  the previous year. 

The pmportions of children who had received i nirat ions Sn the faI8~0r~orup 
period were generally higher i n  the Povzject amas than i n  the contml areas; Raw- 

ever, there was a decline frm the base1 in@ levels i n  d 



Table 16 

Pmorticsr sf A1 l Chf ldmn M&.P Elrle 6 WRQ 
Recce$wed Wve I-Sarpgortdl Serrjces in PmJect !mas, 

by Type of Service (Basel4ne and Fort law-up Surveys) 

C 

II 

# 

B. Medical Care Services 

C, lmrmni ration Services 

D. Nutrition, Well Child, and 
Other Chil d Health 
Services 

" 

except the El dl  s t r ic t ,  where a 122 increase occurred. These survey mults are 
surprising, as the Ministry of  Public Health had given speeP'al nationart& ast s 
to child imnizat ions i n  the Project's third year of imp1 

before the follow-up survey. 

nitations are m s t  relevant ts childrm under years Cpd- age, 
and the declining bir th  rate that has been evident has rducd  the pmpeiawa @f - 
preschool chillcfrm who are under age two. Th.Ss, in Durn, may be p e t a l l y  w p n -  

sible for the observed changes i n  i m n i z a t i s n  coveraap 
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Although the pmportions o f  children tho had a we1 1 ch i ld  service matt 

(chi ld physical exajnat ion o r  hygiene education) and who recei wed nutr l  t ion 
semi ces were general 1 y -1 I , the differences betwen the Project and ecaartml 

areas were pronounced. However, i n  a l l  areas, imlpmv t over the basetdne mrf~d 
was substantial i n  the follow-up period. The pmlpoeions of sample ehildlmm who 
had a lnutri t i o n  contact, we1 l chi ld  contact or  "other" contact incmesd 463,821 
i n  El t o  52% of a l  l children. There was an increase o f  36% I n  E2 t o  41.8% of a l  1 
children. Nutr i t ion services i n  the project areas were, f o r  the m s t  ptL, Q31d 
Nutr i t ion Center (CNC) services; the increase i n  use of  such services refleets 

the special emphasis given to  C N C k  i n  the Pmject d is t r ic ts .  

A breakdown of where children received heal t h  services i s  pkovided i a a i  fable 87, 
I n  both project implementation areas and contml areas, c lear ly the naa;jor source alf 
health care for preschool children has been the subdistr ict health center, Ala0wgPP 
th i s  generally remained true i n  both baseline and follow-up surveys, them wewe 

some dist inct ive and divergent changes i n  the disttribution of services by source 

between the Project and control areas. 

I n  Project intervention areas, there was a moderate f ncrease i n  u t i l i za t fon 

of the subdistr ict health centers and d i s t r i c t  hospitals. In  Prosect internemtion 
areas, the subdistr ict health center had been used by 77% of  the chf l d r m  w h  were 
served i n  the follow-up period. There was a general increase i n  village-bas& 

services e 5% of a1 l children who had received sewices had received them frsrn 

health post volunteers and use of Child Nutr i t ion Centers increased i n  both El and 

EL. Along with the increased u t i l i za t ion  of rural health services o f  both the 
government health f a c i l i t i e s  and village-bas& providers i n  the Project areas, 
there was a concurrent drop i n  u t i l i za t ion  of the Provincial Csospital. Use o f  

the Provincial lMsspita1 declined substantially i n  both Project a m s  -- a 83% 

drop i n  El, and a 4% drop i n  El -- as rura l  health f a d l i t i e s  wee strewthen& and 

the primary health care network was established through Pmject efforts. 

The distr ibut ion o f  services received by target age children i n  the control 

areas revealed a somw-tlai; di f ferent pattern. I n  both esntrol aseas, there was a 

major drop i n  the proportions o f  children receiving services i n  rural health 
fac i l i t ies,  primarily the subdistr ict health centers, In  the baseline survey, 

u t i l i za t i on  o f  subdistr ict health centers had been a t  s imi lar o r  higher levels 

than i n  the Psoject area. I n  the follow-up period the proportion of sewices pv@- 

wide to  children by these centers had dmpped 2% i n  the C1 area, and lSX i n  t2. 
The second W o r  source o f  services t o  children i n  the contml amas has b e e m  the 



Source of Servl ces 
Hho Recei wed Gowe ulplpr~~*&d Services 

i n  the Previous Year i n  Project Areas (Baseline and Follw-up) 

Source of Service 

Heal t h  Post ~ o l u n t e e r ~  
Child Nutri tim Center 
Subdistrict Wealth Center 
D i s t r i c t  Wospital' 
Provi ncial Hospital 
Pbbi l e  Uni tlOther 

N-BL = 324, N-FU = 224 

E2 Health Post Volunteer 
Chi 1 d Nutrit ion Center 
Subdistrict Health Center 
D is t r i c t  Hospi tal 
Provi ncial Hospi ta 1 
Xobi 1 e Uni t/Qther 

N-BL = 693, N-FU = 357 

Heal th  Post Vol unteer 
Child Nutri t ion Center 
Subdistrict Heal Center 9 Dis t r i c t  Hospital 
Provincial Hospital 
Mobi l e  Uni t/Other 

N-BL = 330, W-FU = 94 

Heal th Post Vol un teer C2 Chi1 d Nutri t ion  Center 
Subdi s t r i c t  Heal Center 
D i s t r i c t  Hospi ta ? 
Provincial Hospital 
Hobi l e  Uni t iother 

H-BL = 134, N-FU = 43 

a Sun o f  % may exceed 100% as mre than one source o f  service was used by . 
some persons* 

A few volunteers had been trained before baseline data collection began. 

There was a medical and health center (but no d i s t r i c t  hospital) in El during the - 
baseline survey, but a d i s t r i c t  hospital was b u i l t  before the botlm-up suwey, 

There i s  no d i s t r i c t  hospital in Mese distr icts.  - 
Source : Comnuni ty Heal Ul Survey 



Pmwincial Hospital (Lmpang Prwincla l  Hospital for the C1 sma. L 
cia1 Hospital for the Ci area). I n  both c m t m l  amas. them war sr. In  
the use of  hospital services by chi l d m :  an increase of 25% i n  C1. m d  10L i n  

CLe The lack of village-based health care altcmatlves i s  also sopmnt  i n  thc 
contml d is t r ic ts .  There were no health post volunteers i n  the Cr dist r ic t .  ud 
fer ch i ld  nut r i t ion  centers. i n  the t p  dist r tc t ,  a l t  h them were bIOlPM-trabnned: 
health voluntee~s i n  solnse villages, they were not used by c h i l d m  saplgkd- 64si 
children i n  Ct received services fm cWld nut r l t fon  centers. 

In su-mary, there are several generat obsewatltonrr conicem4ag ut$t4zaXfclax af 
services by children under age s ix  during PmJect imp1 

(1) By the end o f  Project operations, a much larger pmportian oF the 
target gmup childsen i n  pmseet areas had peached w t t h  
governnrent-support sear4 ces than ii n the eocntml areas 

(2) There were moderate increases i n  coverage sf  elrrildsen w i t h  di cal 
care services i n  both PrOject and control a m $ .  but ProJcct amas 
damonstrated broader coverage of children w i t h  mtrittm services. 
well ch i ld  services and other health pmmtIm and disease 
prevention services. 

(3) I n  Project areas, there was a def in i te  s h i f t  i n  ehi ld  service urtiliza- 
t i on  ta the rural health f a c i l i t i e s  and village-based prov3ders, ria 
a concurrent reduction i n  Provincial HospStal use. Trends fin the 
contra1 areas mere generally i n  the opposite directiona 

UTILIZATION OF HEAlTH SERVICES BY 6RWP 

The Conrnuni ty Health Survey measured overall u t i l i za t i on  o f  gove t healm 
services by mnen of reproductive age. The survey provided data cmcerniag overall 
service coverage o f  the whole target g m p ,  as well as coverage by specific type5 
o f  services. 

General Heal t h  Service U t i  1 i zation 

Table 18 summarizes overatl coverage o f  target group w b  ut i l i zed  heialtDa 

services i n  the year previous t o  the survey interviews. The bollaw-tap data imdf ate 
that service u t i l i za t ion  by wanen i n  the year previous t o  survey interviews had 
reached between 402 and 45% i n  a l l  areas; E l  and E2 shared s l igh t ly  higher 
tiosls o f  wanen using services than control areas. 



gross measures that do rsot pmwi& sufl"BcQsnO; 
within this gciprrlatdsn d m  hawe s ~ b f 8 c  Ircaltlh OF are at  hd* g.gisft, mt 
data awa8lal)Ic inril4-W tikt seaviee &Bltadtim .Is 

am specific, a d  mes@a bs; k t  11~31sud IA Wmts BTf 

these subg~aups d* elegls arad spacdfic f o r  k a l t h  ~embac;ss~ 

The g m p  within tihe 
important &la n i s  

t 50% to bOX of all 
n cumntly marrid of mltembty sewices i n  army given pdd. 

The target g w p  ~.elewarrt to assessing uti l izatim sf aa(tdirrar5ty t&rubccs awe 
uho have lrad a delivery. To galn a sufficient s e l e  of  i n  
care, married 

t servOces received for de l iwe~ ls  whfch ~ceurrred bn the &wo ymrs pmwiw 
W the imtewlew date. bbtemity services irnclae p tal cam, mtnallarl cam 
arrd Q1 ivery care. Table 19 s sizes the mlwasrt Q q e t  g m p  

rtlisn o f  mmlied who had e l r ' v e m  a child Sn the pmlorurs mur; 
was mar 251: i m  a l l  baselim areas; al l  amas s h e d  a dec 
lwels of 



&be curmntly =skied 

No. who dellwlred a"n 

For 
areas, there was a subsmrrtia'l increase i n  the pro~rltiosr wDho were scpy~ecdl by a 
trained attendant. (Trrali ned a% 
under the provincial health semfcs! system: <Boctors, worse, gave 
wshakorn, and traditional birth at tdamts (W) trarSnerQ m&r .&he 
Table 20 s the levels of gowe delivery ate. 

Proportion of mo awe B " S ~  l a a f l d  r~n 
Iiiway cam! 

by Trained APUndan.a;s of  the 
S01w-d klliiwlrgr S S ~  
(8asel%ne land Fall-w) 

nt physicians, ap ~dssSibe, and 
along w i t h  indigenous mi trained by PllpB! ~g Pmdect. ?E 
mi&ves were mt trained by the Project mPiP after the bsclirwlie s 
ss aeir  serwices are irost inclu&led i n  hsel ine mwtr;aw Bevels. 



a r i  zes the places c f  deli very and the sources of delivery hare 
recclved. Whl le coverage of wmen i n  need o f  delivery care increased in both 
Project and control areas. the absolute levels cf  delivery services received -- 
as well as the respective increases from the baseline periods -- were considerably 

hlghcr nrn the Project areas. 'lwerage o f  deliveries i~ the connbfnned Project areas 
rose 39.8; from a baseline average of  42.6: t o  an average of E.41 i n  the follar-up 
period. I n  c\ontrast, the cmbined colntlrol areas increased less than 12% frm a 
31-62 avera le  n a a  the basel ~ n e  period t o  a 43.35 average i n  the fcl lo*-up survey. 

Table 21 

Proportion o f  @!men YRs Received D e l i w e ~  Care Semiees 
i n Previous Two Vears, by Place and Provider 0% Cam 

( Basel i ne and Fol l m-up) 

Place and Provnder 
of Care 

C 
dt0531 td 1 

~j t h e  r 

Attendam t : 
Physncnan 

Hursc 

Jr-5;- tnowal  8s r t h  
At~enzlant 

a These amms mawe been co*imed because sample n d e m  were w e v  smll i n  
fal  ~W-U;F~I mu1111ds. 

i r i l  vdes dn s i r n c t  ihospn tans. subdistrict heal tlhi centers, and mibrifcry 
cen kers. 

C Imst7ir, Pmulne~aA ~asip ' l ta~  bulk about 5i& arf hosputd deli  wepies were 
2 :  prnvate ~ o s g n t a l s  ., 

Wver~mnnt m n d w ~  ves a r  nurses could also Cc wechakam. 

' 'Ouitnlr~r nnclurdl~s self delnweeiry, relat ives,  frnends. 
i n c ~ r r z c  t cornpie tnam o f  survey n n&rw~e* foms mi xed these categories 
nn the contra1 areas. 

-l_l_ - - 
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ift%rawjt haw ff all  
a& a% t W g h  the pmpIFQIm w h ~  (ihD s4) dcct 4 noe& by 9% fx 4 mm a@ Q@l lwmauxlp 
period. Use of  rural health cmtars incwascd sharply to 2% i n  the El a m .  In  
I B ~ C F  amas lthe pmgorctiorrr o f  using m r a l  Bhea'.am facil%a4ss; mrs unpljcr 5%* 
Use o f  horpitals ( p r i m r i l y  the Pmvlnsial b p i  t a l )  dccreascd tn El, but tncrrrsed 

vately i n  thc E2 a m  and sharply i n  the control areas. In  the a m  w i m r  
have f ncrclslwly u t f  llzed thc Plwrindal Nospi Q l  f o r  &I iwery care (E2 

and c d i n d  contml assas), the use sf dl=*= and W M I " S ~ ~  A W ~ S ~  af am tga 
the provincial hospitals, has also incmased. Io thc El a m s ,  uhcm urc of rum1 
health fact I f  t ies 4 ncreased, the gowe t maMves  &1%wed over a$r a11 

deliveries i n  El and over 17% i n  E2 d is t r i c ts  f o r  the follar-up pcdod. In  the 
caPbined m n t m l  areas, gowe t m4&ives a%tmW 10.3% olF Idaellaredesi. 

Despite a decline of 6% dto 13% I n  the pmprcp"rr3m a@ us4r.g TgBBOl ssrvf e a  
be the basel fne andl fol lr#-up gw?pSds, the k~ad.itf attaendant st11 I 
delivers about melthid o f  a1 1 chi l d m  bQm f n the mra1 areas sumeyed. 

In  general, use of m v m t i m l  gov a r t  didimry at@m6ane -- dkr~:%g)m!, 
nurses, midwives -- reached higher levels i n  the PmJect areas flltaua i n  the cmtsal 
areas a t  the time of  follar-up data coltsetim; there also ieraablar 

increases i n  the use of cmvmtiorral g8ve t & l S e ~ ? y  services bn b t h  Om3 
and contml areas be baseline and fo l lw-up p ~ & .  @a, the g m - t  
contributlisar to the high rates of deliwer3~, service cmerage a w m 5  i n  Pmject 
amas the follar-up period wane wdle by traiared tssditiosnal? I b B a  ah&aw8ana, 
Delivery care coverage Sn Pmjwt amas inc tk hsel f  wst. 

and fo l la f fup perids, and t 30% of that increase was a m u l  t of a"nc8Miq 
trained TBA services. 

Ut i l izat ion of p 
who had &liver& during the trso years prewiasro t a  the ti= they were intew3 
improvd substantially i n  both Pmjecf and corntml areas. At the ti* @b the foll~itnu- 
up surveys, the proportion n who said they had meiwed p 

the i r  m s t  recent pregnancy had reached 68% for the 

areas and 72% i n  the corPlb3ned coretrol areas. These lewels m m m t d  a 24% %m- 
crease aver basel ine levels i n  Project  amas, a d  a 32% increase in the c m t m l  a 
Table 22 growides a more detailed mwim o f  pmna0al cam ut i l i z i r t im .  



Part  A. - 

Part  B. Source o f  Prenatal Cam &ce.lw@ 

I 
Source of I 

Pmvi nci a1 
b p i 9 a l  

Rural Health, 
Faci 1 % t ies  35.0 1 49.3 

Private MJ Clinic 
T8A 
Other 

" C. and C, data i n 4  because of satall R 
1 L 

Pmvindal  mspital ,  d is t r i c t  hospital, subdistrict health cmters, d M f e y  
centers [and project-train& l B A %  i n  the follm-up suweysl. 

Includes d is t r fc t  hospitals, subdistrict health centers, arnd &miifem m t e a ~ ~  ' Less than 1W.W due to rounding. 



4s 
f n  hr& 8, is a~~f mmilialar fn-mt, Ff merP 

the shows that; wve 
urn; although there was a wall declim fm b a ~ l i n c  le-r. mrr of prrnata~ 
services had k e n  p m v i i w  by gove t sausws I n  the fiollow-~ip plrifd* ~ m w x p ~  

the pattern of del i  very serv5 oe use, f' 
tradf t ional b i r t h  at-dnts. This i s  srargrdsing* as m% actsomm for W 35% 
o f  a13 be13 wries. 

Prenatial care u l i l i z a t f m  had reached hi*, mugRly 

project and control areas by the &ll-orp prriod,, Them warm, wr, dl f f emnas  
i n  the parttern of servtce ure be n pm;jeet and w t m l  amas. f R biBa pmj6t~f 
areas, there was a 
and a 6.33 t o  14.8% increase f n  rose o f  rural healllth f a c f l t t i e ,  The m t m l  aams 
s h m d  a sl ight  &crease i n  hospital use, as well as a 2.4% Qccmsa! In ut4l baatrm 
o f  prenatal services a t  r u n t  health facf 8 itfcs, Them was, wer, an Incmase 
i n  the use o f  TEA'S and other s @f pmw3derss a Qmmd not  a m r e n t  i n  Mjcct 

Use o f  postnatal services (in tihe six weeks a f te r  delbsrery) by * had 

del i v e d  i n  the pmvf ous tm yeam anwasted s t d  kdngly w i t h  ut%Iimtloas af pse- 
natal and &I i very care. Unlike other m@ognfW senrises, prrs-ull can! was pe- 
cei wed by on1 y a small prolpo~tian o f  w dm had &I$*& a dhlld. Table 23 
stso#s the u t i l i za t ion  l eve ls  o f  mstplatal &am i a a  tibe baseline and foJBgw-.up *esbro&, 

Jable 23 
U t i l  i r a t i on  o f  Care Services ibqg S-le a m  

Qelfveaed a ahIBd I n  the Prewiouo Two Years 
(Basel f ne and Fall-up) 
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f~ aSllrQ? h s e l  period, the levels of u~;i51fzatia;m 

tion and control amas: 10e8X o f  mred a &4 ld  hard myl??Qwd 
p o s t ~ t a l  care services a t  least owe i n  the c-ined El and E2 areas; 11.41 of wcu- 

@en i n  the twined control amas had received such serviccr. S a s b n t i a l  *mw 
occurred i n  the folla*.uP pwiod, w i t h  rates ot u t ~ l l z a t l o n  fncreaslng in a l l  arcas. 

Hwever, use of ~ o s t m b l  servbas 4n the ined pmjeet amas mse LDL 163% [an 
increase of 6.02) whereas control area u t i l l za t lon  reached 13.1 % (an Oncmase of 
1.7%). Despite the general incmase i n  urr o f  p s t m t a l  care s@ndce k 

.p 

l i n e  and bol lowup periods, only a relatlvrrly few ~ m n  made use a f  such sewices 

a f te r  delivering thei r children. The reason far ithis appears ko ble qui* p ramt l c :  d 

once the chi ldsen have k e n  born, 

or thei r  children unless problms develop. When asked why they dtd not seek post- 
natal caw, 70% to N& mspsnw that they had exga;lric~ed m pkQblm and caw wo 

V 

necessity for using this type o f  oemsrfce. The two =st %qwn.E;ay c i ted marsrams fop 
using postnatal services were that sate p-leg o r  1 i mIti m had Bgrerl 

M a t  the person wks delivered thie baby ( ~ m r a l ' l l y  a kaltkd m&er) had 
made an appointment with the wroaQler f o r  a pastnatal 

I t  appears, however, that hawing b t iwemd balw babies, and Betirag wll 
theme8 ves, women gewral ly  see t i  t%Je wed ta seer& m t n a b a t  cam. b l y  6 
proportion o f  

l i v e d  the3 r children; although there has clea 
project areas, them has perRaps k e n  a less sys 
the inmediae post-del iwy period. 

Family Planning Practice 

Since the Thai gove 
i n  1970, mst contraceptive lac s, incldr'wg the oral pill, j n t~ .6-~-  ~ w S ~ S  

(IUD), OepoProvera injectians and both maie a d  female o@Pil ira0im bwe -die 
w i Q l y  available i n  rural areas, m s t l y  through tk lDPH m-rk o f  mml herlth * 

f a c i l i t i e s  and special m b i l e  cangaigns. High Beawls of 

t i c @  had been m ~ o d &  by the Md-%97(P%s Mah 4' 

regions s b i n g  the highest usage rates. The %W@Y of Fer t i l f  t~ m a $ l d  
432; of m ~ i e d  

practicing contraception i n  1975 (SOFT, 1975) - Baseline s also %fid$mW 

m@ rates o f  mntraception i n  both project and antml a m s  c f  Laqang, and for 
n Province. As about 50% of a - 

n age 15-44 *ere practicing contraception i n  the baseline pries Rojsct staf f  



did mat e x ~ t  w h  zrrhnn~ I r a  ballo#r-w Icwls, mr, a pwrarl fncmare .Bn an- 
tmeegti we practice did =cur, as s rrzed 9"m 'gabla! 24, me tewls of 9=ujamM 
p r a c t i ~  i n  the El and Cl areas reaQed approximtely the sam levels by the f~!ltw- 
up prriod; the E2 level was about la larev (although there wcm only trdyearr 

n baseline and followup) and the C1 level was about 10Z higher. The pmpor- 

Table 24 
PmprtlFoa o f  CummtBy mrsried Bir~craen A* 85-44 

Practicing batmeeptlon a t  the T i e  
of InSerwfern (Baseline md Follaraeaap) 

tionate increases i n  the two contra1 areas were, 
i n  the pmjett areas. Table 25 s the change i n  t)ae s of mmt~acleptiws wed 

by n. The table includes tlhsse w arhose hs~baasQ have had a wasee 
has becorne an inc'3.eastngly igportant contracetptiw me dudnq the Jleairs of 
Pm~ect  operations. 7he oral pi  11 cmtinslled to be the major ant~awpto'w wed i n  
areas suweyd: a b u t  3 0 ~  to 47% of a l l  n usdmg oowmcept3ves use the pfi 1 1, 

and levels of p i l l  use increased substantially in a l l  areas except E2 districts. 
DepoPmvera use increased i n  a l l  areas al~ouglh, w i t h  one exceptim, m mer&? mars 
about 5% o f  wollen use this rthad. ( In  the E2 m t m l  distr ict  in  adjacent 

Province, a large grolportion of n psractjcing &onQraeptfm use WpPmwm- d 
large kwmvera t r i a l  prograrsa kgan  fa 1965 when tihe missim-s puld =@WC~ 

are thus ~ f l e c t e d  i n  the C2 &to.) E * C1 d*+tFi~t .  ttlc change 
oceumd, user o f  Phe IUD i s  &cl'linia\g. Stesili zatioen has k an i mmasi mgly 



Clalc SQrdj1ixat.I~ 
P m l e  S&rflirart4an 
Other 

important ssntracegtive ll~etm arjg the ~perbd of 
steri 1 i zaSam t r~ 
t ia l ly  i n  the p 

ing maem had 
i n  El; 13.2% i n  E2; 11.6% i n  Cl; a d  7.93. in  C2. 

PmjlWCt activities dO mf 1 
levels of centraep"rve practice. %hae 

before Pmje actiwi an. The set af sacSal and i e  fac pse9ep . s l td~  k d  
mtivateQ very large af l 
ever, building m the CamiBy planning serurSce system e l m &  f m  place, 
sought fo bring sewera1 of mtaaceptim see~vias c%as- to 6;he mews: aa Wfle 
wasec 

i n  rural kalm centers 
IW% am! iqject 
cia1 hicsspitals); R a J t R  post wolun*rs were ?p iwen  oral m & ~ a ~ e a , t i ~ e  dm dis8u.ab 
tistm in their v i l  Iqes (af*r the i r ? S  ti a1 pa"lesc~ption was ma& a t  
facility); and all wiltage volmter g 



radty Heal Oh Survey data s 

provider of contraceptive services. I n  the L 
about 90% of a l l  contraceptive services were re-4 wed f n t  sources, T k  
Cp d i s t r i c t  o f  Lanpwn was somewhat different. Because crf the large n DP 

who xlgcei ve contraceptive sewi  ces through the m i  ssion-hospital a?pPmw% pmgnm, 
the proportion o f  women served by government services was less. Table 26 ehwo the 
sources from which women received the1 r contraceptive services. 

Table 26 
Proportion of f  urxlgntly Hamled Morn W ~ Q  Practfce 
Contraception by Source o f  Contracepti ve Service 

(Baseline and Follaw-up ) 

Rural faci 1 i t ies 

Private hospi ta l l  
c l i n i c  
Drug store 
Other 

a Including wawn whose husbm& are sterilincedl. 
Baseline data incomplete i n  E ; e s t f ~ t e d  fros &$a available. 
Includes a l l  government facil!tierlFrovi&rs plus ~~s a 
Includes d i s t r i c t  Mspitals, slibdi s t r i c t  health centers, a 
Totals less than ~~ due to muadfna, 

me P m v i ~ l i l l  Hospitai! and rural health fac i l i t i es  (d$s%rict hospitals ud 
mral Aea ! t h  centers) are the mijn soarrces of w w m t  semfecs. JPle pmma- 

n using these fac i l i t i es  f o r  contraceptive senices d e c l i m  gulte 

sSaatDally i n  bU1 E l  and E p  during the follar-up per$&, and b m d  tibe s m  fm  

the C1 and t h e  C2 amas. 1. the  El and Et areas, a l a w  propo&icn of 

give usem received services from health r s t  wolunteso, w b  d'ssta*ShW fallm-w 



cycle pi1  Is. Rural heal th  f a c i l i t y  distribution of oral tontraceptl wes has increas- 

ingly shifted to  t h e  vfilage-based hedlth post volunteers. In the C2 arra, where 
the Wlnistry o f  Pub1 ir Health trained v i i  lage health volunteers beginning i n  1977, 
over 5% cf n pvactief ng contraception received fhejr ppil IS from the volunteers. 

Yasettmy lay be done i n  any facility where a physician i s  present, but on 

an wtpatient basis. M s t  have been done i n  the pmvincial and district hmpitsls. 
With the organi~ation of the nabiio vasectway c l i n i c  by Project and ProvincSal 
k s p i  t d l  s h f f ,  mral men increasingly received their vasectmies thmugh the rnobile . 
team c: 9se to thei r  hares. An WPH pmqr&g subsSdiring private physjcians t o  pmvlde 
vasectmics also brought an isnie~easing grm~rtforn a.f pew t o  gsrfwate clin%"cs 3n the 

.9 

fa1 low-up ip~i"iod. There was a gswcval becl ine i n  t h e  p~oprt ion of' vasectmies 
pmv f ded a t  the district Rcspi taB . 

QepoProvera ingea=tj%ens hawe n o m l  ly been at~ab lable  on Zy a t  gawe fit haspiQIs, 
and a t  p r i ~ a *  horpiQls and 8B ealinia, In foilo~-e;ap p e r f ~ d ~  h w v e r ,  Pmj~ct-  

Q 

trained echaksm i n  rural &a1 th cente= pmagi&d an incveas%ng pmwstio% of sap 
vices ta 
their services frorp rural health facilities i n  the El and E2 areas. This pmportion 

was slightly over 4M in the E2 control district. I n  t h e  Ce cmtml area, over 9M: 
of -sen tt:4h)ratinkt& ta get their iMeetf ons tigllr8~gh the miss3 @&-haspi t8l kwFmvera 

pmg ram. 

mjq8rj ty 8%" pills  have, i n  mcenB y m s ,  n o m l  Ky b @ n  d i % t ~ b u W  amugh ~I"BIPFB! 

heaf t h  faci f $ties {less *an lm af' 
In  Project d3%fr3~ts ,  'the wiIlap-bas& ResIth past mlw-m bad a&Seved an 5e 
wrtant mle i n  p i l l  distrlbutian i n  'the fa3 im-up p k % ~ R .  Ti$ rty-faur jpg4rcent o f  

a l l  p i l l  users in the El area and M.6% of those in ehe E2 area were getting %hair 
pills from volunteem i n  1979. In U l c ?  C2 cantml area, uolunteem trained under the 

z iBgW Minis t ry  c f  Public Healtti'f Watioml Rimy Malt& Care Pmgras also drstr C 

oral ccntraceptives to 8.5% o f  wrinon ining the p<U. 8 4 ~  wwlmmrs had k e n  trained 

i n  the CI o o n t r c l  dist r ic t  a t  UR t i e  Ule fcllw-up surwys. 
w 

pmjgct amas, a haw i ~ e m a s % ~ g l y  tarn$ t~ bwB@~ W S ~  ~~~*~ ~ Q T  

mi r m a l y  p i l l  supply as wilrrnteers are easily aeeessible, are awailkble in 
w-offjc ia l  hours, and pmwidr the pi llr for mly a -31 dc~t%m. Turning omr 

a part o f  p i l l  clist~ibuticn to village heal* wEunGefi has reliered -3% centeo- 
w 
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wrkers of mny mutine tasks; ii t has brought pi  11 d4staca'butdon cls?oe;t. &a the US@F'S 

Barn; it has incomora*d the use o f  low-cost ppnoari&m (%he HPY "1; andl 3 t  kar es- 
a b l i s h e d  a mtually beneficial wading link be 

and the v i  % lag@ volunteers. 

s ~ i  me the ~ u l l w  o f  service ashi l i za t fm by wmn of &iEUd-bearing ages 

and ~rticulalrly the gmups w i  aii~ that ~ j p u l a t j ~ n  who haw sgecific kealm maeds, 
several conclusions can be tede: 

- Them was a slebsQntia'83 -i wcrezrses i n  utilizatiorn o f  gave 

heats services by w m n  o f  wparaductiwe age tn both Project imrd antml  
amas, although the absslu* Oae~ePs i n  pmject anas  were sIi@fltly 
higher. $amever, i n  no area d i d  the pral~g.t4an of a01 w e n  *wed 
search m-tRi rds, as tb oaui gi nal pm jest object4 wed speci Med. 

- Over 80% o f  w a n  W& had a child i n  the pwvjow tam years at- 
tended by a *vesmaut-supp~*d at&n&,nt i n  h j e c t  areas; this was 
an e x t w e l y  large %ncmase over baseline levels, and was s&s&rrae.s'ally 
higher %an Ieviels jars the mntml amas. h o t  o f  the jncseaoe in 
&livery siervie:~ a t i l f  ration 5 w  pmject areas was SL m ~ ~ ' l l t  o f  serWce5 
pmvied by pmject-trained t~adita'liana'8 birm at&w&irsts, a lW@ me 

sf  oacr pmviden also incmased. 

- In a1 l amas, them was a de86wai fa t e n d  away fm del i'~epfa^ng ag bm, 

and f rn Sng %~"aSgi Q%~~;hb l  bi  FW at&ndants ; ~ e ~ ~ t b e I e ~ 5  *@ ty 

o f  n i n  aBZ awas continu@ have %c$r aildmn a& at&&d 

by a tradf%i%io~aO mi&i fee mem was also iwc~l4ioSng USE of the 
hv9"ncia;ti b s p i  Q% for &l%wery cam?. 

Pr~na-P mis"@ was mcejveb by b6% b 9W o f  w e n  dsz the PP~p~jeaet d r e a ~  
and by 63% t.a 75% o f  

eantro3 amat: in&re+tingly, tradi t i m a l  b i r a  atmdanes raFely pmvided 

pr~naQf am, 

Few 
Barp igyrovenwrt khrean the baseline and f o l l a r u p  period. Post- 

anaal cam appeas ta &? sought @nly by w haw 1 $a- 



- A lam pmgpesrr4.iisn - pmt least ~ - a b h & - ,  of 
-111-1 amas who & O f  wr canti aauzitd fa m&m the tsadi tSmal post- 
mtial "roasting" ( ly ing by the dim) f'a ~ r i ~ o d s  o f  up to owc ma, 

- Cooatraceptive use, already a t  hi* kwls durf mg tk hselbene ped@d, 

mse to new levels i n  h t h  mJaest and aaatml areas QluPZw the 
baseline period. The highest lewls *ere mackd in the El md C2 
dimas. 

rn - The oral p i  l l 
proportion o f  urlng We p i l l  i ncmasd  i n  a91 arms. StertOiza- 
t ion  has be arm ncmasf ngly fqranrr :  m t r a ~ t d  we apetbd; * 
hotever, i n  h 3 e c t  amas, anale s a d l i a t i o r r  dBncmased mom than 

0 

For female s ~ ~ l f z i a t l m ,  the! d was mw~rsed; Inc rn 

contra1 areas greabr than fn b J " e t t  aomas. IUD use declined 
i n  all ams. liselpemwm use .Jiooemasd nas&nrab%y. 

- The Project e f f o r t  ta bring badly planning services closer to the 

wing merally owcessf'ul ; weehakorn have 
increasingly ass 
i n  arm1 hea 1th ~mters, and to a lesser extent fbr IUD insertions, 

Health ,post mlm-s seared a magor role i n  sawing p i l l  d i s t r i -  
bution with rural BswlUs faci l i t ies: 20% to XK o f  p i l l  users receiwd 

their monthly slapply f m volunteers i n  project areas; 8.5% o f  rr 
using the p i l l  i n  the C2 d i s t r i c t  also got the i r  p i l l s  fm WOW- 
trained vol mteers . 

WIL1ZATIQL)N OF ILLNESS W X  SERVICES BY 
THE RUW AVIW 

Eteasuring use o f  medical care services by the L ng pgrolation was mt a .) 

major p r io r i t y  i n  evaluating coverage of the target populations. ver, as earlier 
sections have indicated, d i c a l  care i s  one of UP@ health sersgices =st frecg~lmtly . 
used by a1 1 groups and may therefore be used as one general indicator sf the 

population's contact with the health care delivery system, 
* 

Oats fo r  assessing the level of i l lness i n  the pspulatiarn and the type of cam 
s~ught  by those who were ill were provided by the Project n i t y  Health Survey, 

I 
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Each family intentiewed was asked if any had hen $1 1 ~ f t h f  the p ~ p e ~ i ~ ~ i ~ )  

ks. Then a history for  each $ 3  lness eplsode was colapleted. including durs- 
and characteristics of the i l l  person. Final ly, a mc~rd @IF the 

f i r s t  and any subsequent sources of nedical cam util izq! for each illness episcde 

was made. These imluded both government and private rector pnwiders. 

Illness egisodgs experimced by t h e  sample ppulation wem m p o e d  far the 
two weeks previous t;o the interview date. There am several Iihlta.ejoras i n  *SS @p 
of magi di  ty survey. The si ng9 e b u s e b l  d 

i llness for herself &or himself) as wel 1 as for at l other Qmf ly rs; recall 4s 
therefonre a pr&ltsas. No ghysf cat examinatim orr mredical mwftmtlon of illless was 
made; thus Ute survey was actually a survey of il lmss 3ymp 

rizes the i l  lmss rates of XDne sample populatfoms, 

Table 2 7  
I1 lness Epi sodes per l ,OM Population @ipo~rW f m 

the Two Weleks Previous to IInte~wiews, by Age G; raq  
(Baseline and Fallom-up) 

Age/Ecommi e Groups 

Middle Levels 

a Control areas colmined because of smll maple n 

I l  l mess rates declined for al l age groups i n  the El area be 

and follov-up periods, but increased for a1 l age groups i n  the E2 and c-ined can- 
tml di strice. Rates for preschoal &i Idmn were ugllifomly hierr aams any oaer 
group i n  the population; i l  llaress rates for of W I P P ~ U ~ : ~ ~  a s  ~1 i # t l l ~  

r Wan bor the ~opulatian as a hole .  The goor expnienced t h e  highst  i l l ~ s s  

rates r'a a l l  areas for the fol'law-up gerjod, al~oaagh this pat&m was not so mil- 
foml y dppamnt i n  the basel i r e @  data. 



It was abso observed -2 m 3 1  lnouseholdls i n  al l  amas had dlhe hd*st ill !mas 
paas, and that Barge heasebldka; had Sbre B w s t  rates, 1FBhr4s patem &Id am ~ Q I V  

boPh barel in@ and fallw-up mmdsa Tm f a c a m  may c@ntdbuW ta a w e  dPffemmt$al 
rates: the houserho1 d ea~ i n e w i e d  my ha= k e n  mine awm of  a d  eou'td arsllrsi 

eaoi By mca3 1 i l lness episodes far  a ma31 1011 BFT mm far a l a w  
rimer; and the poor, who tend ta have higher i l lness rates, am a n c e n t ~ & W  dm 
smll housebl ds. 

Utilization sf Services far I l lness by Rum1 V i l l i l g c~s  

Table 24 

Pmporti on o f  Est im Led I1 1 mess Klpi sades Cowered by 
GourernmenGProvid& I 1  l ness Came Services 

Itp Project A r e a !  
(Baseline and FoIIm-UP) 

General popuza- 
t i on  i l lness  
care service 

government 
heal t h  oervi ce 
fon estimated 
episodes i n  

The majority of i l lness and in jury expdencardl by the mm'l m u l a ~ o n  i s  
generally of a Etdimr nature and often self-limited. & large prropwow aebd f llmss 
epi ssdes experienced may only rgqui re s m  t i c  freaataPent [by the ill p~mm hi* 
self, or by a provider need not be highly trafraigd. I t  i s  -mfQlm mat scausga6s- 
ing  that national surveys, as well as the nq Pmject surveys, Ihldlw s sat 
about ha l f  o f  a l l  ill people siuagly b w  mdic ine a t  a drug stom (*m a y  also 
get stme diagnostii c and Zkrapeutic adlwje). Many gsl~~ple M%h aimr i1 Imss m y  

choose other local v i l lage gmvidess, such as k & a l i s %  and inject ion "&camm, 
Wr*y also ta wverrrent heal th faci l i t ies, ~ f i i c r r l a r l y  the Pmvinceial mspi q 

A review o f  outpatient records i n  itXw Laa~~ang Prrrowi~ial Itibspilta'l i n  1975 sisgwsW 
* 

that ower 50% o f  a l l  ou-tima had a minor a i l m a t  @hi& did not m d m  the 

a tbn t ion  o f  a hospi bl prracti tionler- 
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The surweys indieatfng that ganly a b u t  28Yrr o f  $11 m p l c  

ofan*mtioaaed "overtmki l i ra t lsa"  sf pmvf ncSsr1 bsp f t a l s  by mtf mas ~ 4 t h  m4ms 
i l lnsscas has, sOmilarly* been an area QP C Q ~ C Q T ~ ,  HlPa4st~ @f Publite h&l$Wa PI*- 
eies that have evolved, and h i c h  wm also red'derctd I n  k 

have thesefore aimd a t  expanding the pmwf ncial Real th  care &l Swew systm'x 

capabS1 .ity and c&ib$l i t y  bra caring For the ill close to aeiCr h m s  with ocrrreicss 

appmpriate t o  the severity of the "Times, ThiSs 4s ome iwr&rrmt b c k g m d  d x s ~ c t  
wtrieh led to the! training o f  wechkom 11~9.rapRys4~4ams and tihe eve1 
village-based p r i m v  health cam nemu%k o f  the 

Q m ~ e c t " ~  sbbjstive to eliminate: o r  

the project was desi pd to esltabl ish a sertes o f  health cape alWrnnat4 ws wshiiCnh 
could provide credible services easi iy acmssible and appmpdadte ta vt"BDae =em, 
but which could also rcber paltimts .to mm highly skSBled cam i a r  d i s t f i e t  or p m  
vincial Rospi b l s  wkn the natum o f  the i l l w s o  call& for  f t .  

The k e ~ ? ~  cane psowi&r chosen when ~pst~p'ile are ill m y  be & * d a d  by a 
variety o f  factors, such as conwm9eart location, cast, mpu9artioaa and wmmatl eBriar- 
acterlSstics of Ehe ipmv4der. Amaer facar  MtcA a m a k ~mepomnf~ an &alk- 

mining &rich g m p  of providers i s  chosen i s  111 8 m m s  (or his b M l y  

assesan t  of the severity o f  the f llness or injury. A t  least one suwy o f  I 

v i l  lagers indicated that when the i l lness was ansf&- laSnor (albouP W-%f d o  a f  
a l l  reported i l lness were mfnor), mly slifitly aaom Wan o f  msgt 811 w@f 
medical care b m  gowe t sources, a i l e  66% 'bm OF b Sndfwametl?~ 
and t radi  tjonal prac"tiMoraeru. Qm the oO)ree h d ,  when e I l a m r s  3 m e i r  %11- 

ness ts be a serious = d i a l  pmblena (&out ooleaipcil o f  all ill pbfo"501~s)~ ewer 65% 
chose a gowernmaent source o f  health cam; 19% went .Its a prim* pe~mdkr; ~ I Y  
12% went to a drr~gstcs~re, i n d i ~ m u s  or *adlit3am.1 p r s c t i t i m ~ s  (Day and Leql~il~wd 

p,68). These findings r q s s l k  Ohat QaW om u t i l i z a t i m  csb geow edfcal  aW@ 

services must be r e v i ~ d  czrefulliy, and that the f w r % a e  ded.EPf'BI$@@f * W Y @ ~ -  

ment sources - -at  least f o r  d i c a l  am --may be UR sumeys. 

f igure 2 o u t l i n d  Uae w i Q  range s f  k a l t h  care soumes the mml p ~ l a - t i m  
may chaose fnrs d e n  ill, Qpnrling on tase natum and st~ner iw o f  tk i l s  lasreso o r  
injuty. These sources i nc l  d e  b o a  gove 

providers, located i n  It%re ~ l l a g e s  or i n  d i s t r i c t  a d  pmespcial 
have also been clescriibed i n  MnogsapR 1 o f  W o l w  $1). B6atfly, W s e  p m H & ~ s  

i nc l  uBe: 



The variety of ( p r n v i a ~  rwaf I&le have a d%ffedm minge & s 3 1s a& s m % c s  
w i t h  h i c b  ta the d % c a l  &are @f tk vlil8aw F w  =-I@, 

r" em 
mch apsm "Ileitd a n  e p m v i W  by a @miclam a t  a BPi stfiE@;Q; @r pmwP~~11 
bipial . .  Tbfr fact cay s=&vSw,  bt -=my wiI'Bagen* who h 08  a91 &I%& 

1 - 
b ~ k g  ~ V B % R ~ W  a d  -84 - 

Xications my k Ias elear, Mefom, &y seek a m  for  aa % l I w o ,  1 
v f l l ~ e p r r  may base ta;leir dm-a'ol'm less m the pmwi&aes Qsml ~l%fbsat4m%9 a d  
8cn? m such facwps as the pmvider's pmvee . m wme$wd 

By af Pne pmwider, 
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T k  pmwii&m lbokd anrb~sre my asso $ke ca d a d  by &a% -4rs semf =st 

msnmiaral Ey call thei s fees a u&arw for mdiciaem; na sewn@ fee f 5 

chae$ed, but %s i n c a ~ r a e d  linW time! m c ~ t  sf  laPedlicfem.) The type sf pmdbr4 
are ca.bagcrized as Pm cost, 

The wrat villagers sampled lira $he! Project  C 

who t reated ass as s dzed i a  Table 30. About 90% to 95% o f  a11 ppillre * 
reported being i l l  sought rou typ of cdical assistmu; &bout on-third used arc 
than one pmviQr. In  PmJect Satim ams there accumd 9 s u b s 9 ~ 1 ~ t ~ @ ~  

0 

increase i n  utilization of go= 4x1 cam sew-: a~tiWmt3sm 

i n  the 

Table 29 
Medical Cam Pnowiders h b ~ r i i z e d  by the Costs 66 T k % r  

Sewfees  for Qutlpatf-& Cam, 8979 
(24) Baht = 1 US 001 lar)  

Lrm-cost providers (awe== s9arge m&r 25 M r t )  
Bmg store 
Traditional herbal i s  t 
Spirit doctor 
TI-on ikactor 
Health post volunteer 

swDDdente-coot providers (average &a- 25-50 baht) 
FliMfelay center 
S & d i s t i e t  health center 

Miqkr-cost pmvikrs  (average ckrge 50-100 h h t )  - 
Di stri ea hospi tat 
Pmvineial hospital 

Private clinic 
Bpi wate haspi tal 
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5% 
Idtl P ization o f  p v e  
only 9.53 Sn tlhe sam pe~lod. En Pmject am=, t k  inscwsd use o f  
suppasted provSrRers was mstly a msul t af jneaeasiag use 04 rsaml heal* f&c4lliPlcs 
and b a l t h  post volun-ss; a;stflfation of the h v i n c f a l  Wpibl W m i ~ ~ d ,  IUQ 
the C1 control area, use of the provincial hospital increased considerably. alnd use 
of m a 1  health services only gre* slightly. Thp C2 control ares reflected a 
pattern similar Oo project areas: pmwincfsl ~ e o g p i ~ l  ase &cl.iimd by md mc 
04 rural  faci9i t i e r  incwased. 

The incmased ut f l i ra t ion  o f  ~ ~ a a s ~ i ~ ~ t - s u p p ~ ~ ~ d  S O P B ~ S  C P ~  mQ4call cam was 
ac nied by decreases i n  use o f  soae pr i  watc secOor providers. I n  the El project 

ares, sharply decreased use o f  drug otsres was %be m a i m  Acbr msposloiMe f'a tihe 

decline i n  private sector sewice u t f l i a t t m ;  ruse o f  o0lhrer prFSmte healers 8 ' ~ e c w o d ,  
I n  the E p  area, use of a l l  types o f  private sector providers decreased. Dmg store 
use declined i n  both contml emas, acocmtdarg far mash af the decrease i n  pdv(a& 

sector sewi  co u t i l  i ration, 

&out one-thf rd of the ill persons who mu@& ~ d f a l  case were mated  by mm 
than one pmvider. In  both t h g a  bsseline and follarw-app surweys, there was a clear 
d i  bferrznce between the provider who wars chosen fi kst and tAwe &sen s&oqent ly,  

First, a l tbugh a b u t  50X o f  ill people went to a drug stom as the fimg ssume 016 
treatment, only lOar to 20% went t~ a dmg stare when they used a semtrrd practit%iera%~~ 

Use o f  gove t-supported providers -- prti eularlp health cemtem d i s t d  s t  haspi - 
tals, and the provincial hosgi t a l  -- imcreaased sharply fo r  ill p p I e  WBIO 
a second provider. In  Project amas, Ule psogcsrtion o f  4 131 people who used gowm- 
mmt-sapported sources increased s&sQntial ly i n  the fa8 lw-w pried, but use of 

these providers was even higher when a second ololam was chosen. 

Ill persons who used a secom3 provider also insmasingly used priariate pmwI&n:, 
such as private c l  i n i  cs and indigenous practi ti anem, 

These C i t y  Health Survey findings suggest that people ~a mimnr alilmmB 
largely go to drug stires to buy n#dier'ne for oeP f &ma t- 18 the i 1 lwso a@+ 
not inapmve, a b u t  one-Wird o f  those i l l s e e k  a oea~md source o f  are; *y am 
also much less l i ke l y  to go to a drug stom, but instgad chose g~ 
private sources a t  i ncms ing  rates. The results also s congmmt wl'm ewer 
studies indicating that ill w p l e  go eQ drug stores m s t  frqwntl l ly aesn the illmess 
i s  minor, but seek government and mdem private sector pmvi&rm when .dtPaey 

the i l lness t~ be anom serious. 



Bemblle diffemnceo,whiclh generally held Itre f n bl;ila! the kself ne md falltw-q 
perisdo. Poar villallpem Wnded 4x1 use the 1 ~ i ~ - a % t ~  pdasate swtar pla*apvIl&m, 

swh as drug sbt%s and .irsdiwiasss or traditia~al p r R a ~ t i t i m r s l  mwh m e  fmwatly 
than did tki s WSbrwaJk?f c o m b ~ a r b .  (Cse o f  dm9 s&ms &smasd owr&lt and 

w i  %Cr.En eaeA aromie group, but tb &cllfr)e i n  use rwas 1m~f  w w  the WF,) I ~ Q s -  

pernus \ s i  l lagers t@n&d to ~ $ 6  kte mm e-nsf we pr-4 ~ ~ i & " B m  el fwdeeis f'm- 
n 

srrtowwrted adfrral cam selsrrlms i r a  b j e c t  am* fir &IP? bascUfm~ wried, 
U 

but to a much lesser extent i n  the fol lor-up. In the El a d  E2 project areas the 
fol law-up samy data ind icaw I[P(FC~P p p l e  used IOCII"VI~S a t  I him f&c%Bl%*tfes 
(djstr i  c t  huspl taOsr health cem*m, and M&i fery c&n@raj a& B e ~ l  s appmzf mb1y 
equal W sates for the psspu4atOon as a *ole. 84Domw~, War lamst pmprH-U 

l i t i e s  were ammg the Use 0% p m ~ m e l a l  %mp.t8-1 was ~wrlrrally h%*s% 
for the better-off v3 l lagen and ~cmert far We p a r  %a me base7 ine WF".~; liin &&! 

fol laa~.ug perhd, tkse  dl ffemnes larmly di s a p w M  ( a d  M p f  tal use &&I 3wd 
overall). //Bh k a l a  p s t  vcb'amW;lrs k c a m  awail&lc, w y  e m  u ~ l i a d  wml9gy 
by poor and dale-lewel villagers in bcth project areas (and Me C2 opnZml @ma). 

mr, m pmspmaw v i l la sm sswikt mdieal care %ma hea1O;Pa past wg%mWm, 

a n  tmI areas, w i t h  f' excepthns, &amwd srr& 'less t h m  dm pm$e% a m ~ s .  k g 9 ~  

people used mral heal 4% fac3 l f tfes arid t h e  pmw$nca"ial bspd tal least &mi qg @ 

pgr.iiod. This pattern pmrally held true i n  the 6011 

meart supwr@d praeti tiamrs, only the h a m  p s t  w1rn-r war w& q m l  iy 

aredica l care by pmgs8e of Both poor and AaiBkllPe-level emnwc status (as f aa a c  

Project areas, no pmspenw villagers used the Pealth post volmteer) . 
s 

Sewed mjor trends hawe been okemd i n  the rural gopulatim" a@ of C89- 

u ~ a s  cam sewiceo. 
- The mral 3 1  1 have -s t  fmgently gone to dlmg s t ~ m s  as a f i r s t  m u m  

o f  are; 2 G  ar less hawe gone %o gowe t !%Q@m@%- M k W  a S W ~  w 

s a m e  of cam is used, i t  i s  naeem likely ts be a gowe 



- Xn the fallmup suocslr~5~ ths pmpfi?m af f 1 9  @op?* am 
ams s? &me gw d WQA %W, 
e t m r  3% mtm1 am=, ItlkDcEi dacmasa @wleg~cop& u-ac 2%- % 4 ~ -  

c fn utflizstfm %n p m j d ~ t  a m s  was mP;iRy 4~ Itnol {I) 1~319;-s- 
i w  use! 9Qt wra3 heala fscdl t t ie  (*bch h d  tam=& 11 
md &442)11 h d  Jmg us@ d the 
Mtpf ta l i  and (21 me t d ~ n  @f h j s t - t r a l w d  Wlm gas% 

(li vol mtem. 

af WisaB m8-e S Q ~ O C =  
S~P%BIBS we= as& -ally by j~be~ple @f p r  ~C&Oc~lmel 
saws, ht flat a& al l  by the plro%;wmt- 



Two Wlbr wtc-5 & m$wt @faem were the We1 @f tasm 
dbb 

arw3 W Wsl Qw5 of sxBst8~ 
trP expad the m m  @f service avafl&b14~: a t  ~ $ 1 1  

cm-m , sw;rbddstr8sct-lewcl heal .BSP cm*m, d d942r f ct~lmel 

who pnv~arsty wrm not covered orJ c not to MSC ~ Q V C  e-mpe& h%la s e t ~  
tly +& Mntsta?p of Wllc #k#Ia h 1 d 8 t  craw nar kg123  f & c f 5 i t f a  

hpro~ing the avafl&ilfQ and a c ~ s d b t 1 4 ~  of haWtDol seF01"1ces 
util izatdm of services by the target 

t bm the ac t fa *& &$I$- 

AVAltUsfLfTll AWD H BCES POI 

project o~mt.lons wire in  1916, the pmlw6al M2a am sysgm 
seachcd only 5% of  wi l lags with a knE&%feyy cmter, 2% olf w i l l a ~  &M e &&33& 
Wri tSm center, 5% o f  saM9stste% ~ 4 t h  6 health center, a d  22% af di$%r$g@% 

with a district hospital (al9d *district Illledfcal and kla c&ms w t  m,t %%=). 

project %nf;ervmt$- were c~aacla~ded in 1979, vd 1By I= af v%Bla- W 
u 

trained Wadi t ional ai&i wcs ; 5% af the vf 1 3 ages orem sew& by i4a Wve 
m t e r  (aostly staffed ~ 4 t h  wshkorra miMwesj; W of  the sMistrZm mm %@ma 
by a k a l t h  center (mstly staff& w i t h  a w%aakam, miwfe aWar s&mdmHm Bwala 

w n s ,  mme a$-, dMfe sa m I W -  

e chaw- 3s IW 4%e T a l e  



Total PmvfmiaO *elm 
Cn mg, B974 a M  1979 



I&~a@dc=%a'E d % i ~ t ~ i b e d  $0 a v e r  a mml pp"litI~ @f ewer mam mpb@ 'a?- 

m 

mny mw -8caI and b ~ l t h  a m  pm~$dem t@ L ~g a v 4 ~  %&t ykm 0b- 
serw& fm 3874 1979, A t  a 

stclams were & r n % w d  by the Pm$mt* Just ~tr$k%w 40 me of fl$n$stq of - 
Public pmonnel ass*gn& ta 

msfdmts- The msr n - m %  hc899h a m  pmvf&m 4s I979 em 

wrkers , &he g m t e s t  ckar=,es were i m  the 
cians ~ 8 -  TM,m ~ p % ~ a t % o n s  mfjecf %@g f& Mi@$s%~y's 86s %a -0 @Id& 

mluntssls iw E a w ~ g  in 19Z4 and 1579, pmv4df- a mw91%ab$c s t S m $ ~  @f 1 w g v 8 ~  

~ ~ Q a t i ~ m  size C O P P ~ ~ ~  by each tyw a9 Rmlth m&cv, 

The overal 1 I R C ~ B S ~  $R the ava4 l abf 1 f ty sf kl PR mw r and facilf- 





a 
P3sEance travel for heat th sewices is an finarpsmnt factor in assesstw tb 

aeeessi b i l  d ty of services. In $33 m~~"llai"Oi 
bad t h  fad I i ties travel 4 les n 4 k i l eb r s ,  but  s e  884; its 2M trawgld 
F m  distances g ~ a * r  *n 9 kfl-ten. Vhose aast case l@w d i s m ~ @ S  

generally asrSwed on nao~scycles qr =I81 pickup tmcts, but 80% t@ d e  bj18=ya 

c les OF m b ~ e l e s  fm shrhr df staarces. AlbQut half of  acgssr cmfng for sesa*ar%= 
spent less t h n  t e n  ndnutes tmvd 4 q  ti*, abut  tvaweltd less t b n  33 M n u w ~ ~  
and only 22 t o  5% had traveled; for more than am bus, 

The costs to sewfee mcipients for seswiecs were wew miinat : 35% 56% of 
callasw~s who mccivd serricies frm mra3 heaIMO1 fiaca"8itfes pa%d less thars om 
baht ($0.85). Ower 90% of a11 consmers OF rural hreal th  scemices paid keos W n  
30 baht and 60% .to 708 of all sonswrs paid under BO baht (90.50) for semirces 
received i n  both baseline and fol l w u p  surveys. 

Project surveys indicate that i n  the ~st$nteweilptlion p s i d  conswss of 
heal tb services travel ed s hat f a ~ t k r ,  traarel~d Romer~ fa %fm, gaSd a b i t  
amre for tram~rtBtiagl, and paid slfghtly more for sewfees received. These fidimgs 

could suggest that access ta health services may have mare d b f f i ~ u l t ,  Om the 

other hand, these facts could also ref1 cct Sranprowed tmassmrbtioaa awaiUab*Qlc, as el 1 
as i ~ m w d  cr&fbi3ity of health service providers a d  factIit%es am! an $=mass& 
w i  l l ingness by c~mlpn#rs caw d m  farther distances and p ~ y  for ht&a. care. 
Whatever factors -rat4 to imcreaoe s t the aor t o f  semi ces ts c~assmm, 
both i n  %ems sf tr"e amd money, these ctralnges do mt seaa 4m reflect dimRsla4shd 
access to  health services because, i n  fact, the uta'liration sf health sewices 
i ncmased. 

Ace@ss &B emunity kalth voluratershserwices, prlticularly those o f  title k a s l a  

p ~ s t  vo8aa~ateers, i s  psrticarlarly no-orthy. VoluinVeeko are close to the m p l e  
they sene, h$R socially an~ggograglrically, and their services am very 7w csst, 
For example, the Qomtion for a mntRb supply of oral contraeeptiwes df s l t r ikM 

by health wst volaantecrs is one to  three baht (lbsc050.15), The c 
survey i &icat& that i n  1979 up t~ 3091: of en using oral contraczptiveo mcej v& 
their supplies frum Reala post wol rs. In a smll survey sf rural mtgl"h%ept5wc 
users, ayes W a%: t h e  usiw Oral contraceptives said they had c ~ o c n  %.a get %@ir 

mnthly supplies fm health post volun-m because ithe wo8uwwar mere *cre~n~t~ei~sientIy 
c1 0sew . 
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The cost of t radi t ional  ni&l"ve sewices 3s also Iw, alnd 2kraaflitiom'D mb&fve"s 

are esnweuaieently close. Pajmnts "or WBA serwices are glvade i n  h t h  cash a& %n k i d ,  
and the a~dun t  varies aees rd l i ~  ta the wans of the household rprceBwi3~f~ her s;ewlrc:cs, 
TBAs sftan ma.in.rtaior I3.f;elswrg relationships with the fwlli'lier they have aesvd and 

the f m i l i e s  hold them 3n respect, 

The b j e c t  s t r a * ~  to  tralaa cmumi  ty haraw1 th wolluatee%"s was sfcs~ab4Ed %fld%g@mous 

factors fn the v i l lage setlttng which c o n t ~ l b u b  to the ease of  access ~ K O  'gylBlc~a~-h~asd 

health care, Health post volcrntstess ldve i n  andl are farsniliar with the village Ithey 
serve; t he i r  services are wary Om i n  cost, and! they m s p d  ta existing vi l lager  

dmands for hea l th  and family planniw services. This i s  also taw f o r  tmdit.iiaw'I 

b i r t h  attendants who already Rave an esQblisR&, respc*dl role a"aa thg wSllags, 
and who are easi ly accessible ta the fmil ies they' serve. 

W I L H U T I O N  OF WEALW SERW I CES BY ITARGET GRQUP CMllLDQiPEB31 

The acceptance and u t i l i za t i on  of health serwices by target gmup children i n  a l l  
Roject  areas increased with few exceptions. I n  'Lhe El area, 66% o f  children u t i l  i red 

government-supported services, v i  stual l y  achiewf ng tihe objeetive o f  tk pmject i s n r  

that  area. When El and E2 areas are twined, 62% o f  children had u t i l i r l A  health 

services when the f inal survey was comdu~td. Uhd le rarti1n"zatliopl o f  psticu4iarr tyws 
of health services d id  not reach such a high level, pmject in$ewentiaila amas d m *  

strated broader coverage o f  children with he3;Ith t i on  andl disease pmventism 
services than control amas. N u t ~ t i o n  semi ces, ~ O ' E d l i l d  clfmic semi=$, and 

"other* ch i ld  health services increased well over 40% i n  h J e c t  amas, but iaacmasd 

only 5% to 23% i n  control areas. These f ind ims are s r ized i n  Table 35. 

A much larger preportion o f  brgei t  group children i n  Project iraterve~ntr'on areas 
was reached by gover-nt hea l th  servickbs than i n  the coantrol areas. m i c a 1  care 

sewices increased s l i gh t l y  in a l l  project areas, but wi th  l i t t l e  differences &Weeps 
project intewention areas and control areas. 

Imunization services coverage o f  children increased i n  the El area but decrea~sed 
i n  a1 1 other areas, including E2. Thls was an unexpecW resu l t  i n  l i g h t  ~f g k  &!st 

that the Ministry of Public Health had simngly g t& an expndd pwrm of ima?81$- 

ration, but i t  probably ref lects t h e  resu l t  o f  the chronic pmblere e,arpe~iem& in  

k e p i  ng heal t h  facl'l i t i es  supgl i ed, part icular ly wi8ih b i o l ~ i c a l  s md& far  imumlii- 
aatisn pmgsiuaes .. 



P w o r t i o n  of ChSldlners Un&r Age 6 Who Used @we f l t m w ~ ~ ~ r w  
Semi ees 1 n bmpamg ( Basel i ne cad Fa1 lw-up ~ilaweys) 

Any Child b a l t h  Srviee 

Hutri tion, Yell Child, and 
Other Child Heal t R  
Services 

In Pmjgct intervention areas, there was a clear sh i f t  in  child MBtR sewices 
utilization towards rural health fac i l i t ies  and village-$as& pmwiders, with a 

concurrent redlluction i n  h v i n c i a l  %sg ib l  use, I n  contrast, the shift  was iin 
the opposite direction -- %akoaPds greater use of  Itbe pmwinciall bspi - I  -- i m  

the control areas, 



sy o f  the proprt-iions o f  Q ~ e t  group n usiu~g g o v ~ ~ @ n t - ~ u l l a ~ r ~ @ ~  
sewices i n  Roject intervention and contml areas i s  prowid& i n  Table 34. In a l l  

project areas, including control areas, there was increasdl v t i  1 iratiob of hea i th 
services by U q e t  gmup en, reaching 45% i n  internention amas a d  43% i n  

control areas. The h4ghest levels of  heealth services utilization by arget group 
n, howewer, were for del ivesy care senices, prenatal care services, a d  f a 4  ly 

pl anni ng semi ces . 
Over 80% of 

personnel or by trained traditional mihiwes i m  the B)smo4jeact inbweartiaira areas, but 

only 43% to 46% of th is  gmup were ;atteM& by 'traiw lpgrcsornnel f aa the csastml 
areas. A1 though t k r e  i s  s m  general i ncrcase i n  the i fsm~rt ' ion of  Be1 iwg?%.i@s 
attended by govermnt heal perssnaask.1, 'the grea*st proprtlioa of del iiveries 
done by traditisnal mi&ives. The pmportisn o f  a1 l tkl ivevies which are a9 ; 'bdd  
by tradi t isnal  mihives Meve'lr". IS graduaJ Iy shr-iinkiq i n  fawar off 9~~0rmmt 

health providers, In h t h  basel iae  and fal lawp sura*veys, the mgorohi ty of d~liv@ries 
were done a t  hme, al tbugh theye i s  S- imcg'g!asa f n ?the pmprtisn of del ivevles 

done a t  the baospiml . In general, the cowtri buliod~s o f  trad%itf om9 bf r t h  atteadb@B 

gsve~nasgnt mi&ives, a d  wigchaka~a w~aphys ieians account Far mr t o f  * b ~ c  gave 

supported deli very earn sew% ces 1 n p'rojeet ll nterwaac~tioR am@$, 

Pren~ta'l i  cam services =re utilized by 66% 70% sf t ~ i q c e t  gmug 
were pregnant i n  pmjecf jntewention s t ~ z s ,  am@ by 63% w 75% of p-%wrmt tapget 

9mUP n i n  the contml apeas. Postnat28 cam sewiccs, V ~ P ,  cawem& mly 
15% to  18% o f  target group mthers, only slight" hhigkr than in me ceatral omas, 
Host m s p d e n t s  a&$ tted that psswatisrl cam s e r t i c ~ s  

some ablaoml i t y   it- p m b l a  develop&. 

Fzhsvi 1 y pl  annf iksg serv%e;es and contriiicept4ve use mm alrady high when bsel iw 
surveys were conducted; ~ Y E Y  50% of a l l  eI+gible b ~ e t  gmup 
ticcd contraception i n  a l l  areas surveyed, including iaa contm1 areas, TMse high 
rates did Increase oocr the p r i ~ d  &semd, and when f h a 1  surveys were -duct& 
i n  197% &Wen 56% and 71 3 of el i gli b l  e Q q e t  g m q  n i n  inac"c~bpewti@n arebars 
gracti ced csntmception, and &Ween 65% and 76% of ef i g i  b l  e s i n  caatrol awas 
practiced comtraceptio& 82% to 93% of all colaltracepting eligible W q c t  gm~ip 
jar  project %ntelueartion areas had received theis supp'llies ak semicc~~es frm gowerefit 
supwvt id  sources, and i n  canBm1 areas this type of service coverage ram4 f& 
66% to 94% These f i ~ d i q r  am not attri5utd to  RoJmO imterventions @cause 



Pmwrtion o f  Taqe t  Group n Us i agj &wesmnt-SupprWd 
Servi ices i n  Basel i ne and Fall ~w-up Surreys 

Any Tm sf Service 

{ 1) hagostion of c r ~ m n t l y  
mmiad cmples (&kh wife 
age 15-44 years) who 
pracei ce crantracepti om 
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t h ~ y  ref leck a pattern tha t  can be &s;ewiea8 i n  @any areas c f  n o ~ h e m  'Fh%*iI&Mr 
inch adi wg Empang. Hwewer, the health post wol unrtRters pmwidd oral  contsaceptEva 
t o  20% %D 34% o f  a l l  a ra l l y  contracepting wqngn i r e  Project iuatearmtdon areas* 
iPrimar5ly Ohmugh the contribution 04: health paat vrb'lcnteel~r;, the Pm;g"ect% 
t o  briw famei l y  planning services closer b;o the wmn using thm has k e n  generally 
successful . 

UTILIaTION Of ILLNESS U R E  SERVICES IBV THE RURAL BFD8PZBLhTXOQO 

The C m u n i t y  gealth Surveys conductd by the Bmject assessed the level  of 
recent i 1 lness m n g  fmi l y  m-en o f  hwsehol& i n c l u d d  i n  the s q l e ,  and then 
pursued questions on the source and wtcme of i l l ness  cam services, ivochwding 

nt-supported provide= and p ~ i v a t e  sector pmwider*s* Since wtral people 
sought health services f o r  i l l ness  cam mom than other types of  services, this 

measure pmwides sane general observations on both the Ievels and the patterns of 
u t i  l izat ion of health cam services. 

118ness care szwices u t i l i z a t i o n  increased a b w t  lB;9C, up to a b t  3M1, i n  
Pmject iratewention amas, but increased only mrgimlly i t n  caintml awrao. I n  a l l  
areas, these was a general s h i f t  tawads gowe t-suppat& pmwiden and away 

fm pr ivate sector providers, but  the nnagnibldle o f  t h i s  s h i f t  was greater for 

Project internentiom areas, as seen i r n  Table 34, 

Table 37 

Broportioo o f  General Po~u la t ion  Using G;coverlrmnsnt and Private 
Sector I l lness Care Services as a F i r s t  Choice 

Hhen I1 l (Basel i ne and Follaw-up) 

Sector Service 
Pmvidlers 

P r i  wate Szctss 
Service Pmvi ders 



In project inbrvent ion areas the increased use of gowerment-swnssr@d 
pmviders was rnastly a resul t  of increasing use af  rural hcalth f a c i l i t i e s  health 
post volunteers, *hi l e  hospital use decreased. The C p  area, where the gav@rment's 
Parimry Health Care Progrm was implmiented I n  1977, also reflected a pattlem 

simi lap t o  pmjec t  intervention areas; the t, area ,, mever ,  ref lect& cogsiderrably 
I 

increased use o f  the provincf a1 hospitild. I n  same Project inWv(yention amear ti)ae 

health past wolmber m t r i b u t t o n  to i l lness cam servf ces wade u p  a l m s t  a thf vd 
t-sponsored care gmvdded ta 41 l persons. 

The surveys suggest that  w p l e  with minor aiilmmts largely dmgs.&olres 

t o  buy m d i c i  nes .for s e l f  treatment. b o u t  one-thir~d o f  those who are i 11 ~ k a i  1 I seek 

a second source o f  i l l ness  care, fmruently a gowelrmmnt=support@d prsvidev- a t  the 
pmvincial hospital , a d i s t r i c t  hospital, a heall t h  center o r  a t  a miihifery center, 

The surveys depended on recal l  for illnesses that occurred i n  the pm~visus ma 
weeks, and results therefore are affected by the recal l  a b i l i t y  of the resgaeairdent, 
the population sampled, and the season during which the suwey was conducted, as 

these can be substantial seasonal variations. Another e a s u m  of i l l ness  care semiice 
coverage i s  to  determine the estimated n e e r  of i l l ness  eipisodes f o r  ar full one-year 

period and count the total rimer o f  a"llness care contacts for the same period, 
dividing the l a t t e r  by the forner. This was done f o r  the El, E2, and C1 areas (the 
areas within Lanapang Province); the results are summarized l im Table 38, 

Table 38 

Proportion o f  Estimated 11 1 ness Episodes Covered by 
Government-Browid4 I l lness Care Services 

in Pmjsct  Areas 
(Basel ine and Fol low-up) 

Genera 1 popul a- 
t i o n  i l lness 
care service 
provided by 
govermws't 
Real t h  service 
fo r  estimated 
episodes in  
past year 



Of the est imted i 1 lnesr episodes i n  the El and E2 areas. 56% and 54% rcs- 
pgctfwaly were "coverMm by f Blneos care semi ces I n  L nt~ $ra 1979 .. a subsQiralia11 
increase over the base1 ine levels o f  2 4  and 182 far  El and EL areas. respectively. 
The change was less apparent, a1 though it st3 I1 mpMerad;s umcmipsed utii 8 li raticwa,, 
i n  the contra1 area. Although them i s  sonrwe vas'iat.riosa in the lorrlel o f  iloacmddsi~ 
i n  the u t i l i za t ion  o f  govermnt heals sewices, the general findings andl the 
shi f ts  i n  service providers i nd i ca td  i n  these data substantiate the ouauwey d a u  

presented earl i er. 

The overall increase i n  the u t i  I f zation o f  gsvement-supp#ortedl i I lmeso cam 
. services i s  primarily due t o  increased selection o f  PmJect-trained hmla ipolst 

b vol unteerr and wechakorn paraphysi ci  ans , increased avai 1 abf 1 i ty  o f  rural health 
f ac i l i t i es  and, to a l i m i i  ted extent, the additional health workear pmwided Iby the 
Ll inistry sf Public Health, Health past arslarnhewr prowide a b u t  5% of  the taa l  
volume o f  i 1  lness care, including private sector sources; ane! i n  stme areas) health 
post volunteers provide nearly a third o f  a l l  gowe rat-suppo-d i l 1 mess caw 
services. 





15 
fa&ly planinin9 s e ~ i c e s ~  The abdl i ty o f  the Lausparrg s n m  ta jirreet mSr 
incressed Jltihe cmdf h i?  i t y  o f  the system and i s  ref 1s- ibjl incaears$inc$ rates rsf 
u t i l i z a t i o n  af Utese serwies, Given the systieraoas new cwcrlbbllity aurd g.iivm * 
ip~t;ential of the health man r n w  available in  emmg,  subsamt4aI ~ m v ~ a s h ? ~  
can ~IW ~ d l e  4n the pmv n of health p 540n and disease psemtion $emf csepd 
if the supemisisn and mna n t  s y s t w  o f  the Pr~t~vlSncdal Ma1 th Office a 
these services, if the s u p p l l s  needed a m  ma& ansf  s.;tesatty awa~labrle*, ~ s ~ a l d  J f  

services are -hasized i n  sn-W-JQb t ra inrng a d  fin new Waln$rag pm-g feer 
replaceanent of volunteers and pearme1 let by atltHtdm. The Pmeret fn&wmtdm 
areas have already 

services than i n  control a m s ,  but qmatzrr ~rsdis; ora d f s ~ c  parw-d~lar aswd 
promotion services i s  st311 wee&d, 

The emphasis on medical cane and fmily iplamraingl mbde be bmsed  k a s c  
i t  i s  responding bs the perceived and tihe Beasand foe sewices of the w a 1  
pispul ation. 
which has resu the 3wm& ciowmge o f  alee! semiice * 
greater emphasis should be placed wi hi@-~PdoriQ p 
f o r  impact on the populalSon's heal tih and mw9 
dowmented that  Lampang, l i ke  =st other pmdrnces: fn m i l a n d ,  has a despmac l  

problem of f i r s t  and second degree m1arutHtion m n g  &d%llm. ttm 1-mw- 
mt programs -- w i t h  the ro le  k i n g  Itirken by tty h a l a  wlmt-P% - 
should be a pr io r i t y .  Water supply and waste d i s ~ s a l  shwld a1se be glmn hi* . 
pr io r i t y ,  again wi th the major r o l e  k i n g  taken by c i t y  b a l m  w1rn-m W 
v i l lage  comittees. The p i l o t  grograr;r undeeakm i n  Hang Chat for  i qmwed  *Ills 
f o r  household water supplies had pnmising resul ts and i s  being cmtinarM i n  o a c r  
areas o f  the province, P i l o t  programs f o r  nu t r i t i on  i m p m w ~ n t  Rave arot be- ssp 
promising, largely because they wear! design& t o  i n  dewndmt m gowe 

health service personnel and did not give a major mle t o  c n i t y  heal tm wol&m- 
teers. Further study and advances are needed i n  these pmgrms and i n  oahelr high- 

p r i o r i t y  plrogranas before discernible impact on the health status of the golgwurlatim 

can be seen. 

PBhr'le there i s  generally subsant ia l  v a l i d i t y  i n  the L a p a w  appscsachs t@ ma7818 

health care, greater e f fo r ts  are raw needed i n  pwr - i ng  high-pr ior i ty heals 
p m o t i o n  and disease prlevention act iv i t ies .  B u i l d i w  on the e s h b l i s h d  mle and 

the high perfomance o f  c un i ty  health volunteexu i n  the amzs o f  i l l ness  are 

and fmily planning service delivery, cmaunity health wolunteen should be mcmr- 
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p q r m  water supply pl~)9r.irrs~, envi tal sanitat im a d  other heal 
p Rural health service wwmurel should be given the suipplde, Tmicmtiwe, 
bedmica9 sarplervisilr~n and eneoulragent rts =pad iwnfzatirans and oaer diswsc 
pmventi an act iv i  ties. 

The Bmds i n  health care u t i l i za t ion  i n  Lmanb are -8 p m i s f  RQ. A sub* 
starntial increase I n  the to ta l  volulsle of servics was obsemed, p r i m r i l y  as a 
nsul t sf the contributions of wdllage health volarnpk?cen and w;edaalrm paisa- 

physicians. The C nity Mali& kpar-nt" cl6raa"is m& a sfgaff4eae~ah 
eantribution t o  the pmvf sSan of  f-mily planning a& other health and Wlcal  
services I n  

of sewiccs, there has beem a shi Ft i n  u t i l i za t5m o f  semi~t;e?i amaipb 4 m  the 
Bmwincd a1 Hospital 

district and v i  t lage l eve l~ .  W e e  sewices have beem made awa.o'l*tar, they kwe 
been uti l ized. In c m t m l  areas. the s h i f t  was i n  the s ite dfm%ilwra 
the Provincial M s g i a l ,  This ef fect o f  pmjM ia&rventfms -- gm&r art%Oiza- 
t ion  sf scwices a t  the rural mriphev -- i s  desimd by b t h  the c m - 0 ~  d 
the providers of health seav$ces. The tmml has wm, saad f t 8'~"Bfe itaMIt gl~eatlerr 
attention must k 91wm tO s f  aeariq t w i s t l a  sf the sp- %a i p m f  & 

mre services a t  the systm8s ris =st be g%vm 

center personnel and erf %wm~%q tb@ 

needed t o  support the greater w~%me af  $emf= pmvfsim bn msal dm-$. 
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The b m d  scow srb th.-ls mnsrgrzrg83 fncl*s anar'lys$s o f  lp~eflomrse sf * 
health delimy sysm established in L q m g  Prowlna,  rM1 of the costs fmolvcd 
i n  oprating that syr-. T k  ob j r t i ves  of this rprograph are: 

(1) to describe and assess the perfonawe o f  the health delivery 

sys- that was esfabl fshed, anrd the m&rr$kwrtbotm o f  the va~rcbnno 
f a d  14 t ies an8 p m o n m l  gmups that am a part of it; 

(2) to identify and analyze the costs involved 5n dewloping a d  
weratfng the 

breas  brn~aM 8 focussled on the awaOl&tlf ty of se&ces; a d  m s  
If zatijon o f  servfces, tihis aao~raiph takes a closer la& a t  the wmt$am alnd a@=% 

of the iwbodifid system that gmdlwed those serrariisers. The u l t i - e  q~~e3%4@~1 t@ k 
confFsntgQ sis a tner  the mdiff ed pwimial WltA cam &livery spm prnwibd 

sewices mre efficienUy (cobtsffectively)  i n  serving the needs of the population. 

r e s ~ l t s ~  the most %-runt sf whS& am: 

(1) YhiBe the avgmge sewice o f  iiradiPridolal health facilitaies has 
not werally dmmased, the sewice BPUQUB sf  the grroencSal 

B)Pe f wemse was Q 

s of  mml hal tk  
pmanml and faeili t f  es, and the ou8bstijnttal c=mt~blet$ssp sf 
C 

(2) The paae~eion 0% tam1 M a l a  sewices p m w i u  by FU-I kal(Etgir 
baca'lities awd pmw4&rss has $ncmas4, and the p m d ~ i i a 0  bo~pisla'dtalrs 



(3) bdl-71 a m  ins * p mnt aactldw, I n  &= @f v @ l w  
cf renice -acts and weer M e  spent a t  a l l  ~ W c e  levels. 

4 The hcrlth post volunteers haw established a ajor role i n  
providing s i q l e  r d i c a l  care senicer and in on1 c o n ~ c ~ t i n  
df sbtbution, 

(5) Althcugh .oderate l.pm ndty hmlttBa pms-, 
m such as nutr1tl-n and smftatlon, w e r e  made during Prcject 

Qfslease p m m t f o n  psolgpra meed intmsff 4 d  atterstdm. cU 

*) 

(6) Tk unit costs o f  Qlindng fruily planning a d  d t u l  are 
services decmased as a result o f  ther s&santdaI 
o f  kaltQI post wluermrs, 
can? have sharply increaseel a t  the natlomal and pmAncEa1 levrrlo; 
likewise, tk costs per servf ce anact  o f  al 1 

rCIn overview i s  p m v i W  to cBaAfy the $cape an8 

to outline the overall approaches used to f  w 
to prepare Use reader .for the raom build a % c h  fitllm. 

Facilities and Be~onml Pmvidim Serwioe 

e ~ b  the individwt units and -- Po a result @6 the tn 

and penonrael, a d  the h x  of those p~sonnel ,  w S & l ~ a  the swm, k a p* o f  
Uie Mnisftry o f  QhlJc Malth" sowrall plan fir il~pmdy k a l a  clam meBomlly, 

fac i l i t ies  and pe .bc %Bte sglsm, mklw the 

seariee deli wry envi c one. first step i n  amlm$s a46 
1 

I W e s  and in the penonrael who s t a f f  the basilfties. This iml thC * 

r o f  faci l i t ies,  swh as d is t r i c t  bspials and sWisWcdt  k a 1 a  
c~eecw; 

v 

s i m  plan; and the a u i t j m  o f  

kom m d  - st3mlaWd by W 
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4 
-- Estimated national p r i va te  sector and pub1 i c  sector expend4 tures 

an health; 
-- Overall and per capita goverment expenditu~es on health; 

-- Breakdown o f  RTG cexpenditures on health; 

-- Total and per cagSta expenditures by the Min3stry of Pub1 tc 
Meal th; awd 

-- A breakdwn s f  Mintstry o f  Public Manth mpeditares by grqrm. 

Bearing the national-level cost measures i n  m i d ,  the mjor focus o f  analysfs 

i s  on costs w i  thtn the provincial  health care deliverry systm* A description of haw 
the provincial  budget i s  allocated can help to reveal priorities i n  health care. 

Cost measures p resentd  include the following: 

-- Overall and per capita provincial expenditures on health; 

-- Provincial health budgetary a l  locations f o r  the hospiltal 

and publ ic health sectors; 

ary of budgetary allocations f o r  the warious f a c i l i t y  

types; and 

-- Cost o f  the various personnel types. 

A more detai led analysis o f  costs a t  the various service un i t s  i s  also prescenbd, 
Analiysis includes a breakdown o f  the types o f  costs involv& i n  service delivery -- 
personnel costs, cap? t a l  costs, maintenance and supply costs, or consmble essts, 
Based on measures of service times these ccsts are then al located to the variaus 
service categories, u l  t imately l eadi ng t o  a der i  vat isn af costs per sewics tatego~3,  

Many questions natural ly  ar ise concerning the f e a s i b i l i t y  o f  imglm~enti  ng the 
key features of a demonstration i n t q r a t e d  health services del ivery p m j s t ,  such 

as Jhe one established i n  Lampang, i n  other areas These questions concern not only 
the effectiveness o f  the Project. features, but a1 so 'their costs and, ult imately, 

t h e i r  cost-effectiveness. Because outside resources have been invested in carrying 

out  the Project, the ques t i~ns  t h a t  must be psed are: Mow much aaitl'ouaal cost i s  

required t o  bu i l d  and operate a systm such as the one in Lampang? idas the additioml 
investment made i n  Lampang worthwhile in terns of the system's iiracreased capacitjv 

and perf omance? Was i t seal ly cost-ef f e c t i  we? 

Integrat ion o f  Performance and Cost Data : Css t -Ef f  e c t i  weness 

8y integrat ing t h e  perfsmance and cost data, sme measures o f  cost per saeir- 
v ise function have been derived. This i s  the most emplex p a r t  o f  the overall 

analysis, r q u i s i n g  a var iety of assmptions and adjusments because o f  incm- 
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pleteness or lack o f  pmcision o f  data. But i t  i s  the u l t i l a t e  goal o f  thSs in&- 
glsaaed amlysis ta pmvide insights camernmaag the ex$lrtnt W wlhafch *SitPAe! inws 
and reallooatQon o f  wsaumres wqtfriin the pmwjncce pmducd ehsm~s i a  p ~ a m m c  
mich wm cos%-19eB:f~ti we i(l 

Sources o f  B a a  

T k  analysis sf gerbornrarnee and costs olurtlineQl i n  the prnwiosps sectfsm &mm 
II) 

systenr, and fm special data generating mchanlispmrs; created by the hmmg Pmjiect. 
These sources i ae 1 ude r * 

. -- Natisnal-level RTG and WIWH cost data 

-- Provincial heal Ull office, grmviwiitl b s p i u l ,  and 
peri phesal heat tD1 faci l i ty cost =cod$ 

6 -- Pmvincial health service statist ics a d  records 
-- Earnpang Pmject E unity Health S ~ m e y  

-- Lwawg PmJect Task h l y s i s  and Cost Alatalysfs Srakvegp 

-- Lalzparmg Pm jec"e&i nf strat i  we h a l y s i  s Sumy 

As each part o f  the omplall amlysis i s  &we'llopd i r a  the fa~ll&w apa;ss, *e! 

rature and contribution sf  each o f  these data wup'eesare furmr d e s c ~ k d ,  



averaw ipspamlation of 

fm undcr 15.000 to rlmst 150,MW). Each distr ict  avcragcd t 1,m oqwm  IF+ 
%6 

r tc rs  (S square dla) I n  area. w i t h  r ran* fra 5Q1 swan kllolwters i n  
the srslallest district tn owes 2,W sqmm kf 8 

The overall structure at" the pmvincial balm cam &Of mrpr ?sys- Em W 
P 

i k d  i n  lother BmJect 1 araS 5 4% YoOm Ill, 
mph 8 i n  th is  w'lm). 

ents, as i t  4s the s w-ut tH ItJlaese PI 

health systemh peerfongrance. 

In 1974, the  off W emwaat4mal 
provincial health cam system esWlis)rd and by M a s i s t ~  
o f  Public b a l t h  Tn L-dg inclusledl: 

- A pmvincial b 8 i t a l l  w i t h  300 beds 

- District Rospt.tals wl"sth 30 ta 20 k& each ( at8d ~ s W C %  
medical and health centers] 

- Subdistrict k a l U  c e a r t e ~  

- M i d i  fsery centers 

- Child nutrition centers. 

To these standard 
by building facilities, but by training a d  owrsihng neas - 
workers. Three major add3 tr'ons t o  the del iweay syotssna were: 

Ill A 
- Heam Post VolmOtscerr (HIPV); 
- Village Healeh icatom (VMV), and 
- Traditional B i  stlh AtM&nts (m) . 



A cad= of parawysl ciaas assIgn4 to the! Pr8vincdal 
Hospi.tal, d l s t r i l c t  hospf 4x11s~ s u M i s t r 1 e t  h e a l t h  centslrs, aiwd 

nrtadf cry centers. 

Improvements; i n  =nag the PmwtactaI 
Hospital and the Provincial Health Office. 

Imprsvments i n  the mtiewt referral network. 

Figure 1 %llust~ates the coarpmmts sf the hea l th  de l ive ry  systew~ and fden t4 f i cs  
t h e  new personnel and volunteetss i ~ ~ t m d u c d  by tDae P ~ e c t ,  

Workers i n  the Health Czrm System 

their basic t m i n i w )  e m u n & W  i n  the 
tem, as Mese workers w i l l  be slenHmd frequrently. 

(1) Qhvsician. S em&s medf at1 training after 12 years of parfmry 
and secondary k M n n i n g  ~ 9 t h  tm years o f  pro-cl inical  
sciences, f&1 f o u r  years of c l i n i c a l  t ra in ing .  A f t e r  a 
one-year intemshf p, all l g d i c a l  gsadua&s are qu imd t;a, frolfi l I 

t a s o w b u t  their cams; 
the mjorf ty serve i n  Caosptials i n  Ban*& or i n  pmwi%ia'b 

capitals. A small n r of gemrally w u w s ,  male graduating 

physicians go to d i s t r i c t  h o s p i t a l s  each year. 

(2) bm, A f t @ r  
school, rwrsin ts may enter e i t h e r  a fwr-ycear de 

p ~ m m  or a fhm-y(~#r Wondegree pmg . b o t  trainiaag 

P are cur ren t ly  s h i f t i n g  to fwr-year ek s t a t u s ,  
T k  -at rraJod ty s f  nurses am f rm I a- gemera0 h s p i  taBs, 
and only a omall pmwrtionr seare a t  the distr ict  bsp i ta l  

Oewel . Nurses w l ly  are not ass,$ to swbd3strist ba lm 
centers or a i M f e r y  centerr. 



Cqonents o f  Lhe Laapang Prgvincial 
Meal* Service System 

Mdwi fe * piJeckkorm 
Sam5 fari a@ Paraphysi e i  an 
Ma1 Nume Aide 
CQarrker 

M M f e  
Sani tad an Heal th Wolr&cer 

* Whakom Paraphysi ciam 
Nurse A i d e  

M i  &i fe 
* Mechakam (a few mly) 

Center attendant (v i  1 B a ~ r )  

f Demotes personnel trained 

* Health Post VIQlluar-n 
* 'bradi tional W M W S  

faan 

' Ihe RovSncial Health Office i s  the main artuinistratie, coordinating, 
and gerial center o f  the system; but, since i t  provides almst 
rn - direct sewices Qt is not i n c l h d  i n  tBoe diagran. 
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(3) Nurse Aide. Nurse aides mom1 1 y anter an i&mnth training prpgrm 

after  816 yea= of p r i ~ m  and secondam schml. kame m-em af 
nurse aides work in pmwlinciail and Bangkok Ihospi@is, but m r e  

and mre are being placed in district hosgjtals and other nlihal 
health centers, 

snt Hidwife. W m m l  ly enter ~M few traf as4 wg a f e r  

10 years o f  school. The &&ifiesy course gmvi&d a t  fiisee mgiol~~~dtl 
m i h i  few training centers lasts liB mnttrs (one year of  claosms 
and clinical training, six  mn"tlas o f  f ie ld wart). Midives am 
the largest category o f  healm worker i n  the gwe 
service system, and they am a anainsby o f  mnl heal* facilities, 
Midwives are assigned to a l l  faci l i t ies o f  the provincial healm 
cake sys?xm, except for %he Pmvincial WosgiQl. 

(5) Sani ltarian Health Workers. Sani Sarian health iel@&en ~ f k n  

called juwCor health pnwp&@s, or j u n i s ~  snigim6amS ae?ce@$v@ 
18 mc;n%hs o f  training after 
(The title i w That for th.li s wap&ep\ $a~&ww is s i ~ I y  @ h & I t h  
worker" ; they are general ly comsi dsrrrd m% t i p a t ~ ~ e  heal* 
wp-lrtrrs). The 18 mwths QF t l ra inig i n  ~ i o n a 1  tmii;nfag 
cen?m-s - one year in the c ~ ~ s s T ~ ~ ~ w ,  s ix  - R ~ ? E  3n f ie ld mrk - 
heavi ty -hasizes sml1 wabr supply, ( e x 6 ~ Q  d$~@mal and 

care and heals educatf om, Like ~ ~ i v e a ; ,  s a n i b ~ m   heal^ 
workers are a mimB;ay OF rural healm care f a c i l i t i s ,  ThmugR 
seniority and p di S % P ~  c% heal %h 

of fi cero, senior sani tariano , sr admi wistmam $a the Pmwiacfa0 
Heal th O f f $  ce . 

(6) knbl kjdes. The sfental aide is a mla8;jwly eatemry 
o f  worker, n o m l  I j g  assigned &a distlsict P&sp$Qils, Trajaed 

for tRwe years Pollwing 18 yean s f  scihml, &nbF ai&s 
(rmstly ween) pmvi& rgancy derkstal @am, extractims, 
Betlrqpamry f 31 l i  wgs, and cleani 3~g and scalisleg far pab.EeaB r b  
cam to  We d i s t r i c t  hospital 
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ia&nsively f o r  one year i n  medical care, pmwentive heals care, 

tive health care, a d  are assigned t o  spsra"9ea'lltlhr f acili-  
t ies or to the Provincial Mosgi tal . 

(8) C m n i  t y  Health Voluglteen. C 
v i l  lagembased primry health care workers trained by the Lmang 
Project. They include: 
- Health past volm@ers; 
- Tradj tional b i  r t h  attendants (midwives) , and 
- Village health c 

An important point to 
i s  a government-sponsokpd system. Them are other health care facf 1 i ties and pm- 

viders *which am also a? part o f  the total health care system i n  Lawpang Pmwf ma* 
These include several small psi vate hospitals, private d l - 1  cltnics, dmg simps, 
indigenous herbal bsts, Snjeetionists , spir i t  healers, and mny others. As & s e ~ k d  
pmwiolusly i n  Monograph 8, tk populati~n heavily rstiilires the variety of  pr%vaa 

providers available, particularly f o r  care o f  i l lness. Mamer, the major 
o f  this mwmph i s  on the provincial (gowe 
tern, whf ch i s  the base on whr'ch Pmjcct addl tioras and d f f i c a t l ' o n s  have be81 m&. 
I t  5s the changes i n  the prfo ae of this 
concern. 

A second point to r i s  that a w o f  chamges, sue% as the f asemsed 
mpaaei ty o f  

the Pmw81~3cia'E Mspiaj~l,  we= iino'tfawd by tlhg Wno'stw o f  Mlic  h a l a  s ' n & p -  
dently of Larnpang Project activity. They have nonetheless had an iupostaput impct 

m the wnfig~mtBIm and ~ d o  



SOURCES OF WTA 

A wealth o f  i n f o m t i o n  has been collec.&;ed to masum the  prb'omwce of the 

- Wv@ .a;-supported health care delivery system i n  Lmawa Wmver, far a W B ~ ~ I )  

ty o f  masons, perfomnce data are not mf f o m  i a n  sc- of  &tali1 far leach of the 
major cqc;nents o f  the deliwry system. 

Four major sources provided the qarantiutive data used i n  masuAngl pe f l 41 rm~e  - 
of lhe service units and the1 r pessonnel wi ia in  the Lqangl kaldklrr &li=v SYS-* 

A description o f  these sources f o l  laws. . 
Provincial Heal th Reports and Service Stat ist ics 

These reports, both monthly and annual, pmwi& ac t i v i t y  data for the Prawfnc- 
i a l  Hospital, d i s t r i c t  hospital, health centers and nriai f e u  centers. Ba&aJacbar ser- 
vice categories, such as medical care, seg.vies to mtshers and dajldmn, airrd d&ly 
plannine are included. ~ 6 e  Phovincial Hospital provjdes the mst ccqlete set of 

records and service data o f  a1 1 gsvermnt  fac i l i t i es .  Sewice statist%cs and 
other records a t  rum1 health f a c i l i t i e s  -- d i s t r i c t  Mspitals, subdistrict hgaltPI 

centers, and mihifery centsss -- were not always as caaaplete o r  accassatPl as i n  & 

Pmvinci a1 HospS -1. 
baseline and follaw-up-- was cohd~rcPed $s a la- sample o f  baei l i t tes i n  mc ck- 
m s t a t i s n  and control amas. These data, 

able, permit, a detailed analysis o f  perfo 

Pmject Task Anal-is - 
The Tast Analysis was p r i m ~ i l y  a tiare-anbmtion suney o f  a large n 

service f a c i l i t i e s  o f  a l l  types (a1 though i t  did not cover w i l  l a w  k a l t h  pwts) . 
It provided e s t i ~ t e s  o f  the total service output o f  each f a c i l i t y  type.@ detailed 

s f  the work time each type of health mrkesl ackrally spent 3wr prtrvSddng . 
services, and how mud, tile was devoted to d i f f emn t  service categories. T k  Task 

Amlysis was conducted before and a f te r  Project iql 
- tal districts (El and EZ) , and i n  the C1 ccntml district. (The Tast AMlysis was 



not done i n  the t2 control district outside of La~pang Province, ) The n 
facilities sf each t~ sampled 3s -S pized in Table 1, 

Table 1 

Health facilities $-Bled In the Task Analysfs 

Type of Faci I i ty 

Subdistrict health  
centers 

Midwifery centers 

&sewations sf  service cepntacts and activities o f  all heal a;R msfk@m wewe m& 
a t  each of the facilities sawld f o r  a wfio<P ~f fjwe or t @ w  days, Hw addla"t3c~ln~ 
service users were a1 so intern$-d a t  the faci lity , They were asked a b u t  *al\r~"8g 

t o  the facility, cost of cam, and praptiorras o f  the seavice =eIW, 

The Task Analysis survey was csn\dwW only once i s a  the PmPni~lal Hwpi-l ,sa 
there arc no follow-up data sets for c-arison, bmwor, tihe ~Whlagsw wed 
i n  the Provincial Hospiull Task Aml-is sady was o %ha[ t 
wed in eRe rural health facilities, -king c thee twa t ~ s  aif 

facilities -re complicated. The Lmang Project  had a less igl~~orEarsrt  mle fn the 
direction and scope o f  Prov$ncf a1 Hosgi tal services miam it did 3sn s%er scmn"cc 

faci 81 tics, and a fellow-rsp swdy i n  the Pmvinacial Hospi WB was aembsm mt c:sera- 
s i  &red crucial. 

Health Volunter Relporlts 

Reports on health post wlunteer and traditio~l  birth at@pa&nt (m) activi- 
t ies,  iled each mwa by d i s t r i c t ,  are actmlliy a part o f  tOwe pmwincia8 &la 
mprtjng sys*a. But !because these reports were initia-dl by Ithe L q a n g  Pmject 
as a nm mprting 
s y s m ,  aey are given special tisn. T k  R a l a  perst wlmdteecr ~emr&o pmwi* 

i n f o m t i o n  an n rs of curat4w cswacb, mferrals, famjly plamiing cmttnacb 
and supplies distributed. The TBA reports record the n r of dle1imp.i~ a d  p m  

a d  ~ t - n a u l  caaeiacb, 
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Analysis o f  health volunteer perfornanke presented unique pmbl em oaf 

% Imasurirg the4 r contribution and canparing and integrating data on the3 r perfam- 
a x e  m" th that  o f  other pmvjdear i n  the deli very syshm. On the one band, kcawe 
w~luguteer a c t i v i t i e s  are isregular, rather man multineb and am only E P B I C O ~ U C ~ ~  iitm 
volunteers' spare time, there was no possibi lSty o f  doing a work observation study 

sfmj'lar to the Task Anriysis. But health volunteer service n ~ r d s r  -ugh limited 
i n  scope, did provide lwch infornation about t h e i ~  work. It was necessaw to in&- 
grate a l l  o f  the data sets -- Task Analysis, service data f 

volunteers -- to pemi t broad conparisons o f  performance o f  the different health 
&I ivery cmonents . 
Comutri ty Heal th Survey 

uni t y  Health Survey pmvi des suppl 

d m  ather sources. Data an cons r servi ce ut i  l i zation can suplpor t observed 

changes i n  the pattern o f  pmvides service delivery* 

Together, these four ~ a j o r  s o u ~ e s  o f  data gmvide a 
al l  perfanrrance o f  the health cam de l i  wrty system. 

Use o f  the Data 

Review o f  the perfomace o f  the various 6 

heal th cam del i  very system i s  baaed on several masgirraes: 

(1) The overall service output a f  each system conmrgownt ( b s p i ~ l s ,  
health centers, niidwifersy centers) ; that is, the average rider 

o f  services i n  each service category Belivered a t  each service 
1 evel. 

(2) The amount o f  time s p e ~ t  by a l l  mdcers i n  providing cam a t  

di f ferent fac i l i t ies,  including a breakdmm o f  Wie work time 
o f  each worker type in. t!sse baci 3 i ti es. 

((3) The d is t r ibut ion o f  service ti= inta the arrarious service 

categories (md isa l  cam, gatema? and chi ld health (WH), b a i l y  

planning), by each type s f  worker n? thin  each service levst. 

Each o f  these masosres i s  i w r b n t  i l s a  &velsping an analysis of costs by fad-  

l i t y  level and by service category. 



The Pmvincial Hospital has undewm sastant ia l  *nges in the p e r i d  o f  L 
Project operations as par t  o f  the IOPHes phased pplan to 
hospitals to regioml stabs .  The hospital first adQd a 

patient building i n  1977, a ma-enlarged i npa t ia t  w i q  rill be 

end o f  1981. and an affZl iated nursing school gradluated i ts f irst class in  late 1981. 

Opening of the outpatient wing in 1971 brought a slbrp incmse i n  outpati& ser- 
v ice  carpacity and utt'I.irtatian. The bspial 's  b d  aigacf ty t d 9  1 k,ut atdm*lyaP 
mm than &&le the pm-PmjecO level, 1n 1975, the 

i t y  Ma8dt%l t; a d  %a "0176% h 
iy-trained ~ Q a k o r n  *ere assigned to a rider af inpatiant and ~ W S i e n t  * 

ts. fable 2 s b s p i a 1  s%aEBIs%i&~ hi& raei9"irwt 

changes i n  the b s p j  %$I 'S kapacii ty and awn3 zat ioln. 

Table 2 

M1 beds are bassineree~not incl in  earlier years. 

: CkrP@u;r̂ s Rept-ts, h q a n g  Provincial Wpieisl, 197d19ne 

r of iwds i n  the b s p i a ' r  OMS iarcreasd shavty (by m) r 4  19/Y9 

U h g ~  the hmmg Qmject sta me i-tjrmt; wimg 3s 

1981, me 
r of i n ~ t i a t n e  k s  i=mM only 
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-yo and on w@raM%;), la9 1978 asad 1679, as rn f k d 3  fnsreased, me p m  
gacartion of b d s  fjl'lied &lined, dmppfm Oo an avcra- asr8 only 6 a  fir 1979- %he 
decrease i n  tk average pmpcrrtion of beds filled .is partly a result  of Ehe reallc 
mLioa o f  h d s  to a e  various Snpabtienh &iparPrremB as Sher brmp3t;al expa 
matlsatiion has led ta 

o lo~y ,  haviragl comi&rzrblle excess capatcity, white oltgller dbepa 
f! 1 led. 

as incmse i r n  averaw Imgtfa o f  stay, as s i n  T a l e  2, ltao the e a ~ l y  Pm- 
ject years, when the h<wpiul was fll T a d  bpd capeity,  the amrap l e q ~  of ?rby 

was 4.3 days. 8ut i n  9978 and 1979, this i~reased %a 5.2 arm! 4.8 days rrtspettwly. 

s af 'inpatlimB s rate 
Pmject operations, the ouitpatient lcead iracrehlsd !sharply. 8e 1974 and 19m, 

there was a 64% increase 8'n o u ~ t i t m t s  rn A mWle Oncmasae dn the 
patients served i n  '11977, whgn the m~t4a lnS bae+ 1 dil wg 

q ~ n e d ,  bat i t  has tiegemd o f f  slightly siascg , ~ s l b l y  as a msu3t of mc 
i n  

As might be expected, utiilization of the hvillraeial bpilal& i s  wmral$y keav- 

iest by le who Tiwe nearby. By far the lawst  gpm~-%ora 9ef mtllme s e a  
a t  the Provincial Hospital hang DTstrYllct, where the PmagisancSa1 @ w p i h l  

Ss locaOed, People i w  tsrei districts far o r  mat asi8y accc&~s%fble to, me 
pmwimial capital a r to use she hsspiwl wry l i t t l e P  Data waemd i a  the 
Task h l y s i s  Su the IPRovinclal bsgltal for one t h i n  1976 show W 
srigimr of b s p i  t a 9  patima who La Pmviwce. a3 I 

3, 

were iwtimb. Table 3 clearly 
m m  mst~ct, where the psovS@cial capital md the Pmv7imia3 Wsp48ial am 

m m  District, a8-@ the &s- 

brig Wem, and ma, Districts are the districts amst distant  Pm~ascial  

H o s p i ~ l ,  ind ptients froll these districtJ appear to use the hospital 8inilaaJly. 
t 2& esf @he teal p m ~ m i a l  mulation, Itrtllese four dist~n&kS - II I d  . c *  _ - . I l l 2 ! - - Y ? - -  



Fable 3 

Percent Distribut'ion of Provincial Hospital h t j e n t s  Swm 
ng Qmvincf a1 Hesp3bl by PatientsVI D.Sstsict, 19iBQE 

a Slightly under lOOI due to m d i s g  

Source: Project Hast halysis, I976 

6urIng the Task Analysis survey cartid out i n  the Pmwincial HcKpital, a 
review of service reeords; covering a ninemonth pr%od f sr 1975-1976 ohaaJed %he 
distributdoa of services by typeo as s r izd  i n  Table 4, 

((I 

A1 though the major role of the ProvincSal Xmpl bl i s  - d i a l  am, f t h o  
played an immasingly iw e role i n  health prewntioro and pmmtion, paflicc~. 
Iarlgr for mothers and ebildren. Table 4 indicates; -8, pao-natal care, anell-Wy 
care (ineluding i izations) , and fa r i l y  planning accoaaat SOr al-t 2!0% Of a l l  
cutpatient services. Obsterrics (mostly deliveries) and farlly pluning (mstly 
sterilizations) patients colaprise over 30% of a11 inpatients, - 

A review o f  Pmvincial Hospital statfotics durbng the perid sf 

tation also reveals an expanding role in  &limy care, pne-mall 

care and child care. fable 5 s selected service stat ist~cc4~ The 
r o f  deliwrfs and the r of  pro- and p~ost-natal care d s i t s  hwr ian~b 



Percent D i  s t r i  butioa of Inpatient and Outpat4 ent 
Service Contacts by S e M e  Type, 1976 

Part A. Ou-tiieats - 
bJ = 106,218 

General 
Service Cateqory 

b d i  c i  ne 

Pre-natal care 
Gynocol ogy 
Pedi a tri cs 
FMi  ly pl anni ng 

Ear, eye, nose, throat 

Oenti stry 
Accidents 
Well-baby cam 

A l l  services a 

I Sursew and Ortnowdics 

/ First aid 

I Surgical e 
p d i  clphysi otbrrrpy exam 

Minor surgc?ry 

I 

a Percent slightly over 100.0 due to rounding 
Source: U D P  Task ha1ysis9 1976 

All services 

k d i  ci ne 
Pedr'atri cs 
Gynscologly 
Dmg addiction 
Accidents 
Ear, eye, nose, t%roat 

Part 8. Inpatients 

91 = 9,916 

Source: Task Analysi , Pmvinc%al Hospital, 1977 



creased pmgressl'vely, almugh f e r t i l i q t y  i n  Lampaatg has &cmas@d amiurgt a e  
mriod o f  ProJect irs~l tation. The n r of de l i  wr+es incmased almst 252 

1976 and 1979, and obstetr ic enre v i s i t s  increased a l m s t  22%, G 
Health Survey data suggest that about 38X ;to 35% o f  a l l  deliveries o'n the prmwlinetle 

are performed a t  the Provincial Hospital. PgdiatxYic can? (ms t l y  raaedn"ca1 care) has 
1Skwise increased sharply i n  the years f o r  which data are avaSlable. increasing 
over 150% be n 1976 and 1979. Steri l imt. ion services i n  the haspi.ta1, om 
other hand, decreased 37% i n  the five-year period, i n  past a result o f  bw&maQ 
s te r i  li zatisn service avai labi 1 i t y  i n  dist r i  c t  hospitals and private clinics. The 
hospl' tal s ni ty  Health Department also began a W i l e  vasec 
ing large numbers o f  rural  men i n  1977-1979. 

Table 5 

Selected Service Statist%cs, Lampang Provincial Hospital 
1974-1979 

Pedi a tri c;s 
Steri l i za ti ons 

' Inclb4es s t i l l b i r t h s  and p r e ~ t a l  deaths. 
Host v i s l t s  are for pre-natal care. 

Source: Lampang Pmvincial Hospital Annual Reports, 1974-1979 
- a 

1 Patient Referrals 

W rect patiient referrals fwm a rural Rwla f a c i l i  t$ ?to a e  Pmv3aacial Has- 
p i  tal are relatively iffifmwrot, and tbsa memgded ene~iiB1y di ~f 

s .  However, the Task Analysis r e v i m  o f  patient records i n  1976 I 

that wel l  over ha l f  o f  the patients for the period s t d i d  were refe 

Chat Distr ict ,  the d i s t r i c t  where Project i n p l e n b t i o n  ocsumd first [3%urfng - 
1874-1976). The referrals reported are only fmv dis t r ic ts  which had a d is tdct  

hospital. The predminarace of Hang Chat d is t r i c t  referral was a result sf the 

Pmjcct-stimulated linkage Betweer~ the district and Pwdincial Hospital. This 
l ink  was especially strengthened. by the assignaramt sf Provincial H ~ a p i b l  fiysa'ca'aras 
9 m  +ha A i e + m i r +  kneni+al a m  +wa-n~m*h mn*-+4*-- 



RedFt?$pl,als ta the Prova"nd;.iial BHosp.ri.ltial 
(9-anon.eh period i n  8976) 

% a f  Zatal 

Referral sf 1 CKIO 

Source: Prsject Task ha lys is ,  Pmvfnclal Hosplhl, 8977 

The Task Analysis sarsvey i s  the ~ J O P  s o u m  of  pefiamme data camcemnled 
w i  th d i s t r i c t  hosgi tals, subdistr ict health enters, and mi&% f e q  ~embkc,. Basle- 

l i n e  and follar-up surveys were conducted in a suple of facllitTes o f  each tylp 
i n  eight exgeri-ntal and tam c m t m l  dQsQrieb. The aim ab' the saamys was -fa 

gather gerfomnce data on each baci li ty type both kfom PssJiech Wffiicatiom 
were omrating and a f t e r  they were i l ratdumd. Pm the study a~~eas, a l a w  mum 

ber o f  faei l i t i e s  of each type were selected for d s e w a t i m  ( i n  o amasp $11111 
facf l i t i e s  were included). T k n  the Pmject i n w o t i q t o m  sent tkailned &sewen 
t o  observe the work o f  a l l  health workers in each fac i l i t y  for a period of one 
o r  tw weeks, In the baselime studies, the period was ten workislag days; me follw- 

up surveys cowered f i v e  days, 

Survey observe~a recsrkd the anrount o f  time each Realm w*es s p n t  pmvid- 
i ng  d i rec t  services, doing swpartiwe work: associated aria sewices, dcrtlrag f ie ld  
wrork, and time that was s p n t  nonpmductiweOy. AS wa&cem pmwied sewiceoI the 
semi ces were elassi f i ed i n to  pr&r i  gnawd =*wries, i ncl rsding mdi cal care, 
=&ma8 and schj Id k a l a  care, f a d l y  planning services, amdl msat~tim serarices, 
kt omly did the obewers 

s o f  service caaaac$s, 

A f t e r  gathering i n i t i a l  baseline data i n  the El and C1 areas. a n 

concerning deftnit ions o f  te and the gwstiomblle mlida"w &rf &.h 

e r e  apparent. Therefore, the study was taken over by new s ta f f  a t  WIW, who 
reorganized and conducted it mre ri gomusl y . Basel i ne data vere subseguentl y 



collected i n  the E2 inplementation area. and a second baseline survey was Qne i n  
the El area. A t  the end o f  the period o f  Project i ng lwn l ta t ion  i n  1979, follar- 
up studies were also conducted i n  the same! amas. 

In reviewing a l l  sets of data available, a nmber o f  probl apgea~ci &id 
could af fect  the camparison of baseline and f o l l a ~ ~ u p  data sets. These em: 

(1) A difference i n  definitions and questionable va l id i t y  o f  the 
baseline i n  the El and C1 areas. Also, i n  th is  pre-intenention H 

data gathering, the nuher o f  observation hours was quite small 

and therefore subject to sanpl ing error. 'C 

- 
(2) The second-round basel ine study carried out i n  the C1 area 

occurred a f te r  some Project interventions had been introduced. 
The Qkvovi ncial Heal t h  Office assigned wechiakorn paraphysicians ., 

t o  health centers and midwifery centers i n  the C1 control area 

i n  '3978, before the end o f  tm control period. (Wechakorn had 
been placed i n  three o f  the f i ve  health centers sampled, and 

i n  both midwifery centers $-led). ?his, i n  effect, csntapli- 
nated the control area befake the follar-up Task Analysis s 

could be conducted. Af ter  fo l lm-up data ~mse collected and 

analy;eed,the possible effects o f  Project f nterventions were 
apparent. The control area thus does not rea l ly  represent the 

true pre-intervention o i  tuation. 

To f u l f i l l  the need to canpare pm-interwention and post-interwention perfor- 
mance data, a rearrangement o f  the data sets was mde which resolws the proB1 
described above, and s t i  1 1 pemi t s  va l id  compari sms - 

The problems w i t h  the C1 control area data (both baseline and follow-up), and . 
with the El 5aseline set mentioned above, aeant tha t  the only s a t i s h e t o y  pre- 
intervention data set f o r  Task Analysis was gathered i n  the seven E2 districts. A 

r of faci l i ti es and personnel were observed f o r  a 'ken-day per.u'od, pm- 
. 

viding an adequate sample s f  perf0 nce data i n  the seven d is t r ic ts .  ?he study 
was conducted before any interventions had been introduced i n to  the EL area: 

I 

 eref fore, i t  i s  the mst representative baseline data set. The data sets h i c h  

depict the past-intervention si tuat ion m s t  broadly are the f i r s t  bollar-up study - 
i n  the El area and the follow-up studies El and E p  areas. Coabining these has 

served to depict the post-intervention si tuat ion sat is factor i ly .  

The data col lect ion for the E p  baseline area was done i n  Bay through July, 
1977. The post-interwntion data i n  the El and E2 areas was collected during a 
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wried from October 1979 to January 1980. The baseline data set  totals 4,200 per- 

sonnel-hours of observation, of which 28.3% were a t  the district hospital, 46.n 
a t  subdistr ic t  health centers, and 255 a t  wih i fe ry  centers. There are a taQ9 ccgf 

8,190 personnel-hours of observation i n  the c&jned post-iwltervention d a b  selt,of 

which 42% took place a t  the d i s t r i c t  hospitals, 4856 a t  b a l t h  centers, and la a t  
midwifery centers. 

Distr ibut ion of Working Time 

Table 7 shows the pmportionate d is t r ibu t ion  o f  Dotal working time in district 
hospitals (Part A), subdis t r ic t  health centers (Part B), and midwifery e n t e r s  
(Part C) , respectively, during the pre-i ntervention and post-i nterwntion periods 

o f  observation. 

Percent o f  Total Working Time S p a t  i n  Direct Service, 
Indi met Sesvi ce, F ie ld  Uorlk, and I o n p d u c t i w  Act iv i t ies,  

by Worker Category, Pse -and Post -1, nterventi an 

A. D i s t r i c t  Hospitals 

Inter- Ind i rect  
wenti on Servi ce 



Acti w i  t y  

Di sect 
Serwi ce 

Indi rect 
Service 

Field Work 

Non- 
prcdrmctivc 

Total a 

Post- 
Inter- 
wen ti on 

Di met 
Service 

Indirect 
Service 

Field Work 
NOR- 

p d u c t i  we 
Total a 

C . Mi chi fti ry Centers 

Indi rect Service 

Nonpmduct i ve  

Direct Service 

Indi rect Service 

a Totals may be more or less than 100.0% due to rou~ding. 
bThere i s  nomally only a single worker, the midwife. 

The table shsws the average proportion of b taP working tiare(basecr8 MI a sevenr 

hour workday) spent i n  direct service a c t i v i  ties, i n  indirect services, i n  f ie ld  
uork, and nonpmductiwely by each type of worker in the digbemnt facilitisrs. It - * L  - - - I-- - 3 1  ----I--- r r ~ * r \ ~ . r . . . z ~ ~  Go. LIIL CIICP;(L.. I..-- 



delivery was small. Mi l e  dl'strict hospita'l physicians and E a k o r n  utilised 
a b u t  30L o f  t h e i r  t i m e  far direct service provirion. a l l  other categories nf uut- 

kers in a l l  rural health faci ii t ies  spent well mder 20X of their tim pmviding 
d i  n c t  services. 

~ - I n  the pre-intervention observatiars, mly about 10Z o f  teal working ti= 

kers a t  the d i s t r i c t  Bhospiikial and s&di~Cs$ct health cener lev@l. A t  e miid- 

w i  fery center level. direct service a e t ~ v l  tie accs;aua&d fa r  sl iii@tly mm @barn 
18X of the working day. 

I n  the post-interwention observatiom, the p'spopaiflfm of' WQ3 ~rbg;&img ti= 
devoted t o  direct service activity irsrc~ased s&stant$alIy i~ ba digistdet 

hospital and subdistr ict  health centers, but dwsacasd a1 ighkly i n  the @i&ift3?~ 

centers, Hrmever, even w i t h  the general i p m  
t ion  period, a t  no f a c i l i t y  level did the pela~enta~w of tjm &wo@d dimc& S~P- 
vices reach 20%. 

If time spent i n  indirect  services, which im:ludes a l l  o f  &he syppaorQtiw ser- 

vices (patient recods, reports, premration o f  drugs a d  merials], i s  c&l~~e$P 
with d i rect  service time, the proportion o f  t~taP work tile dewM QI the 
functions, when averaged fo r  a l l  workers a t  each fat i l i  ty d an i w r a n k  
iraelcgase be n the pre- and pos t - inemnt ion  p ~ 3 w l s ~  A t  eat& f a c i l i t y  level. 
the pmportion o f  time spent i w Qi rect  and iradi rec t services by the i ndi v i d u ~ t  
worker categories varied during each observation period, and k n the gm- a id  

wst-intervent.ion periods, For exangle, the prcoprtion o f  -time that the d i s t r i c t  

- hospital physician spent i n  direct service ac t i v i t i es  c h a n ~ d  d 9.6% to *in 
the pcsslt-intervention period. Likewise, the pmmeiow s f  d i rec t  service t ie  far 

. nurses and nurse aides increased sharply i n  the pst-inwrventiaon priscit. Also, qin 
the gost-i ntervention f a c i l i  ti s, wechakom papra@ysiciaras csn%ribuM a "Bm p~m- 

_ portion o f  &heir time to  direct  service act ia~i  t ies. 

In the post-imtervmtion suarey o f  subdistr ict health centers, the W% i m -  

crease i n  the proportion o f  time devoted t o  df rrect services was diwidld mughly 
equally amng the wechakom, midwives and sanitarians, A t  the xaai&ife~r cmters, 

there was a 27% decrease i n  the amrrunt o f  time spent in d i r m t  sewScees (althwglh 
the change i n  time spent in both direct  and ind i rect  services cornbind incre~sd 

slightly). 



v+tjes as k d e j t s ,  b&la ~01m%mr s u ~ r t ,  an& BBW* &&ion, 4% Q sec@& 61~aw 

Bum of internst* In W W C ~ ~ % ,  itbe pr@par%%an of tbw s p w t  f @ f ic lb  WQ&, a t  enkeh 
sewice 9ewS was sm13 a Them was ar8mst rn ti= d@vi;a&b to f i a t&  w ~ k  aetf ui  tSas 
by P C F S Q R ~ J  QF the (Bir'trlct haspiml Pn p~-3nterwr?.nt%og'fi i f a e ~ d ,  b~ait 

verJ i m $&dist!rjct 
healUl centers and csidrifery ce~ters, &ere tim spent on field wa& wight have 
k s  e x p c t ~ d  to inkwas@, i t  a p ~ a w d  ta &CW~EC,  %Q the pm-4~t81w~t ioa pried, 
a subs"eiantia3 p ~ " ~ ~ $ t i l ~ ) m  06 W U l  work t$m $[kWce?in Ba ~ R Q  m) was spmt in Field 
wrk, but ~ i i r  &cmased mrbRadly i n  ~st -5n~~mn. te : ion  pried, Hn r *d is tdct  
b a l t h  centera, 4t &cmased fm 13.n 5.9% o f  WO& ti=* a dmp ~f 57%- 
A t  r n j a i f e ~  centems athe field msk p r w r  dmpwd I?*% ta 8%9X of t a a l  
wrk tima a &cmase o f  almst 49%. 

The third find%ng M ich  o';fanrds out i n  Table 7 i s  a c  pmw~rtim Q.BF "i&lm whb~h 
was classjfied as w o q m d ~ t i v e ~  This is ti= spent i n  the k a l a  dals;zi$$ty %dl# 
ami ting patjera* or time spent ~ ~ l k % i &  o f  the facility fw gh9ch ~BQ acc~mtdng was 
given. En the d is t r i c t  h s p i u l ,  a1 Wbli~~glgA the pmprtiim OP Wtal  &npr&uct3w@ 
P i e  &c~eased f r o m  68.5% i n  the pm-in'temesrtioww p c ~ M  5 2 - a  i n  fa3 Bw 
up perid, the f a c t  ins that on the a w r a s ,  ~ v e s  5f.B o f  a e  m& &y for m?~t  
health workers i s  mot uEilEized gmductively. This my be, i n  part, a result epf 
large and increasing s t a f f  in rs a t  the district bsgf tal 3w mlstism ta tb sere 
vice load. A t  the ssaibdistrict heal* centers, a1ltMo;agR P ~ B O F ~ ~ Q ~  @f 

claori Pied as n o n p d ~ c t i v e  decreased only sl ight ly k 
and mst-inbrwen$ion &servations, B t  in& r@lat$wely hi*, a t  &]-st %% dlaf 

9m-k time, despite a consi&rable incmase i n  dimc4 and i n d i e c t  service tie, 

The decrease i n  time dev~&d to f i e l d  work a p p a ~  be the majar factblir ascmmtf~ 

for the lack of  change i n  taorrqpredarctiw time. 

I n  midi fery  ceratess, Ohe pattern war s t da' f fe~nt -  pmpa"t$@m OQ 

nonpsoductive time, i n i t i a l l y  m&r %, insmared k w the pm- and past- 

intervention periods. H ver, mihives safb ing  midifem eembm a. 
pmduc^cively enployed than maw o f  their camterparts a t  subdistrict health tenters  
and d ist r ic t  h o s p i e l s .  

Cawwries of Di rect Servi ce Functions 

The atepries into which djrec t  service functions were classified dvring the 

.atem1 health, chi ld  health, sanitation, ac4 nutrition. Each of these cab* 
vies included a heterngeneus rang of  services. Wedical care imluded -mt 
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iof illneos and injraries for all  age gmups. e t e r n a l  health irsrlluded pm- amd 
ipost-natal care and del f very care. Chf Id care Bmcludd cha"1d health exairn;iaq$ionlt; 

nizat4onss boot dSd not Pnclude illmess asre far chlildlren, w%llich iiaf~s a 
wrt of the aneda'cal care calego~y. Family plamn4ng int1udl.d at1 types a f  user 
comtacts, jncluding sttlsi'll f zationp IUD, and NWw"e,vesar. injections, andl asa8 can- 
traceptive dfstrdbutQon. Sanitation sewices ilracludd water supply and sanltatf~olrsl 
actSvities, as well as santUt4an education actSoi t%er, micable dSsease (ram- 

mn9cable disease contacts. So also were mtemal and ckaiDld heallts)r ( K H ]  contacts 
cW%nd. Nuts3 t ion cmwets obosard during the Task kalysds suwey apparedl ta 
be aFw SO little time af *we 
ESon sela%M wrk. vcr, mmy health ceraters and ai&u'f@ry cmters i a  the s 
p1e Qaci3itiics gmup had a Child H u t r l t i ~ n  Center ahttached t o  them, The! midwffe I n  
the health c a t e r  BIIP md&%bew c a t e r  has 0weraP1 t % s ~ s t B f l f t y  f a r  the ~aatritioa 
fmt@r, but 4 t  i s  no 
tion Centers (CHt's) are the mJor continuing nu t r i t i on  acLivSty of the pmvincial 
health care delivery system, and serve an estllated La of the m ~ a l  ckfld popla- 

t.iiorm. -ewer, the Task ~ IJISIS sumeys d4d not %aniclaol& 6HC3s* 

Distr ibution o f  Direct Sewice TSm 

The distrlboltion o f  obsewd direct  service tdim be dIfdermt bser~a.il sl=e 
categories specified 3n the Task Analysis i s  s rdzefa fw Table 8. 

The p m ~ r t i o n  o f  d i rect  sestpfce tinme devotd t o  each sf tihe five m j ~ r  SCPF- 

vice categories i s  s for a1 P mrkerrs c&i mmd, as well as %as the imdividual 

mrkers i n  each f a c i l i t y  level. Part A s b s  the ti- d%strtbutfara for t h e  dis- 
t r i c t  Ihospf t a l  ; Part B shaws the distr ibut ion for the suM is t r i c t  EOamltb ccwter; 

and P a r t  C l's f o r  wiBwifery centers. 

The m j o r  portion o f  direct  service Pim a t  the d i s t r i c t  Ihioopihl i s  cdlewotdt 
to mdical care acti-wi-ties. Mdical care r i n 4  the dminaart actfwity a8 me 
d j s t r j c t  hOspita1, alfhollgh the pmprtfom 06 tjme devotd to ~ d l ~ a i  cam de- 

almst 85% t~ 73% be-m the p=-imtervent4on andl fsllw-up ~ r i d s , ,  
nicable disease contm1 and sana'.8t;r&$on adl 

mtemal and c h i l d  h e a l m  ac+,a"wi&ies incmasd shamly beb-1~ the pm- as& pst- 
fnterormtion obsewatfono. The pmgop-tion of time devoted ts 
antml and san9tatf on iwcreasd almst tern-fold- The total tim s m t  far  mtcr- 
slial and ch i ld  health wrk fncvmsd 8 2 a -  



Penentar o f  Service Tim spent i. D i f f ~ n t  Sentice 
Caewries During Pre-Pnt;ervent$on a ~ d  Past-Ine ~ ; f  om ~upwys 

A. District Hospital 

SLcPlbQistrict Health Center 

Service Category 

CDC/Sani tat3 sn 



had also s p a t  a m a J ~ r b  Q 06 di n c f  scrsr%a~ time in  dim- 
m%3ally On the f'llar-up vfid, The miMfeAs tWe cifiitlld 

arf tar4 an k e l  %h wrker also f ~ ~ s ~  a la-r p ~ l c a  @d his ens* tire a~api 

fact,  the pmpeqsn of  time &v@$ed W d f a l  carre acgswrlly ism- st .3iiBsSs 

a11 praprHm of aaedi-l care M e  for a l l  worken; ~inemse, ePrt it i 
a l l  sf  t&e fndividwl mnkers except the saniQ~aaa- Bag-t af the 

of ti= o p t  SBQ a- 
Scal case by mi Qi ves and nurse aides also i ~ m s e d .  m p m 
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~ l y  faar ia;zp~CUr.0ian, aySw, k d  awr @f BaIc stm*~;e &Zm @ d 1 - 0  
a m  rOurQng the d- 

t sharp frscaaeia5i~! inn 
o c t f w f t f e  far ~iadsr~. M m l  
elm iof t$me 

9 dn gert:.frm sf MQC .8m f.;%asiiIy p l r a s % ~  aettasStfa. W 1 a t m  m 
tly rceflmim * shor*ilng @f m$jm -1 ma 

tmmptfw cJtseib&ism wf*  the kolm pest m l m e m ,  rt 

atm 6MBew me-, P;)acir 

but, as i n  the s W i s W f ~ ; $  
wed ts fmily p la imi~g  4 

a of $4- was 0-f m 

*mSGe 

T& d i s w  108% t%s& &waW &f 

P pf 

c o r a ~ c b ,  %ctm$ service stat ist ics fw the year * 

's activit ies m n  
II 

in tibe a s t d a  

the diztriQ~aQ.i;m of direct seeriice t i e  aQ each 00 senrice bxi i l i ty  ?I?ew8?11sl. 
#. 

M i c a 1  cam and fmily planmi- in  brsm t!%e pro-i rn and m&- ioW i m ~  





USP a?;@ @f 17.4% ah d64taabq;t ltsgqldblls; 2,s a t  fmfsl tSg~f  " 

heal* a 6,5% art Mbrifar~gl( eaalbes, Vhds my, a t  bdsrst, 

Et distdcb)  (h&t s +n bath m a a l  caw d f-41y g%@mi%q 
serr4ce ckmace, Sdna t iWQ Q a sf a l l  

the mlat.iwe lack af a n g e  in a~9~~ems setvice o O a t  cash fasd;llbQ $s t8me sk~r- 
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The data presented i n  the preceding tables, together wi th u t i l i za t i on  results pre- 
sented i n  *nograph 8, suggest that rural health fac i l i t i es  are probably a~dequately 

t inq the paputation" seed fo r  medical care, for family planning services, a d  
for so~le maternal servlices, such as delivery care. However, given the much e~~snallenc 

proportion or time devated to direct scmices comer& with nutsltion, samf Qtioanr, 

and nicable disease control, slow with the sma13 gostjon of  ti* spent 'Boa 

f i e ld  work, i t  s clear that these inyporunt aspects sf e m u n i t y  health pro- 

gram have not received the emphasis they deserve. A l  sough the ac t i v i t y  i s r  Child 

Wutrition Centers i s  not reflected i n  the Task Analysis data, i t  s t i l l  appars tkt 

the general level of camunity nutritjovr ac t i v i t y  i s  quite low i n  relat ion ta the 
magnitude of the problem. The lack sf change i n  pr@-school child wtr i t ioar status 

m y  be one indicator of the wedl for brcrader-basedl c nity nut r i t ion  ac t i v i t ies  

that w i l l  focus on the s of undernaurishd children. 

The miajar emphasis a t  a l l  rural  health f a c i l i t y  levels i s  s t i l l  ow = d i a l  
care, whdch, w i t h  family planning services, accounts f o r  the great mjority sf h % h  

health worker service time and service csintacts. The addition of the W- 
raphysician a2 each service level has strm*noldl this s is  on d ial  care, 

and the data re f lec t  what the wecbkarn hawe tamsellves expressed: dial care i s  
their  niost iw r t i l sn t  actqvii ty. Forty ta f ifty percent of avai 'Plable wrkOag tie i s  

not used producti vel y a t  every faci 1 iity level except a t  riQifery centers (here 
251 o f  work tfm i s  spent urrpduetively). Heal tit workers, or  any other wrkers, 

cannot be expected t o  be fully emaged l0IQ.l% of tbre working hours. 
large proportton o f  wrkim time that i s  slack time means there i s  st511 c~nslder- 
able time available that could be devoted to  ac t i v i t ies  currently uMea~?aep,teasizied: 
-- - - -  

a hphanis iQnb 

these programs would iepowe the balance sf services a t  each f ac i l i t y  level, a d  
i t  would strengthen the services that are required Ecr serve apparent rnmet w d s  

#I TY MWILTW VOLUNTEERS 

The training, ro le  and perfortaance of c 

descai bed i n  detai l i n  &nograph 2, Volume I I. However, i t  i s  ieapor"gant to m v i w  
?$w vo lun teers~ont r ibu t ion  to  the rural k a l  th  care delivery wltmork, a d  to f m- 

-rate data an their  pesfomance w i t h  that of other markers and f a c i l i t i e s  80 

gain an overview of changes i n  the perfomnce of the totat system. The presence 
o f  the v i l  lage health wollunteets has several possible effects on the 1pat9ewr of 
rural health care delivery. (1) L iv ing  mn) and closely resePbling their fellox 
villagers, volunteers add a nw, independent caponent of health care sewice mt 
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pnvlwsly available i n  the systm. They can also eontrlbutc to *n 
zation of a ~ e s r  gjrove n t  rural health f a c i l i t i e s  by ac?fgp~~l a d  i m m @ s $ ~  
the4s peers hwareness of available services s (2) In eases, the vol untmrs 
ass- a portion of services previously m i d &  by other hmltk fad l i t i@s  (orng. B 
fmi ly  planmtng), which wight decrease the servbcce o ~ t w t  a t  Itheset BacDliQ4e~ as 
such semi ces are shf deed to vol untmrs. 

The major rautfne-activities sf health post voUwnW~s are mdical are  far 
mimi- aifmnts and oral contraceptive df stp.dbutiopa, Wta cmpdld fm ws~lsionm+ 
reports, along wlth their records of referrals, provide an adqpratar pjcWm (of t k o e  
act$ v3 ties. Cormee~ni ty health volunteers, ~rtScuBarUy the Real th gost wal umtws, 
have mde a large contribution to increased dCcal care a& fmf By plamnmfarg serwiices, 
Reports on thef r actSwi t i es  show nmerous m d i  cal cam and oral antraceptfwe dIsta*il- 
bution csntacts, which grew steadily ta cmprf se a large and ofgwfficaw% prtfon @f 

a l l  governaent rural health service contacts i n  the firnu year of project i h p l ~ n t a -  
tiofi. The content of volunteer service contacts i s  mot generally cmprable wSth 

contacts a t  rural health service facf 1 3 ties, The wo1unUers"raf m i  ng Sol first aid 
and simp7 e medical care is rudimien2;ary, and the Daousehld drugs dlisper~red are geoaer- 
al ly  for symp t i c  treatment. l everae l  ess, they may cam for many villagers who 
mfgftt hare gone ta a health center or  other soume u n ~ e s s a s l l y ,  or wight haare 
treated thennsclucs. Ow the stkr hand, wola~ntster distr$butiom of oral coraP;mcegr- 
tives (only fsllctw-up cycles) i s  a simple task wh.i;;ch i s  cmparable b t h e  same - 
service pmwided a t  other facil i t ies.  Thus, a simple but imprunt service, mr- 
mal ly provided By gsverment rural heal t R  faci % i ties, has been transferred i n  
part to heal th post volunteers. Their s b r i  ng in ordl contracegCPtive distribution 
makes using the p i l l  more convenient for  village n and eaay corotrtbube to con- 
tinuation of use, 

Health post volunteer medical cape and family glarnnSng service && are stwa- 

mrized i n  Table 10. 

Table 10 shcws the average annual medical case contacts (*mcladiq the pmpr- 

tion referred) and family planning contacts for each health post volwnter, as w81 
as t h e  weekly contacts of each type. The table first separates the volunteer per- 

formance data by iaplemenEation area, and finally inclucjes a l l  d is t r ic ts  whem wslarwb- 
teers were working and reporting in 1979. 

To integrate the perfonnawce of i ndividwal volunteers with other sets of 
performance data from rural heal %h facilities, it was necessary ta cotnvcert &he 

volunteer perfomslce data to a measure of total  volunteer services associatd 
with each rural health facility, 



Table 10 

HPW m i c a !  Care (W) and FamasSly Plaming (FP) C r n - ~ l s , ~  1979 

a A l l  data have been adjw'-ad for  underreporring. 
ilo HPV data availale far 1979 i n  Semi N g p  (J V'sb one distr ict  of E t R  
This dSstrict has themfore k n  deleted the calculat$agm, as 
has cantml di;r;t;r%ct, Mae Fah (124 V%o). 

Average figures di f fer  sliBt1y those ffm Qbwrapr)l 2 because data 
a usted for undeanepofll wg, and !V+gao Mls-ic m d  llly 
C ty-.Base& Fa@ 8y CBIaraaai~g vol mbeeas , f s imc fw awrnlp* 

Rather than express vcalurcteer p a r ~ o m n e  data a#r am Indlid&al QaslSa, the 
service data are ex~ressed as an awraw a 

assocjated wS t h  leach wral health fxiility, For 1979, the tsJ8aI amual hexTa 

ber o f  wwer nt  rural health facC f ti 6s I n  the amas where wrrlllwwss mrked, 

Thi S, 04 course, ass that an etae average, the 
contacts is mughay far each &strict bopi&aI,  s W i o t ~ s t  k m l a  
center, and midrrt fery center. Table 11 s 



Table 11 

HPV Medical Cane and Fanily Planning Contacts 
p r  Heals Faci l i ty ,  I979 a 

a A l l  data haw been adjusted for undemporting. 

D i s t r i c t  Hospi tal s, S&di s t r i c t  Health Centers, ni&i fe y Centers 
(excluding those i n  Sem Rgam and Mae Tah). 

No HPV data available fo r  1979 i n  Sera h a m  (36 Vas).one d i s t r i c t  o f  E2. 
This d i s t r i c t  has themfarre been & l c e d  fm~ the calculatims, as 
has h e  Tah (124 V'ss). 

Awrage figures d i f f e r  s l i gh t l y  frol those i n  lbnograph 2 because data 
are aausted f o r  underreporting and Ngao Dis t r i c t  is included i n  
average hem. 

Estimating Child Nutr i t ion Center contacts associated wi th each rura l  health 

f ac i l i t y  required seve~al  calculations. The Task Analysf o d id  mdt show =my 

nut r i t ion  contacts a t  the health baci i i t i e s  surveyed. This is mf s~rpri sing 
as few chi ldmn are brought to rural  health f a c i l i t i e s  speci f ical ly  f o r  nut r i -  

t i o n  care. The main thrust o f  nu t r i t i on  ac t i v i t y  i n  the pmwincial health 

&I i wry system i s the Chi I d  Nutr i  t i on  Center pmgram, which has g m n  consi&o'ably 

during the period o f  Project ingliemntatiom. Bemen 1974 and 1979, the oa 

o f  centers grew f 11 to 93 (increasing to over 150 by 1981)- I n  1979, there - 
were 3,573 preschool chi ldmn (about 6 3 %  o f  a1 1 chi ldmn i n  this age giro@) 

mml lrd i n  these centers. A1 asugh mny o f  the C K ' s  are attached to d i s t r i c t  

hssgi t a l  s , subdi s tri c t  heal th centers, and m i d i  few ceaaters , BCPei r ac t i  w i  Pies a 

were not observed during the Task Analysis, leading to am u n d l e m ~ r t i m g  of 

nu t r i  tion act i  w i  ties. %mows, since a1 l supplies f o r  CW k ore distribuwd 

PRmugh rural health fac i  l i ti a, E k  costs o f  nu t r i t i on  wort, but mot the servi~es, 
am appamnt, This has led ts the unusw"8lly high sugwsted eosts for irautrIBiri@n 
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Data on Child Wutri tion tenter contacts need to be incorporated into the a ~ l y -  

$ is  of services and costs. ColpleQe data on the nunber and attendance ah Child 

tdutri t i on  Centers am only availabldr f o r  1979. H wer, me nwer of CW" was 
-11 i n  the pm- ine~ven t ion  period, and Usus would have affected nu t r i t i on  

service casts only sl ight ly.  CK serarice contarts associated wim each health 
f ac i l i t y  have been estimated for only the post-intervention period. 

A1 though there were 93 C#Cas i n  l a te  1929, several had only been erstinblisbd 

during that year and had not been i n  operation a f u l l  twelve months. 4s a result, 
them was an equivalent of 76.18 CMC f a c i l i t y - y a m  o f  service far  the 93 centers* 
Each center had an ;average o f  35.4 children nttendjng, artel provincial health s b f f  

estimated that  average attendance a~aals about --thirds o f  this n r daily, Th%s 
mans that, on t6w average, there were 25.73 daily ch i l d  nu t r i t i on  contacts i n  

each C K . ~  

T k  total w r o f  children i s  relatively small, but since the cantacts a m  
repetitive, the overall service outqut seems mre substamtial tRan i t  real ly  is. 
These data must tlsterefore be used with caution. 

IWVEaTBOIPC OF SERVICE DATA 

As v i  llage-based c i ty OleaJth volunteers and Child Hutrb t ion  Centers have 

made important contr ibutims tm overall prfoaraance o f  the rural  health cam de- 

l i very  s y s m ,  i t  i s  important to ( : d i n e  the i r  service &%a with that from other 
rural heal tOm fife4 li t ies  and fm tbte Provincial h s p i  -1. This u1 t i m t e l y  pnsi ts 
a review of now the pattern o f  service delivery has changed, an8 o f  the s h i f t  in 

the proportionate distr ibut ion o f  !;esvices amng the system's delivery c 

I t  i s  also important to  integrate the data sets as a major step i m  calcuiatineg 

costs o f  services a t  each f a c i l i t y  level. 

a To compute total annual Child Nutr i t ion Center cmtacts, the calculations 
are as follows: 

Average CNC contaets/day 
No. days/year C K  i s  open 
Averiiige annual contacts/ faci l i ty 
No. CWC faci l i  ty-years f o r  1979 

Total CW contacts per year 
No. rural  health f a c i l i t i e s  

Awerage annual CNC contacts/rural heal th faci l i t y  4,763 (or 91 .a per 
k 1 



Table 12 shws the rnagni tuck o f  h e a m  post  vollonWr and Child Nutrf tlerm 
Center service contacts i n  re lat ion to other service c 
as explained i n  the previous section, have been estiaated on a per f a c i l i t y  basis: 

the average number of contacts that a l  1 volunteers aod ERIC @s l inked to each fsci I f  ty 

would generate i n  a week's time. They are thus =&parable w i t h  data for the other 

fac i l i t i es .  I n  addition, the average nunber o f  total HPW service cantacts has 

been added to  average to ta l  service contacts a t  each sewice level. This pssduces 
an estimate o f  to ta l  service contacts (of f ic ia l ,  CW, and volunteer c-iraed) 

a 

associated with each service level fo r  the post-interwention gerlod, as sh 
Table 12. The table shows that a f te r  adding the volunteer contributim, the t.otaP ., 
contacts associated w i  Oh the d i s t r i c t  hospital have cilanged very l i t t l e  be w 

ore- and pos t- intervsntion observations. The addition o f  the wlmZeer sewice 

contacts to  s&di s t r i c t  health centers and m i  &i ferry signi f icant ly lincreased the ." 

service output a t  each o f  these levels i n  the post-inltesventisn period. Further 
addition o f  the CNC contacts greatly increases sewice output a t  each level 

Table 12 

Eot ima ted Number o f  Services Per Meek, by Faci 1 i ty 
Level Including Health Wolun'lteers 

Pre- and Pos t-Intervention Peri oBls 

1 

* 

* 

- a- Less than 0.05. Sml l e r  than to ta l  because of a few c h i m e d  v is i t s .  
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Table 13 further integrates the sets o f  service data avaSlablc, providing an 

swrwim of Wtal  service output ibly the difbemnt c 
health care d e l i w r y  system Bmvincial Mospial d amnuat $emf= 

stat is t ics ,  are added to the data already presenwdl i n  Table 11. Ara e s t i m b  @f 
the to ta l  service output of the provincial gove n t -swpr&d  hm%a a m  syshaem 

an be made fron the data avai labie. Harever, m t i n g  these cs t im tes  reguires 
several assmptions. The service ouaputs for d i s t r i c t  hasp$ tials , olaltbdi s t r i c t  h a 8  th 
centers, and raidwifery centers am based ioa Task Analysis sample &U (om or t w ~  
week$' o f  observations), and i t  

week f o r  any f a c i l i t y  of each type. The 

Table 13 

Estimated Total Service Cmtacts f o r  @we n t  PmvinciaO 
Health Care Systena, Bve- and IPost-Intewention 

Service Fat i  1 i ty 
and Provider 

Ois t r i c t  b s p i  tal 
Subdi s t r i c t  HC 

M i  &i f w y  Center 

HPV 
Chi l d Nutr i t ion 
Center 

A11 Rural 

Provincial MospiUl 

--xiG 
Contac 

Pm- 
Int.  

269.2 
73.2 
47.7 
- 
Fa 

a 1977 i s  the pre-intervention year. "veerage csf a l l  HPV co~tacts r 96 facilf - 
ties - a1 1 f a c i l i t i e s  except i n  Mae Tah (no HPVes) and Sern llgaa (no HPV reports). 
~nly Outpatients. 

and widespsead ( E l  of 12 distrqcts) and OPEe s q l e  facilities can be safely jMwdl 
seprc@sesrutive. H wer, me period of elbserwa+,fm was mlaeiwely short (5 BBP 1Ql 

days only) and i t  mst be asslned th is  represents a typical 

through the year. )(edical a r e  contacts were estimted using actwl senice 
statistics r a ~ e r  thaw Task h a l y s i s  suswe_yr data. 



Another laajor assmption i s  that the e s t i ~ t e d  P o f  health v@lulsatwr 
service contacts l inked to each service f a c i l i t y  i s  unifonr. This. i n  reality, i s  
1 mt the case; the total volunteer service w t p u t  i s  based on actual service reports 

(adjusted f o r  undcrreporting) and the nethoda of al locating thea by facf l i ty  i s  
a r b i t r a r i l y  based on the total f a c i l i t i e s  available i ~ n  the pre- and post in tenen-  

ti on peri ods . 
1 I t  i s  clear that  there has been a aajor increase i n  overall output o f  the 
govermnt-supported provincial health care delivery systa, as *ell as for  each 

nents. There laas k e n  a substirntial Jincnmse i n  We ou-t ad? mr&% 
ay 

hea l th  service fac i l i t i es ,  and the Provincial Hospital's proportion o f  Dtal - 
services has decreased proportionately. A large part  of the increase service 
output o f  rura l  health f a c i l i t i e s  i s  the resul t  o f  two factors: 

1 

1 (1) The n\laber o f  f a c i l i t i e s  increased betmen the prr- and post- ~ intervention periods ; and 

(2) The addition o f  unity health wolornteer a d  ChSld NutsJi ti on 
Center services greatly expaaw%d the output. 

There has been a broad increase i n  the total services pmvidedl by the awean- 
t ional  WPH rural  health care fac i l i t ies ,  Amtbaer camrmmrrt o f  expa sew9se 
output has been the c 
which have supplemented the services o f  atkr  facdlitieo.. A t  tk s t$mhs Cm- 

a To calculate to ta l  weekly service outputs i n  tihe pre- and post-SnOiggvhfen- 
t i on  periods shown i n  Table 13, the weekly outgput per f a c i l i t y  was simply 
mult ipl ied by the n m k r  o f  f a c i l i t i e s  of each type available. For h a l t &  
post volunteers, who were only ~ ~ r k i r t g  i v m  the post-i mbmention wrld, 
the average nlanber of service cantacts assoe iaw ~ 4 t h  a giwem faeZBIty 
was m l t i p l i e d  by the total f a c i l i t i e s  f n  the pmwilnce ta, eslCswb Ikh3r 
overall contribution. This was also done for CNC contacts. A Q Q l q  .ssp 

1\ 

columns for a l l  service facilities provides a ccwnpg-ative esgtrrmate f@r 
the pre- and pst- internent ion pera'ods for rural DsllealttD faei8lttes, 
nfng the ~eekly outpattent contacts a t  the Pmvincial Hospiltae giver an \I 

estimate o f  the to ta l  service contacts p m v i d d  by the a f f i c fa l  k l a  am 
delivery system before a d  af ter  Project operations. These were m n  simply 
mult ipl ied by 52 to derive annual estirnrates of total serw5ee o u w t ,  a 

(Because pre-intervention Task Amlysis data on d i s t r i c t  hsp iWls ,  
subdistr ict health centers and midwifery centers were col Pec 
9977 data for the Provincial Hospital Rave also been used f o  Y 

Likewise, the rider of available fac i l i t i es  o f  each type i w  
in tenent ion si tuat ion i s  f o r  1977. In -my ways, 1977 was 
vention year, as there were -re f a c i l  i t i e s  and a wuch l amer  rider o f  
serwices provided by the Pmvincial MospiQl than was the case i w  8974, 
before the PFoject began. Bn effect, c b o s i g  1977 mkes the gne-imter- 
vewtion service output consfdertpbty Uaqer than i t  a c h a l l y  aro~rBd hblw k n  
Sn 1974; but i t i s  s t i l l  usefPrl for c m v r a t i v e  purpses.) 
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aunity Wealth Survey daQ indjcate a oihaw i w r m s e  i n  the wwlat4on% samWet 
w i t h  the del ivery systm through service ut i  l j-ationl Cowerage o f  the &met p p ~ l a -  

tions wi th special needs -- a o f  tepmduetive age awd p r e s c b l  eQkSldrelra <-- 

has also increased, though not qui te t o  the extent gdannd, Therefore, i n  mms 
o f  the overall sewiica ouQut af the dlelitaery systm, and i n  %ems of  tilts abqitity 
to reach the groups given specfal lanpDnasis, thew has k e n  CQBIS~~~D"~~I@ prqte%S 

during the Projeet years. Figures 2 end 3 graphiically s r i r e  these C ~ W @ S .  

f jgure 2 roughly outlines the change i n  service outgut by the various cm- 

ponents -- both new and o ld  -- of the health delivery system, The e s r t i m M  nu-r 
of to ta l  service contacts has iacreao& a l m s t  6fN. The large al;~lnsicam cbf mocal- 
level health s e t v i c ~  capacity, i n c l u d i q  the willage health volluntsers, sktald k 

noted. Figure 3 s b s  the cbnge i n  owerat l o u t p t  by hype af service parawid&, 

w i  ah the largest increases eming i n  aedical cam, family i p l a n n i ~  and m t e s m l  a d  
chi ld  health services.. 

Medical care and family planning contacts constitute "ewa-thirds W thvee- 
quarters o f  a l l  uses contacts w i t h  the gover nt health delivcry syom, Because 

most of these contacts take place i n  a healt;h faci'l i t y  or a w o l u ~ t e r @ s  % 

where recording i s  convenient, they tend t o  be better docmentd t h n  other typs 

of service contacts, Since they make up the l iul t o f  serwicee, a d  a great 

extent paral l e l  the extent of the ppulatioam% i ~ t e r a c t i o n  w i t h  the gowe~rmlrat- 

supported heal th care system, they can be usedl ha diescribe the sh i f t  i n  the ptatte~m 
o f  service del ivery and u t i l  isation. 

Figwes 2 and 3 also show the d is t r ibut ion o f  hmltlh services pmwidd by the 

nt-supprted del ivery system. Wwearenr , they by m mans reflect the ~ O T Q I O -  

por t iomte djstribution o f  a l l  services bewen gove t- and  ong go we 

rwppsrbd baci 9 i ties. 



vi ces 
64.5% 
o f  = 
Total 
Se r- 
v i  ces 

Change i n  Annual Service ~ u t p u p  by Service Level 
in PR-Xn*rvention and Past-InZhlwention Yeam 

0 - - -  - m e  - - a -  - - - - - -  

+ 4.51: 
increase i n  ra r o f  

semi ces - - - . -__  
+ 44,9"2;minrSa5e-iiKn-e 
k r  ctb services 

- - - - - - - * _ _ _  - - - - _  
+ 23.6% increase 

i n  nrr-er of 
sewices 
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- - 
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Est. Total service contacts: X Increasel Est- Totdl serwks: c~pnbc%ts: 
N = 508,264 i n  Total eo = BP,TF%il 

a Ooes not include C E  contacts, as coliplete Ch!ld Wutritfcn tenter 
data are not available fo r  the pre-intewmtien  period, 

Refers to that CacilSty's % o f  total serwias; e.g., the Provincial 
Hospital provided 36.5% o f  a l l  services i n  We pm-interwsrtisn 
period. But although the n r of haspi tam services iracmased 
4.5X, the Provincial ~ o s p i m '  of total services i n  the port- 
interwntion period dropped to 22.6% because o f  the larger 
increase i n  sesvi ce output by other faci l i t ies and psoariders. 



Estimtsd Service Contacts : 
W = 5Wr26Q 





Estimated per capita 36-96 .I 

expenditure by 

Estirratcbd per capita ka1t)r 57.69 b 

expenditurn by gave t 
- 

Source: Health Planning DirtIoion, MnisWy sf Public Heala 

1% i s  estimated that priwate exmgBOWrs!~ on k a l a  cars! am abroult aia -re 
of Qtgre pwnnment. This sugpsts that  in 8979 the awlrage priara* per a p i m  

health expenditure would haw k e n  about 250 baht annually. P~walts: emmIrf:iWm 
mu1 d be d! stributed 

o f  mdem and tradi t i m a l  faci litis and practi tiomirs awailial$le.. 

The Ministry of Pub1 i c  Ma1 tih has a broad bran* o f  srtspnsibil i t ie% includf  is 

a l l  pmrincial and d i s t r i c t  b s p i  tals, mny spcial ixed 1RosgiaIs, rural bald;ga 
centers, k a l *  training, rural water supply and sanibtjon, icsdb19 diwaoe 

control, and =my Q-F Iteclhsnical funletisms -- curative, pmwleieatiw a& 
supportive. The accounting system o f  the H i r s i r l t ~~ l  dws not easily lend i tse l f  

to i b n t i f y i n g  budweary expenditwves by pmgram, but estimates of the ~ W O F -  

tionate disri-a bution by b m d  program areas hawe k e n  ~ilifde- Table IS pmsleents 

am e s t i m ~ d  disWiburtion o f  the 1979 PIOW budget. 



Pemsrt D%stviObutben @f 
by Type of 

1979 

General M Q n i s t r a t 4 m  
WSal ciam services 
O i  scssc pmvcntim/oontrP1 
Heal ?3i pnwtion 
H m F ~  itm4aiw 
Labcratov 

food/ a t m l  
Other Support 

Source: M%BOs, p,7 

The major p r t i o n  af  the budget - a lmst  57% -, 
and almost 353 wgnf tO W l i c  health a ~ t f v d t i = ~  

The barf ef o gy above provides a g 18 overview, a d  4s of *as t $@I 

gaugiw the scope am! mgtrasis of m t i o m l  iwes 
* 

PrnIWC14 'WI CAE, 

RebOec-tf ng the trends i n  national -level imesmnt, gmvis\s; fa l - l~~1 qow~em - 
merit exlpediwms an h lU I  i n  
during period o f  Llaampangs Project ogerations. Table 16 s r 

cia1 Hasp+"*I and IP1~"ovQncial Heal th Office u~pencli Wres for  earelse ;year 6- I975 

to 1979, ,I 



h u a l  Pravrnefrl HMlth a d  Pqdncia l  
HalpQtsl Explerwlfdbuws 

611 1975-4979 (a baht - 1 U6 abllar) 

a ~ n c ~ u ~ i n g  capital costs. and  awl 
scwtce fees. 

The table includes both the M g e t  psrswfdd by the Mfnistw a% hQlPc HmlP;$ho 
and the On generaw by fees for services (which i n  the pmwbncial bsg fU1  
i s  -re than 20X o f  she total budget ) . 3y far the  largest p 

health budget goes ta the Psovincial Hospi tall. ABmst 82% o f  the tats 

to the Provincial #ospita% tn 1979. The hospital % budget b s  g 
* s i n c e  1975, as has its poportion of the total provincial health krdget. 

G i  wen the major Increase i n  health  expeditums, -upled w i t h  re1at.t wely - m&rate pspulatim growth since 1975, provincial per capita heal tRm e~wdidtarms 

have increased s h a ~ l y .  The per capfta heal th  expendibm a t  the p v i n c t a l  
" level has increased about 4005 i n  %he five-year period mvf d. Satractinq 'IBBae 

effects of inflation (averaging about 12% annually) w u l d  s t i l l  leawe a subs6;21m- 
tial increase i n  per capita health expenditures. W e v e ~ - ,  a lawe s 

provincial health expermdf tures i n  recent years  has gone mads ~0110sfwctjon ~f 

faci l i t ies,  i n  particular the expansion of the p r o v i ~ i a l  hospital. Over one- 
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t h i ~ d  of the to ta l  provincial expniaitums far the fi~e+eap. perjod ?in flabla? 16 
was fos  construction. I f  the constsuction expend4 Wms are sewrat& fm MQg 
health expend$ tures, the per capi t a  expendi tare i s  eonsiderabl y redasmi, B $ ~ Y % v -  

theless, despite the high ra te  o f  i n f l a t i on  there appears t9 have been a lawe 
net absolute increase i n  per capita expenditaerer on health. 

SOURCE OF PROJECT COST DATA a 

Overall provincial-level health expendi tures do not pmwide a d e ' b i l d  pf c- 

ture o f  costs i n  the d i f fe ren t  del ivery system cmpPonen6. 
a 

Cost data were dram from the f inancial records of  each f a c i l i t y  surv@yd " 

a t  the same tfme Task Analysis was done, Mowever, i n  s fac i l i t i es ,  financilal 

records were incmplete and were therefope unusable. As a result, the amber - 
of f a c i l i t i e s  f o r  which cost data were available was s l ight ly  less thaas the am- 
ber i n  which performance d a b  were collected. The nmkr o f  fac i l  i t i e s  fwm 
which cast data were collected were: 

Pre- I f ienerat ion Past-Internention 

No. D i s t r i c t  hospitals I 4 

No. Subdistr ict  health centers 12 33 

No. Midwifery centers 12 18 

Annual costs o f  each f a c i l i t y  were compilgd (for the year previous Bo the 

survey). arid included both the nomal gove ent bu@et and pewenues generated 
by pat ient  payments. Costs were a1 located to dour major categories: capi tar1 ex- 

pendi tures , mai ntenance costs, costs of ex pendab1 e i t-s, and personnel costs. 

Capi bl Expenditures for bui 1 ding , equipment and vehicles were a1 located ammuha- 
Ily based on depreciation rates varying by item and estimated l i fet ime, Bhae " 

rates used were as follows: 

Capital Item - 
Buildings 3.3 

Durable appl iances 6.5 

Msndurabl e appl iances 15.0 
Medical equipment 5.0 

Motorcycles 12.5 

Bicycles 10.8 



Capi tal values for 1977 were used i n  $Pth the pre-intervention and p s t -  
intervent ion calculations. 

Maintenance costs are those costs incurred i n  mainu in ing buildiuags, prmi ses, 
and equipnent, S of there expenses were readily avai lable brm financial 

records, bat others, such as bul ld ing nnainteaaanre, were not. Based on recm- 
mendations f rm Thai cost anal ysts, bui 1 ding mai n tenance costs were es timud 
a t  1% of annual capi ta l  expenses, 

Costs of expendable i terns, such as drugs, suppl ies, fuel and other corns 
were derived d i rec t l y  from vouchers and receipts a t  each facia ity, Hwewes, 

inventory control and docmentation were uneven a t  d i f fe rent  baei l i ties, and 
some expendable costs may not have appeared i n  the records. Therefore, data 

an expendables nay be s l i g h t l y  under-represented, 

Personnel costs, which include base salary casts and a11 types sf fringe bene- 

f i ts, such as incent ive pay for physicians, ovelrtime a1 1 wances, and schml 

and health care a1 lowances f o r  dependents, were taken from each facili 'tJfw s 

personnel records. 

A1 1 ocat i  ng Costs t o  Servi ce Functions 

The a l locat ion o f  each category o f  expenditures t o  the s i x  service func- 

t ions -- medical care (K), maternal and ch i ld  health (HCH), family planning 

(FP) , comunicabl e disease control (GDC) , sani t a t i o n  (S) , and nutri t i a n  IN) -- 
was based on two sources o f  data obtained dqpnr the ear l  i e s  Task knalysis: 
the proportion of t o t a l  service contacts for  each service function, and the 

percentages o f  to ta l  service time devoted to  each sesvice funstioaa. For ex- 

penditures such as capital, aaintenance and expendable i t m s ,  the numPaer o f  

service contacts was considered the most relevant all locating factor, 

For example, da i l y  depreciation of f loor space dewnds on the rimer o f  

contacts rather than the t o t a l  service time i n  tha t  day. Therefore, alloca- 

t i o n  o f  expenditures f o r  capital, maintenance and expendable Stms was @tad@ 

i n  d i rec t  proportion t o  the service contact percentages for each service ca- 

tegory. 

The t o t a l  personnel costs f o r  a l l  worker categories a t  each daci l  i t y  

studied were extracted from o f f i c i a l  records a t  the d i s t r i c t  health o f f i c e  

or provincial  Real t R  off ice. These costs for  each type o f  personnel were 
then allocated t o  each type o f  service category according to  the pmwrtion 

o f  d i r ec t  service time that  each worker speot i n  the various service catego- 

ries, 
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Table 17 s h s  the average annual costs for  the major coaponent f a c i l i t i e s  in 

the pmwinci%l Ma3 th c r s ~  del ive'o'y sys-: the provl~rscial b s p i  taW , dist r ic t  has- 
p i  W l s ,  sufrdis trist heal th centers, and nxickidery centers, 

Rve~age hesua0 Costs fm 
Faci 1 i t i e s  of the Lmptm 

HeaIm Ifsm bllwev S y s m  

(20 baht = 1 US dollar) 

Faci I i ty 

D i s t r i c t  H ~ s p i  tal 

Subdi strict Heal th Gentes 
Midwifery Center 

a Does not i ncl udc cap3 tal depreciation costs o r  csnstsuctCon costsY 

Source: Project 60s t Analysis Surwey 

As might be expected, the Paowincia1 Hospital, the largest single f a c i l i t y  i n  

the pmvirnce, i s  the mst expnsive. 86 the r u r a l  health dfaedlitisrs, the d is t r i c t  
hospital budget owershada8#o those o f  the more mderately financed ruM is t r i c t  heal t R  

centers and midwifery centers, Table 17 shows tha t  the average! budget ir~railable 

t o  each system c went increased, a t  a m i n i  , 50% durr"ir~9 the period of Pmject 
imp1 mentation. 

A lasge pmmr t ion  o f  the increase i n  annual exlprendiwmo a t  each f a c i l i t y  

level was a sesul t of  increased wk.?sconwel costs ,. Table 18 r the iesttmted 
average annual salary levels f o r  hm3 th perronnel categories i n  rura l  health fac4- 

lits'es. I 

Salary levels increased between 2Q% and 40% f o r  each workerr c a t w r y  be 

1975 and 1979 ( In 4979 new salary inc 
* 

costs k e n  the lamest srent of costs for every sewtee nmt of the pm- 
ra 

wincis1 dePCvet~pr oystea, but their p m p d i o n  of total costs at every scsvicc Bewe1 
d 

has increased $arfng the  prid of Pmjmt isnplewnentiktiow. Table 19 s Ohe 

pmp~t lonate  dtstsfht ion sf average costs for each facility Pewel in the pm- 

and wst-i mteryention wrioda. 



fable 18 
Average Annual Salaries for najor Health P e ~ m n e l  

Categories $n Rural HealtBs FacblttSes 
(20 baht = B US h l l a r )  

Phpfcian 
Nurse 
Nurse A4 de 
Hi &sf fe 
Sani tari an 
Whakorn Paraphysi c4 an 
-(feral locations only) 

I I I - - 

a ~ i s t r i s t  Hospitals, Subdistrict Health Centers. Hidwifew Centerr. 'includes base salary . fringe bmefi t s  and a1 1 wances. 
Source: Project Cost halyais, Pmvincial He;k8'8th OFfSce fSararacia1 recards. 

Table 19 
Distribution of Average Casts, by Cost htggsry, 

for O i  f Ferent Service Lewels 

Hospital . 
Source: Project Cost Analysis Survey. 
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Phe gmgcrrtian sf to ta l  amrating costs a l l o c a w  for salaries has fncmasdi 

ja r  every service level except the pmvincial  hospiQl, wZkR the Oarwst 16mcmse~ 
c m i m  a t  the slabdf s t r i c t  and ar ih i fe ry  center levels. {Tihfs slrrsulits 
a l l y  'larger averall budget increases a t  the pmvincial  and d i s t r i c t  h s p i  mls 
which kept pace w i  t h  perrsarsrael cost incmases, A t  the suMfstsilict heal tlh caeenrtarr 

arrd midwifery center levels, incwasing prsomnel costs surgassd rtk rate o f  In- 
crease i n  overall f a c i l i t y  budgets. ) The second most imbrt .nt  cost its a t  dl1 * 

faci 1 i ty 1 eve1 s i s  expendables : cears~mable drugs ,a& sarppl ics related to remiice 
del i very. Personnel and expendables costs account f o r  over 90% o f  a1 1 costs atb 

rural  faci 1 i t ies, and for well over 50% o f  costs itn &he Pmviincial Maspi tale @ 

* 

COST OF VOLUNTEER SERVICES 

The major sewlice categories of the healtR post volunteer for which dalra are 
m 

available are medical case and fmily plareninlg (pi11 djstribaation only), I n  the 
case of medical care services by volunteers, no (JSrecQ cost to  the health cmtev 
responsible for the volunteers i s  involved, except for a m a l l  p ropo l r i p  o f  rrork 
time of the wechakorn, midwife, o r  sanitarian i n  rura l  facilities that  i s  spent 
i n  supporting volunteers. There i s  an average of  a b u t  -2.8 per contact parid bar 

volunteer w d i  cal care services, but th'ss is bmeb by the w n s m r  and i s  not re- 
d 

f lected i n  goverment f ac i l  i t y  costs. Farmi ly planining sewices, an fk d r a e ~  had, 
have a d i rect  cost l ink t o  the gover-nt health faci i ties. A l  l oral contkacept- 

i ve  p i l l  cycles are pmvided by the govermnt  bae,i'l i t y  which has ~ s p o n s I b i l i t y  
f o r  tk volunteers, be i t  a d i s t r i c t  hssplUl, subldistrict health center, o r  mid- 

wi fery center, Themfore, the cost o f  the pills d i s t r i h t e d  by WPVk 5s included 
i n  the cost of family planning expendables f o r  the health facility, But the wcbluw- 

teers "mi ly planning service conlxcts are mt i wcludd i n  the health f a c i l i t y  ac- 
t i v i t y  data f the Bask Analysis. Since expndab9es are a a o ~ j a r ~  pslt of fmi ly  
planning service costs, there needs t o  be a reduction i n  health f ac i i  i t y  costs to 

account fo r  the cost o f  p i l l s  d i s t r i b u t d  by voluwteers. This also sen b 
one o f  the cost factors i n  estimating un i t  costs f o r  vo l un te r  f m i l y  planlning 

.. 

services, 

Heasuring the performance and costs o f  wolunteen is, o f  couEe, only relevasat 
i n  the pst- internention period, as there were rsc wolunterrs prelna;6?wmtim 

data were eeal'9ected. (Pnly volunteer data for the areas where Task and -SO haly- 
.., 

ses were cooaldeactd are ut i l ized. The steps i n  the  pmcdure  follw. 



fr(asd$cal Care 
Far1 ly planning 

In the El a m ,  a11 govement health facilities were suneyed during the Task 
hrlyr ls ,  but i n  E2, 35 of a to ta l  of 58 or Mn o f  fac l l l t ies  were surveyed. 

 heref fore, the volunteer data are ad jus td  t o  mke Mm cmparatPll;e to U e  Bask 
h a l y s i s  data. Thf s i s  done by incorporating only 60% of  the ~~Jlilllteer S@WIC@ 
to ta ls  i n  the E2 area. 

HPV Contacts, 
Type of  Service E1/2 EB/3 E21FIP Total Fohl maacrm 
Hedical Care 9,217 + 16,283 + 82,513 = 108,013 x O.Q-8 = H B ~  
Fatly Planning 4,158 + 12,489 + 46,221 = 62,%8~0,60 = 37,723 

The major oprat iona l  costs inwolvd i n  suppa~rting and mintafning heal* wsf 
volunteert are (1) the cost o f  governenat health worker time spmt bm srapel.\rSsimg 
and supplying the volunteers and (2) the cost o f  expendables, that Is ,  nedicirns 
and oral c~ntraeeptives used by velunteeks. 

Cost o f  Supewisio JSupport of Volunteers 

The health workers * S  wornally take resgoasibtltty f o r  suwr\oiising and sum*- 
ing volunteers are: 

A t  the  d i s t r i c t  hospital, the midwife and sanifarian 
(wechakorn a t  th is  level  do not generally supervise volunteers) 

A t  the subdistr ict  health center, the wechalkarm, midksaife, 
and sanitarian 

A t  the nidwif ery center, the m i d k i f  e. 

Each worker i s  responsible, on the average, f o r  mo to  three volunteers, 
whish would require a to ta l  o f  about one day of  supervision and supp- each mraa, 
Themfore 1/26, or  5X, of the annual salaries o f  the health mrkeps 
a b v e  are allocated t o  volunteer-reilatd support t R  

tions: 



Av. Annual salary Costs: 
Uechw korm 
Midwives 
Sani tarians 

Total 
N m k r  of faci 1 i ty-years i n survey 
Total salary costs 

X of  annual salary costs 
spent i n  supervising/ 
supporting HPV8 s 

Annual to ta l  cost o f  
support f o r  HW8s 

Average annual cost 
o f  HPV support per 
f a c i l i  ty 

a The noml two-person health center s t a f f  my k wachrakom 
and a santtarian, Therefore, thc average o f  the for 
the three mder types i s  mult ipl ied by 2. 

The health worker time! spent i n  supporting volunteers Ps this an Iarput to 
producing volunteer services. The to ta l  cost o f  supcwision o f  valamtstssl 
($17,929*51.519 +21,767=$91,215) I s  thcnrrbitrrr l lydlviddby2, mdslch . 
half  (1 45.608) i s  allocated -ally as a cost cmponnt in  cogutimg to ta l  a d  

unit costs o f  medical care and faarf ly planning services provided By HPV-. ( I t  
I., 

i s  assmed that support time i s  divided equally betweem the tam sewice ate- 

Cost o f  Family Planning Expendables f o r  Volunteers 

hs shawn earlier, the estimated nuber o f  volunteer farily planningi a 

i n  the areas covered by the facil i ties survey& i n  thc Task Arulysis mo 37,121. 
For each contact, the wlunteers distributed, on Ule average. 1.1 p i l l  qcllr. 
Cost accounting i n  the Task Analysis valued one cycle o f  p i l l s  a t  8 baht. so thrt 



each fmi ly planning contact requf red $.$ baht f o r  expeaadables. Therefore, the 
totall cost of p-i'llls dis t r ibu ted by MPW 'h in  1979 was 8331,945 437,721 x $8,8411, 

The cost of a HPW-provided medical care service i s  only $0.11 (B2.19) and the 

cost of a HPV-provided family planning service i s  $0.65 (@12.95)? There are no 

salary costs Tor vclunteers , Other addli t iona l  costs that   might Ibc incorp~l"atg?Bdt 

could be prorated costs of preservice t ra in ing and annual costs o f  refresher train- 
ing. But these would be very small on a per-unit-s;ervSce basis. 

MEASUREWENT OF SERVICE COSTS BEFORE 
AND AFTER PROJECT IIJTEWIEWTIBNS 

The data on service contacts and personnel tjme and a c t h i t i e s  i n  r u r a l  

heal t h  faci l i t ies  , suppl emented by annual service data f health f a c i l i t y  re- 

cords and health volunteer reports, a l o q  w i t h  the cost data generated by the 

cost analysis, provide an important data bar2 on which further analysis o f  ser- 
v ice costs a t  each f a c i l i t y  and by cost category can be carr ied out. A n m k r  of' 
the basic service and cost data components needed fir f u r t k r  am lys i s  of service 

costs have been presented i n  previous tables, 5s i fisted: 

Table 5 - breakdown o f  working time f o r  d i f f e ren t  personnel catqm-ies 

a t  each f a c i l i t y  level; 

Table 6 - proportion o f  d i r ec t  service time that was dewot& Bt9, warie~ius 

service categories a t  each f a c i l i t y  level  ; 

Table 7 - estimated average nurnber o f  service contacts per week a t  each 

f a c i l i t y  type; 

a ~ h e  computation of*  tk u n i t  cost f o r  each type o f  HPW a c t i v i t y  i s  as follows: 
Averaqe HPV Cost per Unit Service 

Nedical Care Farwraily Planning 
Cost Item Serv i ces Serwi ces 

Salary costs - - 
Total cost o f  

c "ze - - - r==  ----.- --,,. i;i sion/support 18 45,608 B 45,a8 
Total cost of B 96,879 B 402,741 

expendables 
Total service cost 
Total no. of  services 64,808 37,728 
Av. cost o f  an MPV service B 2.19 IB 12.95 
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Table DO - estimated r of sewfees per week, imlrrdim him p s t  

volunteer sew ices ; 
Table 15 - average amual expenditures a t  each f a c i l i t y  Bewe1 in  %Pa(P 

ng del i very system; 
Table 16 - eotimted average pnon~ le1  costs f o r  Bach sf servic@ 

worlrer i n  rural fac i l i t ies;  a d  

Table 17 - dittrribution o f  aweraw aninuatl ea 
level by expenditure category. 

Several War steps were ired to batqlrate 
each major expeRdi ture cat the various fac i l i i ty  types urs allwats?.c8 gp?r 
service category, as s ~n Table M which i s  are ctrtprasican of Table! 11. T b  
al1ocat.ion of capital, aaintenance, and mpencBables costs to each Q I ~  the semia;e 
categories war based on the 
sis. However, salaries ere  treated differently. Thqy l~evg a1locaUd UQ Ph! smite 
categories based on the proportion sf time warkern swnt i n  pmvidli~ sewices 
i n  each category. 

r of adjustarents had to be ma& to tk Xiime distribartilaw fo r  mrk@r 
categories i gl each fac i  1 i ty to make the d i  s t r i b t i o n  sui-kc boa ~ U B T ~ R W  amlysts- 
First, during follow-up data collectiow, them were ai r of t ra ims  ( ~ e ( ~ h k o m ,  

-7 

sanitarians, midwives) present i n  maw of the *With Ca1xeiIit3es suarrellrprd. Sim@ tk 
trainees were not part o f  the faci l i tdesP routjine starbf, 
service time, but uert also obserrared Oo have a Pame 
Therefore, it was a s s m  that such Waf mt the rao4awaP staff cml-~t ,  
and that #eservQee time and sewices pala of their field t r r a m m i q  
nonraliy have been carried o ~ t  by Ohe facall4 ties"idmt staff m, Tho;, all  
direct service t9w $peat by tapabes was ta d i m t  service tiare far the fapac31bgL 
ties' full-time staff members (e-g., a mn-3tar3an trainee" direct sevrriees hime was 
t m m f e r d  W the service time of the  bacil  f w a s  saaiBSrian), 

4 Seead, in  mibifery wre was 0~acasPom11y am &Miti-\ mrgrrw 
uslsting she n s i e n t  mi&ife,  Assuinq that the mf8wibs ds mrenlly the cnly 
person stafflag t h 0  af facility, all p ti- ti- was t 
single mt8Ptbe. 
tfon ob srruica t4m Inho thrt of Me mmlly pmcsesit s 
tha total tivc M.e. 
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Thrrd, ~ ~ d r r e c t  service DPme a ~ d  nonpmductlve tn~rn~e ccnstttuted a large proU 

papstdon of to ta l  work~ng tnme available a t  a l l  f a c i l i t y  lewels. To al locate the 

total costs o f  persolnlmen time ~ m t s  each sekwdee category, i t  was assmerd t h a t  tin- 

d i rec t  serv?ce tnae (spent i n  preparing records, mteir ialo, etc.) i s  closely asso- 

cnated watini tnme spent i n  prapwid~ng d i rec t  services, Therefore, indirect service 

tamc~  was a 1 located to speci f ac service categories based on the proportiova of dur@Ct 

sesvrnt e Qnne spent an each category. IF(lonprodfarct.iive t.dtmne was simiilaab a1 'Bz~eated. 

A l  locdrnarig nndr rect service time ,ad nonproductive tiinme f o r  costing to ta l  per- 

sonnel t sme 3 lm thn s manner may not be compktael? real  ii stn e, but i s  probabl y m s t  

reasornab1 e under t h e  condi tnons operati wg. 

Kana1 ' l j ,  beclause Task Analysis obser~ations were only made o f  zactivi t i es  in- 

s ide the heal  Qh facnl n t i es  surveyed, the cast o f  f i e l d  work couuld not be attsibu&d 

to  any spec1 fnc serwnce categories. Nor are asmy o f  tlhe molraoalary costs allocated 
A 

rn supportof  f fdel dl work. However, because o f  the smaPP amunt o f  personerael t ime 

devoted t o  fnelidl work, the ea'fect on the calculat ion o f  service costs by (category 
as B~natted. 

7ne n e x t  step i n  analysis was t o  translate the p i m p r t i s n  of t o ta l  time spent 

by edctn a r k e r  nn d i f ferent  service categories i n t o  actual time spent i n  a year, 
f n r s t ,  t ~ e  ~?iinnutes per week spent i n  the d i f ferent  service functions by each worker 

of t h e  n e ~ i t h  f a ~ d l i t t y ~ s  noma1 staff c ~ p l m e n t  were calculated. Cmbining the 

t nrae (,:)t8n?t n w edch * S P R - W ~  ce category wi th  the ramber o f  service contacts recorded 

I n  a Y,;I,~ week psovnded an expression of' the average time per BOW service con- 

:acts by msn worker nn each faciln ty ,  Since the annual salary off health mrkers  

, I% kn rwq, tnem calciwlatncon of the cost per miwute of service t ~ m e  da po~ssible, 
; @adr n; ; IS ~ S ~ L P ~ ~ S  ter off cost per  ROVDUD service contacts per week. Iff the weekly 
qcrrivmh +' contacts, ot each type are mu1 t i p 1  ied by 52, tltnen the resul tnng amrnual t o ta l  

F r  vwl rnpl led tnnes minutes and cost per INDO services t o  produce an estimate 

li try d n r l b ~ l  h ~ i u r * ~  af '&lime and personnel costs for each category off servace, e 

s l ~ m ; i s e ,  m e  weekly average ptroportion of tiflme spent i n  tlhe f i e l d  was trans- 

: 3ted :nto anaddl V,QIUK"S spent ii n the f ie ]  d; using the annlrnual salary costs pen- uork- 

~t ;el-wn ts deb1 vatnan o f  cost o f  annual f i e l d  work tnme per worlker, 

v 

..e sen-nc; OF cconp~tatnolms and assmptdoms descrnbed abswe prowndes resul ts 

Bead:~; BO estn~~,a&es o f  costs per u n n t  service category. Table 21 sum~~liarnzes the 

a 5,n 3 .  4:t)bd a n n u a l  ~ o s t s  a t  each serv3ce level by serwnce category, 
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costs i n  each service category are brcken dwn  li into capi &I, naaimknsncte, 
expendables, and personnel costs. Dividing each o f  these cost totals by 

annual nambe~ o f  service cont;cts results i n  an estimate o f  the cost per semi ce 
contact a t  each f aci 1 i t y  1 ewe1 , These un i t  service costs are sumarired i n  

Tatale 22. 

The data shown i n  Tables 21 and 22 suggest substantial increases i n  the 
cost per servi ce contact of every type i n  the gss t-i ntewention period, The 

apparent increase i n  cost i s  a resu l t  o f  inf lat ion,  large salary incrc9lases,and 

changes i n  staffing patterns and the ef f iciency o f  service del iwery. Changes, 

i n  the pattern of service delivery are, i n  part, a resu l t  of sharing seraare ser- 

vice responsibi l i t ies  (e. g. , for medical care and contracepti we Qistrf bu"tian) 
o f  w r a l  health f ac i l i t i e s  wi th health volunters, The un i t  service casts i n  
Table 21, however, do not re f l ec t  the contributjon o f  health volunteers associ- 

ated w i t h  each service fac i l i t y ,  nor do they incorporate the nu t r i t ion  services 

provided by Child Nutr i t ion Centers (both o f  which arc under govermcnt health 

worker supervision). To provide a more conplete andl accurate picture o f  costs 
o f  services associated wi th  each type of rura l  ffacil i ty, and to make connteparisomo 

more real i s ti c, several addi t ional  steps have been taken, These are: 

(1) To eliminate the effects o f  i f i f l a t i on  and ather coot increases, 

pos t-i ntervention service data are seiindardi zed on pre-interwen- 

t i on  costs. 

(2) The services provided by health post volunteers are incorwratedl 
in to  the service output o f  each fac i l i t y ,  which d i rect ly  affects 

the average cost per medical care and family planning service i n  

the pas t-i nterventi on peri od. 

(3)  Service contacts a t  Child Nutr i t ion Centers are also i racor~ra ted  

in to  the service output a t  each fac i l i t y ,  h i c h  influences p o t -  

intervention nu t r i t i on  costs. 

Standarcli zed Service 60s t s  

The effects o f  sharp provincial health budgetary increases, bgether wa'th 

inf lat ion, serve to  cmpl icate comparison of costs between the pre- and past- 
intervention periods. To more clearly distinguish the effect o f  changing ser- 
vice del  i very and working patterns on service costs, post-intelrvarntiov~~ se?rwiece 

d a b  have been standardized wi th gre-intervention service costs, as sh 

TatPie 23. Although the standardized costs for mast service eamor ies S ~ W  an 

increase i n  the post-i ntementi on period, the i ncmase i s  gcneml l y more 







Cost per Service: Pos t-Interven ti on Service Contacts 
Sbndardi zed on Pm-Interwen t isn Costs ( i n  Baht) 

Post- In Wrvention 
annual s e r v i c e  

Post-Intervention 
annual s e r v i c e  

annual exprtndi - 

annual service 

annual expend3 - 
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amdierate than those s i n  Table 22+ Wherever aso increase! i n  averaq wader of 
services i n  each category has occurred, a decrease i n  cast per se~wice r n ~ u ~ S s ~  

In tesrat i  nq Vol unteer Sewi ces 

The services provided by heal t h  volunteers should be c m b i n d  wi th  the set+ 
vices i n  each f a c i l i t y  i n  cost c~mputations. Since m s t  costs o f  slapplying and sw- 
port  ing volunteers are a1 ready a part o f  the annual exwMiEums of ea& k a l  $)t 

faci 1 i ty, the add1 t i o n  of volunteer services; (medical cam and fa i l ly  planning) 

tends t o  reduce the cost per service contact. Table 10 s the es tqbaw  ewer- 
age weekly nmber o f  volunteer medical cam and family planni~aclp caorwcts ~ s s ~ ~ ~ W Q S  

ui th  each baci l  i ty, The weekly service casaatscts i n  each category were then mu1 ti- 
pl ied by 52 and added to the annual service contacts sf  the s type (e.g,, di- 
cal care and family planning) a t  each f a c i l i t y  level, Fay faily planning c'tbnQact5 
there i s  a difference i n  the content o f  a volunteer contact amd a rural health fa- 
c i l  i ty  contact. On the average, each volunteer distrilbrutes I ,I ora l  contsacetgtiwre 

packs per contact, whereas the governnent faci l i ty , ,  on the  average, dlistrriban*s 
1.68 cycles per contact. Therefore, before volunteer family plasranl'w mwuets mm 

1 68 added to each health f a c i l i t y  total, they were divided by the factor --- = 1,53 

to make the volunteer p i l l  contacts equivalent to those a t  heslth f ac i l i t i es .  

By f i r s t  adding the health post wolunteor service contribution &s eacb facl l i -  
t y a  s output, there are prsmunced ef fects on the average cost per d i a l  care and 
family planning contaet, Table 24 shws 1;he cost per contact a f t e r  waltunWer sew- 
v i  ces have been incorporated. The volunteer sen-jce output associated ui t;h each 

Table 24 

Estimated Average Cost & Service-Contact 
(Adjusted to  Include Volunteer Sewices) 

Pre- a d  Post-Intervention Periods 
(20 baht = liklS$] 



facility lenl has served &I hold c a l l  per ~ d i c a l  care conUcf fairly sable fbdK<- 
PS- shavly kisfng a-l fac-i;li.giies ease), and has I d  8x1 a &cmase $a  * rrn*$e 
c a t  ~b faally plamfumg scrwices. 

Hutrition Cen-srs (CDQC) 

The semi- eolr CRSPd #utpiSfoa F;Rn&flp 3-n .in T&lars 10 and 11, mdt 
Ilkwise be in tegngd.  To also analyze WC costs, s fmaer ~lpaa 
necessary. Costs f o r  Child lutr i t ion Center ogeradions are nonel?y born  by vim- 
law fmilies by paying a -11 mnthYy charge to have Wrir ihildmn attend. Har- 
ever, O P M ~ P ~  t%on suppl nls are pmwi&d b CKg$ by Dhe 1 
health f a c i l i t y  w h i d  i s  ~sponsiblc for UR CRC. The cost of nutrit4on r iy lp lamts 
i s  a1 ready incluQd i n  the cost a ~ l y s i s  'expendables" category s t  each facility. 
I n  aMit.iian, @a& C X  had' an at&n&n.h whQ mcarimd per mn.OQa (s- ~necte~rsmd 

the Nnistry sf  P&$ic Health, P m  the local ~ ~ t ~ f l b r u t l o n ~ ] ~  
sa'llayy costs d also be a-d to nutlriitfon sevwicc e a s t . ~ ~  a t m & n t  s a l a v  
costs for 1979 we*le4 as do1 lows: 

Anawl a$*m&n$ s a l a o  8 4 , m  
Total CW facility-yean i n  kamamg x 75,W7 
Total salary cexpcebndiwm i n  1979 
ToQI mral FaciSStis db 307 

Aveml~p amnml ik;lkn.i;VmraI haeilfty %3,4F6994 

added to each facility% sserv$a aumut, tibe es@ls%; is a d t i c  k;.iq I@ a u ~ e r n ~  
cost per nutri t i s n  serw%ce, as w11 as .in amrage! as& o f  al l  s m f  cd rnacks ,  
as s e n  i n  Table 25, Ca= mst be @ken i n  aring p m  and mt-".t~ 

Table 2% 

Esti;mtcd C;os t per. Service m@c% 
(Waus-d IncOo& Va'iwtWr _-- a ~ d  Servicaes) 

he-  aarad Pmt-Inbmmf$;~ow P e ~ a d s  
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nuts.5ti;han as&, as tk C X  service Baa  for. the pm-inWmastiom pe~a?ed wm a(@% 
awil&Be, [This rwdauld have m& pw-in@nramtfo raut~t ion cw& slfghtly less 
*an Table 25 s h s ,  Wmwr,  the u-1 CNC service a n a c t s  are the msisalt @f 

r o f  chi l dmn atending the cen*g.s mlpea&dly. ) 



br im the c a m e  o f  tmpaw ProJect o ~ r a t i o n s ,  &he n u e m  o f  facsEl ftfes 
r, a l o q  with the ~aunge af  seswies~s and g q r a @ i s  GBPW@LS"~~& k v e  

creased r~pbs0arntial Xy, Past o f  th is  champ was a res't9i3t 108 Pr83jlat adtbwii~%$e~~ a d  
a part wsm'OlW fm implmnbt5on o f  the dewlelopaamt plan o f  the Wbnf stry af" Pulb1.E~ 
Health. This led ta a mcdir"fid f rk for h l  kh sewice delli %very r%9hlich ws 

The over31 1 output of sen t  cles al so sbvl y i wmasd, i n  dm Oa, C mr&asdl 
nasber o f  gove t fac i l i t ies  available, a d  in p W  due %a the 3 ction of 

volunteers On aural villages, MqrapR 8 $ m e a t s  the dsaslatfc f racmaogli f lrr u t i l f  - 
ziat i~a o f  available services by the qwpomnt gwgas; i a  

When the internal furectisning sf tk i d i v i b a l  

l i ~ @ ~  sys- i s  serartiniaed mre c%lbsrelys rehttiwdy little ck- i n  k t k  a~wiicgi 
output and tihe pattern of tk service deliwlesy 4s al8lpnntllnt. This 

prising, as the F of  facilities has increased s h a r ~ l ~ ~  sad a, 

health factlity acttwiit4es are mar shared w i ~  vr'llage bml* vslrpn-ps, 

MAen the v o l u n w r  services asswia- w i  tR a l l  gowe 
c a w  tn those faci l i t ies, the cpverall prfQmncze, o r  service a u w t ,  a% evew facf - 
l i ty  level i s  mre impressive, and the overall sewice outpt  of the Wtal s s m  
i n  much enhanced. 

breower, them has, been an increasiwly greater prapoejom o f  s e w i c e  p m v i M  
a t  the rural periphery of tk system during the perisdl o f  Project imp1 

RlthugR the services plrsvided by the Pmwincial Wsgiltarl hawe i n e m r d  ohmly, tk 
r r a j o ~ t y  of hospital atilizatian i s  by people l i v i ng  i m  d is t r is ts  close &a the Dtosp.iii- 

t a 3 ,  and vil lagers 1 i v i m  a t  a greater dis-wae fmm Whe b s p i m l  a p w s  W bwe 
sought services closer t~ the i r  haws. As the total oart~lt of rural heal th  fact1 i- 
ties and tkmsi5ty Eeal t h  Wolunteem b o  irac=masecl, the bsgl'galns pmppr0;.a"om o f  
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total health services provision has dropped. M i  th the in-.roductlon of y a r n ,  
and ~ 4 t h  the additton of c m u n i t y  health yo'liunsWem, $ovk#'b"ment faig;iP itrr'srs are m6e 
zatt~acttve $rr consmrs, as they am rn sfb'e~ing a k l t te t  range o f  slemice~rs (inad 
mdlcioaes, a t  fac$ l i t ies  (or health p a s t s )  ml"lg c ~ ) n ~ e n i m t l y  low- andl sQfd:d 

by mre craat;w@nt wrken .  ahhe heal th viol urnten pmvf 8.54 slap1 e semlces, ht t h y  

are csnwen%entlly close to the w i  11age~us' s, a d  tke sewices am csfderd by a PD"- 

sssa w h ~  1s readily B C C ~ S S ~  b le and s w i a l l y  close to the weratfa1 user, 

CmunJty h ~ l t h  suwey data and other ourwey data corrfim met iwaaeipasesll as@ 
of govsrment-supported semi ces by the mrat  growlation, pfi%cularly by tk QQet 

en and children, 

The service s u t w t  o f  the health are delivery ?sys.term has elearly ilnrewasd, 
but a mtrsral question 4s whether tine nratulke or content o f  .i;k servfces hias .$he 
gatential to effectively serve the c n i t .  Rwealth nweds, The aaswer ta such a 
question may be found i n  reviewing the types o f  semiices whieh eolastiWlt;g the or**% 
of the various nents of the &livery system, alf~uag with a rev%- of hw hmlth 
workers spend thei r  time i n  tk nwly-rmaganizd system. 

e d i e a l  Care 

On reviewing the distr ibut ion of service czonmcllts and the distr ibution af t i e  
s p n t  by health workers i n  rural  faci l i i t ies a s t r i k i i ~  f e a a l e  i s  the 
sf sedical cam as the major ac t iv i ty  i n  a l l  facr""Pties. kll over 50% of a19 sepraci~g 
contacts, and o f  a l l  d i rect  se~vl;se time spent by health workers, f s &vatd ta 
pmviding wdicall cam. I n  terms of the potential rr o f  users, d i a l  cam 
need i s  grsbaly greatest i n  the rural  areas. Hmver,  the n i t y  Heal %h Surge@# 
has indicated that less than 30% o f  the rural w w l a t i o n  ut.iillne3 gave 
sewices when i 11 {and less than 20% o f  i l F  people go gswe 
fac i l  i t i e s  -- d i s t r i c t  hospitals, subdistrict h a l t h  centers, and rialluifearjy cceraker+-- 

as thei t. f i r s t  choice). Yet the major% ty of health mriker k5me i s  dewotd tm a 

small proportion of those i n  need. I t  should be mot& t t u t  t k r e  was a *line 
:n $ o t d  service Bfme devoted to  mdical  care i n  mny fatci l i t ies dur im tk ~ s t -  
intervention period, Hwever, with the addition of wshkorn -- to =st k a l t h  facc;Tl i- 
ties, medical care continued t~ be the i n  prdminant act iv i ty.  

Family Planning 

Family planna'w has i n  recent years been the recondl m s t  imwrlt;ant act iv iw,  
i n  Items o f  service ca~nQeXs and service time spent by health mvUPers. bwe 
supwrlted providers ( inc lwdiq  HIPVk] served laitasart 851 ab a;P n eurmntly plrac- 

%icing f a i l y  planni rq,  nreakiq the goverment the major pmwider of d a i l y  p'Eialrarraf 
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services. I n  a1 l rura l  fac i  1 i ty levels, hmever, aw overal l  decrease i n  the pr@pDrm 

tien o f  tiram spent in family planning serwices, ats we1 E! as i n  the awerag@ adelk 
o f  service contacts, was observed, Since mnost b%imiiSy planniw conacts 

health faci l i t i e s  are oral contraceptive d i s t r i  bwtion conwcts, th is  decl in@ i n  
the sorv ice laad a t  health f a c i l  $ t i es  generally sef leets the shsriw of cant~acep- 
Give distr~brat ian wi th  health post volunteers- Volunter sewice s ta t i s t i cs  cona'f rn 
thctr  w ~ o r  ro le  i n  oral contraeeptiwe distr ibutisn, anad the C n.i ty Hea 1 t h  %J~W@Y 

+ndieabd that  20% t o  30% ~f oral contraceptsve users got their supp'illies C m  the 
local health post volunteere 

sternal Serwi ce3 

Maternal services continued to k the t h i r d  -Jar fc)cus a f  health service 
U 

deli  very i n  the provincial health care del i wew systm. The Pmv%ncial Haspia l  

i s  the major provider of maternal services. The n m b e ~  o f  dePl iveries i n  the Pmviin- 

cia1 Hospital has sharply increased during the course sf P a o j s t  implmntal ion,  as 
has the number of prenatal v i s i t s  to the IhrospiU~l, The n4ty Health Sarsmrey 
also indicates that  the Prowincia1 )rlospiQl sccoutnnts f o r  k-em 3@Z am4 468% of a1 1 
del ivesies i n  the province. Want one-tbirrdt s f  ail1 dlel i weries are by tacsadi- 
tianal birth attendants, and less than one-third are done by wshak~m and lother 
staff of ru ra l  health fac i l i t i es .  Also, the pmpartion o f  prqnant n w h  re- 
ceived a t  least one prenatal exa ina t ion  greatly iracrms&, 

There was a major decl f ~ , e  i n  tk n a e v  o f  HCH conmcts a t  d i s t r f  e t  bspiuPsi, 
but a s l i gh t  increase i n  such contacts a t  the subdistr ict  and a;~i&ifery center 

Bevels. A t  the same time, there was also a sharp increase i n  the mumt  o f  ddliSm<rt, 
service time spent on maternal and ch i l d  Reirl tin a t  a l l  f a c i l i t y  1ewels except Ohel 
subdi str-i c t  heal th center. I n  general , wi th desl i~ n i q  fert i  1 i ty Iewe'l a, O k  de- 

mnd on the time of serwice persowanel -- pa r t i cuh r l y  aidlavrives -- BJILQ) bvre tradlitfon- 

a l l y  been responsiilb'lle for w e n ' s  services may also be d e c l i n i ~ .  Rendeadd m p b s i s  
may therefore be given ta m r e  freqjuent p r m a b l  care and ta wsmaltaal saewiices, 

which have been less brquent ly  ut i l ized. 

C-uni cab1 e d i  sease csntml ( p v d m ~ i  narntly 1' n i ra t f  oms) a d  e w n w i m ~ n ~ l  

saf i iu t ion  ( Ip r imr i l y  water supply and w ~ s t e  d ispsa l )  meiapd m f ntcveot 

during the period of p m ~ e c t  imp%enQt ion ,  A sharp increase i n  the m u n t  o f  
service time spent on CDC and e n v i m m n Q l  sawaiwtion was apwrsint a t  al l  rural 
health faci l i ty 1 ewe1 s i n  the pst-irnternention ~ r $ d ,  ver, the er o f  
seniice contacts of t h i s  type d id  not f o l l w  the s m  mt-rn, -st liikely a msulte, 
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lraf the nonipsmcrnal nature o f  snnJitati~~lt W+K. The nCd%y Heal t R  Suw(l?tyr %!so 
re f l ec t4  ala 4mprovment 4n housefiol dl w t e r  supply and sairai tatdon c@inditslialisps f n the 
imglmesrtatien areas, and a general increase i n  levels af i m n 4 r a t l a n  of p r w ~ b ~ l  

chi ldren. 

t4utrf t ion  Services 

& major thrust f o r  impmving ch i ld  nu tri t ion  semi  ces irn the pmwSncZah8"al 

health care del fwery systm dubrfwg the period of' Pmjeet %mplenre~atati<~n has kern the 

vS 1 lage-1 eve1 Chi I d  Mlutri t ion  Centers. These centers are d e i g n d  dtor pmwf de clnrr*"las"m 
between the ages o f  30 mnths and 6 yean with day-car*e and prschmf dlhllcatfowr~al 
act iv i t ies,  as well as sme nutrf t lon  suppl mmtat.iion amdl heal th &a t i on -  Cbwa3lkor- 

fng of the children 's height, weight and general heal* sa;altwns 3s alss dme om a miwe- 
t i ne  basis. Other actiwi t i es  provided through gswt!rmmt health facf l f t ies f ararlulrlic: 
nu t r i t i on  education for mthers, treament o f  seriously undlemwrish& chiildreva ( a t  

a l l  fact l i t y  levels) and nu t r i t i on  suwveillaweee ac t i v i t i es  (on a p i l o t  basbs), 

During the Task halys l is  surwelys a t  rural  Reall* fac i l i t ies ,  very dew d j ~ e c t  
nu t r i t ion  services and no CJJC ac t i v i t i es  were ~bsexuvd, despite the fact that =my 

sf the health f a c i l i  t i e s  have a Child l u t r i t f o n  Ce-terr attaeilad.. This was the ~ s u ' I ~  

of tkc re la t ive independence of the Child Wutsitiom Centers, which hawe thef r m 
Irocally hired attendants and receive only occasional smspewisim by ~e gst@e t 

maaidwife. Therefore, although the survey data shw very little ac t i v j t y  â n the, area 
of nutr i t ion,  rural  health workem are acha l l y  irnvslwd wa"M CNCks,  amd a sfzable 
number o f  preschool children do receive serwdees a t  Child N u t ~ i t j m  C a t e n .  Hewer- 

the-iess, the number sf children who were registe~sidl i n  Child # u t s ~ t i o n  Centen thrmgh- 

out the pmvince was only a veyy m a l l  pmpr t iom af a l l  g rschm' l  clhfldren -- \ a s  
than 10%. She majority of children who a t t a d  C N C k  sap not those who hawe sewem 

nutr i t ional  problems. Nor are the children attending the a i l d  fdutrit ian Centem 
n s m l  l y  f m the poorest families where severe minrustpf t i on  i s  mst prewaa"l8, ss 

there i s  nemal Py a mn th l y  pamast of 810 ($8.43) o r  m s e  raeqluird, b rwves ,  thosle 
children i n  the age groups under 38 mnths who have serious m l n u t r i t i a n  p m b l s  

wu:d not nomally be e l i g ib le  f o r  attendance a t  a Child %utr$t ion Center. 

The Cmun i t y  Health Suwey has show a relatively high level off uurdemautriitiim~ 
i n  the preschool age groups; rere imprtant, &Re l e ~ e l  o f  undernutridion did not 

change signif icantly during the pzriod of Project implmentation. Pt i s  aecogafrd 
that nutr i t ional  status i s  the result of a c m p l l ~  maher 0% social. mmmic, &ca- 

t ional, and cultural factors. Heverthe%ess, i t  seems ckar that the forwus of  Pmdect 
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andl pmwimdal health nut r i t ion  f n&svent i~)n~ has vrst dlSret8y crsrfmnW ar 
amw9ely serwd nut r f t ion  needs 

Ataaugh Zfhc overat l service output a d  delifvery @I sewices i n  seve~s&"% 
spwf f i c clnmolries hwe gr~gmssed signtf  $scantly d,urli* prid o f  pmJe@t arpra- 

X36m, tkrrr: s t i l l  ~ -%ns  considerable pcstential t.a further expan49 act iv i t ies  I n  
areas surmntl y umdc 

w i w f m  the ?n&ml ownations of. rural fac i l i t i es  i s  the large pm~rtfoaa ad 
wsk ti= that rii s spent srmarmroduct3 wet y, I n  gewral, the lager fat1 l S ty 

and tbc lames rider of staff, the lamer i s  the pmlgorticon o f  mrk tie ctarssffliad 

as n~mmductiwe. The g m ~ f l i o n  sf time c l a s s i f i d  as nm 
i n  the pst-fntewentfen period (acc nied by an liaaemse i n  pmpv t ion  of ti= 

dew~&d tB dljrect sewlice delive.rl4r), but s t i l l  rmiid quiw lame, Also, *the pmm 

wst ion  al: time devoted to f ie ld  work, which SraaeludlcKX most o f  tk c 
-type activit ies, has ibm only a weiPy -11 pmprltisrsa o f  WWP b a l $ h  wrker 
time, and has decreslsedl i n  the pst-Snterven~ion p~r iod,  Overall, tkm I ~ W ~ P ' S  

ta be suff ic ient slack time available ZQ f u r t k r  a m n d  k a l ~  a~lr~~lkeo, actfilvrity dnu 
p q r a d  areas o f  high p r i ~ r i t y .  

Ellere a p w r s  tQ be only a d e ~ a -  loaodllifieati~oar i n  the piatam of  pdesmmcc 
of health mP&crs am! fac i l i t i es  Qlnr the grsst-im~a*yrent08~ sysm. O k  pmseme 
of the wehakam have &ccentwtlZ(L% the dacllirs an meQIical care i n  mot faef I i t ies,  
kt i P has also t e e d  other mrkers aQ DBQfc- raroarsr Cawol wed i n  c 

tiow and prewmtiwe kall;)a act iv i t ies*  The v i l lage health wol ra~ens MB~ 
mpan&d the reach o f  the sewice 3~-, amdl hawe mde simple cam far Slhrraiess 
end fmily plannirsg sewices available close to wflllagerse s. Bart the wdf f % d  

s y s m  has not sudficieatly q h a s i z d  a l l  areas ask= me&s m y  be g r a w s t  -- 
wtrit ion, chi ld  healtlh, and water suwily a d  san.lilt;atiron, The d S f i &  s y s m  &&s 
$itb eqhasZxe  medical care, h i c h  u l t i m t e l y  has less inflraence on h a l a  sutus; 

al **Oh: = d i a l  cars services build c r d i b i l i t y  f m r  eyes of rura l  willager?~~, this 
cmd ib i l  i t y  has rat k n  used by heal t 5  workem to buraer p 
tisw and health p r w t i s n  act i  w4 t ies  sufficiently, 

%t s clear that  wkm the systm !has been aodlif ied and k s  facuss& om spe- 
c i  Pic pmgrm areas, such as ~sedr'cal care, fmily planauiw , a d  =tern1 and child 
health, considerable pq.ppgss has occu~"red. %f a similak ~t~mir"iemdtkSt%iaa o f  the sys&m 
Pss ining pmbl- 06 high pr ior i ty  werz made, siaaaikiar pmpess $a ssesolv%mg 
Uesc garob'lim w u l d  be expeted, 
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MrnL'gH CARE CeESTS 

B v e ~ a l l  gowerment and MiaaSstry o f  Pub1 i c  iHlaeal t h  wpedit;as~~es on hea'ata 
reore than doubled i n  the years the Lampang Project was i n  operation, as did ~ t f o n a l  
pea. dapitA expenditures on health. Honiever, mch of t h i s  7immase was a result 
of ix?ef:ation, which has nra fm 9% to a lms t  2m annoaallly Burling the wrf@dw 
Themfare the real increase i n  expend4 tures on health i s  pmlbably nearer to or 
25X, 5ti;gl a subsltantial amount. A t  the pmvincial level, owemll ex~indSmre8 
and per eapiu expenditures on health have shown s, is i lar  tgeds, 2% i s  clear that 
the casts of ogerating the whole system and each a f  i t s  ioPcBiv.$idraaO 

incpeased drawt ica l  8y, and w i  1 I probably continue to do so, 

A revim s f  the Hinistry o f  Pub1 i e  Ma1 t h  budget as a wble, as =I'll as the 
~ 3 i b ; t s  of the prowincia1 k a l t h  sewice struc'eure, s h  that the m j o r  WPH h@le?.Wry" 

mphasis i s  on medical o r  curar4ve care. &out 90% o f  the p m v i w i a l  but@et i s  
devoted to p r o v i d i ~  medical services -- m s t l y  the Bmviracial Wspitarl, Even i n  
the faci 1 i t ies  nore tradi t ional  l y msponsible f o r  prevent3 we sewices -- the subdis- 
trf c t  heal t k  centers and midwifery centers -- the major a c t i v i t f  es and the lamst  
pmwr t i on  o f  costs are devoted to m&ical care. 

&low with medical care, however, mny worke~s are 

heal tk work, and the family plannf ng stmctruse has keen =tend4 amugh wallu+ 
teer fiebork. But even ng heal tb post v o l ~ n t ~ r s ,  sjmple inadia1 ca~w ins  
their mjor activi ty. I n  a sensc, the Laipwreig P m ~ e c t  has only s l i gh t l y  d e f l ~ t d  
me Mas s f  the ent i re systm m a r d  ~rsedical care., M i c a 1  care is the ac t i v i t y  
that gemrates the most pmstige; i t  i s  persomlly satisfying to the pmvider; i i t 

can bklng f inancial rmamlls; and i t i s  the service that  rura l  village= wsaceiwe as 

needed and seek out m s t  actively. I n  contrast, pmv id im pweventive sewices 1s 
jess satisfying t o  health workers, and such sewices are mot perceiwd as inmmnt 
by mny rural villagers. 

Costs by Service Type 

Because personnel and sther costs mss? sharply a t  each f a d l i u  level darriw 
the period o f  pmject ~~per"$$i~ns, and because there wem generally no 
3smcmases it% average service output within each f a c i l i t y  tme, costs for sew%ccs 
prov3derdl within rural facilities generally increased, Even when pst - in terwe~~t ion  
service output data are  standardized wSth p r e - i n b r v e ~ t i m  cost dab, there i s  

st41 1 a slight increaser in cost per ser~jce. 85 f i r s t  glance, this msult my s 
unexpected, but i t  daes wot reflect the actual change i n  the   pat ern o f  serwice 
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deBIvery and casts* The 'tm-cast character of  the k a l t h  w@Blun@er neworlk h s  cam 
iwmrQnt  inflwauce on the cost of ru ra l  Plimlth setr~ices. AIRbugfCI voIrurraPeeis9; pm- 

vide m s t l y  medical cam and Family planning serwicerr, addim their  output to each 

f a c i l i t y  wi th  which they are a f f i  l i a ted  adds only wery m ~ i n a l  costs anal rdueeo 

the cost per serwfce eonQct. Xlherefore services a t  m r a l  k a l t h  faeSlities, wlhein 

cmbj  ned w i t h  the low-cost slewice output o f  wo1unbcer.s under t h e i r  r@sporrsSb.iil i tyr 

am mre cast-effect4 we. This i s  not t w e  for. a l l  scervice categories, S- cate- 

gories d i d  not shw the overal l  decrease i n  cost per. service coa-ct. & 

crucial  factor i n  the general decrease i n  sewice costs i s  the wolunteslr corntrfblx- 

ti on. 
r* 

sPsn the other hand, sharirag o f  work with vo%un&eerr, ~ d ; i c ~ l a r . % y  i n  fk * 

area o f  fmi ly planning, has contviabutedD ta a ced ~10r.k load a t  sc~rne gowewent 

health fac i l i t i es ,  and has therefore led ta increasedl slack time, associated with 
&b 

increased costs for services pmwidd  a t  that  facililty, Consequently, when a sbringg 

of specif l e  health a c t i v i t i e s  wi th wolunteers i s  plawnned and i a p l e n t d ,  wv actiwi- 

t i e s  must be planned to  take up the slack created. Increased sup(pclPrE and suwrruurision 

of volunteers and stimulation o f  sther c r ~  t i c a l  emnuni ty health programs could 
be two mans of f i l l i n g  the slack time created. 

Cost - Imp1 i cations 

The hampang Project d i f fered fm many other p i l o t  research o r  almnst~at i~sn 

health projects i n  tha t  the exist ing provincial health care del ivery strwxctar~re was 

used as a base for service delivery and that the Pucsject m d i f  id, expand& and 
rev i ta l ized th i s  system. But t h e  basic ru ra l  health f ac i l i t y  and health wrker 
network was, and has continued t o  be, run and financed Iby the M h i s t r y  o f  Public 

Health. The costs s f  service delivery, even during the course o f  Pmject  implmen- 

tation, have been borne by the resources awailable w i th in  the provincial health cam 

system. The great major i ty o f  outside donor funds were devot;eB t o  planning, wmging, 

and evaluating the Project. Nost of these costs incurred were start-up o r  nronrecur- 
r i ng  casts. Included i n  the broad c a t ~ o r i e s  o f  PmJect-relateci apmdi tu res  

were: 
I 

(1) Funds spent on planning curr icula for the wechaksm, f o r  the 
v i  1 lage volunteers, and fc r  other types of manmer, as we1 l as - 
for wri t ing t ra in ing materials and S~mplmenting the t ra in ing 

programs. (Such preparatory expenditures are not unique t o  the 
Lampang Project. The Ministry o f  Pub8 i c  Health i n  i t s  prepra-  a 

tiom f o r  t ra in ing primary health care and other workers, 
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also invested much e f fo r t  and funds i n  planning curricula, writing 
t ra in ing naeterials and implennienting t ra in ing  pmg~iia~;no). Paughlp 

215% of  the t o t a l  Project budget funds went to varSous trainrng 

functions. 

(2) Plann iq  and mnagenernt o f  P rs j l ec t  approacks and ~ r s o a a w l  
(which included costs OF ac&linistering Project funds, s u f f  and 

e q u i p n t )  accounted f o r  a vseajass plostion of the outsiSde Pm$=t: 
budget. Such expenses would not be r e w i d  mmllgr i w  ather 

areas, as no outside rrrsonnel o r  funds would be present. blosi 
management supervision functions associated with k a l  th  care de- 

l ivery would be ass d by the pmwincial health o f f i c e  a d  i t s  

staff, as has already been done i n  other pmvivsees. 

(3) A major area i n  which Project funds were invested was Paoject 
evaluation. Evaluation accounted f o r  wel l  over 30% of  the %a-1 
outside Project funds, and was a need spke~ific anly f~ %he Pkaject. 

fxcept, perhaps, for the costs of ma1 W F ~ W  ~01~11~teer p r f~ r -  
mance, v i r t u a l l y  a1 3 evaluat3on costs are cons.i?.der& 
ble, i n  tha t  no such extensive a c t i v i t y  muld be mquird i i w  other 

provi ncer undertaking simi 1 ar types o f  rural health care a c t i  vf ties, 

I t  i s  possible tha t  the Ministry miry wish t o  t e s t  and tevalsaate i t s  
own approaches, but the costs of the basic evaluation systm used 
i n  Lampang would not be repeated. 

The point  must be emphasized that  the costs specific to  the  Laapng Praject 
were mostly norrepl icable start-up, overhead, and evaluatdoso coots, and HittBe 

o f  the outside donor funds was applied tQ ru ra l  health service de'il?i*%ere~y, Analysis 

o f  operational costs showed an overal l  increase i n  the Funds spent on sesvice 

delivery, but  generally as a resu l t  of increased Ministry al lomtioms far health 
care. 

The Ministry o f  Pub1 i c  Weal t h  bras launch& a National himry Heal $A Care 

Program, along with other high-pr ior i ty  health pmgrms. Hhether thest appmches 
are ef fect ive i n  improving coverage o f  the m r a l  ~puBaitio11~ amd i n  

care weeds cost-effective1 y has not been assessed o r  dacmen&ed i n  &$a i'l for other 

areas o f  Thailand. The Lampang lessons presenbd above m y  pmwide s 
i n t o  expected resul ts. 
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Prapsrtisn o f  Wrremntliy hr~"i& W iPa*scl~mirnt at  9 
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The 0vera7gB goal of the Bmpam PmJect was to tncmse PsaOtQr are cwerage 
of the nral gowlintton, and more s p ~ i f 4 a I ' 8 y s  I F ~ C ~  a% l a s t  mat& of ~ 
Qbyet, w e n  o f  childbearing age and ckd ldrm urndm 1a9e 6, The dCFirrarti0va ef 'a 
mfsting pmvincial health care deltvery syoteran -1eaer Hth the ngaa aippmilarhn9;;; 
that werc a d d d  mere desEgwa4 to iattract tB-e Q ~ a t  gsrrsrgs ta a@ snm a d  seme 
thm .wse effetctiiwelly. 

1. 

A basic arsuaagtion of the *le pmdd~ct dsiga was wtk By %pmlrdasg m~emgc 
and sewlce delivery to  the Q~eft groups -- w l ~  mtpftbaots on fmdly plammtng, 

* mtemal and chfld hearla, and ralxtrit tfon semrces -- a mse6raa)le b p m  
health status sf the target groups w"ll rreult, f t  4s rm@aizdl It;hir% h a l t h  s$aWss 
f ertF8 t ty and inrant m ~ a l i t y  are stmngly f nflumecedl Iby a wardew o f  swf a1 and 

- eegsnmic Pactom. t4lscemr"~g the atat ta &fch h a t *  rewtcar have had an Ialgact 
on these factors i s  a amp1e.x task- I r a  Lasagaumg, thelw severat War pmb '! - 
assiecirated M t h  wifsuclrr*ing impet  on Oamlth rhS;rrs: 

(I 1 The data available for msurfng imct bp?e o f  ten Itam itcpap I racqls~tb 
or q u a l - i i t  %nadquaZe W be used t@ derfinitively -sum c h q e *  
This problem Ras dealt  arith by dmwt~lg m swem't Snwmdmt &a 
soumes, herewer possible, 

g2) The span o f  elm dnu~dng a i c h  QP'p83wt-r"e'~atd a p p m c w  had B- 
operatiw iaqy have beem too sMil"t eiO ~ ~ g ! m @ I t  s.ligalfIeewt 
In only me dr'strtzct were P m J e t  appmcles; tm o ~ r a t i m  for  mlr?p than 
3 years. Ies m s t  other d1stra'ct.s they ow~'a"b for twa yg3a5m or Baa.. 
Therefom, i t  w be s 
health-oQWs indicaam Qurtng such a br+& tnta?ma%tm wH&- 

(3) A t  the b q f n n f q  af the P r n J ~ t ,  It a p ~ w  that 8"vmrPt &awls iEm 
sane haletr-stihtars -sarp.e%, sach as d a m s i n g  few41 fey, sere ailme 

e under way, and it a@y be dPlPfic~1 Q to lcmquf y-1 Iy a t t H k b  *sew4 
changes ddrstly fo PmJect $wpts, On the o*m Onad, %'t be -.$i 

a lack of change fn sme key M1a-s-m~ f ndtPlamm, su& as ~ h Q l d  
.I nutritlsnal status, be dirrectly ta aeahiesses i n  the dep% 

and scope of pmdect a c t i v i t i s .  



~ The Cmpang ProJecS: has faced the c m s a  d i  1 
sepvlce wtpu t  resuh ts as indire& ewjdense o f  impact against more f ragtnraelrotary r % i  r'ect 
cwldencc o* health and f e ~ t i  1 i ltpr change. Prev.Cous mnoglraphs Iraare dmirastratd t h e  

projest 3 simpact on senrice availabi n t y ,  heal t h  fac i  1 i ty and gemonnel pesfomaaec 

and costs, and on u t i l i z a t i o n  sf health services by the ru ra l  ~apulat ian.  These 

output ~ g ~ a g l l t ~ ,  rgoargled w i th  C n i t y  Heill t h  Survey and v i t a l  s ta t i s t i cs  data, may 

suggest potesltial ss putat ive change i n  heal th-status i ndicatass resulting, i n  part, - 
f rm Project a c l i v i  ty . 

HEALTH STATUS MhFcSUES 

The measures used t o  assess the change i n  health status o f  L i ~ p a n g k  rra l  
pspuiat4an focus pr imar i ly  on the health o f  the target  gmup n o f  chi  Idbearing 11, 

age and preschool children. However, some indicators o f  health i n  the oweral l 
population were also incorporated i n t o  the analysis (see "A System o f  Ewaluatic~sr and 

Ifanagment I n f s m t i s n  f o r  Rural Health &aren8, tbnogiraph 6, Wolme I1 o f  the kmmng 

Pmdecl: Documentary Series). The measures prroposed to analyze and compare changes 

i n  the ps$ulaikionk health drrring the course o f  Project iraeplmadtatiiow~ were the 

fol'llwing: 

bteasures o f  Festi I i ty 

Changes occuring i n  the level o f  f e r t i l i t y  i n  the Project and contml  areas 

wepe measured by estimating the: 

(1) Crude b i r t h  r a t e  (CBR) o r  the annual nunlber of b i r t hs  per 1,000 popula- 

tion; 

(2 )  General f e r t i l i t y  ra te  (GFR) o r  the annual number o f  births per 1,000. 

wmen age 15-44; and 

( 3 )  Totid f e r t i l i t y  ra te  (TFR) or the s at ion o f  annual gga-specific bir th  - 
rates over the reproductive l i f e  of women age 15-44 years, 

Althaugh i t s  l imi ta t ions are recognized, a n rator-type analysis o f  Lie pmwlr-.ttiosnr 

o f  b i r t hs  by part ty has also been included. 

Measures sf Mortal i ty and Morbidity 

The primary measure sf mor ta l i ty  i n  the population was the - in fan t  mrtal~tw 

(SMR), the r a t i o  of i n fan t  deaths t o  to ta l  births, Observed changes i n  i l l ness  
rates and the pattern o f  i l l ness  s ~ i p t ( ~ m s  have also been ar?talyzd, 
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o f  ftutait ional Status 

Xi1 add3 t ion t o  infant maortali li ty, a major measure o f  child heal th ststus was 
nu tri tionafl status o f  presch~~al children. Weight-dor-age and Ihelig)at-faarrmage were 
plottcd f o r  grescno~l  children and l a t e r  analyzed by both the Gmez anld Hdlatelalau 
methods. 

rl leasures o f  Enwi mnaental Qua1 i ty - 
D 

Although not a d i ~ e c t  measukne o f  health sUiWs, enwimmenti3L1 ~ a n ~ d i t i ~ l ~ n s ~  such 
as avai labfl i t y  o f  water, treament o f  drinking w~ater, ant pmsence o f  a prfvy rvBy 

be cllosely associated w i t h  a Barge piPapoxntiarva a f  i l lness jar the vpla3tia[bn, Bhrerre- 
fore, change i n  these environmental conditions can suggest potential impact on xhe 

populatisn? health, 

Other bieasures o f  Potential Impact 

Ana:yais of  patterns of  u t i l i z i n g  specific health sewices can also s~pp lment  

assessment of health status neasures. For exmple, changes i n  fisnnily planning 

practices are associated wj th  f e v t i l S i t y  changem Changes in  the level arf prenatal 
and postnatal care coverage may Rave an impact dm jnfa~at mortality, Uhenewer 
appropriate, a discussion o f  rel9evaaa"k:evvrice u t i  l izat f  on patterns i s  ceaeplsd ui'lth 

the discussion sf assessing the ProJecPk *ispact on health status, 



SBCI[OECQNONI@ PROFILE OF WiBMiG 5 SLB"DONLATI@i 

I n  b t h  area and p~pulatrion, larinpap.rg 3s a moderately Barge pmvivacas i w b  Thai?fiand, 
h e r  half sf the province" l2,00Q square kilsmeter area is hi1 Is, and the laqe 
w;dsrd;eqr Q$ i t s  650,IPBO pplct ion mrk as Tamers i n  the valley Itokslmds, The I ~ Q I F  

cmps raised are glutinous r ice,  tobaeco, peanuts, and sugar cane, Pineapph and 
 hey Fmjts are cultivat& widely, depending on the season. Them are a fw 
irr$gaf& areas, but most faming i s  dependent on the seasonal mnsoasn o*ar.n"ns. 

The powlation i s  predmfnately ethnic Thai, speaking the lam1 dialwe l ra f  

s b ~ d a ~ d  Thai. There are sf zab'll c ethnic Chinese Thai msinaritias , mst%y eoncenSt6a- 
Bed i n  Lmpng mnicipality and district s. There are atss sizable non-T&a(i 
hilltribe minorities, estimated to number between 19,000 and 2C,@Wa0. In  sme of tire 
pm~f ncees northern districts who Rere not included i n  the p k ~ j e c t  sumcpse The 
hig%grt.ibes live i n  the mre isolatd hi l l  arcas, and eke au& a 4fvSeg ~ B S S S R ~  

subsistence crops, Table 1 s rizes the &amc%e~Ostf a af  pop@Zatfm 

sur@wed, 

Lmgbimng was PsmerBy the lamest pmduce~ of teak aad other h s ~ * d 5  ia  
Thaf land and was an 4rnwt.tant rmia;sn;rl center of ti&cr trade, NQ&cv~Y?~, i n  rece~t 
years, tiaber production bas been greatly reducgd for two reasons. Fisst, as, i s  

qu!ckly apparent frav a glance a t  the surrounding hills, mch ofpthe pmvince's rich 
forests have been cut dwn, Secondly, % w  recent $BIPE;B~S the That gove~8memt. Sn an 
effort to eur%ai8 the alamiwg rate of defsrestatisn, has banad the cutting 6tf 

r e  This change i n  the ~ t t e r n  sf timber p~oduction has affmtd aaaly wt"8lages 
wos9mica%Fye Ea~lier, cuttiing tjr&er for prsonal use, fag. sale* and far pmduclng 
charcoal aad lsral hawdl"craf% was a wjak s~pp'B 

.As i n  other ~ r t s  o f  Thailand, recent social and eg:onm%e change ha% stmngly 
afFecteb the l i f e  of the mraB fa  
valtien are diff9'cull t ta find, and general %y sf  mrgSna1 qualbty, The cun 

&%vision of' land amng the family % children over successive geae~ations has ~ d u c e d  
$Re dyerage famf ly holdjag to a rime <nsufficient t@ sugrprt large famI'l8ies of 

f a  r o e  Cottage industries have bec 



Sel e c t d  Socioecononi c Characteristi ES o f  ,the S a p 1  e Gnxlps: 
nity Health Suwey 

Masehoi d ecsnm4e 
s t a h %  : 

X Bwr 
% Hiddle level 
X Me8 '9 -to-do 

h i n  ~ccrrpations 
(those over age 16) 

Z Agra'culture 

Trade or service 
% Unlenaployed 

X Other 

t 1-4 years 
% 5 oor more 

I a E3. C, , CO suwey& jrn 8975 and 1979, E, sumeyd in 1977 and 8979 

mkayr f a e r r  hire out as lalboers i n  mn-garwing seasons; and mwoy mulrag pmple 

'Ileawe the land to  seek work in Lawpang e m ,  othcor pmwillaees, or a'n bngkok, 

A sizable n r sf ski 11 'iaborem i v a  several d4sPricts hawe also fcarund Jabs in 

the Middle East. 

Lamwng i s  located on the north-south rail line, and Ss the intemhange p i n t  
II sf several mjor national highways. I t  has therefare g i n  imprtance as a 

regional cm%er 0% trade and for the gowe 

major physical changes i n  ib?ip%ng to-rn have Bern coratiltxual lgr obserwd durSrag the 

wrid of Lampang Pmject operations. Changes a t  the villa- Bevel, ah~uglh mre 
subtle, kawc alse ~cturred that  hawe pten t ia l  10ng-tern effects om tihe hwliith 



Evidmse available fm censuses, studta,  and susreys smcdl~ltctedl f n roeereat 
years on4 fomly indicates that f e r t i l  i t y  i n  Thaa" la8adl bwan dwl intag gndua"bly b w 

the late 9960% sad contZnuedl t o  decl ine more oharplly * w g h  the lg7aQ1'sU B[r~(a*~e~bt 
r* 

high levels of f m i l y  planning p~ac t i ce  have been i n f  'luencd by tihe deve lc~en t  

and atxipaision of Thai l and a s broad-Based National Fmi l y  P l  anning PgOciect. b t h  
the increase i n  cont~aceptive practice and the decline gin f e r t i l ' i t y  have occurred 

primar%'ly i n  urban areas, but they have k e n  sfgnifficant i n  mra'P areas as we91, 

Within Thailand" four major regions (south, central, nosltheaast* and unorth) , C* 

there appear t o  be substantial differences i n  the ra te  of  f e v t i l i t y  decline.. The 
northeast and seuthern regions have exhibi td melaitlively d e r a t e  C s l  f nes, *ereas 

the central and northern regions have dgnmonstratd sharper rates of  deslime 

(Hat i  anal Academy o f  Science, pp. 1-A), The decline i n  rmapiQl fe l rk i l i  ty i n  "tfie 
worthern segiors, over 40% beweera 1964-65 axad 19/4-75, appears to be greater than 

i n  other regions. However, arsnong the individual plr%vinces of  the n o m ,  there 
appear t o  be great variations i n  b e r t i l  i t y .  I t  has been suggest& that mch sf the 

i n i t i a l  decline i n  f e r t i l i t y  i n  the north was concentrated i n  pmwinces, 
Chiang Hat and Lampoon, both o f  which are adjacent t o  Lmlpang (Pamaisong, 1928). 
3 4 %  other studies indicate definf te, although less dramatic, declines i r a  f e r t i l i t y  
i n  other prrvwqnees (Shevirslurat and Hogan, np. 5-16; SwanjaQ L Peerasit, 1979, p. 21)- 

During the period that f e r t i l i t y  has declined sharply i n  Thailand, fmi ly 

plannjmg activi"ties have increased nationwide. Since the g e v e m m t  in i t ia ted  the 
fiational Family Planning Prajert i n  1978, fmily planning services o f  a l l  types 

% 

izrluding the IUD, ssal p i l l s ,  Depo Prowera lidections, and both male and fmale 
sterr"3 .ifzirt-o'on have been ~ a d e  wr'dely ava3lable to married couples, A national 
contraceptive prevalence survey f n 19783 found over 51% o f  currently m a m i d  wmem- 
p r a ~ t i  cing contraception; almost 492 o f  rural  married wmm were practicing contra.- 

cegatiasn, Hwa the north, over 55% o f  rural marrisd umewa were practicing ceratmcept.iion 

QCan~saeeptive Prevalence Survey, p. 38). 
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Significant family planning ac t i v i t i es  i n  the northern r q j o n  prec&d the 

introduction of the goverment progrm by sewera1 years. HcCamick Haspital, a 
~6 ission-supported hospital i n  Chiang Mai , began of fer ing family planning services 

i n  1963. and introduced the in jec t ib le  Bepo Prowera i n  1965. The hospital setvgali 

a large pmpartion o f  married en i n  Chiang Hai and Lmpoon provinces. Even after 
t4e goverment f mi 1y planning progrm bwan, appmximtely ha l f  of a1 1 acceptors h 
Chiang Wai were served by the McComfck grogtapan. 

FERTILITY I W L,CeII%PWG BROW INCE 

Pllost evidence i n  Lampang, s imi lar  t o  national and regionat i n d i a a r w ,  s;aag?glerts 
a signlif icant decline i n  f e r t i l i t y  since the wid-197Qms, Them are tam w$@r sour~es 

o f  data used i n  measuring f e r t i l i t y .  The f i r s t  4s wita l  m i s t r a t a o n  data p~avjded 

iby the provincial gowerment's v i t a l  events reporting system. A pmblgn wa'th the 
systm i s  that  i n  practice, many b i r ths air3 rssorded a t  the glace they occur; with 

the increase i n  ru ra l  wmen using the pmvincial  hospital f o r  deliveries, the b i r ths  

are recorded i n  Lampang rather than i n  thet r  hme d is t r i c ts .  This makes in ter -  

d i s t r i c t  comparisons d i f f  4cul t. The registrat ion system i s  eharacterizd by high 

levels s f  underreporting o f  births, estimated to be a h t  30% i n  the -st r smt  
(1974-1 975) National Survey o f  Poplat ion Change, 

registrat ion data cannot prowide an assessment o f  f e r t i l i t y ,  i t  cam pmwfde a 

picture sf overall trends i n  f e r t i l i t y -  

The second lmajor source o f  f e r t i l i t y  data has been the pregnancy Ihisaory 
segment of the G uni ty  Health Survey. conducted i n  1975 and 1979 i n  the El, C1. 
and C p  dis t r ic ts ,  and i n  1977 and 1979 i n  the E2 area (see nonograph 6 of wolme I I 
and monograph 7 o f  volme I1 I f o r  further discussion o f  the sarwey a~le~Molasw], 
Any woman i n  the  sample area who was bebeen age 15 and 44 (49 Sm the baseline s m l e ) +  
and had ever been married, was intewimleb concerning a l l  children she had hm, 
t he i r  b i r t h  dates, ariy deaths o f  those war, and pregnancies tha t  were tem$waBd 

before cmpletion. There are a nmber o f  plcgblemts associated wP'th pmmmcy his-  
tories. They are subject 20 biases of sample size (whsich were ~ r t i a l a ~ ~ l y  

important i n  follow-up rounds f o r  same areas where the w-cr o f  s a p l e  
small 1. The second major p m b l m  o f  prqnancy histor ies i s  the terndency of s e  

w a n  not t o  report incmle ted l  pregnancies, b i r ths and chi'8d deathss almg ~ t R  
i~zccuracies i n  see~llection of dates and events. 



8 
An a t t m p t  t o  reduce the effects o f  the small noambzs sf events was aaadc by 

averaging age-specif i c  f e r t i  l i t y  rates over t h e e  years, and by cmputing three- fear 
moving averages for other annual rates. Wherever cmparabPe data are awaibblie am 
nal ional  , regional and provincial  rates outside o f  Lampang, they ape also p resen t4  

for comparison w i t h  Lmpang data. 

Changes i n  blari t a l  Status 

The number of wmen age 15 t o  44 who are current ly  n a r ~ i @ d  has an important 

influence on f e r t i l i t y .  As an i n i t i a l  step i n  reviewing f e r t i l i t y  changes, current 
nari ta l  status of sanpl e m e n  i n  both baseline and follcw-up surveys was compared. 

Table 2 sumnarizes current mar j ta l  status data. The propoktjon o f  wmen currently 
married dropped s ign i f i can t l y  i n  a l l  areas between baseline (BL) and fol lw-up (FU) 
surveys. The percent change i n  both Project operiational areas was greater than i n  

the C1 cantrol  d i s t r i c t  i n  Lampang, but  considerably less than i n  the control  

d i s t r i c t  outside o f  Lampang. 

Table 2 

Number and P r o p r t i o n  o f  Wmen Age 15-44 Colrrerstly Harried, 
by Age Group and Area 

married wmen i n  

age Troup: 15-19 

Source: Comuni ty Heal t h  Survey. 

%L = baseline sl;r;vey; FU = follurr-up survey. In Areas El. and Cz, f ~ u r  years 
elapsed between BL (1975: and FU (1939) surveys, vhile cfilyC$wo yeyears elapsed 
between 8L (1937) arid FU (1979) surveys i n  Area El. 



Table 3 sumarites the change i n  the proportion of currently married 
were pregnant a t  the t h e  of baseline and follow-up surveys. The proportion iprqinalaat 
i n  the El area increased slightly, while i n  the E p  dis t r ic ts  there was an 11% 

Table 3 
Proportion of Currently Married Women Pregnant 

a t  Tine o f  Survey Interviews 

Area 

a CPS = Thailand Contraceptive Prevalence Survey, 1978, 

4 

decrease. Both contml areas showed very large increases. H 
of married women currently pregnant i n  a l l  areas was consideplabily less than the 
proportion found by the national Contraceptive Prevalence Survey, conducted i n  - 

la te  1978. The  project survey data an pregnancy should be used w i t h  caition, as 
the sample numbers involved, particularly i n  the follow-up rounds, are quite small. 

Family PI anning Practice 

A s  discussed earl ier  i n  Monograph 8, Project survey data i n  the baseline rounds 

indicated very h i g h  levels of csntraceptive use by married women of childbearing agep 
Moreover, the follow-up C u n i t y  Health Survey conducted a t  the end of Project fa'ePQ 
implementation showed increased contraceptive practice i n  a1 l areas, including t h e  

zsntrol dis tr icts .  These changes are shwn i n  Table 4. A11 areas shmed consi- 
derable increases i n  the level of current contraceptive practice, although the 
control areas showed the most substantial change. A l l  areas except the seven E2 

distr icts  demonstrated 1 eve1 s of practice higher than found i n  t h e  -Contraceptive 

Prevalence Survey i n  the Northern region for roughly the same time, In a81 

areas except the C1 dis t r ic t ,  the sharpest increase i n  contraceptive practice was 
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Table 5 - 
Wqisterreb Births and Es&S@at& Cmde BBreh 

Rates f a r  Lampang PPQV i f l ~ e ,  1974-1979 

--,"a- m---- 

----- 
No. rmistered 
bisths 

Papul a t  i on 

%~i.rths/1000 midyear population. Poplation was wl c f  year, rather thas mfd-year 
f iswe. 

Note: fur underreportiw rate of 30% was ~bserved i n  t h e  Wational Papulation 
Sample Suwey, 1976-1975. 

- 
In recent years, as the olmber o f  births a t  the prorrrf nc%al hosplta'S9 has 
increased, there has bssn a mjor increase i n  births registened for L-ang 

tom. This suggests that  mny 32;rths of clsjldslrern frm obst ly i~  districts h l c h  
occurred i n  the hospital Mere siaply recorded as twm Bb+tlss, For amdple, ~ t t b ~ g h  

* 

Lampang town has lcss t kan  7% of the total pmvincial ~ p t a t i s w ,  awer 3a of births 
i n  1979 were registered i n  the "en. As a sesul t, the d is t r i c t  brcakdwn of bf r th  
data from the provincjal vital rq3stsation office 4s jwadequate ta makc cmde bir th 

rate  comparisons among districts.  

Fert i 1 i ty Rates 

Using data generated by the prqnancy history cmponent o f  the 

Heal th Survey, baseline and follow-up f e r t i l i t y  rates were eo t iwatd-  The 
changes i n  the general marital f e r t i l i t y  rates -- the nmber sf children b r n  to  
3008 currently married women age 15 to 44 -- are sh i n  Table 6,  To pmduce 

sample sizes sufficient t o  calculate rates, three-year average rates were used, 

General marital f e r t i  l i ty  dropped substantial ly i n  a1 1 areas, but the greatest 

declines were i n  the two control areas. The decline i n  the t2 contml area was, 
bev@s, over 54B larger znan 481 any o n e r  area. 



Table 45 

$stima&ed General Ferti l i ty W$Zes, 
Curren tii y f;i;araci ed S$u~%$~en Age 15-44 

General 8lilrs i ta l  
Fertility Ratea 

a 
GFR = number o f  children born per lOOQ currently mar~iecil 

Table 7 shot~s the change i n  age-specific mari tal  b e r t f l i t y  rates -- the annual 
rider o f  b i r t h s  per 1000 married en i n  each age group -- and the t o t a l  festil i t y  

rates -- the sumation o f  the annual age-specific rates over the chil&earing l i f e  

o f  1800 \$men (assuming rhe same age-specific rates held constant). 

The average number of children born provides same supp lenen~ry  evidence 

concerning changes in f e r t i l i t y ,  as shown i n  Table 8. Using the prqnancy history 

data for all l ever-aarried wonen age 15-44, the average ntaraaebe~ o f  chjldren bsn  I 

deereased markedly betdeen the basel ine and fo l  lw-up sumys. Since 
umnen i n  the sample have completed the i r  fm i l i e s ,  the redsuction in the average 
nuumber o f  children ever born may r e f l e c t  the decline i n  remt f e l * t i l i t y  o f  the 

younger wmen. As with the other fertil ity measures, the decla'ne f"aa the awerage 
nawmnber of children eves born has no t  been .confin& P;c mBy Pmjest 3-1 

amas. 



Table 7 
Eseimtstd Age-Specif .Ec Mri2%1 and "BQl 

Fertilfty Rates by Area 

Table 8 - 
Ave~ags Number o f  CAiPdm Ever" bwa 

ta Evep-MwId and Chi ldm Sltjll 
htufng, ks@?lne and FOIIBBI-M~ Suaveys 



B i  sth Order Anal ysir  

Analysis sf change i n  the prowrtion o f  births which are first, second o r  
third births  further supports the apparent decline in fertility* Table 9 5PBim~ 

the b i r th  order distribution for the pre- and post-internention per ids  in each 
area and maaodl, This i s  a nmesator-type analysis who"ch f s  ibasd om the assmptliion 
that a% fe r t i l i t y  decl i n s ,  the propstion o f  blrttrs aist are Iw bl iru orders 
( f i r s t ,  second, and th i rd )  will decline. As with other measurer, thw-year ave;T%ga 

were u t i  1 %red t o  reduce smpl ing error. In a1 1 areas, the p m ~ r t i o n  of btrths eat 
were th i rd  order or less declined more than 10% ni th  the "krgzst betcreasl@s, 269% and 

26%, occurring in the E3 Project area and the t2 cmtrol areas, sespectively. There 
was a substantial decrease i n  the proportion of f irst and setmd q~*s bTr.1Uas I n  a l l  
but the C2 area, wit!? the greatest increases caaicg i n  the E l  and E2 areas. 

Table 9 

Percent Distribution af  Births Itry Birth OMer 

- 

a Estimated, as f u l l  data unavailable. 

FERTILITY TRENDS 

A l l  af  the evidence presented I n  the previous sections pMuces a cmwoite 
picture o f  declining f e r t i l i t y  i n  Lmpanq. There appears to have been a definite 

decrease i n  the proportion a f  wmen currently marrid fn most age g m p s  o f  chSld- 

bearing wmen; there has been a eoncura;.eart increase 8'n the p m ~ r d t i ~ n  o f  mrrid 

en currently prraeticing contraception, partteula~ly in the age g m p s  $a Aieh 
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childbearing i s  concentrated, Use o f  t h i s  type sf masure has generated cans$- 

die~able contmversy, and i t s  l imi tat ions are ~ m ~ ~ i z e d .  b e v e r ,  i t  i s  used 
not  an i t s  mi, but  as an addi t ional item i n  asseMling a --sf te  pieturn of 
f e r t i l  i t y  change. V i r tua l l y  a11 other f e r t i l i t y  measurea stmngly suggest M a t  
f e r t i  4 f t y  was re la t i ve l y  low anid declining when the Lmpang Project begam, and that  

i t  has continued t o  decline during the period o f  Project operations. This decline 

. i s  simi lar  t o  (though s hat m r e  pronounced than) trends i n  other areas o f  "PFai- 
land, i n  the region, and i n  neighboring provinces. 

The impact on f e r t i l i t y  that might be a t t r i b u t d  t o  the Lampang Project . . appears t o  be snrinimal . That t h i s  might be the case was generally recognizedl early 

i n  the Project, when baseline f e r t i l i t y  measures appeared law and declintng. Tke 
* f e r t i l i t y  decline has been fac i l i t a ted  by a strong and expanding national fanily 

p?anning project that  began i n  1970 and which was already serving large numbers 8f  

rura l  women i n  both Project and control areas when the Project began. The trends 

i n  f ar,~i l y  planning and f e r t i  l i t y  i n  project operational d i s t r i c t s  were quC t e  similar 

t o  those occurring i n  the control d is t r i c ts .  I n  fact, the Mae Tha contro"llistr'ict 

( C p )  outside o f  Lampang i s  a part  o f  Lampoon Province, which has exhibited sme of 

the Itwest f e r t i  1 i ty rates and most extensive cantlraeeptiwe practice i n  Thailand. 

Although the Lamgang Project did i n i t i a t e  new fawily planning act iv i t ies ,  

such as the mbi 1 e vasectmy tern, volunteer d is t r ibu t ion  o f  oral contraceptives 

by v i l lage  volunteers, and expansion o f  IUD and Depo ~ r o i e r a  services by =hatom 
paraphysicians, the ac t i v i t i e s  were supplementary to  an already act ive goverment 

program. Consequently, no clear impact on f e r t i l i t y ,  aside from trends already 

underway,can be discerned i n  the Project implementation areas. 



CMPTER 3 

Wr&@N No CHILD HULTH 

The data an service util.iizatisn cslf e c t d  48urigag $&he PbJmt njty Blm'i a 
Surrey have indicat.eaQ increased health servzicce coverage of' the gmjeet"s m9n 
gmiaps , ehf Idbearing-age wmm atnd preschool eh5 ldsca {d.iiscusslea% .i"n BeWT't In  
b ~ w r a p h  8). Fkli~"tlTem~%~"e, wfacn* @ti3 i zazicsn a f  rpecln'f i c  t a ~ g g t  $arb-girueaps; I s  
=mined, t h e  fmpmvment$ 3ar coverage for swe high-rf sk g m p s b  such as pr@naa"at 
@$men, f s  quite impressive. Sme 0% the Smpra~amts f n sew*#ce deltaolery are cm- 
f i n d  2 " , ~  pmsect operatbsnal argaa, while o 2 h e ~  also wcurmd I n  the mntrc'f areas 
Sme types af taqel  g m p  ~cervI~ee,  tn~ludiiph~g pre- an6 ~straatal  r;rasue?, Edtel4ul~w 
case, and eh%ld imunab'za&t~ns, m3gAt be expeceed t o  have a dimct a"nflrrms=e an 
@atema% and ch.3 Id health i f  the sarv%'ce qua1 i ty  and coverage are S~oolveQ aver an 
exta~ded pef30d. In a d d i t 4 ~ n ,  Sapwved csntml wer t h e  tSmin;g and I ~ Y c I  0f fgirt5- 
l i ty  night also assmed t o  have, in the long tern,  benefits to ku laothers and 
children. To assess the extent t o  Mi&h the hea8M o f  

af meas&rco 'mm 
analyzed, 

WTERWAL HSLTB;I 

tqanograph 8 describe the observed chaage i n  ratP"1izatf am o f  sewices by glsi 

sf ckildbeasjng ages, These ape sumas-ired  fie^ Table 10. The data suggest impraw4 

rna%eg.~< ty care in a1 1 areas, both irntementisva and contml, &By for delivev tare 
d~ data ohm the project areas t o  have made greater irngmva%asene (mstly a result 

" o f  t raining traditimal b i r th  attendants). The measures related t o  maternal 
health ase relatively  odes st, but may be reviwed i n  Bight o f  r e p r t d  sewice 



- Had preplat8l . cape 

v - Had postnatal 
care 

3) Received 
govermen t 
mkdical care 

4) Received any 

a follow-up rcunds, includes f rsdi tional b i r th  attendants trailed 
by Project orsly i n  Project implmenQtioan areas- 

1 I1 1 ness Experience 
* 

During the Cornunity Health Survey all %mil ies were asked about illness 
eps'sodes occurring the tw weeks p~evious ts the iaake~wiw. Illness rates far 

a en are d~marized i n  Table 11 ... There appears to be a decldwse im %Re pmmrtisn 
of wmen ill i n  the El and C1 areas (a 295 decline and a 32 decline, respectig~ely), 

whereas the pre:srtion increased 40% i n  the Ep area 45% in the Cp area (mughly 

similar treads were apparent for the sample ppulations as a whole), It i s  diffical 
t o  draw any conclusions frm these results, as no consistmt pattern s f  change 



Table 11 

Pepcent af Wmen Age 35-44 CIhs Mere I l l  
?in the TIIm Mceebs Previws t o  Intrrwijew 

Mmen age 25-44 

appears i n  the basel Irme and folllw-up illness rates. "He unjfamly RfgAelp sate?$ of 
i 1 1 ness for umen l i v i  ng i n  ma1 I' households . suggesting an ovempresenta"iion of 

illness i n  t h b  group (discussed earlier i n  Nonograph 81, suggests cautian -ih 
rev3 mi ng Tab1 e 1 1 , ,, 

The psqnancy history cmgonent of  the C 

record o f  r;ot only 1 ive ba'rths, but also of al l  prqnancies and their outcmes 

far each wman interviwd. The prablms o f  recalling gsqnancy Bosses -- 
misear~iages, still births ,and ~ ~ O ~ ~ G M S  -- are .gveat, aad the teaCewey t o  fawet 

such events increases as t i m q  elapses. Also, the total nmkr o f  pynancies lost 
for- the sample wmen was quite sml I ,  mking pstential smple ermr an i m w s t a ~ t  

problm. We~rerltheless, it is useful t9  review the data available. Ts rduec smple 
variability in Table 12, the project intervention a m s  Rave been poled arad ORe 

rates have been averaged over three years, The data suggest that there may 

been a decline i n  pregnancy loss i n  the proJec=$ areas, whereas &Re rate ~f prqnancy 
loss increased in the csntml areas. This can ~ n l y  be a tea-tive caaelusion i n  
1 ight  o f  the high potential for smple error. However, teccgnizi~g the pmblen of 

wmeny s srecall and resulting underreporting of such events, it appars that 

prqnaney loss has been quite high and rmains so. 



Table 112 
Estillsated N W e r  o f  Pregnanlejes Ending im 

S t i  1 l b l  rth. Miscarriage, or Abortion per 1MX) Prqmncies. @ 

n Age 15 -6  

a1973-1374 for  the E2 area. 

Infant and Child EiOQrQlitv 

Measuring changes i n  infant m r t a l  i t .  (W nur-r o f  ehildsesn wBists d i d  trdefepw 
reaching one year af  age per P W  llwe bf rths) pmved 4x1 b mch mre diffiieult than 

exwcted. Deaths are highly grunderrepaa~W i n  the pmvineial v i a l  m i s t r a t i s n  
syotogen, and the p m p r t i o n  o f  ~ O P d e r m p k t i i ~ ~ ~  i s  highest far infarart and child deaths* 
Fha" s mkes w i  tal rqi stratim d a b  genesrauy use1 eso . 

Data concerning infant mortality and chii Id loss were generated by the C 

Eeal f;h Survey, but as wO t h  Perti  1 i t y  data, the n-em of even& am quite sm81, 
of potential swple ermr are great, a d  the pmblm ofmthaefi" 

faqettiaeg infant deaths i s  mssibly equally iemmnt. Table 13 o 
n i ty  Health Survey data on infant mrtality, whisk &we k n  goaled by P 

Jst and contml area and aweragged covetk thseg y e a n  to mdluue saro~~iliwg ~aHabr l r ty ,  
Hf the mte o f  underreporting infant deaths i n  the prqnancy histow i s  a s s m d  ta 
be at least  25% (although i t  i s  1 ikely to be closer t o  40% es W%), the rates i n  

the baseline period would be cmparable t o  rates o f  96-1W est$naa&d far a e  
Hortherrr telgioin (19386-1.975) by the Netional Stattstics Office. A'li*wgh there 

appears t o  be a decrease i n  infant mortality i n  pradect areas, and an fnc~"easc in 
the csntresl areas, these data, because of the mall smple wu&em -- w&icularlly 

the $ollm-up period -- ms% be interpret4 with care, 



~ Estimated Infant  Lrtal i t y  Rates (IMR? 

Project Intervention Areas 3 . 5  
Caatml Areas 5 Im7 

E 

*I 

a~~~ = No. infant deaths/1000 live births. 

b~hevasunt and Hogan, p. 33. 
d 

'1968-1912. 

'1973-1976. - 
Gwen the weaknesses o f  v i t a l  reg1 stration data discuss& above, direct masum- 

mewt o f  infant msta l i ty  has not been possible. Hwewer, an ind?~ect  eat$-* sf 

inf8nt mortal i ty can be deri wed the prqwancy h$s$ory analysis, ~ i c h  mardid 
a l l  children born t o  w age 15-44, as well as the number af thaoe chi'lldmsa st% 181 
living- This data i s  sized i n  Table 14. 

I ~ f a n t  and child m r t a l i t y  appears to be a c BO s q l d .  
In every area, an average of behcen 11% and 14% sf  cR8"ldmn ever b m  BtdB these 
wmen had died by the time sf the ~ ; s s ~ l E n e  inteswiws, In the follm-up ~ r i a d ,  
the average proportion o f  children who died had declined to bebeen 9% and 12-P: 
of  a1 1 children ewer born, The follow-up data appear mreghly cm~rrab8e t o  d a b  

for Chiang Ma4 in 1976-19567, although the rider sf chl'ldren ewer born i n  this latleers 
area i s  "layes than i n  any area where project data were collecteda IF 

"Be change i n  the awemge nmber and pmlportion o f  childnen uho have di& 
between the baseline and follow-up periods may be. i n  part, a result of declining 

1 mrtal isy  for children born i n  most recent years. Houewer, the unt sf ~ Q E C ~  

1 i s  greatest i n  the two control areas, and there is little change i n  the project's O 

1 E2 d i s t r i c t s  (where less than two years separated basel ine and fol Ian-up data 

csl 8 ecf ion). I - * 
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Average & d e r  a f  Chi 1 drem Ever &Jam ta Each 
Urnam Age 15 to 441, andl Average N&er 

S t i l l  Living i n  Baseline and Follow-up Rr iods  

a ChSldren born p e ~  Shewasat and Hogan. p. 29. 

Child Nuts1 tional Status 

The n f t y  Healaq Survey f eraclued a 
status o f  a l l  children under ape 6 encountered f n the hysehold saaple, using the 
hnez  weight-for-age classif Pcation 9s the primry er, cmpl etaes Blase- 
l i n e  and survey data are 6nly available for the seven Et districts. Basell'ne nutri- 

t i o n  surveys i n  the E l ,  C1, and C2 interv~ntion areas (as explained earlier tr 
tblonqsaph 6, Voime I I )  revealed pmbl- of  mall smpSe size amd smple Dbr.ijts6r 
which mde! the data unsurl'able for analysis- Hence, the only mtmsivr? and cmpplete 
set o f  nutri t jon  data available is for the seven EZ districts. h a i l a b l e  nutrStim 

arized 3n Table I S .  To provide sme measure of change i n  the El area. 
nutriti.mal suweillance d a a  collectd i n  I977 by heal* mrkem are cmmd wi* 
the s u w q  data 0% 1979. The suweil  lance &hr"ld~q!n &bere wighebg with mekket sm'lE@s, 
*ereas children weighed i n  the  pmject nutrf t ion sumey wem weigh& w i a  a SB)F"W 

scale. Quality antml of weighing pmcaedur~?~ was mae rigoms i n  the %uwey t b m  
during surveil lance. R-odim of  childrm @s ages i n  the iaut~it%an ouw@y was n h e  

was used in the surveil lance actiwi ties. 



Table 15 

PduEri t ional Status f o r  Children Under Age 6: 
Gomer Classification, WAS and Thal' StandawLdl 

iYAS Standard a 

E2 0-6 IIIOS 107 61.7 38 

6-12 ~ O S  121 I 37.2 14.8 1 37 
12-24 rnos 2431 20.6 23.4 1 63 

Thai Standard 
E p  Age 60 nos 

or less 
El Age 60 mos 295 

or less 

C1 Age 60 mos 197 
or less 

C2 Age 60 mos 1 53 
* or less 

a Standard used was 5016 percentile o f  the US National Acadeny o f  Sciences 
standard. Baseline data are f o r  1977. 

Thai Ministry o f  Public.Hea1th standard, which i s  only available up 
60 m n a s  af  age- 

Note: lo, 2', and 3' = f i rs t ,  second, and t h i r d  degree undernutrition, 
respectively. 

~ Wortritional status of chl'ldren under age six, as measuM against the 

National Acadmy o f  Sciences standard, indicates that over 2% o f  the children are 

1 ir: the m s t  serious categories -- second and t M r d  degree undernutrition. Mreover. 
f o r  the graup as a wfiol~ there was a slight, but not s ign i f icant  impmvment i n  
their nutr i t ional  statas i n  the  fol l n r u p  period. There was, houever, a substantial 
inpmvenent i n  the nutr i t ional  status o f  the children under 12 mnths of age. 
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serious levels of undernutrition, decreased 5.2%, from 13.1% t o  7.3%, f o r  a propor- 

t ionate reduction of 33%. The lack o f  change i n  the overal l  nut r j t iona l  "status af  
preschool chi ldren i n  the E2 area is not surprising, as only s l i gh t l y  more than two 
years elapsed between the baseline and follow-up measures. 

When the nut r i t iona l  status o f  chi ldren aged 45QI mnths o r  younger was masumd 
against the Thai standard (constructed fran a nat iomlde sample o f  Thai children), 

The resul ts were somewhat different. Decreases i n  the levels o f  second and third 
degree undernutrit ion were substantial i n  both the El and E2 Project areas. There 
was a 27.6% proportionate decrease i n  the Ep area and a 32 .1  proportionate decrease 

i n  the El area. Change i n  the €1 area nay appear greater than actual due t o  inaccu- 

ra te  age estimates used for the basel ine survei l  lance data. Older ages tham actual 
were recorded for children, which resulted i n  more chi ldren being placed i r a  aamderr- 

nourished categories than should have been. Change i n  both control areas cannot $e 

assessed because o f  the unavai labi l i ty  o f  baseline data. One can only state that  %he 
proportions o f  severely undernourished childmw i n  each control ama are mughly t h e  
same as those i n  the Project interwention areas. Hweves, without b3seline data ft 

cannot be ascertained whether o r  not levels o f  undernutrit ion chatngd over fiw in 
the control areas as they d id  i n  El and Ep. 

The apparent decrease i n  serious undernutrit ion i n  the E2 area, as measured by 

the Thai standard, i s  smwhat  surprising f o r  two reasons. First ,  the period sf  tim 
between baseline and f s l lw -up  nu t r i t i on  surveys was only s l i gh t l y  over W8 years, 
and s ign i f icant  change might be considered unexpected i n  such a short time. Seca~nrdly, 
Lanpang Project approaches were not f u l l y  operational i n  the E2 d i s t r i c t s  until early 
1979, Although the number o f  nu t r i t i on  centers d id  increase s hat the coverage 
o f  preschool children by the centers d i d  not reach 10% i n  any area before 1979. 

It i s  possible that  the v i  l lag@ nut r i t iona l  suwei  l lance act% w i  ties, coupl& v i  th the 

presence o f  v i l l age  volunteers who have been trained t o  recognize the importance of 

nut r i t iona l  problems, may have helped t o  stisnlrlate EmiP ies "eec~gni t i on  and grevew- 
t i on  o f  nu t r i t iona l  problems. I n  the El d i s t r i c t ,  where nu t r i t i on  ac t i v i t i es  were 

more intense over a five-year period, the comibination o f  conventional nutsltjsn 
approaches (CNC 's) and Project-supp~rted ac t i v i t i e s  my a1 so have indl ueaced the 

apparent impmvment i n  nut r i t iona l  status. Mowever, i t  i s  ns t  pssibfe t o  make 
cmparisons w i t h  the control areas where va l i d  baseline data are unawailable, mor 
can any o f  the available data show a direct  l i n k  bebeen change i n  nutritional 
s a t u s  and speci f ic  Project interrentions, Though nu t r i t iana l  status o f  pws~hwl 

childsen may have improved, whether i t w a s  a msult of Pmject-t"elated act iv i t ies  ep 
othes factors i n  the envimmeaot cannot be c lear ly  established. 



EHV IROWO1ENBAL HEALTH CONDITlO$dlS 

A number of condit ions i n  the ru ra l  v i l l a g e r ' s  immediate household enwiroment 

may have important and d i rec t  effects on fami ly  health. Such factors as the avai la- 

b i l i t y  and q u a l i t y  of water, treatment o f  dr ink ing water, and a v a i l a b i l i t y  of excreti 

d d s p ~ s a l  systems a f f ec t  a family's exposure t o  some of the most conamon sources of 
i l lness and death: diarrhea and other gastro intest inal  problems, typhoid fever, 

cholera, and pasasi t i c  infestat ions. For example, an unprotected we1 I o r  untreated 

dr j r~k ing  water may be a d i r ec t  source o f  a number o f  gastroinltestimal infections. 

Puddles of waste water permitted t o  accufiu l a t e  around the household compound besme 

breeding places for  f l i e s  and mosquitoes, which are responsible f o r  the spread sf a 

v a r i e t y  of diseases. Likewise, the unava i l ab i l i t y  s f  a p r i vy  f o r  excreta ditipasal 

i wereases the potent ia l  f o r  spread of agents causing diarrhea and parasi t i c  diseases. 

I~proving tnese condit ions can have a d i r e c t  impact on health. For aaaple, pro ject  

survey data ind icate  t ha t  from 85% t o  over 95% o f  a l l  people i l l  w i t h  syarptc4ma of 

diarrhea or gast ro in tes t ina l  i n fec t ion  were concentrated i n  households w i t h  umeaQc 
drinking water whereas less than 15% of those who treated t h e i r  dr ink ing water 

suffered dram such conditions. Changes i n  the enivironnental conditions that are 
assocdatcd wi th  these health problems contr ibute t o  changes i n  the health status o f  

the pspulation. 

The Project 's Csmuni ty Heal t R  Survey included questions concerning each 

household's source o f  water; whether d r i  nking water was treated before use; Iha~ 
waste water was disposed of; and whether a p r i v y  f o r  excreta disposal was present. 

The responses t o  these questions a r e  summarized i n  Table 16. There appears t o  

have been substant ial  improvement i n  every condit ion measured f o r  the E and E2 1 
project areas. 
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Fable I6 

Household Enwinomental Conditions 

a Baseline total households: El = 1,539; E2 = 2,6(10; C1 = 1.060; C2 = 526 

"01 lar-up total households:El = 759; EL = 1.291 ; C1 = 530; C2 = 256 
c Most households have we1 Is (or access t o  one. neafiy), but few hwe a 

B 

cover and pmp, 



26 
Conditions measured i n  the C1 control area within Lmpang appear t o  have ianprovtedi 

for  waste water and excreta diisposa3l, but ccrndidtions have cihangd II"tt?Ee 01~" halve 
deClined for the other categories. Conditions i n  the Cp control area. on the oMer 
hand, shw a general impmrment i n  hoarsehold coadieions whjch mughly mtches mg? 
change i n  the El and E2 areas. 

Some of the changes magr be d imc t l y  at t r ibulable to pmjeet actfvit;y. 
Ibr exmple, i n  the El area, a we1 l improvenent progrm begun i n  1979, adding re1 l 
covers and prs-aalps to  available wells axad u t i l i z i n g  the support o f  v.iillage h e a l t ~  

volunteers, my explain the increase i n  esweredl wllr i n  that  area, I P ~ r m s  tC41 

impm~c  the envim n ta l  condition are a rsantinei resgonsib4lity of gove 

health facil $ t ies  i n  a l l  areas. Impmwaents obscmedl are no doubt related, i n  prt, 
t o  the sfforts of health workers i n  both the Pmject and control areas* In  PmJat 

areas, as well as i n  the t2 control area, the contribution of v i l l age  health volun- 

teers t o  the c unity-based prwrana to impmwe envim n u 1  conditions may also 

account for the generally higher aelhievment i n  these areas. 



CONCLUSIONS &UND IIMPK ECIrXTIOaS 

Project s ta f f  have repeatedly pondered three major. questicr~s: Did the Lmwng 

Project ~nrpro~e service coverage of  the target g m p s  of mtircrs and &iBdmm? Wib 
the Project del ivery system do a bet ter  job o f  sewing the health needs of the 

target groups than was done i n  non-project (control) areas? Can the sewice & 1 5 i @ @ ~  
achievements of the Project be c lear ly  related to sha m a s u d  in  the Itaeala 
of the population? These questions are generally subs i n  the crucial  quesX508a 
current ly being widely discussed i n  the international hea1t;hi c ni ty:  Did the 

health interventions o f  the Laanpang Project make a d i  ffemmce? 

C l  ear answers t o  th i s  question have wrlidwid~e inpr tance i n  decisson-making 

concerning al ternat ive investments i n  health wenus other social and econmic deve- 

lopment programs, and i n  discerning which health iavtewentl"o9ao have s a pmvm 
capabi 1 i ty t o  improve a population" health. Asnswe~u to the questo"on are of waran1 
consequence i n  Thailand, as the goverment has undertaken a major expansion and 
modification of the exist ing health care dei $very system using approaches that  
i n  many ways resemble those used i n  Lapang, 

I t  would have been gra t i f y ing  t o  be able t o  re9ov-t d 
the Lampang population's hhal t h  status which clearly resul 

ac t i v i t ies ,  and which contrasted wi th  non-project areas* Of equal iiarprr"tante, i 't 

would have been useful t o  be able to i den t i f y  which P r a j e c t  intewentians e r e  
l inked t o  speci f ic  impacts m health. A f t e r  a review of the finstimp p ~ s e m M  f m  

t h i s  monograph, i t  appears d i f f i c u l t  t o  discern health s t a b s  changes that were 

not already underway when the Project began and t o  d i f f e m t i a t e !  be 

changes i n  heal t k  status i n  Project areas tha t  differ changes i n  central areeas. 
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A variety of f e r t i l i t y  measures have been present& i n  an atltmpt to glwlercm@ 

specific weaknesses of each individua i measure and t o  constmct a c m w s i t e  picture 
of f er r t i l i t y  change. Most o f  these measures indicate that  i n  Lapang, as Sw other 
pasts of Thai 'land, f e r t l  i ty  has decl ined rapidly i n  recent years, a decl ine facrs" B 8 taQQ 
by changing marriage rates and the w f  despreab practice af arntreception. This, i n  iltsegf a 

r~~fghrt be expected t o  affect the health o f  both mthers and chjldren. Although there 

i s  sme indication that infant and ch i ld  m r t a t i t y  may be dcckm'ning, these ra&s s t i l l  
appear t o  remain a t  relat iwely high levels, both i n  Project and sontsol areas 

surveyed. Data concerning ch i ld  nutr i t ional  status m y  provide a par t ia l  exglams- 
tion. Ald;hough s m  iqrowemzlt i n  ch i ld  nut r i t ional  status i s  evident (aor~;gh me 
data are not always cmsistent), the proportion o f  chiildmn found tn brc2 seriously 

undernourished s t i l l  rmainedl high during the follaa-up surveys i n  both grc1~ect and 
contra1 areas* Hoseover, a1 though enwimmental conditions gaera t  l y  improw& i n  

the project areas, the fact remains that a  oar+_'^ gwpaetion of  the ppu la t ion  i s  not 

adequately protected by safe water supply and sarsjtation systws. The Ask 
of i l lness from poor water and sanitation rmains high, 

mny resources and mich effort Rave k e n  spent %XI ewal9ral;ar the Prsject 
resaal t s ,  A wide array of  usef31 infomatjoan and findings has been ass&%& m- 
cerning changes i n  the organization and operation of the mds"f id  health care dle1a"- 
very system and i n  the t ra in ing and funct$gsning o f  health asa3rcket-s within that  systm; 

the efficacy o f  uei 1 i zing nsn-physi cian practit ioners and w i  l lags heal t h  voiunteers 
i n  health service delivery; changes i n  the costs af health delivery, and the imwct 

of project-inspired changes on those costs; and, most i m ~ r Q n f ,  the nalhire and 

pattern o f  response o f  the rural  people t o  the changes inQFOdlucd on their behalf. 

The findings docmentedl and presented here w i l l  be reviewed careful ly by 

health leaders i n  Thailand a t  a l l  levels as similar, large-scale act iwi t ien rapidly 

expal~d throughout Thailand. #any outside of Thailand who have followed the  P m j m t n s  

(progress w i l l  also seek lessons fm the Project's findirlgs m i c h  they might apply 

as, t he i r  own programs. I t  may be disapwinting t o  way who have been awaiting an 

answer t o  the question: "Did the Lmpang Project make a difference i n  the pctpula- 

t isn 's  health status?" t o  f i n d  that the response remains aaagbiguous. This i s  also 

a disapwinment t o  those who have been associated wit lh  the Pmject and who have 

spent time and ef for t  i n  building the Lapang syoterw and i n  making i t  operate effec- 

t ive?y, 
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The r e s u l t s  compel health workers t o  recognize tha t  their e f f o r t s  ina:q o:fi?y 

be one par t  o f  the range o f  socidl and economic factors t h a t  dniterpl&:{ to  affect 
a p c p u l a t i o n  k health, Bur such a view may also undervalue the izlwsrtance af 
the contr ibut ion that  most health professionals bel ieve e f fec t i ve  health care can 
make. Given the detai led dof;umentation concerning the health care sys tm and what 
i t s  workers have done over ';he years of the Lampang Project about the extent to 
which the population's h e i l  t h  needs were served, a careful reviev suggests t h a t  

programs could have been strengthened and shaped t o  move ef fec t3yef y reach thase 
mast i n  need, f o r  examp1 e wi th impmved nut r i t ia in  programimg. Hhen one learns as 

* much from what has not been accomplished as from what has been achieved, and when 
I. 

appropriate program adjustments i n  the system are made, one my see mare   lea sly tks 

heal th  interventions can make a d i  ffemnce. . 
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Development P I  an, 7982-1986 



". , , to  bu i l d  a workable and affordable primary health care 
systm tha t  w i l l  1 serve the great major i ty af  wedy ru ra l  
residents i s  a casnsiderably more cm~gl icated, time-=no 
ing and expensi ve undertaking than i s  genepa3 ly ma1 i t e  
those who have not actual ly t r ied,  Newertkless lit has to  
be done, because th i s  i s  undoubtedly the mast effective bmiilgdl 

. Feasible way -- probably the only way -- to meet tbne cauc.ia8 
and long-neglected basic health needs o f  rural pmple. 
Mhelthrer i t  w i f  l be done i s  lamely a questisa csf each indlivi- 
dual country" pool ii t i ca l  p r io r i t i es ,  and of  the wi l l l iqness 

. of both the med%cal profession and the pu 
U sion t o  cooperate bul ly i n  the ef fort ,*  ( 

While the previous three mnogsaphs have dllrw~wnterd tk ~ h a q e  

'occurred over the l i f e  o f  the Project in terns of  ( I  accessibi l i ty a M  acceipr- 

Lance o f  health services, (2) the perfomamse of h a 8 t h  p~sanm! and the cgbsts 

and cost-effectiveness o f  the integrated health delivery syste. and (3) the 

impact sf these on the ~ p u l a t i o n "  health,tASs rraaomgkargh a q s  W caen%%&r Wcse 
findings i n  the context o f  the n a t i o ~ l  health care systera and, specifikiaiflgl 

t o  address the Project's four& Evaluatrion @Jrective: 

"To assess the social, a-inistrative, a d  finian&ial fmaibil ity 
o f  repl icat ing the key features of the ng ~ J w B  k a l t h  
Delivery System mt iom idemm 

I n  reviewing ear ly  Project doc nts, tw iinpl i cii t assmeions are appparmnt: 

nstsatisq projects s key deatrPres ard app ches am effective and 
ntat ion costs Paw, then the f e a s i b i l i t y  0% repl icat isa will be 

hEgh; and (2) i f  a dmonstration project can doc m t  a high feaoibaSlity of 
replication, then such key features and appmaehes t e s t 4  i n  a d 
0 

project  w i l l ,  indeed, be " r e p l i c a ~ d m m  Inherent i n  aese assmptions fs am 
apparent belief i n  the val s'dity o f  d wstratiora pmj6lets as can appmpriab a* 

- psoach t o  foster improved health develogxnent. Yhi le tihe a u t h r s  of thCs nawlmg~aph 

d~ believe i n  the basic validity o f  Q 
"assmptions imp1 -ied i n  early Project docmenb mrirant scrrsti~ly and further dZs- 
cussion. 
* 
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The social and administ~at ive f eas ib i l i t y  o f  repl icat ion can be asa;essd, t@ 
a degree, w i th jn  the confines of the Pmwince af Lawang. The sqtaenrkOawll nature 
of Project implmntat ion,  l aunching the key featuws f i r s t  i n  a single district 

(Hang Chat) over a two year period, was. i n  effect, aimed a t  test ing the socSal 
and administrative feasibf I i t y  f o r  extending the system fuelher w i t h 4  n the pmvince- 

Refinements i n  key features and approaches were nude as deemed necessary or appro- 

priate, and they were then imp1 nted, as modiffed, in  other areas o f  Lampang, . 
The social feas ib i l  i t y  f o r  t h i s  @'rep1 ication" w i th in  Lampang was largely detemined 

by the level  o f  acceptance o f  the improved servicesl by potential cons 

administrative f e a s i b i l i t y  was determined, t o  an extent, by the acceptamce of the * 
* 

PmJect 3 key features by achinistsatars and health gmfessionals, and by the cap- 
c i t y  sf the Provincial administration to manage and a h l n i s t e r  the greatly extended 

I 

and expanded health del ivery system. 

However, t o  f u l l y  assess both the abninistratiwe and f f aancial feas ib i l  f ty 

of rep1 ica t ing  the Project @s key features nationwide, an extensive review of the 
Ministry o f  Publ Sc Health's policies, plans end res~ources was required. This was 

conducted wi th the f u l l  cooperation o f  the Minister of Public Health and the 
Under-Secretary ~f State f o r  Publ i c  Health, and f t was act-1 i s h d  thrrpuglh instlm- 
mental input o f  HOPH leaders i n  the M f i c e  o f  the Under-Secrelary of  State for 
Public Health, the Off ice o f  Primry Wealth Care, the Division of  Training, the 
Division s f  Rural Health, and the Divt'sion o f  Planning. The authors are grateful 
for t h i s  continued coopevation and acknowledge the call a h r a t i o n  $Rat canti n u s  to 

ex is t  i n  the Lampang Health Develogment Plroject e f fo r t  t o  provide a highly relewamit 
experiential Basis f o r  future Ministry o f  Pub1 i c  Health planning, 



@ " .  . . to  plan and bui ld  and nanage a pr im~ry  h w l  th care systa. 
successfully, i t  i s  v i ta l ly  important t o  keep vie*gng i t  
a systen of highly icterdependent and n u b a l l y  supporting - parts that m s t  be srritably l inked Its each other and t;a, the 
surmunding social -econmic-cul tufa1 mli 1 lieu if the asla; 
system i s  t o  function effectively. Rqadless o f  h w  -11 
any part icular irnnovatiwe feature may mrk i n  the coastat 

. of a dgmonstratfon project, i t  cannst be aipectd to  mrk . equally we1 l if plucked wt separately and transplanted 
nstrat ion *systamW to a quite d i f f e m t  
s great caw i s  takm P;Q adapt It pmpr 

L t o  a l l  the other cmponents of  the receiving systmew s, 19m) 

Planners of the parent ""BEDS BrojarctU o f  a S W  a at Bar 
dencnotration projects i n  four w more different rountrjes for the underlying pur- 

pose of developing and evaluatn'ng several inmratd health: sesrvfce pmj-ts d i t h  
the capacity t o  reach and serve the mori ty  of potential 
pective areas, and then to  conduct a camparat.iwe amalysis of  the warims el 
del ivery systens'"fn terns of their costs, impact, cost-eQd~f~:tivmess ,, and mpl ica- 
t i on  potential, both for t he i r  respective countries and -- mre imp-nt t o  A10 

health assistance planness -- for other etoutntries. HealtR gmfasi@mBBs and ibaasalth 
system evaluatol~s f a n-er of' U S -  instiWtfours that were interrslstedr Tn 
participating 1cons3&sed the plan and d a t m l t i a ~ n  ta the dtfficulw of  &ing 
comparative analyses be-m 
particularly, *repBicabiliQM sr the beasa'bilfty o f  wlCcat3c~sa. AS $@ 

-ograph 'I, Thailand was the only. maillatry *a& &welop4 a @EHSm PmJect and, 
as a msul t, the scope! sf  th is  type o f  evaloaatf m bsa the "EI~gr6hiilarrwtlm QL 
Health D e v e l s ~ n t )  Project was nsessar%ly 1 lie.a"&d ta the neplficati~ln want$ a1 
wJtiPin the Thai national csnt2xt- 

EPLICMILH16V 

The "repl icabi l i ty"  of a denonstration project, or  i t s  feasibi l i ty fo r  repll- 
cation, can be cor.+idered i n  a nwber @f ways. In  a very general sense, it refem 

t o  the ab i l  i t y  o r  d B (or amme8" alppmp~r*a* 

body) t a  incorporate the major elments cir key features of the pmject fat to  taK 



heal &h care systm of the countr.y, fn a very pract ical  sense, it mans that the 

casts of incorp ra t ing  these e l e n t s  in to  the national systm -- and the costs of 
miata i r r ing t h m  -- mst be affordable by the gove nt, tha t  i s ,  to  be fiaancially, 
(OF e~onmical l ly)  feasible. I n  p r a c t i c d  terns, i t  allso mans tha t  the: ra~ethods 
used i n  i m p l e n t a t i o n  and maintenance o f  these features be appmpriate, easi ly 

adopted (or adapted). and that they u t i l i z e  technologies Ifor education and t ra in -  

ing, fOr health care, for managent, and so on) that are easfly applied by tbse  
using them and easi ly accepted by recipients. ThSs .is paFt icular ly yrkwa#st..in a 

s i tuat ion where health care consumrs a t  the v i l lage Bevel are trained ta health 
care providers a t  the v i l lage level. 

SOCIAL FEaIBILITY OF RIEPkP6PLTXW 

The social beas-i'bilia;y of r ~ p l  icatii~nn relates EQ the 'ileVel of a#iliR$l$SS alnragang X 

uni ty  of the u t i l i t y  o f  the innovations, that  is, the social value a f  the 

innovations. In the case of health care deliwery syotenas, them m s t  Pfrst  be a 
perceived need [and demnd) for the services that the health care sys tm offem, 

This assumes a certain level sf social awareness o f  the meed, otheswise i i m u l d  

require creating a social awareness thmugh such approaches as social mrlceting and 

innovative types ~f health education which can place (a social (and w-analji value 
on the services offered. As mntioned i l rn  mnograph 8,  consmrs"geeiwedl needo 
f o r  md i ca l  and health services may o r  m y  not wiaatch ~pmfessfanally icdlsmtifiedi 

needs or sc ien t i f i ca l l y  confirmed needs. But i t  i s  the cons tm' geaeeiv& 

tha t  are ul t imately mm d i rec t l y  l inked t o  social aeceptabillf ty and acaa'l! utigii- 

zation o f  services than e i ther  pmf  essionall y def in& needs or sc i cn t i f  i c a l  fy cam- 

firmed needs. In health care delivery system, m r e  often than nst, &%e social 

demand fo r  services relates t o  medical care services for re1 i e f  f 
causing pain, suf?Fering, and 1 imitations on physical or mnQl functions, bile that 

pmfeosionally defined may favor disease prevention asad health p t i o n  services. 
But i t  w i l l  be the social d m n d  f o r  services that  influences m r e  d i rec t l y  thee 

actual levels o f  ut i ls 'sat ion of services offered. This raises an olbviauo (adveawa- 

tag@ o f  in twra ted  heal th services : whi 8 e consumrs r recei we cu rat4 web serw9  cell^^ 

f o r  re1 i e f  from pain and suffering, they can benefit further by accepting ~~thaer 

services such as i m n i  hatiswas, f ami  1 y p'E anning , nutritiiem education, a d  $01 om, 
f o r  which they may not c othemise. The rwl timate rmeasu 

b i l i t y  i s  actual u t i l i t a t i e n  of the services offered. 
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Social f e a s i b i l i t y  of repl feat isn can also trs! nsmsurd thmugh surweys of 
public awareness I( knwtdge)  , atti tudes, and actual acceptance, as wel l  as cons 
surveys t o  ascertain the l eve1 s and reasons for the accepjrabil i t y  of key felaturres- 
The advantage of these methods i s  that  specific i n f o m t i o n  can be derived thmraglh 

surveys when survey i nstrunents are careful 1 y constrwcted , pretested, object* we1 y 

used by impartial interviewers, and the results carefu l ly  analyzed. The disadyam- 
tage of t h i s  method i s  that  i t  i s  generally qui te expensive and ti=-consming. 

To the extent that  t?e health del ivery system Cnwolvas 

such as the t ra in ing o f  camunity health volunteers and the mobil ization aX vSllage 
health carrmi ttees, social feasibI1 i ty for mpl icatioril can be indlircatedl by sustained 

levels of cormunity health volunteer past jc i  patioa aatd continued involv-lt; of the 

camunity after the i n i t i a l  enthusiasm has subsided. Anather factor influencing 
the social feas ib i l i t y  of repl icat ing features involving ni  t y  par t ic ipat ion 
i s  the application o f  appmpriate methods and techniques for use by c 
members with l im i ted education and training, the use o f  *appropriate tshml@yo 

as it *re. 

AIMINISTRATIVE FEASIBILITY OF RL,PLIWli?'ION 

A t  the national level, consideratian o f  the feas,ibiiiity for "replicationa of  

a demonstration project or, more specifically, the major elements and key 

features o f  the project, i s  generally focussed more on the f i n m c i a l  and a d i n i s -  

t r a t i ve  feas ib i l i t y  o f  replication. Achinistratiwe feas ib j l i t y  i s  taken t o  man 
the ease with which the key features of the project can be incorporated into: the 

exist ing administrative system o f  the country and, specif ical ly, the a b i n i r t s a t i m  

of the health care system, To assess achinistrat ive feas ib i l i t y  f o r  r e p l i c a t i m  
would require e~tensiwe interviews w i t h  high-level admin is~t ra t~rs  and imfluent ial  

leaders, as well as mid-"level managers, careful ly assessing t he i r  at t i tudes a81d 
accepted practices of relevance t o  the project elements under consideratim. 

Experience has i l l us t ra ted  many times over tha t  the m~m change that i s  rqurid of  
an established system, the m r e  d i f f i c u l t  -- and the less deasSbPa -- i t  w i l l  be to 
introduce the innovations. Many describe t h i s  phenmnon as "bmnii;cra%ic arr 
administrative inert ia". The ult imate indicator o f  the a&inistrat ive f e a s i b i l i t y  

for repl icat ion i s  aehinistrat ive acceptance of the innovations to the atmt that 
i t  becomes inst i tut ional ized, appl id and accepted thmughwt the system. 



t@ mp"lciate the Teatares QC the systgn nrditisrswide a t  an affomb'lle c~sXi- I n  the 
case of "1- coot" health del ivery s y s t s  with a carpcity ta reach and sew@ a 

m j o r i t y  of the w p l e  Jn meed, where m more .tBham 20% ern =achQE($ 
"lo# cost" w i l l  mt be taken man that the overall systa i s ,  i n  absolute t e r n ,  
chea~er than the fomr spta ,  The tam @%w mst" i s  - taken ta maw that me IS 

cost per uari t o f  sewice d e l i v e d  i s  'loa~ler than i n  the pmviious sysm, that 
that the system i s  operating nore efficieoltly, m r e  cost-effeetivcly, klar practical 

terms, the system i s  able to deliver l a r e  effective services ( i n  boa qval i ty  and . 
) to  mre people i n  need of the sewt"ces a t  a cost that i s  1 

service than before, Such concepts have bem dOscusred i n  depm i r n  PtDn~)~l^i~Pbl 9,  
X 

and w 4 1 l  be discussed further i m  the lFOl1wing ~Raptes~ ,  er, 35 ifs 
to recognize a t  t h i s  juncture that She 0weraI1 costs for extending sewices to  msls? 
people, while lvner i n  costs per service unit, will i n  fact be mm cexgwrrsiw@ i m  

absolute t e n s  ( w i t h  or w i  t inflationary insmass i n  mots), Fuvther, 
ultirrrate indicator of the f4nancinl fasibility far mg10catian i s  4% actml fdma- 

i-nt of the gowe 

OTHER FACfgRS AFFECTING EPLIWILXPY 

There have been mny cases i n  which past d-nstratiran prqjec'gs have iMfcaOed 

a high 1 eve1 of socjal , m&inistrative, and financial' feasibdl i ty  of rep1 ica%4on, 
but the project was not replicated. my not? 

This question addresses the gassa'ble faulty a s s w t i o n  ion& earl i err: 
i f  a nstration project can doc f m s i b i l i t y  of  mplicatian, "&ham such 

key features and appmaches tes%ed i n  the 
s 

"rep1 icated" ". There ape inftuenci* factors to  be conslidered other e)eam the social, 
ab in is t ra t i ve  and finanea'al feasibil5ty of mplicatilon. 

The Lampang Health Wvelemnt Project began opevztions i n  late 1974. She dull 
inlplenrentatioin o f  the Project's key features was not c-letd until  l a t e  1979. 
h d  the eualuation ac t iv i ty ,  including an aosessnrsrnt of the financtal . scrciadl amd 
a&irrairtrative feas ib i l i t y  of  rep1 icatisn, was mot p lead  unti l  8981. Wet -my 

of the Project's key features were accepted and "repliicatd" -- i-l-ntd mata'on- 
wide -- as early as 1977, long kfara! the  final msuPts 04 the Pmj-t 
kncr~vl. Mat facltors were omrating t o  faci1ita"te Ulre BEainiistrr3y OF b l b l i c  %teaI*'s 
(and other RTG age~cles')  asses-nt of the  Pmjmt (and o f  0 t h ~  p.mje& s t i  &I 4% 

the iqlenentation phase), t h a t  the Himistry began planning f o r  mtiowjde iapl 

tim of mg?y ab the Pmjcectb key featurns as easly as 19';r7? 



Them were earl  ies projects fo r  iwprowi ng the del i very o f  w r a l  Rlazal.1&sb serv3fc@r 
3 n Thai 1 and tha t  had s features s imi lar  "eb, Phase o f  the Eaxnmm PmJect and whCch 
made surbatant.r"a1 progress i n  the delivery o f  health services w i th in  the paua"eeirt 

areas. The methods used and the appraaches undertaken were successful airad theire 

were clear .indicators o f  social and f inancia1 feasibi l iity 0.F rep! i c a t i ~ l r e ~  

but mplicatisar d i d  not occur. %me o f  the projects were supwrted thmnurgh 

(and o m  were directed by) b i la te ra l  o r  interlraational assisbmce agencies aind s 
were imp1 emnted by educational 4 nst i  tut ians w i  tDBi n "8ai land amdl sup~rt@dX by 

educational i n s t i  tut ions and foundations Frm oatside Thai land, The key features ~ , l f  

these p r ~ j e c t s  were 'largely suecessfu'81, but not repl icat& mticrawride, Why wwraei they 
not rep1 i ca ted? 

The Under-Secretary of State f o r  Fubl i c Heal t h  a d  the Beputy Uder-*cse tary 

offer inportsnt observations i n  making t he i r  assessments of notable eharacterist lc 

of the Project" dewlopent ,  planning and implmentation that quite l i k e l y  had a 
bearing on the acceptance sf the Project" key features and on the repl ieat ion of thm 

throughout the res t  of the country: 

"The Project was established and directed by the Thai Ministry 
o f  Public Health, &e o f f i c i a l  a u t h r i t y  t&& he 
res ons i bl e for  na t i onwi de imp1 menta t i  on if the appmaehes 
an 3 k-atuX"es were found ta be mrlthy o f  rep1 ication . 

"'Project leaders developed m i n Q i m @  q Qf 
i ~ v o l  vement o f  Min is t ry  sf Pub1 i c  Heal tlh leaders and other 
Royal Thai Goverment o f f ic ia ls  i n  a l l  phases of: praject 
Qevelspnent, planning, implmentation, and evaluation, 

"The Project w e l c m d  and mainieaind g caontiaauim d7ials~qkae a Project 
approaches and p rcg reKw i  t h  both Thai and i n t e r m t i o m l  health 
agencl es byprowi ding pro;ject nfgnsaticran ~ m a r g h  periodic psogsess 
reports, organisi ng annual reviews, and by corduct iw special 
workshops and seminars f o r  r e v i w  and refinenneat o f  project 
approaches and key features. 

*The Lampang Health Develslparent Project was v imed from the 
bq inn ing  as a Thai project: project planning and planners 
were predmi S n t W T h a i . 6 k j e c t  imp1 menbt iom and imp1 e~naenltcars 
were bredmi nantly Thai ; a n d - p ~ e c i  l eadershi p and d e i i  sion- 
makers were predmi nantf y Thai, 

'Troject admini s t r a t i  we, managerial, and technical assismace,, . . .was characterized by a s p i r i t  of genuine muteal ism and 
col Ieaquial cot laboration, Technical aosistamce was rnxlimaitd 
to  one-ri ns t i  tution, but  invcrl wed a nmlber of in&rnationaf 
o ~ a n i  zations , U. S, and Thai i ns t i  tuitions and agencies. Project 
leaders recognized tha t  the pmject was deal in9 wim a unSwers;aal 
pr&lew o f  how to achieve "health for all",  and tha t  t h i s  
pmblm was best approached through broad collalbsratisn a$ 
sol i d  -- based on a s p i r i t  of autua - id 
to~ether. " "(~ochinda, B. and Wingsanmda, P. , 1981) 
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C i e & ~ l y ,  other factors were also operating which facil itated Ule acceptawe of 
Pmjearct approaches and naatfiamide impl~nrUtiom of  mny a.$ the mogiat" !key 
f a  One of the m s t  4mwr.jtinnt war the Snrsreas4~ level 4 of awarrepnarsa W @ 9  
cgovermnt kealen leaders -- and pslitScal leaders -- of tk ~eess l i t y  ta ipapid8ly 

ex&nd health and omer social sewices to the maJor'iity of the P b i  ppulakisava 
obvious ssc;ia1 develcupent k w f  S t s  and go1 i t t 3  cat sQbi l i t y  af the mation, Fa1 Iwiw 
the pol 4t . i  cal tumi 1 in TiEsaiBaM dursiw the early 1970's , mere was a gmwing ssrnsie 

df acy t~ gmvirile heal Bh and other sorf a1 benefits more! eqrsi$aably tthmwhssut 

the nation and the appawnt eastmeffeetive apprmches sf the Lmwng Pmject  
evjdently had great; appea"s Addi tigenally, the primary kallth mwaent fglrurd 

broad accepbnce awong international health and dcvelo~oat cOrclaes which bve  
facil i tated acccpunce by Thai leaders of ofmilar feaumo o f  the pmject, The m%t 
impsrQnl factor, hmeves, my h v e  been the w q i u a g  wtll W .faciliQt@ 
rapid social and healUI dewcl6wnt qu%a;ably ~ C ~ S S  the e n t i n  nartioaei, 

Scme sf these factors will be tracked and cearploredl f u ~ a e r  Om the chaphrs to 
fo3lske, but the point 1 s made? here? that cone cannat ass- that repllcabS1 i t y  wiill 
necessari ly ensue vjnee social, a b i n i  strat i  we and financial Ceasi b i l  i t y  sf a 
project" approaches are shown. Them are other facwro operatiw -- 
w i i l  being one o f  t h e  most imparQnt -- and t h e s e  factors may, ar my sot, be - 
related to systeraaatic studies of the feasibility 04 a pmJectns appmaches and 

key features, 



"The Himistry o f  Pub1 i c Heal th hid6 real i xed that them am m.eiapped 
mapwes- *sources exist ing i n  the w i  1 laqes., * ,Those M a  am im-  
t e ~ o t e d  i n  health a c t i v i t i e s  i n  the rillages w i l l  help rtheir 
neighbors and c unit ies a f&r  mey hawe b e n  pmpe~ly tirarined 
i n  simple radical cam* dl~ease prevewtion and heal* p 
They can serve tkir cornunities and mliewe the shoru 
governmwt heal t A  personnel in rural areas, V i  3 l a p  heal th 
wolunbem and v i l  lage Real th  comnl caw= are wol~lulsw WE who 
are williaag .&90 help meis cmnrraitieo wiaou t  any 
They only expect a gain i n  meogni t ion  and -spec$ 
v.illagers. This p ~ o g r m  w i l l  help the people by p 

a1 a;ot sekvi ces wit31 comuni t y  pa r t i  c i  pa 
nirY ~ s o u ~ s ~ '  (Tuchinda. 1979) 

The major indicators o f  social f eas ib i l i t y  of  nat iow i& i e l e n t a t i i o t n  a ~ f  Prsa~. 
j e c t  key features are (1) increased rates o f  u t i l i z a t i on  (or acrmptance) o f  health 
services i n  Lamgang as measured by scerv%ce s Q t i s t i c s  and c ity snrweys, (2) 
i racreasec? sel ection of glovernmsrt Plea1 th services as a f 3  rst choice haen mdiea D 
and health care i s  sought as determined fm caravni ty health suwes, (3) iaprored 

perceptions concerning gove ent Reala cam prowiders and heal* services as &- 

temined by consuner surveys, and (4) sustained v i l lager  part ic ipat ion i n  wral 
health care, as evidenced by high" levels of perfomnainse and lcsw lewels aC attri tian 
04 community health vslunteers, and iacireased levels o f  i t y  particigaation i n  

h i  gh-pri s r i  t y  l lscal heal t;h pmgrms . 

UTILImTIQN OF eGiOVERMEHtlT HEMW SERVICES 

Public acceptance o f  p v e r  
measured by actual u t i l i za t i on  o f  services has i m ~ a s e d  since the earliest days 

o f  Project ilnplenentation and i s  continuing t o  increase. The greatest propartion 

of increase i s  a t  the periphery o f  the heals cake sysWm, i n  the health ceewbm 

and v i  1 lage health post services. These changes were d o c e n t e d  and discussed i n  

detai 1 i n  Honograph 8. Changes occurring i n  health services coverage o f  the taiarget 

ppu la t i on  afld the general population i n  Pmject amas baseline yearn 1979 

r i r e d  i n  Table 1. 
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Tho overall acceptance by w a n  age 15-44 yea= cf govemnent heal tk sewices 
Far n 3s wSIwr;s?d i n  BTsblie 1, The pmpo~lt?icn of aH a of thl?; a s  $map 
h o  accepted govemmnt health services increased +8.51 i n  She El am& fmm 36.8 
to 44.X; increased +Id.% i n  the E p  area frm UI.1IX to 45.W; iwreased only 

slightly (2.1%) i n  C1 fm 40.79: to 42.S; and Increased +17.6 I n  C2 frm 30.12 
to 43*B%. 

The pm~s"t i3n sf  es BSm9s?d 4 1 l mess epi ;;odes covemd by wvemmnb. k g 1  2B! 
sewicez Sncreased +29.6X frm 2 6 . 8  t o  5 5 . a  i n  El; increased +15.9X fm 18.12 to 
34.a i n  E2; and increased +8.5% fma, 12.6% to 21.1% i n  the opntrol aara tl during 
the period observed. 

The nuher of general illness cam sew3 ce mnta(cts jncmased 29,6% to 55 .S  
in the El area over five years ; increased 1 5 . 1  to J 4 X  irn the E2 area owr three 
years; but increased only 8.5% to 21 .I1 over the fcur years obsenred in the El 

Rev.iwing Table 1 gives a pneral brat clear i~mssioars of f ncmasesd aeapunce 
of gowement health services uhich i s  mst mrked I n  areas El and Et for mot trpes 
of services. In ';he El areas, hid, had Project interaentions in p l a e  over the 
I c s n ~ s t  wsiod, the rate of increased accegrQnce sf satrapices gs mst gvmmced, 

while the rate of  change i n  C1 and C2 kmded to be under *50X and was negatiw far 
some neaewices. Five of the seven types o f  services oeasumd in the El area rere 

accepted by mare than 5% ab the ~~espect iw  pspulatiomu, and ag:cepane af fSwe of 
the seven types o f  services measured i n  El reached or surpassed the Project's starget 

aP 66Z0 

COHSUMERS "REFERENCES IN SEEKING H a T H  mE 

The data on acceptance sf gowerant health services for illness cam present4 

i n  the prev i~us  section were derived drm health service statistics a t  the Qmvfncial 
Health Office and repvesent actual servfce contacts for illness cam wSth r espc t  
to  %he estimated number sf  i 1% mess episodes. The gowe 

my hswe been &Re f i r s t  choice o f  the consmer, or Reishe my have come to gsave t a t  

health faeiil i t l es  only after consulting other pris~ate sector pmwl'&ars.. To gain ma%e 

insight en the accegtabi 1 i ty and acceptance of gove nt health sewices IkQ aeWa8 

eensua~.s sf illness care services, the c n i  t~ health sau~~vey i ngpuired of *oe DJlXgaPi 

teeeir;.&ly had been $11 what was their  f i r s t  choice o f  pmvidea for maeiaring illmess 
care services, The ms~Its,weg.e presented and discussed i n  Mswsgraph 8, includiwg a 

breakearn by type of pmvider, wwemmnt health care pmvidea,and private sec-s 

p ~ ~ y i  ders . These r~sul ts i I! ustratf ng the i ncrezs i ng acceptance ~f gDve 

health cam services and the decreasing use sf private-swltor pmwidess 

i n  Table 2'* 



CansmersVctual F i r s t  Choice of Source o f  Health Care 
When Seeking I l lness Care Services i n  Project 

Areas (Bascl ine and f o l  l w - u p )  

The actual acceptance o f  goverment health serviiise prcplviders as a dfrst dhaiice 

of source o f  h e a l t h  care by consumers when ill has cllearly increased i n  a l l  P r o j s t  
areas w i  t h i n  Lmpng Prowi nce. The greatest increase has been observed i n  the El 
and Ep areas. There has been a correspondily decrease i n  selection o f  privatesectolr 

providers as a f i r s t  choice o f  consmers who seek i l l ness care services i n  areas El . 
E2. and C1' but there was a s l i g h t  increase i n  use of private-sector providers as 

d f i r s t  choice i n  the C2 area. 

CONSIPMUIEIYSVERCEPTEOS OF GOVERWEalB' HULTH SERVICES 

Various surveys conducted i n  Project areas 05 Laisrspan~ Rare indicated a mason- 

hbly high level of coreslamer sat is fact ion wi th  goveirment health services. One solmey 
csnducted i n  1979 revealed tha t  of 288 respondents i n  the suwey, 95% Rad used gowerm- 

ment health services and 51 had not. Of the 95% that  had used goverment health ser- 
vices, 963 expressed satisfaction, 21 were indifferent, and 2% were mot satisfied, 

O f  the 96% who expressed satisfaction, 15% were ""very satisfied" and 81% were *satis- 
fied". O f  those w b  were "very satisfied", the reasons given f o r  t he i r  sat is fact ion 

were distr ibuted as f o l lws :  good t r e a b n t  - 231, good advice - 22%, gsod physical 

examination - 20%. good human relations- 27XS and frequent hme visits- 8% O f  those 
who were ""not sat isf  i edn' , the reasons g i  wen f o r  thei  r di ssat7? sfaction were! di s t r i  btd 

as do1 lows: expensive - 64X, incmgetency - 12%, poor hman relations- 12X, aW no 
advice given - 12%. 



With part icu lar  mef"grence t o  the medical and health sewices provdded by th~e 
paraphysicians servi ng i n  rum1 health f a c i l  ii t i e s  (health centers, mi&$ - 

fery centers, and d i s t r i c t  hospital s) , consmers of wiechakor~ services r e ~ r t d  the 
fallowing: 26% felt wechakom services were "very ~rseful" , 62% felt t he i r  servi i~es 

were ""useful"",% f e l t  their services were '"not. usefull" and 5% w r e  "mt 

When consumers o f  wechra9i~rn dental health services were surneyed high levels 
of sat isfact ion were reported: o f  the 193 persons surweyed who had a1 ready use 

kQrn dental health services, 911 were ""satisfiedm\ 2% were @not ~atiisbied'"~n~ 71 
were i ndi dderent o r  d id  not respond. 

I n  an effort t o  mre carOful l y  assess consumers' perceprolns of governaent health , 
services and, opeci f ical l y, to permit comsmers t o  assess gsvermiemt Rea 8 th senices 
and t o  offer suggestions for impsovements, the task an4 cost analyois c#)damckd by 

IlIDA surveyed 2.944 consumers of goverment health serviccls i n  Project areas E l .  E p .  
and C, i n  1979. O f  those surveyed i n  El. 41.6% were sat is f ied emugh to say that m, 

improvements were needed. Of those surveyed i n  E2, 42.74 were satisf ied and felt 
no inprovernents were needed. But i n  the tl area, onl,y 9.21 felt no improversents Mere 
needed, 60.1% d id  not answer, and 31 -5% f i r e d  smggec,tforrs fok imp~owaearts. 

Table 3 

CmsumrsV~ecep t ions  of Goverment Health 
Services i n  Lapang 

There shcrlsld be more personnel 

Off ice hours should be adjusted 

Medical equipen$ should be rmproved 
Drugs and medical supplies not adequate 2.8 3.8 2.6 

Fee ad j us tnnent needed 0-6 5.1 0 

Building iaprovment needed 2,2 3.5 2.2 

Personnel cmpetewce should be improved 0.2 2.0 0 

Public s e l a t i o s  and ~fficialo' manners 
need improvment 0-9 LO 0 



I$ V 

Pc? a l l  areas, the mst frequent suggestion for innpro~mevolt ws that tmm w ~ " ~ -  
ssnml sbul d k a$ded (9,746 &I 87,111). BaPtd 4% ta 9% fcl t mat sf %I a? ham ~lhBi@uIrd 

In the El area, the highest levels o f  cons r satisfaction reported referr4 
ta distr a t  haspi tiil s (74%) and midwifery centers (13ilZ), but the W ewe1 o f  sadtisf&c~ 
tion with h a l t h  center services was substantially lwer (181). In the E2 area. the 
level of  satisfaction w f  t h  d i s t r i c t  ihraspiQls was high (S5%), and the 'Bevel of sati~s- 
faction with Real t h  cepateps (39%) and nni&~lifery centers was ;a b i t  lwer (36%) i n  tk 
C1 m a e a ,  the level o f  satisfaction with health centers (62) and with midwifery cen- 
ters (161) ws substantially lower than i n  El and E2. (Woe: the CI area had no 
di  s t r i  c t  hospi h l  . ) 

Ccamoumerse Perceptions o f  b w e k m n t  Wealth Sewices i n  the 
Six  Distr icts of Ep.  1976 and 1979 

Ha improvement 
requi pled 

Theire should be 
mre personnel 

Office hours 
should be 
adg us td 

Medi cal equip- 
mnt should 
be improved 4.60 6.63 

Drug and medi- 
cal supplies 
not adequate 2.93 0-18 

Fee needs ad- 
justment 4.60 7.37 

Persome1 compe- 
tence should be 
i mpsoved 0.42 2.2'1 

Q f f i c i a l s h a n n e  
and pub1 i e  rela- 
tions need irnprs 

16.32 1.66 

&ID answer I 48-12 1 8.47 

Heal th  f enter 
1976 I 1 9791 



Mkn Baa are sarailwd 9n mm dew31 om mts mwy s'%lgm%B%eaat cMW@S 
mt hgc  O C W W ~  aver time hseliw ta falll-up pars, as sem On '&'able 4, 

nt  repuiredm. fncreascd fn the E2 area fra 8,1 1 irs 1976 
b, 42,aX In 1979, a rzsthcr $uabsant4ail chwsr, T k  mgnri Wde of r@s&~ameo ec~acvmiaq 
the n d  fit i l a p m v ~ n t  d a r a s d  far the 4-s @$brc s b 1 d  k mt'g! ~ I I " S O B I I ~ ~ I ~ ~  
.drugs and suppltes mt adequaWm. wbuilding aeds  imjpcvcrentm. and acfftcialsg mmm 
and MI i c  relatfons 4wspmweasenta. Bkse f i M5 1ngb ect sraltrs~aat%al d 

lit3 o f  jmpnved ReaB~ facjl6"+ieo, end the a c e e s s i b . % i l ~ ~  af  k l l Z l k r  sewurices* A parm 
ticularly imrt3lnt flidiq was tPabmt the govesmnt heal* am! pmvjdesr; were p~acrlt;Pc- 

T k  social bmsiitsf 1 i ty Q?or reg1 Ieatisn ef PmJst key Bi;eamms a n  a2 so k as- 
sessed by t P i  levels of nity parta"cil$rs&ion a"n mral MlOtBa cam td t h  prti~orlar 
reference to  the Bevels of pdoawhnee a d  the srabsQi.weed ipastictipatiiarn of 
health va%un&em i n  the mral health cave sys-, 

bmgraph 2 sf V o l m  HI docmnts the 4mcseaai ng m1 of scewies *.a; are 
pmvldedl by health post vslusnteem 9nr Lawrgang. Far elx-le, the average r ~ l f  FP 
and medical care contacts per health post wollemtc?aer irrccmsd abut  M i n  El in 

just over 50 i n  E2 4in 1977 to over 2M) i n  both areas by 1979 (Ref. 
Figure 3, bmgraph 2). I n  wine dfstricts of Laaaalpa~i i n  1979, Etne611PtlSa past PBQI%UR-~ 

"accounted for 62.9% sf at1 contmceptfwe pill cconsmer cxlnhcts (m,2W) end pmutidd 

B1,4% sf a l l  contraceptive p i l l  cycles distr0Mtd (W,QilQd), brbm years abre~wed, 
there was a steady trend af imreasiw services pmwid& by Issear1t)r post w l u @ ~ r s ,  

But can the lawel of heal $h posit wol unteer ~psarticipatisn fin itbe pmvls3on of 
rural health care services be sus$ciainced? U k a t  has B e w  the attridtlarn of health mst 
walunberslr Tihe expriemce o f  many pmjects that Rawe imp1 
vslunteerism has been that vslumteers may provide a high Bevel o f  scewies d'Qr a 
short period but that volunUry contributions ts lpmgr- ape aJI.iffSg:ult P;4D s ~ L o s Q ~ ~ ,  
The general experience in  these p m g ~ a s  has b e n  a a %  within %$nW) yam, up ta 
o f  vsluntee~u (and fsquer~tly much mre) have sWppd prticimtiq, M t k  Iomjeis 
.tk gera'ad, the greater the Bevel of attrit ion. Taken against th is  kckgmlrrrd ~ W I ~ P -  

'sence, the finding 3 w kamaopaw conccrwirrag the 1 ewe1 s of a;kt~"i&$ssa af hlgtgo mst g;:~l~uw 
&ers has hem quite surprising, 



The overall ra% of attritSon of heal* post v ~ l u n ~ e ~ l a  $ire ten d + ~ t ~ f c a  @f 

Q&awng @f * fi we yeam observed has been only 17,5%, And kbse that df ndli edkm m't 
haye been replaed through nm train1 ng proglras, Mhm attritfcsnr rabs are acral~~llialh 
on the Basds of the ~1 r of years of sevrjce, the a t t r 8 t l sn  1p"ates range f 
13.2% for two years senlce i n  E p ,  to  19.2% f o r  t!hme years sen ice  i n  E2. to 

15.72 for ffve years servlce I n  El. There had been no attrftion a t  a l l  for  tb 

first year of senice by health post volunteers ir  the E3 area. Sane suggest 
that the sustafned csntr ibut ton o f  health post varluntwrs relates to  the increasd 
social status enjoyed by the volunteers, 40 the increased *weritm earnerall (a not 
inc~nseqjuential factor i n  a Buddhist society), and, p s s i b l y  far s 
posit3 we effects o f  the volunteerism sole on Me%r  major occupation~.g., shop- 

keepers who may se l l  mre products aahen vii 1 lagem came for  health se~wices 

The high levels o f  perfomance sf  health past woluantee~s i n  the pmv i~ ion  
of v i  11 age-based heal th  services, parti tudarly f&qi ly planning and i 11 ness cam 
services, and the soastal'nd pePfomanec o f  health post volunteers as eviidenc& 
by these re la t i ve ly  low rates o f  attrP"tion over the five years obseir"\r& do, 

indeed, reflect a high level o f  social acceptance o f  these services and, *here- 
fare, social f eas i b i l i t y  f o r  replication. 

Table 5 
Heal t R  Post Volunteer A t t r i t i on  Rates I n  Lmpang 

1975-1 979 
-- - -  - - - - 

Length sf Volunteer Wurraber HPVs No. HPVs Actuafly 
Ser~i ce Tra in4  Marking 12/79 

Source: Pssvincial Health Office and Lmpang Project r~o rsds  

Beyond the sustained perdomance o f  heal t R  post volunteers, Pmject absenairers 
hwe noted the increasing levels of c 

RZgE-a-priori ty health p r o g r m ,  As documented i n  Noflogmph 2, oubsbntial  
and private sector involveswent has developed i n  relation to the nut r i t ion  pwzPm, 

with particular ~eference to tke bldnstwctian of 161 flm C n i l d  l&tri%$@n Cm%ersn 
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increasing the nmber fm 11 i n  8975 ts  172 Chi ld  Nutrition Centers in  19W* 1~1 

canQunction with the nutri  P i  an ipragrm, many camuni ti es developed dtmonstra4tibpn 

gardens, %"ishi ponds, and p u l  tr"gr and pig-raising pmjeee ,  B[n s e  arebSr SU(~SSQ~- 

t l a l  fnrpp~)wem@n.,ts i n  water sou~ees were made thmugh c nity participation* The 

parti c i  lpat%an of traditional bt r t h  attendants, dayrg oel less , and ather indigenous 
providers also reflects social acceptance and adds t o  the social feasibility of 
reg1 Scatdng these f'e4aa;ul~es nationwide, 



"The Govement w C l 1  expand rural hea1Vfi service f a c i l i t i e s  
t o  cover a11 of the local a h i n i s t ~ a t i v e  um4ts within f ive 
years I n  the meantime, the Gsverment ~1'11 imprave eff i- 
ciemcy o f  the health service delivery system thkough the 
concerted ef f  s r t s  sf related sectors, Gcbvement agencies , 
and the general pub3ic. I t  w i l  l delegate mre ab in i s t r a t i ve  
authority and responsibil i ty t o  provincial h a 1  t h  a-inis- 
t rat ions i n  order that i t  might lbettev asti l i s e  available 
resources for the du l f i l l nen t  o f  health weeds anad dwndo," (WPbl, 19a)  

f Re aa in i s t r a t i ve  feas ib i l i t y  o f  rep1 icat ion o f  the Lampang Pwscct 'o key 

features j s  already a fact, as the key features hawe been adopted, or  agpmp~iately 
adapted, f o r  arationwf de -imp1 enrentation. The major factom i n  the ahiaais t ra t i ve  

f easibi 1 i t y  of rep1 i cation concerned the accepQnce of the Project  3 key features 
by ahiari serators and planners , measures t o  ins ti +,aP%Ll"onarl ire these key feswrees 
and to give them a legal and ah in io t ra t i ve  basis for nationwide implementation, 

and the f c i ~m la t i on  of  national policies and plans far natiomide imp8 ennerntatian, 

Thjs chapter wr'81 document and track the process o f  acceptance, adoptjoin and asllapu- 

tf on of  the Project's key features fo r  nationwide implenQtion,  including the 

f o m u l a t i s n  sf a national  policy and plan for naticnmide implmentatfon* 

ACCEPTMCE OF KEY FBEhTURES BY ADHPNISTMTOW H D  PLMMEa 

Thseughout the planning and iwplementation of the Empang Project, h9d-basled 
HOW and other RTG agemy inuolvment was maintained. This occurred thmargh such 

mechanisms as the kmpang Project Pol i cy  Camittee; part icipat ion by senlor Project 

s ta f f  o f  the kwpang Pvoject i n  key WPM c i ttees, csnf erences , workshops and 
seminars on relevant subJects; f i e l d  trip orientations for and discarrsiosas w i t h  

HOP# off ic ials, as we01 as with v is i tors  to  the Project f other BQOG agencies and 

educat3snal i nsti tutioms; and, not 1 east impostant, bmadly attended Asrnaral REV$- 

o f  the Lwamg Frrrject i n  wRa'ch WPH leaders and personnel p a r t d c f w t d  w i t h  repre- 
sentatives of  i wtemational and b i la tera l  assi stahce agenei es wjthin and 

wts3de of Thailand. These were important nechani= for sharing Pmject pmgress 
and achf evment and fo r  evolving pssi lb l  e sslartsions t o  Project co~~rtraiirarto and 
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RTG levels by smib4~ PmSecO: leaders eoncemfng the key QaWl~~es amad stra illif 

the Pmject t o  mviw achievements and pmblienns as they wcurred, and t o  f e d  
relevant fawfamtion d i rec t l y  t o  key WPH leaders pr,espnsilble f o r  planmf ng, riimle- 
mentjng and managing me national governeatall health care system, These1 pmcesss 

nicatirrg relewant PmJect experience certainly had a greater implaet ma 
national planning than did the intended process of  Pmject evaluation, 

The La~pang Project was not the only project ahat pmvided inapeant fwdbaclk 

to HOPH and other RTG plannevs. A nmber o f  p~"ojecdts, bmadiry classifar"d as; 
"health services research projects", were o f  great interest t o  aBeW WPH and other 

RTG planners. A document produced by the WIPH i n  11977 1deaata"flid these pmjsts 
the fol lowing: the P i  tsanuloke Prroject (19634-1968), the Saraphi Project (19M-897F 1, 
the Lampang Heal t h  Developnent Project cl974-1981) , the 

and the Songkhl a Integrated Rural D e v e l o ~ n t  ProJect (1977-1980). The m r a t  PmJect 
was also instrumental i n  prowidirrg an additional arperimt9al basis for plaremimg. 

The point i s  made that  no single project can just i f iab ly  be c r d . i t d  for the outel- 

sf the evolving health develowent planning process a t  the WPH and a t  the IESM* 
The major credits for the outc o f  national level planning should be pmgesly 
shared by the leaders o f  these Projects who made the ef for t  t o  e f f s t i w e l y  c 

cate the lessons that were rapidly acc latisrg d m  f i e l d  aperiearee and by Up-  

level MOPH and RTG planners who were keenly interest& o"n and part iar lasly respn- 
sive t o  th i s  f i e l d  experience. 

The 1975 and 1976 Annual Reviews o f  the Lampang Project (as well as subsquesbt 

Annual Reviews) were we1 l attended by o f f i c i a l s  and key personnel of the WlPH and 

~ t h @ r  RTG agencies. Provincial Wealth Officers and other pmvjncia l  level afficials 
Qm mst other provinces i n  Thailand pa r t i c i pa td  and shared experience gain& 'in 
Lampang and other areas, 

In 5977 the lrKSPH requested that the Lampang Plroject participate with WPH 

leaders i n  the planning and implementation o f  a National Seminar on Priulladary Health 
Care which was subsquently conducted i n  Chiang #at, Thai land, during Septmber 

1977, The Lampang Project responded wi th techntcal . adrnimistratii we. f inancial 

and log is t ica l  support f o r  the sminar which pmvided an inniportatat opporr"tPlnity 8611 

faci l i tate  d i  ssmination o f  Project results and t o  foster  national repl icat ian o f  
the Project" key features which had been ident i f ied as primary health case 

approaches o f  direct relevance t o  the objectives o f  the sminar- 



h a  

The 3977 F i r s t  NatianaP Sminaa" on Primry Hea~lth Care was a t m M  lby 11 5 
participants (and 6 ~bsewers) f rrawar a l l  gmuCnces of lk i lnnd,  tncludiq m ~ e  
sentatives F m  the MPH, the MSniotr"gr o f  Iastericar, the Mina"st1o"y sf Agrfu~odWr@ 
and Cooperatiwes, the Ministry o f  IEducatiorn, the Bureau o f  SQte Untvazrsiitfes, 

the Office of  the Prime Minister, the Ministry of  Wfense, tk Thai R& dm53 

Society, the @ nity-Bas& Fmm" ly Plznnfngl Sewices omasnizattopa, the Yorld 
Heal t h  Organization, the World Bank, UNICEF, the UniweaCty o f  Hawaii i , and riUMIDI 
Financial suppr t  for the sienrjnar was pmwided by WO, UNICEF, the WPH, and Me 
Lmpang Project. 

The oratlcme of the 1977 Fr'rst National Seminar on Prfmr*y HrieaIh8n Can was 

a r r a l  health services, i n  fac i l i ta t ing a cowtSnu5ng Qialquc oxn these appmche, 
i n  sharing f i e l d  experience, and i n  feecling th is  @ixgerSenee and the results of a e  
seminar i n t o  the national health glaninfng pmcess, The pair'Licipants af the rm5war 
specif ical ly recarmend& that: (1) the Gcbve t set foeh a cPlea~\-cat plt'cy 
concerning primary heal t h  care i n  opder to create effeclttve emdina t ion  kble~ 

various pub1 i c  and private agencies, (2) a planning and cosnJinating i tte 

comprised o f  concerned public and private sector retpmsentatiwesl be srr;ablfshd, 

(3) Govement resources be rendered to  wariws public and private agencis 

operating PHG act iv i t ies,  (4) principles of  c tnii ty dewelo 

act iv i t ies,  (5) systems and methods of  operation be establ ishedl to pmvide suplgsrt 
and f aci 1 i tate c m u n i t i  es ' self-help actiwi ties, (6)  eoodinat im be establ islliad 
between various health inst i tut ions and PHC personnel and that ~(poprative effopp9o 
be f ostersd with chari tab1 e inst i tuttons and intexraatimal organtzatimo, ($1 
public and private inst i tut ions be m t i a ra td  60 b e t b r  appreciate the dm~por-nee 
of these approaches, especial ly ' rig lulBlPH sewice personnel, to f u l l y  aarpprr"t 

PHC services, (8) agremmt on a referral system be c l a r i f i d  

volunteers, mididifery centers and heal t h  centers, (9)  mobile m i c a 1  unilLs 

expand services t o  include health p 
FNC, and (10) additional seminars sf PHC be conduct& t o  share expek%encoe gajsaaed 

and t o  discuss pmblems of ahinistsat ion, implmentati~n, am! mordlinatim, 
The F i r s t  National Smjnar on Primsy Meal tih care was folllawgd by a Sbi~md M~/iftib],nla 

Sminas on Prl'mary Health Care about a year la te r  which was again supprted by 

MHO, UNICEF, the WBBH and the hmpang Heal t h  kvelolpment Pmject, 

Ourisrg the same period that the porimry Iharal th szire featu~gts o f  the &-pang 

Project were being considered and wentual l y  accepted by abinSstrators and 

planners, other key features o f  the Project were aiming varyf ng levels of 
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acceptance and were being adapted and/or adapted f ir  bmader applicationH As 
mmtioned i n  ea r l i e r  rrmanwiraphs, the concept of iuatqrated health sewices was 
ial ready wel l accepted and the  pxlswinciel heal t h  ah in i s t ra t i ons  o f  each pri0~~3upce 

bad alreadl;y cancurred,at least  .jn general terns, Hwever, sme o f  the methapds 
for implementing i n t q r a f e d  health sewices tha t  wetre test& i n  Lapang received 

great in teres t  by administrators and planners and eventually were adopted %or 
nationwide implennentation. One o f  these was the develapnaent i n  the Prowivllcial 
Hospital of a Deparment of @ ty D&dicine, descrqbed i n  de ta i l  i n  hnrzgraph 4 
sf V~lume I I. Degarbents o f  mity Medicine i n  pmwSsncia"lospi t a l s  are [ntw 
being imp1 mented nationwide* A s t r e m l  ined pmwincial heal* i nbo rn t i on  oystm - 
was developed i n  Lampang that  includeg data col lect ion and reprtiang f o r  the # 

purpose of monitoring a c t i v i t y  of v i l l age  health wo'lunteers, and t h i s  i s  now 
being developed Further for nationwide imglmentaticon, S i m i  liarly, the ennphasis 01 

ni  t y  par t ic ipat ion and p r i  wate sector involvement bas been included i n  

the formulation of plans f o r  the Primary Health Care B r v g  

One feature of the Lmpang Project tha t  was accept& i n  principle, Obwt 

adapted substant ial ly f o r  nationwide implementation, was that  o f  wxhakorn 

paraphjsi c i  ans. Administrators and p l  anners agreed i n  pr inc ip le with the coancept 

o f  wecha kom paraphysi c i  ans but mde substantial adaptations bef ore iranplenntenti lng 

t h i  s feature nationwide. The apparent reasons f o r  the adaptations concern& the 

v i w s  of sWfie physicians i n  the WPH and the Thai Eedical Society that. 

while i t  w u l d  be acceptable t o  peennit nurses t o  sbecorrslle nurse prac%o"tioneers 

and t o  provide medical services, it was not  so acceptable f o r  nwse aides, mid- 
r i ves  and sanitarians t o  be trained t o  pwwide such md ica l  services. After the 

od;iticaI 2nd bu~getary factors were considered, the nurse pract i t ioner  t ra in ing 

was accepted by the MOPH and the RESDB, but t ra in ing nurse aides, mi&iwes and 

sanitarians t o  the same extent as nurse pract i t ioners sr wxhakom mraphysicians 

was not accepted. But there were other reasons for t h i s  decisiova which rcipes@ 

elaborated by the C i v i l  Service C iss ion and the Bureau of the Budget and 

pr imari ly concerned the f inancial  feasibi  l i ty  for rep1 ica t ion of the uechaksrrn 

paraphysician t ra in ing pmgrm. Pay increases andlor prmotions are generally 
grantee do personnel who underno additjonal t ra in ing o f  one year or  mrre. The 

wechakorn t ra in ing grogrm was a f u l l  year and graduates o f  the pmgrm areceiwd 
salary increases and additional benefits folPowins the t ra in ing-  * 

Winning BOB and 65C support f o r  increasing salary and benefits fom wqchakom 

i n  Laparag was a process that took over two years, reflectingi the u*eIucltancar of  

these a h i n i s t a r  and plannel-s 80 implment the pmgrm nationwide kcausae c f  
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the implicatians "9;hart this wuld haye an ath~ lr  budg~ts. &Is@, w j t h  a "train"fwg 
pmrm that takes a fu l l  year tao cmpleate, there i s  oubstatrsitPa'i toss of  sewice 
tdae z i t  fomer mral health arsigmeaa$s,necessqitatilag reassigmc%pt of gemaernnel 
t~ csfres those f aci 1 i t ies .  06 the n a t j ~ ~ a l  k v e l ,  raa wmsnne'l wuld  ipmbaably 

be rag~irerd~which weauld have serious hdgetary i m p l ~ c a t i ~ n ~ ,  Rlifter a dia'Blw~e 
that  Ilastled over a year msng a h l n  istratsss and planners of the WPM, 808, CSC, 
and HESOB, the decision (or empmsis&) made was t o  implamt trainf ng i n  medical 
care for health workers at mral health celraters -- inclutd.l'ng m$&iwees, aamS.rt;barianrs, 
and nurse aides -- but the traiaal"xag progrm would be a short course gbtf 3 to 6 
monthsL. This woul dl not requi ve t'rmoubl esme budgetairy reaB'locatEsns and, yet ,  3 t 
could prmote the develoment and impmvment o f  cl in%cal care sewices in  mral 
health Qacil $t ies .  If tha training parwrm was found t o  be too short to meet the 
dmand for el iwical care services, then retraiaiaag could be eonductd by gaovin- 
cia1 health authorities, A revia9 o f  the lessoms lean& i x l s  Lmgpang that may 
have significance t o  the naatisnal pmgrm i f  Yon~g~aph 3 (Yolru1ae: 11) 
and i n  !donograph 12, the smciatry fr'nal repart [Volame I ) -  

The Ministry sf Public Wealth f~milyliatd a ~ " R c y  on primary health care and 

launched the national Primary Health Clare Bmrm in 1977, the first yedr of Thai- 

land % Fourth Five-Year National Econaic and Secial Developeat P l a ~ ,  The genera1 
objectives of the aational Prilraa~y Wealth Care Pmgrm were sPibt@ BS faBPs~krt?i: 

A 

(1 1 t o  expand the coverage of health semices, particularly a w n g  :underserved mral 
popuiations, as quickly as pssible, and Ss help the gmple to  help thamaelwes, 
(2) t o  utilize c unity resources and to encourage e nity paWicipation in 
order ts ss9us individual Real t h  problmo and eventually to establjah a self-0auelp 
pragra a t  the v i 9  ]age level, (3% t a  - prmote the dissmination o f  health imffam- 
tian t o  local peopl e, as we1 i as -- t o  inkegrate al l the data that viF 1 reflect the 

needs and health psoblm~s o f  comun.g'ties, (4) t o  -. make basic health senices 

avai 1 able , accessible and damptable t o  the  pwpl  e ,  .- and (5% t o  decrease ma1 practlilm, 

especially i n  medical care. 

In Septmber, 1978, Binall and participated i a t  the Inte~nationa'll Confe~ence om 
Prigary Health spanma ed by ill80 arrd UNICEF, and conduct4 in Alm Ata, USSR. 

F01lg~wing t h i s  csnfereiice, the bUinmistrry o f  Public Heal* famarlsrted rec 
and a policy statcaranent that was then s u h i t t e d  to  the Cabinet of the Royal Bhaii 

Goverment for consideration. 
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On March 23. 1979. the tabjnet o f  the R&I Thai Gove 

Ira Nowmbs;;., 1979, the Royal Thai G a r e m a t  agpmwd psiia~lanu health c a e  
3s the Twentieth IbPg*ogrm o f  the Fwvth ROatr'asn&I Soedal and Eccsnm.iFc M v e l o ~ w t  

Plan far 1977-1 961 [Desawadi , 1980). GSverm the @owe I 

rap%dly 8"n the ~nplmentatioin af  primary health care, the WPWI establ i s h d  sap 

appipiaaQc8 Dr. Prick Desawasdi , %$el$ D"icbr o f  the 
a 

QmjecGas Director  o f  the Office <ef Prirsazsi~fg (Hlaza1a Cam. 

\I 



Apart fm z nat%@ma n e m ~ ,  k q  hbt?ala- 

8;:0(1brPr&4mat-E~ gtlf&%aemcW4cdI seltsrools8 We Wf -1  9=aumcie31, 
amdl tras"srif mg iivsstiations Car a % c a ' %  arsgxO3 iarf ars b v e  
cw~g'ilfd i n  ea r imf iq  ~ e $ r  ~k~s~Ia'1l la JwcIuaEa; 
Pr3-q Heal t h  Care cgine~pe and appmaclae- (f uc21.8 aa&, 09181/31~0y] 

A maor fdicatar  0% the a&l~lrrlistraBIve fms4&%13S;ry a% mpIfclat.5iq key 
faturars of the h m ~ w g  P ~ l [ b j a %  f s the f~mIatf@sra o f  a mtf onal gpolicy sad plaw 
that $mcarpmt~ these key fe~iaWres, as appmprtately ndaptd ta tke nati~~wal  
atWat4sn; and the ul ta'mte indScaPaer rsf the f iibbaaac'P"a8 f a s f  bf 1% ty of mbpl iciratia~ 

Pmjwt. The enwraph u311 then mwlm the costs S- o f  Ohse el 

&!rirg the ~ r i d  1977-39799 the MInirtay o f  PuiblBc KealUs 4 a n r i M  swieral 
ng Prrrject senior staff t o  participate ir variolls policy forpulation, plannim 
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uni satars , the training of nume pract3 t ioners , the training o f  sub- 

d i s t r i c t  heal t h  personnel i n  e l  inical cam, d is t r i c t - leve l  heal th serwZcea mnage- 

sent training , w i ll l age-ari ented heal th pmgrms for iraapmwed water sarppl y , 
nutr i  ti snal oumei 1 lance and c m u n i  ty mutri ti on imprsvaent semi ces , and the 

tre3aent and control o f  infant and chi l d diarrheal disease. Mhi I ti! documentation 

af  a1 1 o f  these inputs fm the Lapang PmJect is beyond the scope of th$s mno- 
graph, t h i s  chapter w i l l  document many o f  the coatribuhiceras o f  the Lampang Project 
t o  n? tiona'i health de?rreloment and the many aehievmerats sf the M i  nistrry of Pub! i c  
Health i n  pol i c y  fornulation, i n  health and deve9omenr.t plannfng, andl i m  oaatjonal 

implmentation of these p r i o r i t y  program f o r  heals &we1 t. 

IUEGMTED H W T H  SERVICES 

*fiational Heal Ph Pol icy: 
The @owerment w i l l  provide prewenti we, pmaotiwe, curat i  we 
and rehab i l i ta t ive  health sekvices i n  an i n t q r a t e d  fashion 
and w i l l  emphasize services t o  the ru ra l  ~po(pulat.iioar nrha are 
severely undersewed. '"Ministr?y of Qriblic HealtB\, Thaillarncl, 1 S a )  

The statment  above cmes f r~wrrn  the Fourth Derwelspnt Plan (1977-1981 j and 

sumarires the MPW pol icy on integrated preventive, p tiwe, curatSwe and 
rehab3 l i t a t i v e  health services which was conceptual %,zed and b b m l a t d  i n  the 

eiirly 1 9 7 0 " ~ ~  A t  that  time the HOPH was i t s e l f  undemsiasg an extensive reomaarriza- 
%ion to  bet ter  p t e  integrated health sewices and to  streanline the l i ne  af  

authority wi th in the WPliil% satlional health ad$winistratioar, Twa maor  features 
were being implmentsd when the Lmpang Project bwan operatisns i n  1974: first, 
a t  the central level, the Office o f  the Under-Secretary a36' State for Public ltiaealtk 

had been delegated 1 ine authority for the ent i re  ru ra l  health a&t'nistra%iolra (and 
%Re !@pH% various dieparments were, therefore, Saqely technical deparmenPrrs to 

advise and support the O f f  ice o f  the 1Pnder-Secre.ltar"y 5n i t s  ~es~pons jb i l  i ty  and 
authority for rura l  health administration); and, a t  the pirowincia1 I ~ v e l ,  the 

newly established posit ion of "Provincial Chief N d i e a l  Off icer" bmusht a l l  
health f a c i l i t i e s  and manpwer under a single ah in is t ra t ion ,  bringing t o  an end 

the two administrations that had fnmerly be:., under the Provincial Hospital 
D-irector and the Provincial Health Off icer. This pl icy f a c i l i t a t l  the  wrk of' 
the Lampang Project i n  i t s  effort to funct ional ly integrate health senices i n  

the Province through such approaches as the following: (11 creation o f  a D@gnar@eaat 
of unity Hedicine i n  the Provincial Hospital which in i t ia ted  and s t i l l  operates 

a rural health-sd~dical mbi'le u n i t  for pmrbsiornr sf im&gra&d heal& sewices lin 

r m t e  areas, including v a s e c t w  and other family planning nerwices, nuSriticr: 
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seswi ces, medical care serwa" ces, i m n k a t i o n s ,  heal tlh, education; c2) train ivag 

midwives, sanita~ians, nurses, 2nd nurse aides i n  c l i n i c a l  care and public heal th 

services for pmwisSon of i n t q r a t e d  health services at a1 "Btsi'll age midwifery 
centers, subdi stp i  e t  health centers and d i s t r i c t  hospital a; (3) training c 

health volunteers and establishing a griaau"y health ease network i n  every village 
f o r  pr\ovision o f  a 1ima"ted range o f  8"ntegsated health services a t  the village Iewei'BE, 

Each o f  these approaches i s  now being p m o t e d  i n  Thailand" FFifth Fiwe-Year 

Dewel opmenlt Plan f o r  1982-1986. 

The fmIPg aims,and i s  already impllennentffsng a plan,to establish a Deparmeuat 
nf C m u n i t y  Health i n  every gwvincia l  hospital i n  the nation, fallwing the 

pattern set by Thailand" f i r s t  Deparltrment o f  Cmuni t y  Health i n  a Pmwincial 
Hospital which was established i n  Lmpang by the Campang Heal t R  Developent 

Project i n  1975. The Lmpang Provincial Hospital's Oqaa~ment 06 
gained wide recogni ti on, 'beyond i t s  f avorabl e reviews dun'ng the  Lmpang Pmjectms 
Annual Reviews, when it launched a highly suecessftul vaseetmy prwrm that placed 

Lampang highest i n  the nation f o r  the n-er o f  vasectmy acceptsrs. The Depart- 

un i ty  Eeal t h  a1 so i n i t i a t e d  and supewised snrral wutri t isnal  surveil- 

lance and nu t r i t i on  improwment pmgranas, coordilaat& m&ica% and Real t h  sewices 
far health post wolunteers who came t o  the Provincial HospMal f o r  are,  coordinated 
hospital physician rotations t o  d i s t r i c t   hospital^ and mabile clinics, "organized 
educational ac t i v i t i es  f o r  hospital c l i n i cs  and wards, and c~aadu@t& a nmber of 
other ac t i v i t i es  described further i n  flonwraph 4. 

The functional integration of  health services thmugh c ni tg/ health volun- 

teers and paraphysician manpower developen% has also been strongly p m c ~ t e d  by 
the  IWPH i n  both the Folarts and F i f t h  Fiwe-Year BBevelopr;~ent Plans. These pragrms 
are described i n  the foJ1ov;ing sections on the National Primsy Health Care Pro- 

gram i n  Thailand. A discusslion o f  the t ra in ing of mihiwes, sanitarians, and 

nurse pract i t ioners o r  paraphysicians for provision o f  i n t e g r a t d  health services 
i n  a l  l rural Real t R  centers and d i s t r i c t  hospitals thmughout Thailand also follal~s, 

THE HhTIOidAL PRHi,MRV HEALTH CARE PROGW4 

""I 1997, the Wirgistry o f  Pub1 i c  Health launched the 
Primary Heal th Care Prosram. . . In Xarch, 1979, the 
Cabinet approved the pr inc ip le of Primary Health 
Care as a National Health Develoipnaent Policy ,..." (Tuchlnda, 19179) 
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Ewalutisn o f  the National PHC Progsa~ 

The National Primary Health Case Pwgram i n  Bhajland evolved i n  a step-by- 
step fashion eves a number sf years, As described i n  !Pronwr"aph 1,  va"P8age health 

post volunteeks and health comunicators i n  Thailand were trained f j r s t  i n  the 

Saraphi Project i n  Chiang i4ai during the piepiad 19618 ta 1971. T h i s  experience was 

brought i n to  the planning o f  the Lampang Project and sane key personnel of the 
Saraphi Project were assigned t o  the baaanpang BroJect planning activjty i n  11972 and - 
to  the inplmentation activity when operations began in 1974, By 1977, the !aPh 

bomuiated a pal icy on Primary Heal t k  Care and launc~hed a nationwjde program for 
I.r 

the training of v i l l a g e  health volunteers and village health c nicatoss ~ndes ., 

a plan t ha t  would cover a l l  rural villages in  the nation within ten years. In 
3978, the WPE recruited the Lampang Project % first Field Director, Dr. Qricha 

r* 

Desawadi , to ass i s t  i n  developing a detailed plan for omanizing and imp1 

a 14ational Primary Wealth Care Program. !lhen a Primary Health Care U n i t  was 
created i n  t h e  Off ice of  the Under-Secre tary of Statle for Pub1 ie:  Heal th ,  Dr. Psicha 
Desawadi was appointed Director. Thus, the experience t h a t  Dr. Prieha had gained 
i n  the Saraphi Project and the Laapang Health Develspent Project was translated 
i n  real terns into the planning and innplmentation (of the Rational Primary Health 
Care Program. 

D;rsl"ng the period of 1977 to  8979, the t%OPH plannd and implmented two 

Oiatirmal Primary Wealth Care Seminars which drw upon the aperience aaafstaff sef 
the Lampang Project. The first National Seminar on Prfmry Wealth Case wan bmad 
acceptance of  the basic concepts and approaches of PNC, and the second National 
Seminar on Primary Health Care, i n  December 8979, specified t h e  priority psogrm 

elements for Primary Health Care i n  Thailand, as folloa~s: ( I )  health ducation, 

(2) control of local endemic diseases, (3) naternal and c h i l d  health. (4) innuniza- 
tions for  prevention o f  c unicable diseases, ( 5 )  provision of essential dwgo, 

(6) treatment of camon diseases, (7) nutrition p tion, ( 8 )  sanitation and safe 
water supply,  (9) treatment o f  drug abuse, (10) mental health care, (81) dental c, 

hea l th  care. 
X 

Organization of the National Primary Heal t h  Care Progrm 

Given the need f o r  the National Primary Health Care Program to be inpleaented 
with a high degree of coordination w i t h i n  the Hinistry o f  Public Health and ~ 4 t h  

the cooperation o f  various other sectors and agencies o f  the RTG, the Hiwirtry o f  

Public Health created a Division o f  Primary Health Care within the Office of  the 
Under-Secretary of State  for Pub? i c  Health. The @ff ice of P r i ~ ~ a r v  Health Care 



Organization o f  the W Pmwam 

- - - - - - - - 

under-secretary of State 

9 
dl 

W 

District Health Office 
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t s  aasld cmd%m* the PHC pmrm wI$li)e %%te ibisslsam gssntadt ~Qwa M tm 

1 tt-s i9h-t t h  c@sllt~al lwei, a c  MC QSaodImtdq 
W61 G"ft9ng Cmt0;$4?iaee 

The mC Gwdinlrat"%@ C-1 tdw as e h f  ped by the Hdn'fiW (Q8: Pub1 f c  Hmla andl 
-I t o  s h i p  4pscllwde the f@33e$:f:~.) U n d e e S m m a ~  o f  S a t e  far hbl%ic Health; 
Degamty Undep-fwmtaaly of Sate for  Szssbllc Hwlag btm-o" 6eoae1pi~xO M ma kpe- 
meat of Health; OIrsecabr W e v a h o f  the kpaa 5 of  Wf rtal Sew t ces ; @i r e c a r  
Gmeral of  the Depa-cnt @f nicable Df seas= Gontml; B)dr~aa* mcnat of the 
Depalpt;na@nt of m i c a 0  ScSmce, Chief i:osmaa" -era1 ; Dir435=(tprr of  the Helalth 
PI aanf ng D i  w Won; DS rleeto~ of the Pmvl ncial Harp% tal Dt~dsiortrr; D%mUr of the  
Rural Health Sewfces Otv4sio~; o f m ~ . r  o f  the Iknmlth Ehssslbtdm Difpirisbo~a; Itbimbr 
of the Brimry Heal th  Care Dtvi st om; regram%jlltiva of  c~nc~i.mg(J) cb~arnBzah"Bt;b~n~.r 

e-g. , Internal Sear4 ty 

Qepartment ( W i n 3  s t ry  of Interdor), bn-Foml IEa%ueal:4m 
Education); representntfves of private oa~~amSrjllti.am 
Bas4 Family Plaxanfng Sepvm"cats6. The w e r  mle af the W6; mdlnatdw 
Ss t o  give advice to the WBH om wlircy fomlattora, 
and rcsolutisn of prcrsblenrs.) 

The major role 0% the PHC Oire~tiiraugl 
i m p l ~ c n b t i m  and to caimtscal and d i p a t  a l l  aset8"w.St.Ses cm~ernd u i a  m r d j i ~ l a t i o n ~  
planning , traintag, fol lw-up suppo-, research and p?[~bl f r l ~  ~ ~ e l a t b w  of thee: FsHC 

Prq~ama. The Direetfw 
f o r  Pub1 i c  Health and i t s  mdemhip inrelrrades the f ~ 1  lwirag: ksparty B i m f a r  metal 
[DWd of the  Deparmat of Health, W of the W p a r m n t  of nbabl e Diseases 
Control, Dm of the De~rbAaemit af Hdical Scfeunce, ON of the Depa t of Cfdiical 
Services, Chief sf the Inspectox. General Offjce, DTsecWrr" of the Hm%th Plarraailng 
Diva'sion, Director sf the Rural W ~ ' i l  th  Sewices Divf  %ion., D i r e t o r  6)f the Pmva"m&ial 
Hospital QI.Evisisn, Direcbr o f  the Health Education DivIoian, D i ~ e c ~ g  o f  the M a P t R  

Training Division, and the Director of the Primary Health Care Office. 

A t  the pmvincial level, a Pmvineial PWC Directing ittee i s  established 
for the p r p s e  of deve'S@pin~ operat4omral guide8o'nes appmpriate f8or the respmtivc 
pmwince, f o w l  ating a pmvi arcbal pll an o f  opepations , and cmtm%l3urieg and direct1 ng 
the PHC ac t iv i t i es  Cncludislg training: fsl lou-up support, r&search, plbl i c  relatiws. 
evzm:uation and cssrdinat%oan, The @vemops of the gwirnce apmirrae the 

The ckralmn j s  t'rie PrrrovP'ncl'al Wealth Officer and its m d e m  r'nclude u e  Pmwlinc3al 
Hksspi tal  DjrmWg, the Chief of  the 
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MspJXal , the GhSef s csf Sectlono of the Pmwincf a1 Health O f f  ice, Citalief Nurse of 

~e Bxrrwinrial Maspi tal  , the Directors o f  Dis trice b s p i  tal s , and D i s t r i c t  Heal kh 

Officers. "Fe Psowincial Health OfQice~r estab'\ishes a PHC Cwrdr"wating Unit o'n 

aW appmpriate Section of the: Pmvincial Health O f f  'licea and assigns agpmysiate 
staff MI th f uncttlcans coarcemi lng QWC pf aurairilg. research and ewal usat ion, t r a i  lms"ng 
and pub1 i c  relations, an6 fol 7w-up supwr t  and sulpervi sion. 

Local ps1mr.y health care ac t i v i t i es  are coordinated by the subdistrict csuncil 

and the v i  1 lag@ Real t h  

PHC Targets and k h i e v e n t s  Under the Fourth & v e l o m n t  Plan (1977-1981 1 
Under the Fourth Five-Year National Econmic and Social g)&veloent  Plan fos 

3977-198'9. the Ministry of Public MeaRth launched the National BrCmry Health Cars 
Program wi th a major effort  t o  t r a i n  w i  lllage heal t R  volunteers and ari 1 lag@ health 

r:<)munieators i n  a l l  32 provinces of Thailand, except Bangkok h i c h  aleready had 

adequate medical and health f ac i l i t i es  and Lmpang rhiclh already had Ithe Lampang 

Health Development Pro jeedt. The Off i ce  o f  Primaay Heal tia Care, therefor@, was charged 
with responsi b i l  i t y  f o r  coordinating the imp1 Qt ion of prinraary health carre in 
a to ta l  o f  70 provinces. 

The overall  strategy cal led f o r  t ra in ing can corps of mPH trainers who 

wodd conduct training i n  each pmvince, fallwing a sequcential pat&r~ o f  
impllmentation that  would launch the pmgrana i n  23 ~pmvinces i n  1977, another 25 
provinces i n  1978, and another 22 provinces i n  1979, The provinces included i n  

t h i s  plan of impleanentation are l i s t e d  i n  Table 6. Each o f  these pmvinces would 
i n i t i a l l y  launch the t ra in ing program i n  one or two p i l o t  districts (follawing the 

LHDP implemntation plan where the pmgram was launched f i r s t  i n  single &3str3ct9 

Hang Chat), and i n  subsequent years the pmgsam w u l d  be extended t o  a2 1 d is t r i c t s  

of the province. This insplaentaticrpn plan would pernit the g~eatrst area and popar- 

l a t i on  coverage i n  the shortest period. 

Table 7 presents the area and wpulat isn coverage targets of the National 

Primary Heal t h  Case Program, and Tab1 e 8 presents the t ra in ing tarnets o f  the 

National P r i m ~ y  dealth Care Program for the 1977-8981 period of the  Fourth Five- 

Year National Ecswmi c and Soci a1 Devel  pent P I  an, 



Table 6 

Squence for Inplmentatisn of Y i  1 lage Neal th  9laalunteer 
and Yil lag@ Meal th  C n i  eator Tiraining Under 

National PMC Qrogrm 
- 

1977-1 9811 

3 .  Khen Kaen 

2. Chon Bulri 
3. Chieng Mai 
4. Nakhon Phancwlp 

5. KakRon Ratchasim 
6.  Makhon S i  Thanarat 
7. Nan 
8. Pattani 
9. Phisanuloke 

10. Phrae 

? 1 .  Nae Hang Son 
12. Yassthon 

13. Yala 

14. Ratcka Buri 
15, Lsei 
16. S i  Sa Ket 

17. Saksn Nakhon 

18- Song Khla 

19. Satul 
20. Sara Rusi 
21. Surin 
22. Udon Thani 
23- Ubon Ratchathan i 

Kislasim 
Kanchasaa Bur3 
Karn Phang Phet 
Chai Phm 

Trang 
Ta k 
Nakhon Path- 
Nakhn Sawan 

filarathi was 

Buri ram 
Prackuab Khi ri khan 

Pracha'n Burl" 
Phatal ung 
Phichit 
Phetchaburi 
Phetchabun 
b h a  Sarakham 
Rsi E t  
Lop Buri 

Lampoon 
Sukhonthai 
Suphan Buri 
Surat Thani 
Nong Khal' 

Utradi t 

1979-8 981 
* 

'L Krabi 

2. Chafithabri 
3. Chaehosngsa~ L 

4 C k S  Hat 
a 

5. Chm Bbn 

6. frad I 

7. Rakhon 1Hay~b 

8. Ronaabarri 
9 . Path= f hami 

as. meh~a 
Phang Hga 

Phu Ket 
Ria Nong 
Rs Vsng 
S m u t  Prakan 

S a t  Songkhran 
Samt Sabhosn 

Sing Buri 
Ang Thong 

Uehai Thani 

Chiaaag Rai 

Bhayas 

d 

Source: Prinsary Health Cake Project, 1978-1981. O f f  ice o f  the Primary 
Health Care C i t tee,  revised July 1988. i4inistm o f  Public 
Health, Thai 1 and. 



Wjnistsy o f  Public * a l a  leaders miporbadll this year (1981) Wt ~a t~ainilraq 

targets and the a m  and pipaalation taw& o f  the bt3adnal Psr$mv Health b m  
Pmgrrm have l a r p l y  been met. Bebarn the end af 11981, mearty S a  a4 all  vf llages 
i n  Thailand that  are i n  areas olobide 6f eiitries, mns, andl ~ *d i i s f~" icB  wjth 

health eenters w i  i t  be covered by trained wil la*  &a1 th volun*em and v i l  lage 

The specific levels o f  aehieverment o f  the National Primary Wealth Care Pro- 
gram during the 1977-1981 Fo~rth~Five-Year Naticnal Econaaic and Social Develop- 
ment Plan are presented i n  Table 9. 

Y 

Table 7 

Area and PopuR ation Coverage Targets 
o f  the tdational Primary Wealth Care Ppcpgsam 

For 1977- 1987 

- Districts 
- Subdistricts 
- Villages 

Source: Primary Health Care Project. Off ice off the PHC C 
Ministry o f  Public Health, Thailand, July 1980, - 

Table 8 

Train3 wg Targets o f  the National 
Primary Heal tb Care P m g r m  

For 1 997-1 981 
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The achievenrents of the Ratfonal Psqnary Health Cam P w r m  1Sn %&$ f f ~ $ t  f iv@ 

years o f  act fwl ty  are qui te r-~kable, All 76 pmlwiarcer i n  the pmgrm haye 

launched t ra ln ing act iwt t ies for developlent o f  v i l lage health volunteers and v l l l a ~  
n i  cators t o  serve i n  a1 I 638 d i s t r i c t s  (of these pwvf nees As o f  1981 % 

a l l  4,WO subcfistanf c ts  in the 638 d i s t r i c t s  (of these 70 pmvinrces) have VHViVKt 
for sane 21 ,W9 w%l1ages wi th a to ta l  gor~11 at ion of over 18 mril l i o n  v4llagie resi -  
dents. This represents 40% o f  ThailamdAs to ta l  pp re la t im and a4 the Xha4 
population resf ding outside o f  c i t ies,  towns, ar subdis trSets with health centers, 

This has been achieved already, and the remainder of the wsat That pplat ion  
(and the urban POOF) w i l l  be cowered by the NatSovaa~ll P ~ i m r y  Health Care P ~ r ; a u w  f la 

the next f i v e  years, 1982-1986. 

PHC Tarqets Under the F i f th  FEve-Yeas Bevel epnnent Plan (1 982-1985) 

Current plans o f  the 94K)PH and the WESDB f o r  the F i f th  Five-Yeas E a n m i c  and 
Social Development Plan, 1982-1 986, w i  11 carry the National Primry Health Care 

Program t o  every rura l  v i l l age  and urban slum i n  Thailand and ef"fectiwe8y cower a 

popul a t  i on o f  over 48,000,000 residents. The specif ic t i i fgets f o r  imp1 e n t a t i o n  
of the IWPH's "Regular PI an on PMC" during the Fif th Five-Year Deve lowat  Plan are 
presented i n  Table 10. 

The Rational Primary Health Case Pmgram has been given a wev high p r i o r i t y  

by the NESDB and by the Cabinet af the RTG, Beyond the ""liaegulas Plan" and targets 
which are presented i n  Table 10, i n  1980 the RTG appropriated a special budget 

(53,589,448 f o r  two years, 1982 and 1983) for the accelerated implmentation o f  the 
National P r imry  Meal t h  Care Prsgraran i n  Thailand" poorest, most undersew4 mral 
vi l lages and urban slums. The accelerated "Plan for Poor Areas'has dhrmulated 
with targets established f o r  1982 and 1983, as presented i n  Table 11- The rapid 

implmentation s f  the ""Pan f o r  Poor Areas" anand the Wqulas Plan f o r  $raaplme~atatioam; 

oa" Primary Health Care ~ $ 1 1  j o i n t l y  cover 36,100,000 ppu la t i on  by the end 08 1983, 

mohQe than doubling the population covered i n  the f i r s t  f i v e  years o f  the HatB;isna% 

Primt5ry Health Care Program! 

6;ven the excellent record o f  the 8.P4PPH i n  reaching (or nearly reachjng) 
PHC targets dos the 1947-1981 developent period, and given the high priority 

placed on the PHC Program i n  the 1982-1986 develowent period, as we1 1 as the 

special budget provided f o r  acceleration of iaplmentat isn for the marest amao 
during 1982-1983, the successful implmentation of t h e  pmgrm nationpride by the 

end o f  the F i f t h  Fiwe-Year Dcevelspent Plan i s  almost certain, I t  u-lmld be useful 

a t  th is  point  Po assess the coots o f  t h i s  ten-year e f for t  and, t o  the extent 
possibl e, t o  document the various means of f i naascing the Rational Pri~waa*$t Health 
Care Program. 



Targets o f  the Hinistacy o f  Publi c Health fo r  tihe Fif th 
§-Year kveloprment PI m (Regular Plan], 19hf'k-I986 

Targets o f  the H i n i s t ~  of Pblic Health for the Fif& 
5-Year Development Plan (Plan for  Poor Areas), 1982-1983 

Provinces 
D i  s t r i  ets 

Subdistricts 
V i  13 ages 

(Rate: 81 =B23) 

Source: Office o f  the 9MC Comi ttee, !!inistry <sf Public Health, 
Thai land, 1981. 



During 'the Fourth F i  are-!! ear Econmi c and Soci a1 baevell c~p,ewt Plan perf ad, 
1977-1 982 , the National Primary Health Care Program o f  Thai1 and trained 21 .SO9 

v i l  laqe health val wntwrs and 213,680 vi l lage health unicators. a total of 
235,115 w i  1 lag@-'lewel primary Real t h  workers t o  sew@ i n  21 *509 rural v i  !gages 

o f  Thailand. This was aecmplished a t  a da"x"ect training cast sf $2,126,955, or 
about $ 4.M (p208) per volunteer trained, But  thfs was only 37.63 sf the tota.81 

cost UIF the t4ationat Primary Health Care Progrm whii"ch came t o  fi 5,646,642 f a r  
the f ive-year period. On awerage, $1,129,328 was spent per yean* in  t h e  f i r s t  
f i v e  years to  launch and maintain the l4atioraal PHC Pmgram. These costs are 
sumari zed i n  Table 12. 

Table 12 

Costs o f  the National Primary Health Care Plr~gram i n  
Thai land During the Fourth F i  we-Year Dewel oipaaent Period, 1977-1 981 

Total Tra in ing  

Costs sf Field 
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The start-up casts i n  the f i r s t  year of the pr"r;~r?d"n were puredminant8y d%ree& 

trar"nr"u~g costs anad t r a in ing  program supwrt costs, but the migh css t sf sswipparttiwng 

and maintaining the grogriamn quickly dmfilinated. Beyond the costs of the tla"l;lriniwng 

pmgsaa j t s e l f ,  the PWC program provides a $25 first a id  k % t  with househsild md6C-  
cines, fani 1.y planning materSal s (i ncluding eondons and oral cont racept i~~es ]  and 

edwca"tiona1 materials t o  each of the wi l lage hea'l th post volunteers, Heallth ~mgldt= 

raicators receive educational giaaterials, and traditional bi r th  attendants receive 
I, 

a mi6wifery k i t .  The village Real t h  volunteer f irst aid k i t s  are pmvided a% the 

cmple t ion  of t ra in ing, and the cost i s  cowered by the budget of the PHC Offffice. 

Thc ~ s t s  o f  the VHW f i r s t  a id kits duping 1977-1978 are present& 3n Table 13, 
41 

- -- 

Table I3 

Hramber and l o s t  o f  Y i  11 age Heal t h  Volunteers" FII rst Ajd Ki Ds* 1977-1 981 
," 

Funds for VHYs" 
First Aid K i t s  a t  $ZO,MO 1 115,000 
$25 (5198 baht) 
each \I I 

2) Iiumber of F.E'rst 
A i d  K i t s  for VHVs ,, I 

2.000 3,108 
I 

5,100 
L 

Source: O f f  i ee o f  the PHC C m i  ttee , N9ii n i  s try 04 Pub1 i c Health, Thai 1 anhad, 11 9811, 

Putting the tiational Pri~ary Health Care Pmgr&% into operation required 

resource mobi l izat ion fm a warlety of other divis%owas or demrmwats withiin and 
outside the i l l i n i s ~ r y  o f  Public Health. For example, the Family Hea"llth Dlv4siasrra 

prayides oral contraceptives, conam%, and family planning educatisnal mterials, 
The blutri t i o n  O i v i  s isn  provides ha1 ance scales , nutritisnal faad suppl 

other wutri  t isn materials. The Deparment of CDC ~Y"(]BW<&ES a n t i  helmenthies, oval 
rehydratian salts, imun iza t isn  materials and so an, 

?Ihile the average direct cost of t ra in jng  a voluwteer was olrrrly $$,w,, the 

average t o t a l  training cost per vslummteer was $1 3.78 including training progrm 
support costs. Equally imporQnt for planners, howewer, was the avemge C O S ~  06 ,$ 

supporting the primary heal th care activi ta'es o f  a vo'lfsun&ier a t t h e  villai* Bevel, 
which added another $18.23 per volunteer for the pesied observed, asr a taataP awerage ,, 

cost per volunteer of $24.01 far the period observed, 
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Given the data presented. the annual per cap4 ta cost o f  the ent i re PHC Prograe 

i n  1981. I n  t e r n  o f  the population actually cavered by the Pmgran. 1s only 10.05. 
o r  s h u t  b130 per cap la  pep year. 

In 1981, the estimated annua! cast o f  supporting a volunteer p r imry  health 
a r e  *orker8z ac t i v i t y  after training a t  the v i l lage level was about $6.90 per year 

(1158Iyear). The cost o f  training and supporting the volunteers trained i n  the 
f i % t five years of the WPH ' s PHC Program a s  )5,646,641. By the end of 1986 rhen 
499.115 vill lagc health volunteers and w i l l  ~ g e  health c n icato+ls w i l t  have h n  
trained for over 45,000 v i  11 ages. the cost t o  the RT6 to support the pr i la ry  heal UI 
care program w i l l  be over %$,a00,000 f o r  the ten-year pariod, and w i l l  have carst 
over $1,620,000 annual 1 y. 

The t i n e  i s  r i gh t  4~ conduct in-depth cast analyses o f  We Matianal WC 
Program b assess the cost implications o f  the program fop the F i f t h  Five-Year 
Development Plan period, 1982-1986,nhen the to ta l  n F of v i l lage health volun- 

teers and vi l lage health micatorrs w i l l  nore than double. 

Ouring the F i f t h  Five-Year Developent Plan period, 1982-1986, the Rational 
PM Program o f  the HMW w i l l  t r a in  another 24,000 r i l l age  health wolmteurrs and 
240,000 v i l lage health crr-l.arnicatms to servar in 24,QW =re villages. This will 
be aecoraplished under EIhe )rDPHgs "Regular Plan". The budget f o r  tClis piDan i s  
slsa;rrired i n  Table 14. I t  i s  &served that the mount krdg@tecl per trainee f o r  

t ra in ing i s  $15.42 during 1982-1986, compared w i t l a  $9.04 during the l as t  fiwe-year 
nt  period (1977-1981). Similarly, the additional a t  o f  s~cpplrlting the 

t ra in ing program under tlhe ni&J plan i s  $17.1 1 per volunteer campared to the earliirtrr 
cost o f  $13.78 per volunteer. Mi 1e the average fiwe-year cost o f  srpp~&prting am 
31wrteer was $10.23 (or an estimated per year per volwrteer) during the 

%8.77-1981 period, the wunt kreeted f o r  the 1982-1986 period i s  $13.51 per 

Ihe to ta l  cost o f  tne ten-year (1977-1986) National Primary Health Care Pm- 

gram i n  Thailand i s  $13,732,773 (55.646.642 for RT77-81 + $8,006,131 f o r  MW-86). 
ilf th i s  aaount, only 45.143 ($6,199,935) w i l l  be spent on the direct  c a t s  o f  
training v i l lage health volunteers and v i l lage health - c icators, and only 1 I , S %  

($1,559,000) w i l l  be spent on support costs of the training program, f o r  a total 
cost o f  trairairrg o f  !Xi% ($7,758,911) of the to ta l  cost, Tihe owcrall ten- 



Pmjectgd Casts cf the National PrJm~y Heal Srh Case Brmgrm i n  
Thailand h~rirrgs the F i f t h  Five-Year k v e l  t Perf& a ~ ; 2 -  I 986 

tlllantber VHV TriiSned 

Nmber WHC Trained 

Direct Training 

year cost o f  supporting PHC f i e l d  ac t i v i t i es  i s  $5,973,802, o r  43% of the tmltal 

cost o f  the ten-year program. The annual cost o f  iupport f o r  the PHC P r o g m  i n  

1986 w i l  l run $693,535, or about $1 2.60(fi290) per volunteer per year, mpmsewating , 

42.78% of the total budget f o r  the PHC Program. Maintenance o f  the overall  IPHC 

Program i s  expected t o  run between $1 ,6002000 to $2,000,000 per year or mm, ilQ- 
pending on the level o f  ac t i v i t y  generated and supported by the program. U 

Uhen the ten-year BHC program costs and projected costs given above are 
combined, the average cost per volunteer trained and supported cams to $27.51. 

C 

This i s a very low cost - i f the vol w e e r  3 indeed adequately supported so Ula k he/ 
she can e f fec t ive ly  serve his/hcr v i l  lag@ neighbors- Adequate levels of sr~splpeart 

(I 

and technical guidance need to be continuously monitored fo r  the National Psimm 
Health Care Program t o  achieve its aim andl t o  Rave inqact on the healeh a x e  

igopullation i t  aim to  serve. 



Table 15 prvvides an overvim o f  the sources o f  Funding by hr'ch We Myail 
Thai Ciovemmcent financed the imp1emenQ tiora o f  the National Prirmaty Heal th C;6um 
hwject  during the yearn 1977-1981. The Royal Thai Gowe a j l o a * d  81*255~522 

fmmn the Thai National Budget during t h i s  period, and negotiated a developlent lodn 
which provided another f1.000,M)O fmm the U.S. Agency f o r  International Dewlop- 
lnent t o  cover some pmgraca costs f o r  the t ra in ing o f  v i l lage health ~ m ~ n i c a t o r s  
and v i l lage health wlmrteercs. VRepefoe, tihe Royal Thai Gowe assumd finaPai* 

a 

cia1 respons~b i i i t y  f o r  $2.255.522 o f  the total $5,646,64Z.or 39.94% of the 

cost. $3,391,120. o r  M).06%, was pmvnded as grants to the RTG. U.659.580 fm 
U.N.1 .C.E.F. and $731,540 fmn the Uorld Health Organization. In the F i f t h  FSve- 

- Year WveIopment Plan period, #9B-l9&, the Royal Thai Gove 
implernentstion o f  the v i  11 age health rol unteer scheme to cover iapoverished amas 

. on a p r i o r i t y  basis, and mst l i ke l y  ui ll not  require external funding for the 
program. 

Table 15 
Source sf Funding for Hnpl mentat ion o f  Thai land "s  Hatianal 

Primary Heal ti Care Program, 1977- 1981 

Source [ Contribution &r ing 1977-81" X of Total Cost 
RTG Financed: 11 

11 
Royal Thai Government / 

I 

(WPh Bud92t for PHC) 1 $ 1,255,522 
1 

BIISAPD Loan I $ 1 ,m,ooo I 17.7m 

SubtoQl 
Grants : 

UilICEF Grants 

!lorld Health Brgani zation 

Subtotal 

I 

f 2,255,522 

% 2,659,588 47, la 
$ 731,540 12.96% 

$ 3,391,120 1 60,86% 

39 m94%1 

I 

Total Costs 
It 1: 
I( 4 5,646,642 11 I m . 0 ~  



TRAINING HI WIVES, SANXXARIMS , NO P'RB\@rITIOES 

The wechakorn pardlphysician training prvrgrarn of the Lmpaw Iteal th Dewelo 
PmJect i s  the key feature that undewent the greatest adaptatqan in the rraglfclatiim 

psocess. Nechakorn i n  Lampang were deyel oped f mu etxisting health manpower of the 
Lmpang ProvincP'al Hospi t a i  and wral heal tlh fact1 t t i es  -- p~edmf natatly micl[wives, 
sani tartan health workers , nurse aides and nurses. The caaripetmcy-based tralndng 
approach proved t o  be effect ive i n  developing pa~apliysicfan s k i l l s  t h e e  t y ~ s  
of health workers, and the tralning materials and nethods developed fn empan!: WF@ 

used by the b8PM i n  planning and implementing t~ di f ferent  paraphysicdiaar tralralng 
programs: (1) Hurse Practitioners (6 months t o  12 months) and (21) U s f c  56edicaB Care 
Training for Midwives and Sanitarians (4 months t o  6 months). 

Nurse Practi t ioner Training Program 

u The f i r s t  nurse practitioners t o  be trained i n  Thailand were traSn& by bhida l  

University as early as 1973 on a p i l o t  study basis. They were trained by the Faculty 

o f  Medicine a t  RamzrthiMi Hospital and, later, p a ~ t  caf t he i r  t raining was canducted 

by the Faculty of Pub1 i c  Health, Mahidol University. The successful training an& 
deployment o f  wechakorn paraphysicians i n  Lampang added impetus t o  the increasing 

acceptance by the medical and nursing coamnities of the paraphysician or  physScian 

extender concept. By 1977, N P H  leaders were promtirag the planning of new training 

programs t o  produce paraphysicians t o  help f i l l  the gap i n  the delivery cf medical 

care services i n  m r a l  areas, While the medical cammni ty (represented o f f i c i a l l y  

by the Hedical Society) was not strongly i n  favor o f  medical care training far mid- 

wives and other auxi l iary health workers, there was a ready willingness t o  support 

the concept and training o f  nurse practitioners, pr imari ly f o r  assigment t o  dSs- 
t r i c t  hospitals and t o  provincial hospitals. 

H i th  a law-interest developnent loan made available by the United States 
Agency f o r  International Development (Primary Health Care Expansion Project, 

1977-198l).the WPH set out t o  t r a in  900 nurse practit ioners f o r  deployment t o  dis- 
t r i c t  hospitals and provincial hospitals. The long-tern goal o f  the WPH i s  t o  

assign a t  least one nurse pract i t ioner t o  every d ists ic t - level  health f a c i l i t y  i n  
the country, giving f i r s t  p r i o r i t y  t o  d is t r ic t - leve l  f a c i l i t i e s  without physicians. 

Nurse practit ioners a t  d i s t r i c t  hospitals and d i s t r i c t  medical and health cen- 

ters are responsible for providing di rect  nedical care and f o r  supervising the 

provision of  medical and health services frm dis t r ic t - leve l  health fac i l i t i es .  

When a doctor i s  present a t  the faci 1 ity, the nurse pract i t ioner works under hisher 
s u p e ~ i  s lo", assmi ng his/her responsi b i  l i t ies  when he/she i s  absent. The nurse 
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p r a c t i t i ~ n e r  generally acts as head of nurses For the d i s t r i c t  hospital and super- 

vises the nedical care, health promotion, and disease prevention work of health 

workers a t  the subdfstrict-level health centers and the anlidifery centers at= both 

subdist r ic t  2nd v i l lage levels. klhenever a physician i s  not present a t  the d fs tv fc t  

hospital, the nurse pract i t ioner generally functions as the supervisor of the 

faci  1 i t y  and coo~dinates i t s  overall  ac t iv i ty .  tiurse pract i t ioners $6 the national 
program, therefore, are basical ly p r ~ v i d i n g  the same range sf services and are 
assigned the same functions as wechakorn pavaphysa'cians a t  d i s t r i c t  bospi tal  s i v l r  

Lanpang . 
The nurse pvacti t ioner t ra in ing progrim that  was developed a t  bRidoB Ulnilvelr- 

s i t y  was o r ig ina l l y  directed t o  service i n  a large hospital, l i k e  Ramathibodhi 

Hospital i n  Bangkok. Therefore, the course was strong i n  c l i n i ca l  caw  t ra in ing 

and emphasized early detection and screening o f  raaedical care patients, but d id  arot 
mphasi ze health promotion o r  disease prevention ., 

Uhen the trainir lg program was revised by ffahidol University and the WPM far 

t r a i  n i  nq nurse pract i  tionerrs t o  serve i n  d i s t r i c t  hospitals , the t r a i n h g  matcrSial s 
used i n  the !!ahidol pmgrm and those used i n  the Lampang wechakom t ~ a i n i n g  pragrak~ 

were rev iwed and revised t o  develop a new cu r r i cu lm  f o r  the t ra in ing o f  nurse 
pract i t ioners f o r  d i s t r i c t  hospitals. 

hurses already trained i n  public health are given a &month t ra in ing course 

~ h j c h  emphasizes medical care and administrationu Kurses without previous t ra in ins  

i n  public health are given a 12-month course which includes clinircal care, ahiniis- 
t ra t ion  , and pub1 i e  heal th. 

L ike  the wechakorn t ra in ing program, the nurse pract i t ioner  t ra in ing pmgrm 

equips nurse pract i t ioners t o  delineate medical problems (differential ""diaposis")) , 
trea t  most medical probl ms, perform minor surgery, handle m s t  merrgencics, manage 

some types o f  abnomai deliveries, perfom episiotmies, inser t  IU3s, carry out HWl 
FP act iv i t ies ,  supervise other personnel i n  medical and health work, and a h i n i s t e r  

a rura l  health f a c i l i t y  such as the d i s t r i c t  hospital or aedli~al and health center. 

W l P i  1 e the i4OPW made a strong commitment and secured fundins t o  train saae 9W 
nurse pract i t ioners during Yhe period 8978 t o  19831 , d i f f i c u l t y  was aencak~ntewd i n  

having nurses released for the 6 t o  12 m o t h  training program and the WPM training 

targets were not achieved, as can b@en seen i n  Table 16, 



Training Targets and Achi evments of iiaPMI 

The #OQH trainiing target for nurse pract i t ioners trained um&r the E A I C -  

financed Primary Health Care Expansion Project was o r i g i na l l y  sat  a t  !5&3 far the  

Genty provinces included i n  th is  development pmgrm, This target was l a t e r  

revised t o  495, including 280 nurse prac t i  t ioners t r a i ~ e d  i n  the one-year course 
f o r  those who had no previous pub8 i c  heal tR t ra in in? 3nd another 215 i n  the s i r -  

insnth course (for those who were already prrlblk healltbr nurses). .i 

Basic iiedical Care Training 'for Midwives and Sani tarfan  Health Markers 

The second "weehakorn-"9 ilke'"traai n i  rag course eseabl i shed by the FDIPIHL was f a r  

t ra in ing auxi 1 iary midwives and sami tarians ( m s t l y  miickuf ves) i n  basic mdical  ciare- 
ll 

Far the henty-province Population Project, a t ra in ing target sf 2,250 trainees was 
r 

set. by 1981, 2,282 had been trained. The estimated cost of t ra in ing miduiwes [or 
* 

sanitarians) i n  the short 4-mnfh course i n  basic medical care i s  $685 per traiiriaee, 
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Table 17 

Comparative Uni t  Training Costs of  the Larsrpang Health 
Devel opnent Project and the bfOPH National Programs for Training Primary 

Heal ti1 Markers, Nurse Pract i  ti omgs, ;'lidwives and Sanitarians 
i n  Basic Medical and Heal t h  Care 

t4eal" :I Post Volunteers o r  V i  11 age 
Heal t h  Volunteers 

Heal t h  Comunicators 

Tradit ional B i r t h  Attendants 

Nurse %echakorn (12 months), and 
Wrse Practit ioners (6-12 mnths) 

Hidwife and Sani tar ian bJechakorn 
( 12 months) , and Midwife and 
Sanitarian Basic Medical Care 
Training (4 months) 

of personnel o r  t o  expand the functions o f  existisraq categories o f  wtsonaael m y  rean 

nationwide replication. The Thai Winisfry o f  Public Health kas emthac%n& W S ~ S  for 
repl icat ion of these features i n  a number of ways, such as ( I )  sRoHening the period 

of training, (2) paying lower levels o f  stipends to  trainees, o r  pyiw - no st9pmd 
or perdim as i n  the nurse pract i t ioner  t ra in ing pmgrm, (3) using exist ing govern- 
ment personnel t o  conduct t ra in ing courses, and (4) developing the eslrricuTa and 

t ra in ing materials f o r  the nationwide program frm hasic curr icu la and t ra in ing 

materials developed i n  p i l o t  o r  demonstration projects l i k e  the Lmlpamg  heal^ 

Devel~pnent Project #hi ch had a1 ready developed and tested materials for training 

and which were easi ly adapted for the national progrm. 

COmUNITV AND PRIVATE SECTOR PARTISBPATIOH IN H W T H  

"Pine concept o f  P)S@ i n  Thailand was developed fm our experience 
~ a i n e d  i n  attempting t o  solve the health iprcoblms of the people 
i n  the m r a l  areas who have been undersewed by theaove 
health services delivery system- A basic concept i s  that 

- He1 ping t o  develop 
e l i an t  and sel f -  

supporting. t o  the extent possible, i s  a basic concept for 
strengthening the overal l prOgrmw (Desauasdi , P., 1981) 



The natisnal health pchlfcy f o r  the  Fourth k v e l o  t Peb*iod spec if id five 
guideliner; far implmentat~on o f  the policy, and one of these gufdelines states 
clearly: "Encwrage p ~ b i  i c  particZpatisn o r  self-help 
the dewelovent of v i  1 lage health volunte@rs, vd 1 lage health c 

n i t y  o ~ a n i ~ a t i o n s . "  "3s is central strategy sf the Primary 

Health Care Pmgsan. The policy and plan concerning v i l l age  health wolunteeps, 
cm~a.pdnicatsrs, and camittees has been carried forth t o  the F i f t h  Five-Year hwelop- 
nmt Plan where i t  i s  given an even higher pariorlty, now strongly endorsed and 
p m o t e d  by the national Cabinet and the OSESE, i n  addWon t o  the M'IPH, 

Beyond the extensive levels o f  c n i t y  part-icipation i n  Rsalth mat w i l l  
resu l t  from the t ~ a i n i n g  of nearly 5CB0,m willage health ni ca%srs and w i 1 8 
health volunteers, including t h ~  establishment of a v i l lage health cambttee i n  
every vi l lage, the PlBPDi; pol icy and plan continues; t o  prsmote the! trainjngl of tradP- 
t ional  b i r t h  attendants and other indigenous healers, including herbalists and 

druggists. P i l o t  projects are already underway to sWdy var iws  herbal md+cincs 
and t o  en l i s t  the cwperation of herbalists and other indigenoasls practit ioners to 
receive t ra in ing and to  part ic ipate i n  ~airanry health care act iv j t ies.  wfmks kwe 
made a f o w l  request f o r  t ra in ing i n  medical care, and the Faculty of Public Wealth 

o f  illahidal University has fabraced an opportunity to t r a i n  mb i n  md ica l  care 
under a new p i l o t  program. 

Private Sector 

The national health pol i c y  and plan p tes the invslv t of private Ral th  
care providers i n  the Primary iiealth Care Pmgrra%. Vrad i t ieml  birth attemdan%s, 
t radi t ional  practit ioners, herbalists, and other indigenous health care prosriden 

are encouraged t o  participate, as n a t i o n &  earl ier. Additimal'ly, the WPH has 
encouraged the cooperation of druggi s ts  , applyiiflig one o f  the approaches dalucelargd 

i n  Lampang. Depending on local conditions and health leadership, the pr ivate 

sector has played varying mBes i n  the provision of funds, manpower, supplies andlor 
equi wen t  f o r  water and sanitation programs, v i  l 1a5e health volunteer orrppcow"l 
programs, and nu t r i  t i o n  inpmvement pmgx 2s. 

One of  the nest notable contributions made by a pr ivate oqanizatiarn ta the 

SOPH pol icy and plan has been the notoble family planning serwices prawidd i n  b* 
rural a3d urban areas by the Community-Based Family Planning Services (CBFPS) 

organization. In  same provinces, t h e  CBFPS organization t ra ins  willage hehalth 

volun%eers, and monitors and coordinates t h e i r  act iv i t ies.  CBFPS has ina~owatiively 





"RJi 

Care Progmnm, continued e f fo r t s  are cer ta in t o  be mde dars%wg the F i f t h  %aeva;la~nr"dt 
Plan period t o  encourage I x a l  f inancing of primxy health care services. The 

netwsrk of v i  1 l age val unteers and heal t h  comi  ttees provides an invaluable stmcXlaam 
and organ-Ezaltic~n far fostering local  f islancing of .)Peal th  casz. 

THE NATIONAL HEALTH DEVELOPMENT NETUORK 

Beyond the specified key features of the Lampang Health Dewelovent Project, 

there were a number o f  notable approaches impl-need by the Pmject  i n  i t s  rum1 

heal th  deveioment e f fo r t .  One s f  these appmaehes @a3 ~ B S &  3ri the eo~czgt  that 

mre could be achieved by col laboration between univesss'ties and the WFH than 

could be achieved by working independently, even iiF towrds the s goal., The 

Lampang Project es tab1 i shed a close c o l l  aborati ve fra r k  ktween the WPH and 
CRiang Mai Wniversi ty  , between the mPH and the NIW, and betwen t h e  WPH and a 
number of other universi t ies w i th in  and outside of Thailand. Medieal educators fvm 

universi t ies part icipated i n  the t ra in jng pmgram fo r  weckraksrn. along wjth mPH 

personnel, and evaluatidn special ists f both Chiang Cdai Un i vea i t y  and WIOA parti- 
cipated together i n  the evaluation and mnitsring acctivigy c%sf the Project, "Be 
technical expertise of wniversi ty gersssllnel enhznced the WPH actitaS t ies uiradexrtaken, 

and the f i e ld  experience gained i n  this collaDbosative ef'bQrt enrich& the education 

and trainPng pmgrams of the univessi t i e r .  kyond t h i s ,  the historical dupl icatSon 
of effort and inappmpriate use of l im i ted resources available that result& fm 
the IYBPH and universi t ies owra t ing  indepndently cazuld be owere: by eol 1 abrati  ve 

e f f w t s  $O w r k  m a r d s  ca=n goals whiile k n e f i  t3 rag the special Sn@ns% of each, 

During the  F i f t h  Five-Year Economic and Social Desrelopnt Plain m~'fM, 1982- 

3986, the National Econmic and Social Develomnt Board w i l l  i m l m e n t  the Swial 
D e v e l o ~ r a t  RetwrPrk Project  a t  IFYESBIB for the purpose sf dewelaping closer m'lti- 

sectoral, ml ti-agency eol 1 aboration and, w i th in  t h i s  f c r k ,  developing closer 
co l lah ra t i sw between universi t ies and agencies of the RTG- Under the Sociial kvelap- 
nent Network Project, various ministr ies involved w i t h  %ocial develogpnent w i l l  

csll aborate closely on cs n progmm. The key ministr.lies are the Ministur~p o f  Health, 

H in is t ry  o f  Education, Ministry o f  4gricrjlItrere and CwperaPives, and the M i n i s t y  of 

I n te r i o r  (C  nity Dewelopnt  and Local Adbnsinistirati~mr)~ The NIESW, Burmu o f  <the 

Budget, and C i v i  1 Service @ issiori w i l l  also partr 'eipte i n  the wrk of the Social 
k v e l  oment Netwrlk Center - 



58 
The Hea1rs;R k w e l o p n t  Neihrork being created under the NESDE Social kuleEo 

Memrk  Project w i  l l effect a close eel laborat1 we mlatlionshf p kweera the Bprtmaaa rraf 
State Uniwersi t i es  and the Ministry ~f Public Health, and wi l l  effect ively colrprd61rsizadl;e4 
collaborative efforts, such as the t ra in ing o f  nurse pract i  t f  onen. The mjor smas 
for col laboration between the WPM and the Bureau off State U n i v e ~  i t i es  w i l l  Heat$Dn 

Services and Manpower Developrrsent , including the stmngEihening o f  health services, 
manpower education and training, cantinuing education, arrd heal M services mseamh, 

'd 





"Health f o r  al l  doesn't mean that  i n  the ~ a r  2000 w i l  F 
be sick or disabled, nor d ~ e s  it mean that i n  Ithe p a r  20EB41) 
doctors and nurses w i l l  1 provide r;ne<dical -pepairs f o r  evea*y%lzrdy 
i n  the world-e, It does mean that health wins a t  b ( e ~ r  i l~ 
schools, and i n  working p l  aces. It does Mean mt the &seeoplar: 
w i l l  use better approaches than they do nova f o r  p r e w m l i ~  dl$- 
eases and a1 lev iat ing unavoidable i"llness anb dlisabili ty, and 
better ways o f  grwi iig up, g r a r i m  old, and dying gractzhl lyea (T~~hinda.  

198lXJuly) 

H W T M  SVSTEH IWLIUTIO6 OF BUEPCICRPIQ[H 

The strategy and the key features o f  the kmpaql Health Oevelomrrt P ~ J & E C ' ~  
were designed to  meet the exist ing needs o f  the provincial k a l m  care del ive~lry s y s t a  

i n  Lampang so that  i t  would have the capacity ta reach and serve a ~sragarity or;" tk 
rura l  population. The key features o f  the Project and other c 

v inc ia l  health care system must be viwd as muwally supprti ing wra o f  We mle 
system, and not as separate parts whEch are indepmdent of one anatlhrerr, 
health volunteers and health c ittees a t  tihe v i l lage Bewel sperat;dir as a vi l lage- 

based network f o r  primary health cam services delivery which i s  an ex&msion of 
the provincial health case delivery sys tm and i s  functionally l i n W  ta the rest 
o f  the systm by crucial, mutually nsuppsrting rrelationships &-en k a l t h  past 
vol unteers and yechakorn paraphysi c i  ans and other heal t h  w rke rs  a t  sur;rdSstrict 

health centers, and between t rad i t iona l  b i r th  atterada~nts and gowermnt rd&lwes a t  
the nearby m i  &a' fery centers, W ill age Real t h  post wol uirteers a d  rural k a l  t R  per- 
sonnel are functionally and in tegra l ly  l ink& to $he res t  o f  the s y s m b y  operatiq 
mechanisms f o r  pat ient referral ,  supervision and technical guidance, infomtion 
and reporting, procurement o f  materials and sappplies,, aDldl other logistics o f  the 

system which provide the means t o  hold the system together, to keep e 

the system "an course" i n  t e r n  o f  health grogrm, and to  foster pmgrarsl effectiwem 

ness and efficiency. Functfonally they are lfnked and i n t q m t e d  under a single 

health care aalwinistratiora which cams under a single aaoshhority, the Office o f  the  
Under -Secretary o f  the Mini s try o f  Pub1 l'c Heal th, 
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These m in t s  have a bearing on both the interpmtat ion o f  evaluation sssul t s  

and on planning far mssible ""neglicaOi~n" of pm,fect key feawres els&ere* The 
evaluation results that are reported i n  th is  mnograph and i n  the preu i~us three 

mmgr;rghs represent i n  general t e r n  the c s i t e  effects o f  the kilamtpang Prajecfkw s 
key features and a l l  the cmpanento of the ng provineis': health cam systw- 

The implkowemasntr observed i n  the capacity sf t h e  systenn 08 reach ataod serve the 

wlajsrilty of the population, the changing w t t ems  lain the selwtiom, PFOV~S~GIIR, allild 

u t i l i za t i on  of health services, the impact on the enwiuomntat coMitions and an 
the wp la t i on ' s  health. and the changes abserved i n  the owerall costs o f  the health 

system i n  many cases cannot be attributeail t o  any single key feature o r  cmwnent 

of the provincial health care system. The changes observed f sequently represent the 

cmposi t e  effects of the ent i re system. 

It i s  impartant t o  consider the inter-re'llatio!nslhips that are i 
structural inter-relationships, with w r t i cu l a r  referenee to  the infraslmctuse of 

the health system, and functional inter-relat4onships, with p r t i c u l a r  r e f emce  ts 
&Re interactions and functlsnal l inks between the various cmponents o r  key f ea tu r~ r  
of the system. To the extent that"  these are mutually supporting and interdepndent 

components, one cotmwnent o r  key feature could not ibe e x p w t d  t o  ~ r f o m  as effectiwe- 

'ly i n  another system if the reeeivimg system did no't also pmvide for the same lervllirl 
of  interdewnlrirnlt and m tua l  l y supprtirng re1 atiornsihi ps with other c nts of the 

system, For example, the primary health care neltwork a t  the willage level ap?bDcs 

most effect ively when there i s  a strong aeglationship betwen the villa!@ health 
volunters and_+Ae wshakom paraphysician and between other health mrkers bgi the 

subiC%strict Ihieallth center or midwifev center, I#Quld the priarnarry health care neworsk 

a t  the vi l lage level function as effectively, or function a t  a l l ,  u i t h w t  the suppart- 

fng ro le  of  wechakorn garamysicians and other health mrkers a t  the heslth cerater 
o r  midnri ferb center? Similarly, the heal t h  center s t a f f  could not. hawe the sam 
efdgctivengss i n  operating c nity-based health services witshout the supwsting mle 

n i t y  heal th volunteers . 
When replication occurs, BstR structural and functional inter-relationships 

mrt be taken in to  consideration. Too often, processes o f  rreplicatioiflr psovide for 

stmrctural inter-re\ a tionshi ps w i  t h w t  appropt izte'l y or  adworatel y considering the 

functionit1 inter-relationships. Both are important. But f inct ional  inter-mlaitickn- 

ships are part icular ly important i n  E e m  o f  effectiveness and eff ic imcy o f  health 



p m ~ s ,  Far 3aam~, what coas?d lhse e x w W ,  giwea the iabwev Cb * 
prirsurr~ b P a P r i  a m  mblFBt were rep\ i c a t d  i n a c t  bast *P"B~ them akas rpa, mWs8fy 

local DrrsPle%r m - 3  T k  
i n  am inrSemfw, 12-nth. mcy-basled training gmogtren l r a ~ w  

raorrqbe of services a t  mra l  W l t h  centem a d  they ears condCrrct a 
n i  t y  health semi 

t m i n i q  aalpitiasird hirala discase pment.8ion, el 4 wt-3 
* 

i n  ather areas be pmvided training o ~ r W n i t i e s  to develop tihw sare kawe of @am- 
b i l i t i e s  r s  maphysiciaars i n  terns sf their  cl fnfenl arod )oealt%r skills, 

a 

Chapter 4 &tcwmn?zd policies and plans for  bo Nve-Year t Y 

Pzriolrbr of 1977-1981 and 1982-1986. Cost iyplieatioms rsQ imp1 
P r i m a r y  Hr?arltA Care Program nationride w e r e  taken inta, comidemtjon in  
the plan and in  winning support fm the Cabinet, the Mtdonal Ec~naaic and Sarial - 
Dewelopent &~rd,the breau o f  the audget, and the Civ i l  Service ssfon. Imple- 

m e n t a t i o n  o f  the plan i n  thar past fwr years has ssfm fwr lthe s a n f p f  nt 

sf the n of  vi l lage volunteers trained, the govermmtas ttomcigrm 
grim, and the govc t a l lout ions to th@ p m g r r .  ~ u t  h e  costs of apaM4q the 
system i n  the next f i ve  years and sustaining i& cannot k biased only on the Iwer a t s  
experienced i n  the f irst four years. 

The overall ten-year plan fo r  develspim primry 1wal t h  care i m  ThailaRd M d i l l  cOJO; 

a%wt S46 m i l  1 icn &lUars,rsith 81% of th is -unt a l  located for suppr t  af Cdeld 
primary health care act iv i t ies and 23% allmated for training of vi l lage b l t h  
volunteers and w i l l w e  health 

In  Mw first f i ve  years of M progras~ imp1 
abso (financed) 72% of  the costs; only 28% of the cost ~ m w i d d  in  the 

m 

f01m o f  grants, mostly dram UWICEF ardl WO, The WTG gives a high pr io r i t y  %o the 
the cabdnetk recent a l lwat ion  of a m s w i a l m  ap% 

t ion o f  the PWi p c g r a  i n  i ipomisked anas, own. and 



But, what factors should be considered and what assmptions should be aade ius 
estimating future costs o f  the program, particular"! y when nearly a ha'! f-dl i i o n  

v i l lage health wolunteess and health c nicators w i l l  have been trairaed to serve 

i n  nearly 50,880 w i l  llages"?i lll costs remain as l aw as they have been duriimg 

the early years wi th re la t ive ly  low levels o f  act iwi t y  and rates of u t i l t r a t i a n  

o f  primary health care services? The eosting exercise s h ~ u l d  take inm account the 

general but consistent and clear trend o f  increasing u t i l i z a t i o n  o f  PHC services 

over ,time. 

I n  Lampang, the PHC ac t i v i t y  a t  the v i l lage level  was re la t ive ly  lsar i n  the 

early years of impleanentation but there has been a clear and consistent tmnd 

towards greater and greater u t i l i z a t i o n  o f  the primary healt i  care canponent of 

the provincial health care system, As seen i n  Figure 3 o f  Wnograph 2, the awcet.rac?e 

number of medical care and family planninq contacts ~r health plo~_t-wolunteea doa- 
1 ed i n  the f i r s t  two years of service, and doubled algain i n  the next two years of 

service? The slope o f  the increasing average nwrmkr- of these contacts per volun- 

teer has not ye t  begun to level  off, and the increase In volume of HPV-provided 

services continues, If the experience i n Lampang i s  any indicator o f  what could 
be experienced i n  the National Primary Heal t R  Care Program, one shauld expect sub 
stant ia l  increases i n  the average volume o f  services provided per volunteer, mean- 

i ng that  the average costs per volunteer i n  the f i r s t  years o f  the Pmrranr skrould 

not be -- i n  absolute terns -- the basis f o r  addit ional budgetary al locat ion i n  
l a te r  years of the pmgram. It i s  ent i re ly  conceivable, based on sbserwatiorns frme 
Lampang, tha t  the costs o f  surpportinq v i l l age  volunteers w i l l  not fol low a l i near  
pattern as more and more volunteers are trained, but that  the costs o 

wolunteers w i l l  follow a more exponential pattern as-the dmand f o r  serwice in-  

creases and as each volunteer provides a greater and qmater volum sf services- 

per year. 

P t  i s  crucial  t o  the success o f  the National Primary *a l th Esse Pmgrm that  
the support needs of the v i l lage volunteers be carefarPPy mnitoredl, be r q u l a r l y  

reviewed and assessed by senior MOPH leaders, and be reswnsiwely attended to  as 

soon as possible when support needs become apparent. 



Mith the w0'0une o f  services g m v i d d  by health post voluontr?em e x p m d i ~  tach 
year and wdth the average nmber o f  contacts per volun-r d l r t u b ~ i ~  awery ymfSlp 

volunteers have s signs- o f  Noverload*. I t  ifflust bas r red that  they 

are, i n  fact, volunterrs -- and most sf thesla have stbr oecorpations tbt are e$s@mm 
t i a l  t o  family survival. The voluntary system has wv~rkeb r%asorrab%y ml)d in Laipasrw, 
with at t r l i t i on  levels to date remaining belaw 20% even after f i v e  years of waluaa- 
Wry service. But as the demand on volunteersa time becomes greater f o r  praw9d- 
ing primary health services and as they ;are distracted m r e  and m r a  fraa thef r 
occupations ,one might anticipate ei ther (1 ) i ncr@as;e<i rates o f  a t t r i t i o n  as 
wc~lunteers face the didf i c u l  t real i ti es o f  "Survi wall ,, gar t icu lar ly  i n  times of  mrlld- 
wide recession and double-digit i n f la t ion  ( i n f l a t i on  i n  ThailaM over the sp;iast 
seven years has ranged from 9% t o  20% per year) ; or, (2) the need ta cmpeinsatrt 

"volunteersn for the i r  sewices, SO tha t  they can :VIXf(@edl continue to provide 

primary health services. In many countries, grillsaaw health workers do receive 

some type of compensation for the i r  services. Given the rea l i t i es  of our timer 
and the experience gained i n  Lampang, there may be a i w  Thailand to &welog 

the means for sustaining v i l  lage volunteer perfornrolance thmugh chpnsationa o f  

sane type. 

It i s  highly advisable f o r  MOW planners and pmvincia"9eal t h  mnagers U 

launch m r e  p i l o t  o r  demonstration projects on the t o f  local  f imanciq of  
primary health care prograns, whereby not only the casts of csrmnunity health 

"programs and prin~ary health services are financed local ly,  but where the sugrgort 
sf the v i l lage "volunteer-s" can also be provided f o r  mintaiming the i r  r o l e  and 
f o r  sustaining t he i r  expanding vol m e  o f  services. 

Primary health care progrms i n  each province should iden t i f y  and develop m- 
o r i t y  v i  1 lage-level health programs such as local waiter supply progrms and nut r i -  

t i o n  iwpromwat programs. For health programs to be more effective aim reaching 

those most i n  need o f  services and i n  providing the needed services m r e  e f f ic ient -  

ly, a greater degree o f  technical guidance for health workers iia the rura l  heal t R  

centers and For v i l lage volunteers and v i l lage health c i t t x e s  i s  needled. In 

the case o f  empang, the types of programs for consideration on a p r i o r i t y  basis 
could be: nut r i  ti on improvment programs ; water supply progrms ; heal th education 

programs concerning treatment of drinking water, maternal and ch i l d  nutr i t ion, and 
food selection and preparation. For health pssgirms w i t h  a broadly scat l terd or  
general Parget population, mass media should be used for education-info 

nications act iv i t ies,  i n  addition to invokislgl the tmhendlous ptent ia l  of 
v i  l lage heal t h  cmunicators, 



The Strategy and apprsache~ tested under the Lmwng Health &vet o w n t  Pm jec cr 
are already over ten years; old and the basic assumption om wlhjcsh PmJeet gl&paaxi~ an~sld 

implementintion was based may, i n  fact, be f a r  too narrow i n  scope anil sbrt-vilsiioned 
i n  devel ement perspecti yes. 

Few Project observers were surprised that  I f ttle ef fec t  was dg.kwtedl i n  terns 
o f  impact of Project interventions an the ppu la t i sn% Mlhealth status, a l m u g h  heals 
interventions can make a di  ffemnce, sometimes, given the "sight" sordl.ii tiorrs. But 
the linkage beheen "health services* and mhealthm may not be very d i r ec t  or e%@oe, 
as there are that other factors whi& h u e  3 much gscgaaXe!r influersce on he~l ikh sUWs. 

Health sraPus i s  more closely keyed to levels s f  pvcrty a d  fmi ly  i n  

o f  education, and t o  envi man- l  condd t ions ( i rsl udi mg tlre social and inter-ggmo8wl 

envirsmen*,, not only the physical emyimplvanent) than i t  i s  9Q healm seuviicarsm 
1 

The point  i s  t h a t  the scope o f  health develslpasaievrt exWnds far k y o d  the i 

capabi l i t ies of health professionals alone. Plannim f o r  health developent sbuld, 1 
o f  course, inci ude heal t h  prof essioml s because o f  the relat ionship be&wn health 

and health services, and between health services and, health dewelapern?t; but the 
process of heal th deve loprsent -t address the lllore basic factors inf luencf rtg k a i  %h 
-- par t icu lar ly  the factor o f  poverty or law fmi ly (or  personal) incme. To aver- 
come the problem of ~ w e r t y  o r  law family ins: generally inwolves ducation or  
training, and o t k r  social and technical processes. Ps~hological  facwirs a& per- 

sonal behavior have an important influence on health. Pmfessiomls f 
of social, behavioral, poHi t i c a l  and sther s e t s r s  can play an imprunt  mFe i n  

conceptualizing and planning heal tk  deuelognmenat e f f ~ c t s  t ha t  attack the m t s  of 
heal tlh probl m s  . Those i nvtal wed i w the process of mncepharl i rbng nm agpmacks 

w i  11 need t o  discard the 1 +mi t i ng  elements o f  t h e i r  respective pmfessions, ta apply 

a very broad perspective, t o  plan inrsavatively, and to imp1 nt cmprehemsi we1 y, 

Al though "mu1 ti -focal " ppl awni rmg 61 so may not be enough, these processes are clearly 
needed because they force one to  think beyond t r a d i t i o m l  o r  csa~ventional ~ t t e r n s , , ~  



w 
The rec~mt cscat4an i n  fhaSlad nf thc Hatiom1 Health k v ~ t ~ w m f  Memrk 4% 

p ~ r % s f ;  Sm the "r3ghtm df metPaon, and the Natf@~@l Malth Wve'ler~mnt &%mar*k Cs 
baaadd by a far-think.Sng, ~meptBvbO fwnowiatSve aclld c~-atSve lea&o-, Thf s f s (i8 

pssmisfng develo t an the long road to  bwd-bas& and Ism-lastiaag health 

Cewel o m n t ,  

The authors do not puwrg ta  knw the wa;gr, only mat the way mst k fwnb 

if Reslth develomnt and "hmlfh for a1 1" am to  bec anyth f ng bt sl ogaws, 
As 

The way cannot be tmdden alon@,farr bmatd-baas& csllabration i s  esseatial- The 
Lanapalng exprience has lexmgpl i f  ied to -my the advances tbt can be aarade, ewem 4n 
a re% a t i  vel y short period , when braad-based co'h 1 ah~atriana i s  seriously under$;a k@n 

i n  a spirit 09 sharing, i n ~ ~ ~ & ~ w a t l l ~ ~  and Iwming tageth~er~ Such csllahratiolra * 

should be continued bemeen gove 
government and the private sectws, hzwgefi cwwBrPes a d  be d 

i s  l i t t le  to be Isst, and them 3s wesy mch, iaacr%wol, that cam be ga4ad. The 

Lmmsrg Pmject has takesl a omall step, and the way has be rl earer, b n t i n u d  

and expanded collaborati~n m y  spark the n d d  treataiwity ta go wptiatboaa 

and to  lead the way, real istically, Sto health for a1 1, 
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