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I. EXECUTIVE SUMMARY

A three member team was recruited to carry out a final evaluation of
the nine-year (FY 1978 - 1986) $6,483,000 Thailand Rural Primary Health
Care Expansion (RPHCE) Project (AID No. 493-0291) being carried out by
the RTG Ministry of Public Health (MOPH). USAID assistance was provided
in two phases. The first phase, implemented in 20 disadvantaged
provinces in conjunction with the World Bank-funded Population Project,
provided for training and a series of research and evaluation studies.
The second phase supported community nutrition activities in 1,800
village of 37 provinces beginning in 1983 and, in 1984, added a program
of diarrheal disease control, including sanitation and safe drinking
water supply in 1,000 needy villages. The team was asked to ''determine
the achievements of the RPHCE Project against its stated objectives as
well as its contributions to the overall MOPH program on PHC network,
community nutrition, diarrheal disease control, and rural water supply
and sanitation''.

Summary of Major Findings and Recommendations

A. Training
1. Findings

We concur with the Midterm Evaluation Report that the '"'level and
quality of training seem quite good, considering the enormity of the
effort". This judgment holds for Phase 2 training activities. A
comprehensive listing of training activities for both phases appears in
Tables IV-1, IV-2 and IV-3.

The MOPH has responded to the felt need of trainees by making
courses more problem-based. While evaluation studies suggest short-term
gain in knowledge, little is known about the short, or, more importantly,
long term attitudes and behavior of trainees.

lle sense that knowledge about health is not being transferred
to villagers as efficiently as it might be. If our impressions are
correct, the base of the PHC system in a substantial number of villages
remains weak. In a program of this ambitious scope and relative youth,
however, the level of pcpular understanding of PHC may well be on
course. A more objective diagnosis is required.

While the MOPH plans further training in curative redicine and
management for certain tambon health center workers, and conducts courses
for replacement volunteer village health workers, there is as yet no
comprehensive national plan for refresher training. If observational
research on the performance of health workers at the Tambon level is
undertaken, it might be a useful guide for planning appropriate refresher
courses.
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While management training has been made available recently to
District Health Officers and some section chiefs in the Provincial Chief
Medical Officer's (PQOMO) office, we feel that not all PQMO offices are
oriented adequately to PHC concepts, especially the importance of
decentralization. The original Phase 1 plan called for management
training, but it was not implemented.

2. Recommendations

Longer-term studies of performance of key trainees are required
to assess effectiveness. A plan for refresher training needs to be
developed. Such a plan should address first the village PHC structure
and its nurturing by tambon level health workers. Renewed attcntion
should be paid to reinforcing village health education through the PHC
volunteer structure. The MOPH, in collaboration with other Ministries,
should also consider the use of mass media to supplement person-to-person
health (and development) education. Further orientation of the PQMO
offices to the philosophy and current status of PHC are desirable. This
might be done in the context of routine administrative meetings, or
perhaps through special regional conferences.

B. Evaluation and Research
1. Findings

Unfortunately, research studies on the PHC effort of the RTG are
few. Of 9 studies planned originally, only 3 were completed. The major
reasons for this situation are RTG policy on the use of loan money and
USAID policy aimed at strengthening the capacity of the Health Planning
Division in research and evaluation. Because of these policies, it
proved impossible to sub-contract studies to local universities and
institutes with proven research capacity. While other studies have been
completed, e.g., the NESDB survey of village development funds, some
early learning opportunities have been missed.

While the management information system organized to monitor the
PHC program was seen operating at the local level, we are not confident
that the data is well-understood there, possibly because of its
preoccupation with numerators. Critical events like cases seen or
activities undertaken (numerators) do need to be counted. Additionally,
the number and characteristics of the population (denominator) from which
cases come or in which activities occur must also be held in mind. The
forms in use are not organized consistently to emphasize the ''denominator
thinking" critical to the achievement of targets or evaluating the extent
of coverage. In addition, collected information does not appear to flow
to provincial and central levels in a timely way. It is also not clear
that the form in which information is collected is as useful for
programmatic evaluation as it might be.
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2. Recommendations

A series of specific operations research studies on PHC
activities should be started as soon as possible. Most of these will be
contracted to interested universities and institutes in collaboration
with the Office of PHC. Renewed attention to the analysis of routine
morbidity and mortality data (special tabulations will be required) by
MOPH epidemiologists might also prove fruitful. Finally, the management
information needs to be simplified and streamlined so that critical
information on the extent of coverage is available quickly and routinely
to PHC program managers. A small evaluation cell at the Office of PHC is
needed to process this information and issue reports. Such a cell should
also coordinate the efforts of the various MOPH Divisions involved in
FHC.

C. Health Care Utilization
1. Findings

Data from the PHC system in 1984-5 suggest that the village
health workers (VHWs) are delivering a wide range of services. Access to
PHC in the original (1978) 20 provinces is estimated at 63 percent of the
total population of 17.8 million. Altogether, in '84 - '85, 4,873,000
visits were recorded by the VHWs, or 43 percent of the population with
access. Between 60 to 70 percent of visits were preventive in
character. Since individuals may make more than one visit, these data
exaggerate coverage. Nevertheless, access and activities are substantial.

Visits to tambon health centers increased between 1982 and 1985,
but only marginally, and centers clearly remain underutilized.
Outpatient visits to the district and provincial hospitals in the 20
provinces grew much faster over the same period*. The formal referral
system between health center and district hospitals appears to be working
efficiently, at least when the patient enters the system from the health
center level,

2. Recommendations

Careful studies are needed to understand why villagers are
by-passing the PHC system. Such research should consider the quality of
VHI work in the village and attitudes of the peopie toward tambon health
personnel. While the PHC system is surely growing, timely trend data
with detailed breakdown of activity by tambon is needed for management.
This information should be assembled with information on outpatient and
inpatient visits from the same geographic areas for better understanding
of utilization patterns. Consideration needs to be given to the
possibility of doing a repeat household survey, including questions on
general health knowledge and participation in PHC activities, especially
sanitation and nutrition.

*  See Appendix C, pages 3-4 for a more detailed assessment of
utilization of outpatient health facilities.



D. Nutrition
1. Findings

We have no data to assess the specific results of USAID
assistance in community nutrition activities in 1,781 needy villages in
37 provinces. Although this Phase 2 project began only in late 1983,
nutrition revolving funds have been organized in all villagrs. Our
strorg impression, and one supported by a recently publisheu National
Economic and Social Development Board (NESDB) study, is that these funds
have not proved as successful as the more numerous village drug
cooperatives*. While supplementary food is being given without charge to
severely malnourished children under 5 in many villages, mothers of
healthy children tend not to buy the supplement. The result is slow
decapitalization of the funds. In some places there seemed to be a
problem with the palatability of the supplement. In others, shelf life
was mentioned, possibly suggesting slow movement of the product.

Growth monitoring activity accelerated greatly between 1979-82
and June 1986 when just over 2 million children under 5 (about 40 percent
of the estimated target) were weighed. In some tabulations of this data,
the periods of observation are not the same, e.g., January 1979 - March
1982 (39 months), compared to October 1983 - January 1984 (4 months) and
October 1984 - December 1984 (3 months). (See Appendix E,

Reference 11). 1t secis likely that observation over the longer period
would provide more upportunity to detect malnourished children than over
the shorten periods: To the extent this is true, one might expect a
progressive fall in the numver of malnourished children independent of
overall nutritional status. Additionally, as stated above, coverage is
incomplete, suggesting the possibility of selection bias.  Other studies
in Thailand show that children with nutritional problems tend not to be
brought forward for weighing. If this is true to any extent with the PHC
growth monitoring data, the bias will lead to a more favorable picture
than is actually the case. Finally, the accuracy of weighing by VHWs
needs verification.

We conclude that however useful growth monitoring is in
programmatic terms, the data generated from this activity is not yet a
reliable guide to the nutritional status of the under 5 group. We are
impressed, however, that severe malnutrition is rarely seen in the
hospitals and villages we visited. While cross-sectional data suggests

nutritional improvement among young Thai children vetween 1981 and 1984, .

we look toward to the forthcoming results of the Demographic and Health
Survey to resolve our uncertainty on this important issue.

*  Drug cooperatives, usually located in a private house or small
neighborhood store, sell simple medications supplied by the GPO at a
small profit. Villagers invest in the cooperative by buying shares.
Many drug cooperatives have done well and have expanded into other
village development activities.
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The growth chart given to mothers for recording of important
maternal and child health information seems an excellent health education
tool. We have no information, however, on the quality of its maintenance
by mothers and health workers.

Little attention seems to have been given to the nutritional
status of pregnant women, perhaps because of incomplete understanding in
the village of the importance of maternal nutrition to birth weight. The
protection of under five begins with live born baby, mature by weight.

2. Recommendations

Until it can be shown that growth monitoring in the PHC system
is complete, reliance should be placed on well-designed, periodic
cross-sectional surveys to document nutritional change among
pre-schoolers. Ways must be found to increase understanding among
village mothers that growth monitoring is important. We think that there
is a role for the mass-media in helping the VHW and tambon health worker
transfer this knowledge effectively. The nutrition revolving funds need
special study to assess more completely their effectiveness as currently
organized. Because birth weight is a critical factor in child survival,
more attentinn riiould be given to maternal nutrition.

E. Sanitation
1. Findings

Sanitation activities were added to the Project only in 1985,
Revolving funds were organized quickly in the 1,000 targetted villages
and activities are ¢ff to a good start. While it is far too early to
judge the effectiveness of these interventions, we estimate crudely that
household availability of safe drinking water and latrine access have
increased from 17 to 30 percent, and 26 to 33 percent, respectively, in
the target villages. Anecdotal evidence suggests, however, that the
revolving loan funds may be undercapitalized and will tend to ''revolve'
slowly in the poorest of these villages.

2. Recommendations

Progress in building cisterns, water jars, filters, and latrines
needs continued monitoring. Studies of the actual use of these
facilities, especially the water jars, are needed to be sure that
appropriate behavior follows the knowledge that safe water is healthy.
The sanitation revolving funds also need examination to establish their
efficacy and long-term future.

— e — B TN
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F. Diarrheal Disease Control and Cholera
1. Findings

USAID's Phase 2 training support of the MOPH's much larger
diarrheal disease control project has been completed in the targetted
provinces with high poverty levels. Government ORS packets are available
throughout the health system and in the PHC structure, including the many
successful village drug cooperatives. Because of taste preference, and
perhaps also volume considerations, private sector ORS packets are often
purchased by villagers, and use may equal consumption of the public
sector product. Access to public supply ORS by children under five in
poverty areas in 1985 is estimated to be at least 60 percent and use per
diarrheal episode, 34 percent. These estimates of use of public supply
ORS clearly underestimate total use. Understanding of how to use ORS
seems high among village mothers. In our field visits, we found little
evidence of home preparation of ORS solution.

While some documents claim a reduction in diarrheal morbidity
over the whole population, we see little reason to accept such a
conclusion at present. We do find evidence, however, to suppert the
hypothesis that case-fatality ratios have declined over the 1978-1984
period.

Cholera control activities have been greatly reduced from the
original plan and were implemented only recently. Given the complex
biology of cholera, and the ''normal'' wide swings in numbers of cases from
year to year, it is unrealistic to expect any substantial effect of these
activities in the short run. A paradoxical result may be an early
increase in number of cases because of better reporting., -

2. Recommendations

Further study may be required to enhance the acceptability of
the GPO's ORS preparation. Such study might include review of the
reasons why private sector ORS is more acceptable to certain segments of
the Thai population. In remote, and also in less densely populated
villages, it may be desirable to carry out reorientation toward home
preparation of ORS. Routine surveillance data from the Epidemiology
Division, MOPH, should be reviewed regularly for changes in morbidity and

mortality from acute diarrhea, and other gastrointestinal illness. This

will require special tabulations for specific age groups and geographic
areas. The incidence of cholera should be included in this exercise.
The suggested special tabulations can be done right now at minimal cost.

K
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II., INTRODUCTION AND BACKGROUND
A. Country Health and Health System Profile

In the interest of brevity, the reader is referred to pages 5, 15-16
of the Midterm Evaluation of the Rural PHC Expansion Project, where this
information (up to 1980) is well-summarized.

Since 1980, the Thai population growth rate has been further reduced
to an estimated 1.7 percent per year in 1984 and the prevalence of
current contraceptive use among married couples has reached a remarkable
65 percent (1984 Contraceptive Prevalence Survey). Because of higher
birth rates earlier, however, the number of women of reproductive age
will continue to grow more rapidly than the total population. Without
change in marital patterns or further reduction in decired (and achieved)
family size, further decline in the growth rate will be difficult to
achieve in the short run. While some minority groups lag behind, family
planning methods are widely available and have been accepted quickly by
the Thai people. The rapid demographic transition in Thailand has been
called, we think correctly, a 'social revolution'.

In updating the situation with regard to health, it is telt that the
infant mortality rate reached 45 per 1,000 live births by the mid-1980s.
This rough estimate is plausible, given the improving socio-economic
conditions in Thailand, but needs confirmation. Surprisingly high levels
of malnutrition among pre-schoolers were documented in a 1980 survey, but
there is more recent evidence suggesting improvement. This also requires
confirmation. Immunization levels are up for many childhood diseases,
although measles lags behind because an immunization campaign against it
began only in 1984, 1In 1985, full protection of pregnant women against
tetanus (48 percent) still lagged well behind the Fifth Plan target
(70 percent).

Environmental sanitation improved steadily. By 1984, 45 percent of
households had access to a toilet and safe drinking water was available
to 49 percent of the rural population. As of September 1986, the access
to toilet and drinking water increased to 51 and 70 percent, respectively.

Expansion of the health system continued during the Fifth Plan
(1981-86). Altogether, 353 new tambon health centers were built, In
addition, 60 new district hospitals totalling 600 beds were constructed
and staffed. By 1986, the total number of health centers and district
hospitals in Thailand was 7,542 and 541, respectively. In addition,
there are 87 provincial/regional hospitals throughout the country. A
health card system was introduced to promote the concept of health
insurance and also to induce more efficient use of the existing health
care system.
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The growth of the PHC system also continued at a rapid pace. By
1985, elements of PHC had been established in all provinces, districts
and tambons, and in 47,000, or 85 percent of Thai villages with 70
percent of the total population. Drug cooperatives had been established
in a third of PHC villages. The system was supported by 18,500 central,
provincial, and tambon trainers, and in the villages, 47,000 village
health volunteers (VHVs) and 450,000 village health communicators
(VHCs). 1In 1984, just over 13 million visits, 62 percent of them
preventive in character, vere recorded by the PHC system.

B. Description of Population Project

The Population Project was a five-year (1978-1982) $68 million
multi-donor effort funded by the World Bank, Australia, Canada, Norway,
and the Royal Thai Government. Its goals were to reduce the rate of
population growth from 2.5 percent in 1977 to 2.1 percent in 1981 and to
reduce maternal and infant mortality by 50 percent by 1981. These
objectives were to be achieved by expanding the rural health care
infrastructure, increasing the number and quality of paramedical workers
in rural areas, introducing to villages new. types of volunteer health and
family planning workers, stimulating increased community support of and
demand for family planning services, and improving the managerial,
supervisory, and evaluative and research capabilities of the MOPH.
Project activities were conducted in 20 of Thailand's 72 provinces. The
number of people using family planning services and the extent of rural
health facility coverage in these 20 provinces were then well below the
national average.

C. Description of USAID Rural Primary Health Care Expansion Project,
Phase 1 ‘

Originally funded by a four-year (1978-1682) $5,500,000 USAID loan to
the Royal Thai Government (RTG), this Project was an integrated component
of the larger Population Project, and aimed to make primary health care
more accessible to the rural population in the 20 provinces. It intended
to accomplish this goal by developing health manpower training programs
for a variety of workers at district and lower levels, improving the
management and supervisory skills needed for an expanded rural primary
care system, and strengthening the health program evaluation and research
capabilities of MOPH staff working at the central level and in the
province.

D. Description of USAID Rural Primary Health Care Expansion Project,
Phase 2

Beginning in 1982, the RPHCE Project was reprogrammed to include
community nutrition and MCH activities in 1,200 villages. In 1984, this
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activity was expanded further to include an additional 600 villages. The
project was designed to promote breastfeeding and to reduce malnutrition
among pre-schoolers. In order to measure its effects on the nutrition of
pre-schoolers, a longitudinal surveillance* system to record weight by
age was established. Activities began in 1,781 villages after training
of PHC workers and mothers. Equipment, supplies, and start-up funds were
provided to carry out growth monitoring, nutrition education,
supplementary food production and distribution, and also to establish
rutrition revolving funds.

The second phase also included management training for District
Health Officers. This training, planned much earlier, had been delayed
pending resolution of MOPE policy regarding their role in the PHC program,

In 1984, activities to control diarrheal diseases through ORT
promotion, strengthening of cholera surveillance activities, and
improvement of safe water supply and environmental sanitation were added
to phase 2. The project funding was increased to $6.8 million, but later
deobligated to $6.4 million. These additions supplemented the active
National Control of Diarrheal Diseases. Program (NCDDP) begun by the MOPH
in 1979. One thousand villages were targetted for sanitation
improvements, including traininr of village sanitation craftsmen (VSC)
and seed money to establish vil' ige sanitation funds to builc rainwater
cisterns and water jars, household water filters, and latrines. Training
for ORT promotion was carried out in the 1,781 villages with nutrition
activities, and in other villages as well. In order to strengthen
cholera surveillance and control, 410 health officials were trained in 6
endemic provinces. '

”

* By surveillance we mean the systematic collection over time of
relevant data on health status or other health events of interest.
In this instance, the information collected was appropriate to
measure change, if any, in the nutritional status of young children.

]
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IIT. EVALUATION STRATEGY AND COMMENT

The purpose of this final evaluation was to determine the
"achievements of the RPHCE Project against its stated objectives, as well
as its contributions to the overall MOPH's programs on PHC network,
community nutrition, diarrheal disease control, and rural water supply
and sanitation" (see Final Evaluation, Scope of Work, Appendix A). The
statement of work contains a list of specific objectives to be evaluated.

The three-person team reviewed a variety of routine and special
reports from the MOPH and its various responsible Divisions, USAID, and
others. Special data tabulations were made available by the MOPH at our
request. To answer other questions raised in the Scope of Work, we made
our own tabulations from raw data supplied by the MOPH. We interviewed
many RTG, USAID and other donor-community officials in the field during
cur visits to project provinces, and also in Bangkok when our field trips
were complete (See the list of field visits in Appendix D). We also
interviewed many Thai villagers active in the PHC program, -

Final briefings were held at USAID (See summary debriefing memo in
Appendix C) but proved imposible to arrange at the MOPH due to the travel
schedules of key officials.

It proved difficult to form a comprehensive view of the very
extensive, and complex Thai PHC effort in the time available to us. It
also was clear immediately in the field that responsible officials did
not distinguish sharply between USAID-supported PHC elements and those
supported by other donors or the RTG from its own budget. This is
perfectly understandable, but frustrated efforts to meet several of the
objectives in our Scope of Work (See Appendices A and C ). Needed
information, when easily available, was provided quickly. Where
information simply was unavailable or provisional, however, we were
constrained to make tentative judgements based on "snapshot'' field
impressions. An exception was the issue of efficiency. In the absence
of suitable routine or operations research data, it seemed futile to
speculate on this important issue.

While remaining solely responsible for our conclusions and
recommendations, we have attempted to alert our reviewers when they are
based on less "hard" information, and thus more vulnerable to error.
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IV. PROJECT STATUS AND RECOMMENDATIONS

A. TRAINING
A.1 Phase 1

The first phase of the Project covered the years 1978-1983. An
ambitious health manpower training program was undertaken in order to
make PHC services more accessible to the rural population of the original
20 provinces. Funding was provided for short-term training of 9
categories of health workers. Training targets and their achievement are
summarized in Table IV - 1.

1. Health Assistants

A four-and six-week training course was given to female
trainees, age 18-25, with a grade 10 education or higher. The training
class spent 2 weeks in the class room and another 2-4 weeks in the field
practicing at family planning facilities or rural health centers. The
main objectives of this course were to learn how to (1) prepare clinical
equipment, (2) visit homes to follow-up acceptors of MCH and family
planning services, (3) make contact with VHVs to replenish supplies of
drugs and contraceptives, (4) assist in keeping records and performing
routine reporting, and (5) maintain the midwifery centers or the family
planning clinics to which they were assigned.
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Table IV -1  Number of Personnel Trained under the Rural Primary Health
Care Expansion Project - Phase 1, 1978 - 1983
Training program Target Achieve- Percent Responsible
(Categories) ment Organization
1) Health Assistants
4-week 500 501 100.2 FHD
6-week 750 743 99.1 FHD
2) Nurse Practitioners: 6-and 900 592 58.7 NCAD
12-month
3) Teaching/Learning Process 360 352 97.8 HTD
4) Nurse Instructors: 2-month 220 234 106.4 NCAD
5) Basic Medical Care: 4-month 2,250 2,202 97.9 NCAD
6) Deputy District Health
Officers(DDHO) /Supervisors 220 242 110.0 HTD
7) Child Nutrition Center (CNC)
Attendants 180 269 149.4 HPS
8) PHC - Tambon Trainers 3,484 3,587 103.0 DHO, PHO
- Village Health Communicators
(VHC)* 104,655 105,045 100.4 DHO, THP
- Village Health volunteers
(VHV) 7,892 7,928 100.4 DHO, THP
9) Management - Chiet, Planning 20 20 100.0 HPD
-Chief, Administration* 40 40 100.0 HPD
-Prov. /Dist. Administrators* 365 275 75.3 HPD
~-Chief, Promotion Section of 103 101 98.0 HPD
District Hospitals
121,939 122,068 100.1
Note: FHD = Family Health Division
NCD = Nursing College Affairs Division
HID = Health Training Division
HPS = Health promotion Section, PHO
DHO = District Health Officer
PHO = Provincial Health Office
THP = Tambon Health Personnel
HPD = Health Planning Division
*

Including chiefs of PMO's Administration Section and District Health Officers

trained in 1983
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(a) Findings

A process evaluation of the training course was
performed. Based on the results of this evaluation, the training
curriculum was revised, placing more emphasis on practice, rather than
theory.

Post-training evaluation found that the HAs performed
their duties satisfactorily. Some activities, however, such as
preparation of delivery sets and emergency care equipment, needed closer
supervision.

(b) Recommendations

Selection

(1) Selection criteria should emphasize mature
personality, good health, a good attitude toward people and a minimum
educational standard.

(2) The selection examination should be standardized
to insure validity, reliability and justice.

Curriculum

(1) To the maximum extent possible, the curriculum
for HAs should be problem-based.

) (2) Curriculum implementation should be considered
more carefully, especially its duration., Other factors needing careful
consideration are the site of training, the most appropriate teaching
style, and a relevant evaluation approach.

(3) We favor more training for trainers in
appropriate teaching methods, and their evaluation.

(4) An adequate supply of educational materials
should be available.

(5) More trainers should be provided for the
practical parts of the curriculum. Trainers in both theoretical and
practical matters should understand thoroughly Program objectives.

(6) Available training materials should reflect the
future roles and tasks of HAs.

(7) Integrated learning, i.e., blending the

theoretical and practical,should be encouraged to enhance knowledge and
skill.

~\
7
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2. Nurse Practitioners

Six-month and one-year courses were designed to train
public health nurses and registered nurses to provide direct outpatient
care at district and provincial hospitals, and supervise care and other
activities at tambon health centers.

The training program reached only 58.5 percent of the :
target due to uncertainty as to how many nurse practitioners (NPs) were
needed by different institutions. Because the career structure for nurse
practitioners with the MOPH remains unclear, there was little incentive :
to participate.

(a) Findings

Most nurse practitioners assigned to take full charge
of outpatient medical services at the provincial hospital were found
later to spend only 40 percent of their time in curative work. Other
nurse practitioners spent only 10 to 20 percent of their time on direct
patient care, usually because they were assigned to other duties or not
accepted by the physicians. Those NPs working at the district hospitals
and provincial offices wers able to spend 61 and 82 percent of their
time, respectively, supervising PHC-related activities.

In general, the NPs were well-received by their
colleagues, and patients were satisfied with their performance.

(b) Recommendations

(1) Care must be taken to insure that recruited RNs
or PHNs are posted appropriately after training. Policy on this key
issue should be clear and well-planned.

(2) The curriculum should be problem-based.

(3) The NP should be strongly encouraged to provide
supervision for tambon health personnel on a regular, frequent basis.

(4) Cooperative iefresher courses between provincial
and district hospitals will help sustain NP training.

3. Training Physicians and Nurses as Instructors

A two-week workshop was organized for physician and nurse -
instructors from different training institutions. Their trainees were to
provide 4 months of training in medical care for tambon health
personnel, The main objectives of this training program were to
strengthen the teaching skills of teachers.
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(a) Findings

More than 80 percent of the trainees were satisfied

with the content of the course and their learning experiences. The
trainees believed they could make use of the prepared learning modules in
training tambon health workers.

(b) Recommendations

(1) 1If repeated, this training course should be
shortened to one week.

(2) A short orientation (2-3 days) for all trainers
would help them to understand better the goals of the course and the task
to be performed.

4, Tambon Health Personnel

A four-month program was designed for auxiliary midwives
and junior sanitarians working at vambon health centers and midwifery
centers. The course objectives were to upgrade the knowledge of tambon
health personnel in basic medical care, including minor surgical
procedures, treatment of wounds and accidents, care of common diseases,
use of laboratory services, identification of serious conditions,
emergency care, and indications for referral of patients to hospital.

(a) Findings

(1) A process evaluation showed that practical
training conducted at community hospitals was more effective than that
given in the provincial hospitals. Because of this finding, the site of
training was changed. The learning modules on medical care developed for
tambon health personnel were found to be useful. All of the trainees
were posted to health centers in the 20 project provinces.

(2) The trainees provide good quality clinical
services. Unfortunately for the total PHC program, however, many tambon
health workers spend most of their time in curative care activities,
waiting for patients to come rather than working in the community.
Utilization of health centers by villagers is still low. (See
Appendix C, pp. 3-4)

(b) Recommendations

Selection

(1) Health personnel recruited for this training
should be responsible, have a good performance record, and have a
positive attitude toward community development.
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Curriculum

(1) Based on trainee response, this training program
should be extended to six months. Practical instruction at each hospital
shouid last no less than 3 weeks and be.chiefly problem-based.

(2) The practical training at the community hespital
must be well prepared to avoid overlap with other training programs
during the 4-month period.

(3) Audio-visual equipment and educational materials
should be available at the involved community hospitals.

(4) The number of trainers should be increased to
provide adequate supervision for trainees.

S. Nurse Instructors

A two-month training program was organized by the MOPH
Nursing College Affairs Division for nurse instructors at nursing
colleges and MCH center/midwifery schools. Later, these instructors
helped give the four-month training course for tambon health personnel.
The purpose of this training program was to upgrade the basic medical
care and supervision skills of nurce instructors.

(a) Findings

In general, trainees were satisfied with the program,
but requested more problem-based instruction during the course. Most of
the trained nurse instructors were able to organize their assigned
training programs for tambon staff effectively. It was suggested to us
that RNs at district hospital might take the training course because they
also supervise the practical clinical training of tambon health personnel,

(b) Recommendation

The training program should include problem-based
learning in its curriculum.

6. Deputy District Health Officers (DDHOs)and PHC Supervisors

A four-week training program was developed for Deputy DHOs
and other supervisors of PHC activities. A main objective of the course
was to develop coordination and supervisory skills to support provincial,
district and tambon PHC activities, A second objective was to learn to
collect data on disease surveillance and then use it for local management.
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(a) Findings

After training, most DDHOs were able to perform their
tasks more effectively. A few had difficulty in operating and
understanding the disease surveillance and management information system,
however, suggesting the need for more intensive training. Some trainees
were not fully involved in PHC supervision becavse their superior did not
understand their new role.

(b) Recommendations

(1) Training should include more sessions on the
collection, tabulation and interpretation of routine surveillance and
management data.

(2) More orientation of DHOs will be necessary to
insure that DDHOs use their training maximally.

7. Child Nutrition Center Attendants (CNCAs)

This two-week training program was designed to train female
semi-volunteers with an interest in child care and nutrition. The course
focussed on child care, food preparation for children, and child
nutrition. The training target was achieved.

(a) Findings

MOPH/PAFU has observed that the performance of (NCAs
was satisfactory. We find no objective data with which to evaluate their
performance.

(b) Recommendation

Objective followup evaluation will be needed to
establish that CNCAs have retained their skills.

8. Training in Primary Health Care

Tambon trainers

Tambon health personnel were given a five-day training
course to prepare them to train VHVs and VHCs. The course emphasized the
concept of primary health care and how to train VHCs/VHVs. The training
target was achieved.
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Village Health Communicators (VHCs)

A five-day orientation course was conducted by tambon
health trainers for villagers selected as VHCs. The training focussed on
community health problems and commnity organization. The training
terget was achieved.

Village Health Vclunteers (VHVs)

VHVs were selected from among the trained VHCs and given a
fifteen-day course in giving simple care for health problems seen
commonly in the village.

(a) Findings

1) Followup and supervision of VHVs by tambon health
personnel has not been intensive enough. Because scheduled followup has

been irregular, the progress of the PHC program in some districts has
been slower than expected.

2) Because VHCs often do not really understand their
roles, villagers receive inadequate information.

3) VHCs are volunteers. Because they have to make
their own living, some have very little time to participate in communlty
development activities.

4) The majority of VHVs-perform their tasks
effectively. ‘

(b) Recommendations for VHCs/VHVs to promote PHC

1) The village committee must work more closely with
tambon health personnel to select VHCs and VHVs.

2) In order to encourage DHOs and DDHOs to supervise
tambon health personnel more regularly, transportation allowances must be
adequate.

3) In order to encourage tambon health personnel to
supervise VHVs and VHCs more regularly, transportation allowances and
other incentives should be considered.

4) More information should be provided to VHVs on
the results of their activities. It is not clear that the value of a
nanagement information system in meeting village PHC needs is appreciated
by volunteer workers.
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9. District Health Officers (DHOs)

Administrative training of four weeks for the DHOs of 20
provinces was planned. The content of training included the following
topics: personnel management, financial management,construction of
health facilities, logistic management, communication within the health
system, planning, and using a management information system.

The training sites were selected to maximize on-the-job
training. Trainers were also DHOs who had been trained in management.
The training program was started in FY 1982 and completed in FY 1983. A
followup evaluation was carried out 3 months after training.

(a) Findings

1) DHOs have positive attitudes and showed better
performance in personnel management following training. Supervision
remained below standard, however, mostly due to lack of manpower and
facilities.

2) Planning activities and the management
information system seem more efficient than before training. Monitoring
and evaluation activities, however, are still inadeaquate.

3) Many DHOs still are not confident with financial
management.

4) Some DHOs do not apply their knowledge to
management of logistics.

(b) Recommendations

1) The MOPH or POMO should set up periodic refresher
courses in selected administrative issues for DHOs so that improved job
performance can be sustained.

2) More resources are needed to enable DHOs to
supervise tambon health personnel and villagers in their districts.

3) The MOPH should allow DHOs to adapt managerial
requirements to suit local needs.
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A.2 Training - Phase 2 (Nutrition)

The second phase of the project focussed on 1,200 villages in 37
poverty-striken provinces began in 1983. In 1985 the project was
expanded to 600 additional villages in the same geographical areas. The
aim of this first phase 2 project was to eliminate 3rd degree, and reduce
2nd and 1st degree malnutrition among pre-school children. Training
toward this objective began in 1983, and involved 25 master trainers, 185
provincial trainers, and 1,110 district trainers. Trainers were
recruited from 4 major departments involved in rural development, i.e.,
Community Development, Agricultural Extension, Primary Education, and
Health. The provincial and district trainers trained 2,331 tambon
trainers and these trainers in tuin trained 27,215 VHVs, VHCs and
motkers in the 1,781 villages. The community nutrition activities in the
villages including regular weighing of children in the target age group,
recording this information on a special folder (growth chart) kept in the
howe, and producing food supplements from locally available ingredients
for children needing them. To support these activities, 2 revolving
nutrition fund was organized under community control. The current status
of nutrition training efforts can be seen in Table IV-2,

(a) Findings

(1) Cooking utensils, food grinders, monitoring boards,
and scales for producing supplementary food and weighing children were
found and are in use in the villages we visited.

Table IV-2 Number of Trainers and Persommel Trained in Nutrition
as of 1985 (Phase 2)

Training Program Target Achievement Percent Responsible
(Categories) Organization
Master Trainers 25 S 100 Nutrition Div.
Provincial Trainers 185 185 100 "
District Trainers 1,100 1,100 100 "
Tambon Trainers 3,750 3,348 89 "
VHCs/VHVs/mothers 27,000 27,215 100 "

(2) VHVs/VHCs and tambon health personnel seem to
understand the principles of the community nutrition.

A\
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(3) VHVs and tambon health personnel are willing to help
prevent or treat nutritional problems among children under 5 years old,
but some mothers do not cooperate fully with the program.

(4) A majority of village mothers, especially poor
mothers, still do not seem to understand the basic facts of childhood
nutrition.

(5) Well-to-do mothers in the village often do not have a
positive attitude toward community nutrition. It seems likely that many
of the targetted communities do not see childhood malnutrition as their
most pressing problem.

(6) The training modules are attractive and the content is
relevant to community nutrition. The evaluation of training modules
indicated trainee satisfaction.

(7) The majority of village children did not like the
original supplementary food, but are satisfied with the modified formula.

(b) Recommendations

The nutrition training program was found satisfactory by
trainees and trainers. A retraining program for trainers at the
provincial, district and tambol levels should be planned by the PMO. As
vart of this retraining, the Nutrition Division should provide a broad
outline of the national plan and quality learning materials. RTG
personnel at the tambol level, including health personnel, educators,
agricultural extension workers, and community development workers, must
support, and work closely with VHCs and VHVs to ensure community
participation. On-the-job training in community nutrition for these
villagers should be stressed.

Nutritional education for school children must be relevant
to available coamunity resources.

A.3 Training - Phase 2 (Diarrheal Disease Control and Sanitation)

Phase 2 also included training for village sanitation, safe
water supply, and diarrheal disease control. These activities were added
to the overall project in 1985. The aim was to reduce diarrheal
morbidity and mortality in 1,000 poor, target villages. Activities
under-taken with this aim in mind included training village sanitation
craftsmen (VSC) to construct latrines and jars to collect rain water,
training for the production, distribution and promotion of the use of ORS
in the villages, and special training activities to improve cholera
surveillance in 6 endemic provinces, not all of them impoverished. To
promote sanitation activities, a revolving development fund was organized
in all villages.
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Among the specific targets of this set of activities was
availability of ORS to 80% of children under five and use of ORS by 50%
of diarrheal cases in this age group. Access to safe drinking water was
to increase from 10 to 25% of the population in the target villages. For
sanitary latrines, the comparable figures were 20 to 40 per cent in the
two year period. The number of cholera cases was to be reduced by 50% in
the endemic provinces.

The scope of training in this phase 2 activity can be seen in
Table IV-3,
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Table IV-3 Number of Personnel Trained in CDD and Sanitation as of

September 1986 (Phase 2)

Training Program Target Achieve- Percent Responsible
(Categories) . ment Organization
A. Control of Diarrheal Diseases
In poverty Area
1) Tambon Health Personnel ZEZOO) 2,164 98.36 DCD**
666)*
2) VHCs/VHVs 15,000 14,848 98.98 DCD
(27,000)*
3) Tambon Doctors 330 309 93.64 OPHC
4) Community Health Workers 119 - Cancelled -
5) Primary School Teachers 3,000 - Cancelled -
6) Physicians of Community
Hospital and DHO's
Personnel 220 253 115.00 DCD
7) DHO and CH's Staff 330 314 95.15 DCD
In Nonpoverty Area
1) Tambon Health Personnel 1,600 1,540 96.25 DCD
(2,450)*
2) VHCs/VHVs 7,000 6,726 96.08 DCD
(15,000)*
3) Personnel in Cholera
Endemic Areas
Physicians 60 25 41.67 DCD
Health Personnel 300 355 118.33 DCD
4) Staff of Sentinel Sites 30 30 100.00 DCD
(200)*
B. Sanitation
Village Sanitation Craftsmen 1,000 1,027 102.7 SDk**
28,216 27,591 97.78

Note: * Original targets are revised since MOPH received some grant funds
from UNICEF for training of about 3,500 health personnel and 8,000

VHCs/VHVs in 1984-1985.

%% DCD - Division of General Communicable Diseases.

*k% SD - Sanitation Division

| \\‘\
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(a) Findings
(1) VSCs are performing their job effectively.

(2) The VHVs, VHCs, and tambon health personnel understand
well the management of diarrhea with ORS.

(3) The intensity of cholera surveillance, following
training, has increased.

(b) Recommendations

(1) The training program for VSCs was effective. If
retraining for VSCs is needed, the original training program can be
modified to suit local needs.

(2) Regular feedback of cholera surveillance findings will
sustain the morale and interest of the trainees.

(3) VHVs, VHCs and community leaders will need more

encouragement in teaching villagers the basic principles of hygiene and
environmental sanitation.

A.4 Overview of Training

(a) Lesson Learned

Category

Positive

Negative

Policy

Funding

Recruitment
of trainees

Policy clearly stated that
(a) PHC is a tool to achieve
HFA, and (b) human resources
need strengthening in the
villages and among tambon and
district health personnel.

Without support from USAID,
the training program might
have been delayed and
possibly less effective than
it was.

Criteria set up to select
trainees were reasonable.

A few trainees responded
inappropriately to training

incentive. They were more
money than community-
oriented.

While the principles of
recruitment were good,

in practice they were not
always followed,

leading to many unqualified
trainees.

T~
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Category

Positive

Negative

Recruitment
of trainers

Training for
trainers

Learning
modules

Audiovisual
aids

Teaching
method

Communication

Curricula

Evaluation

Monitoring
and follow-up

The program for training
the trainers seemed
effective.

The learning modules were
useful for trainee at each
level of health personnel,
and also for the villagers.
The structure and content
of the modules were revised,
as necessary, to suit the
needs of trainees.

Audiovisual aids were
adequate for training at
the provincial and district
levels.

Most of the trainers felt
confident in this area.

Most curricula were
integrated.

Process evaluation was
undertaken frequently and
led, in many cases, to the
improvement of training
activities.

Potential trainers were not
screened for their attitude
toward teaching.

Sometimes modules were not
finished on time, causing
problems for trainer and
trainee.

The supply of audiovisual aids
at the tambon level was
inadequate.

Some tambon health personnel
were not confident teachers.

In some cases, trainers from
provincial offices had
difficulty in communicating
with villagers.

Too few curricula were
problem-based.

The emphasis on pre- and
post-test evaluation led to
relative neglect in later
performance evaluation.

Inadequate monitoring and
follow-up at every level of
training.

- i LR N A I R
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(b) Who Should be Responsible?

The following organizations should be responsible for
future PHC training activities. We feel that OPHC should involve itself
more in the design of training programs and serve as a central source for
current information on the state of training. The following
recommendation for training and re-training are based on the existing
MOPI! infrastructure.

1. Policy on human resources Healti. Planning Division
development should be included
in the 6th national health plan.

2. Strengthening the training for Health Training Division
each category of health staff,
especially the peripheral health
personnel. Content should
include attitude toward PHC, PHC
management, and curative care.

3. Curricula should be revised to Health Training Division
suit the practical needs of
trainees. This implies a
vigorous evaluation program
at the time of training, and
continuing observation for a
substantial period of time.

4, Strengthening learning modules Health Training Division
and "distant" learning e.g., and Office of Primary Health
through the mail, TV and radio Care
for junior health personnel.

5. Research and information on Office of Primary Health Care
PHC should be collected in one
place.

6. Career ladder or other incentive Health Training Division and
for tambon health personnel must Health Planning Division

be planned and implemented.
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B. RESEARCH AND EVALUATION

1. Current Status

Research under the Project atrophied after 3 of the planned 9
studies were completed. The reasons for this situation were
well-docunented in the RPHCE Project Midterm Evaluation Report (see
Appendix E), but never resolved fully. Separately funded studies have
addressed topics in the PHC program, e.g., NESDB/PRICOR on community
funds, Division of Nutrition on malnutrition levels, and Mahidol
University on field trials of nutritional supplements, but no coordinated
program of operational research in PHC has yet been implemented.

Service statistics on PHC activities are collected at the
periphery. These include information on visits to village workers by
reason. Data for 1984 is summarized by province and region in a recent
publication from the OPHC., We are not aware of any published data that
establishes trends in specific village activities. Most of the MOPH
Divisions with PHC involvement keep their own statistics on activities
relevant to the Project, e.g., Sanitation Division and information on
accessibility of safe drinking water and latrines over the Kingdom, or
Rural Health Division and information on outpatient and inpatient visits
by year to health centers, district, and provincial hospitals.

2. Findings

a., Early research on training activities, the major RPHCE
Project phase 1 focus suggested needed corrections at many levels in
course emphasis. No longer-term evaluation of the effects of training on
behavior change has been done. Nor have there been longer-term
observational studies of trainee competency and performance.

b. One of the original three research studies, the "Cormunity
Household Survey of Environmental Health Conditions, Perceived
Sicknesses, and Utilization of Health Service Resources" was useful in
establishing baseline levels, but a followup study to measure change has
not been done.

c. The NESDB/PRICOR study suggests that the village drug
cooperatives and some sanitation funds are working well. The nutritional
funds are the weakest, however, and many appear to be decapitalizing.

d. The service statistics system is not well-used by health
workers at the periphery and does not seem to fiow centrally in a timely
way. It is too numerator-oriented, i.e., with more attention to the
target population (denominator) progress toward complete coverage could
be estimated quickly at any level.

e. The published breakdown of PHC activities by province is
not discrete enough to identify successes and difficulties at tambon and
village levels.

B e T LT



- 28 -

f. The service statistics collected by MOPH Divisions involved
in PHC do not appear to be coordinated by the OPHC. It is not clear
whether the Office of PHC requests special tabulations of routine vital
data, e.g., acute diarrheal episodes and deaths among under 5s by
province, district or tambon, that could evaluate the effectiveness of
the system and its stated targets more effectively.

3., Lessons Learned

a. Research activities are difficult to conduct in a busy,
operationally-oriented Government Ministry. The potential value of
research findings may not be seen as relevant or timely as impressions
gathered by experienced observers of the health system.

b. The lack of a strong research and evaluation cell in the
OPHC has made it difficult to coordinate involved MOPH departments and
insure that a carefully directed program of operations research is
carried out.

c. In Thailand, grant funds are a more flexible source of
support for research than loans.

4, Recommendations

a. Early steps should be taken to reinforce the OPHC's
research coordination ability. Many of the needed operations research
studies can be subcontracted to Thai universities and Thai
development-oriented institutions. A stronger OPHC will be able to look
over data from other MOPH divisions on a routine basis, and request
special tabulations as indicated.

b. A committee should be organized to review PHC data
collection forms. They need simplification, and reorientation to
coverage targets for the various interventions.

c. Begin a quarterly report on PHC activities based on more
discrete analysis of performance than has been available to date.

C. NUTRITION

1. Current Status

The discovery by the MOPH's Nutrition Division in 1980 that
(a) levels of malnutrition in preschoolers were higher than expected and
(b) that a long-standing weaning food program served only a small
proportion of the target population and had produced no measurable change
in nutrition status both led to a thorough policy review. Subsequent
multi~sectoral, pilot intervention studies in Ubon, Udorn and Korat
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provinces (Innovative Village Nutrition Project) showed that, within the
PHC context, local production and distribution of supplementary foods
led to significant reduction of serious malnutrition in some tambons over
a 6 month period. Based on this study and a field trial of locally
produced supplemental foods in Chiangmai, the MOPH began introducing
preventive nutrition activities into the PHC structure nationwide. At
first, 5,000 villages were targetted for the new nutrition strategy in
1982-1983, The Phase 2 USAID support was at first limited to 1,200 of
these villages in 1983, but 581 more were added in 1985.

By the end of 1985, 25 master trainers from four Departments
(Community Development, Agriculture Extension, Primary Education, and
Health), 185 provincial, 1,100 district, and 3,348 tambon trainers had
been reoriented to the new nutrition policies under the RPHCE Project.
They in turn trained 27,215 VHVs, VHCs, and mothers in the 1,781 villages.

Commodity procurement for central monitoring and for production
of supplementary food and weighing of under 5s in the village was
completed in a timely manner. Village nutrition funds were established
in all villages and the weighing program began in 1983.

2, Findings

a. The inter-sectoral training program is commendable, but it
is not clear how Departments other than the Health contributed, and
continue to contribute at the village level,

b. There are anecdotal reports that many villagers still do
not fully understand the need for nutritional intervention. Because of
the nature of this information, the extent of misunderstanding remains
unclear,

c. Half the villages are said to be producing supplementary
food regularly. It has been given free to 2nd and 3rd degree
malnourished children, but the mothers of healthy children are said to be
reluctant to purchase it, leading to slow decapitalization of many of the
revolving nutrition funds.

d. Growth monitoring activity is increasing, but coverage of
the target pcpulation of pre-schoolers remains seriously incomplete*,

* We estimate crudely that coverage was less than 40% of under 5S¢
(39%) in June 1986.

Vo
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making the surveillance data unreliable for assessing nutritional

change. While severe malnutrition clearly is rare, we cannot say whether
the targetted nutrition levels have been achieved. A new study from the
Nutrition Division suggests that children who are not routinely weighed
tend to be more malnourished than those who are.

e. The growth chart given to the mothers in most villages is
very weli-designed, and will help promote MCH education in the PHC
villages.

f. We find little evidence that case-finding of malnourished
children is actively pursued in many villages. Rather, a passive,
curative orientation still seems to prevail.

g. Little attention seems to have been given to the
nutritional status of pregnant women, perhaps because of incomplete
understanding in the village of the importance of maternal nutrition to
birth weight. The protection of under 5s begins with a live born baby,
mature by weight.

h. Given the scope of the effort, nutritional activities under
the Project appear well-established, and are extending their impact. The
growth monitoring activity is a clear programmatic success, even if the
data generated are not useful in evaluating progress toward nutritional
goals for under 5g. '

3. Lessons Learned

a. Change in attitudes of villagers toward better nutritional
practices for mothers and children is a long-term proposition. It needs
continuous reinforcement from many sources. Nevertheless, village women,
%n most cases, will voluntarily donate labor to produce supplementary

oods.

b. As currently organized, nutrition revolving funds may be
the least viable of all the community funds. A new NESDB/PRICOR study
supports our field impressions.

c. The taste of supplementary food must be adjusted to meet
local preferences. Many villages have already done this on their own.
In villages where nutritional supplements are less needed, shelf-life
will be a factor in the long-term effectiveness of the activity.

d. If longitudinal growth monitoring data remains seriously
incomplete, the information will not be a reliable guide to current
nutritional status.
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4. Recommendations

a. A program of refresher training in nutrition activities
should be carried out at the village level by health center personnel.
The first priority will be less-active village in the PHC system.

b. Consider using the mass-media, especially television, to
promote attitude change in the villages and greater cooperation with the
growth monitoring activity.

c. Systematically study the operation of the revolving
nutrition funds to see what adjustments, if any, are indicated.

d. Following the UNICEF-sponsored survey now in progress,
begin plans for a new cross-sectional sample study of nutritional status
among pre-schoolers to be conducted about 1987 in the target areas. The
Demographic and Health Survey, now under pretest, may satisfy this need,
but will generate nutritional information only on children under 3.

e. Consider a program of operations research studies addressed
to the critical issues in PHC nutrition activities.

f. Now that birth rates are down, nutritional programs for

pregnant women aimed at raising birth weight should be manageble., This
emphasis should become a priority issue in village re-training.

D. DIARRHEAL DISEASE CONTROL AND WATER AND SANITATION

The second phase of the RPHCE Project started in 1983. Its first
activities were in community nutrition. Later, in 1984-1985, diarrheal
disease control activities, and then a water supply and sanitation
activities were included to achieve several specific goals. Reduction of
diarrheal mortality and morbidity, especially among children under 5
years of age, was a major objective. The Project provided funding for
promotion of ORS/ORT within the official health, and community PHC
structures. Intervention to support the improvement of village water
supply and sanitation also supported this broad objective, as did cholera
surveillance and control activities in several endemic provinces.
Training target achievements were shown in Table IV-3.

1. Diarrheal Disease Control

a. Current Status

The RPHCE Project was grafted onto the much larger MOPH
NCDDP. The Project training programs focussed on clinical and managerial
issues, strengthening of laboratory capability, and diarrheal disease

B e e el T b et D
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surveillance, especially for cholera. Two sentinel sites for cholera
surveillance are in operation. The Project stimulated production of ORS
and promoted its use within the PHC structure. Careful attention was
given to availability and prolongation of ORS shelf-life.

b. Findings

(1) One of the main aims was to promote ORT at home using
a solution made from ingredients available in almost every rural Thai
household. Starting ORT early after the onset of diarrhea, severe
dehydration and hospitalization might be prevented. Based on a limited
number of interviews, it appears that the early use of ORT at home seems
to have increased over the 1983-5 period but not as much as hoped. Many
mothers continue to bring their sick children directly to the health
center or hospital. This might possibly be the main weakness of the
program,

(2) Health officials still do not agree on whether
home-prepared ORS should be used for mild cases of diarrhea in children
rather than the GPO ORS. Training programs have thus reflected different
oplnio?s)on the question. This situation may explain the finding
above (1).

(3) Available evidence suggests that GPO and private ORS
supplies are available almost throughout the country. Because of better
taste, flavor, and intensive advertising, however, the private ORS
product (complete or incomplete) is more popular.

(4) Few of the hospitals we visited have used their ORT
units to help villagers understand ORT, and the proper use of ORS for
their children.

(5) Understanding of ORT among health personnel, and the
people, tends to be limited to the use of ORS solution for cases of
diarrhea in children. The continuation of feeding during diarrhea is an
essential part of case management under ORT.

(6) The use of antibiotics and antidiarrheal drugs may be
more popular than ORS among parents of children under 2 with diarrhea.

(7) Because the private sector produces and markets many
different packet sizes and formulae, potential users may be confused.

(8) Many studies indicate that the most common route of
transmission of cholera, for example, endemic biotype El Tor, is through
personal contact and food contaminated by infected food handlers. The
RPHCE Project attempted no interventions addressed to this mode of
transmission.

(9) Two sentinel cholera surveillance sites are
functioning. The number of stool specimens (suspected cases) has
increased.




A | o |

- 33 -

C. Recommendations

(1) ORT practice information and demonstration should be
provided to rural mothers frequently in appropriate ways.

(2) Recognizing the danger of acute diarrhea in small
children under 2 years who are more likely to develop rapid dehydration,
instruction on use of ORS should emphasize giving the complete formula.
The criteria for case-referral must be made known to all, especially
mothers in rural communities.

(3) Referring to recommendation above (1), GPO and private
ORS supplies are available almost throughout the country. The complete
formula ORS must be strongly recommended for the treatment of diarrheal
cases in children under 2 years even or mild cases.

(4) The more palatable, long shelf-life ORS is required
for most village drug cooperatives in remote areas. We recommend the new
ORS formulation for GPO production, i.e., replacing sodium bicarbonate
with trisodium citrate.

(5) Availability of ORT teaching units in hospitals,
especially community hospitals, is an excellent way of demonstrating
sound ORT practices for health personnel and people, particularly mothers
or family members attending the OPD. We propose that an ORT unit be
established in all hospitals.

(6) To interrupt the main transmission route of cholera in
endemic areas, hand washing seems to be the most appropriate and
effective control measure. Food handlers, factory workers, and school
children should be advised to wash their hands with soap or super-
chlorinated water after using the toilet, and before eating/cooking.

d. Lessons Learned

(1) Many health personnel at all levels believe that the
use of ORS/ORT will make a major contribution to the reduction of
diarrheal mortality. Given this optimism, other essential activities in
diarrheal disease control tend to languish.

(2) Unfortunately, many people came to believe that use of
ORS could cure diarrhea immediately. It is hard to understand that ORS,
by first replacing fluid and electrolyte loss, prevents death from
dehydration and its complications, and allows the patients normal defense
mechanisms to promote recovery. More public education addressed to this
misunderstanding is indicatcd.

l!ﬂi



- 34 -

(3) A minority of health professionals continue to regard
ORT as a second-rate treatment. They continue to advocate more
sophisticated modes of treatment, e.g., intravenous solutions despite
clear evidence of ORT effectiveness and efficiency in helping to cure
diarrhea.

2., Water Supply and Sanitation

a, Current Status

A 1980-1983 review of selected data on morbidity and
mortality from gastrointestinal diseases, including acute diarrhoea,
indicated that the majority of rural population, especially children,
were in poor health because of the high prevalence of water and
food-borne disease. The major centributcrs to this health problem were
poor environmental sanitation and lack of a safe water supply.
Therefore, safe water supply and sanitation activities were added to the
second phase diarrheal disease control activities. The goals included
reduction of gastrointestinal diseases, including parasitic infections
among children under 5 years.

Implementation during 1984-1985 was confined to 1,000 poor
villages in the 34 poorest provinces. Altogether, 4,000 rain water
cisterns, 20,000 water jars, 5,000 household filters and 25,000
water-seal latrines were to be built in these villages by the end of the
Project. Our assessment confirms that both activities, insuring adequate
supplies of safe water, and constructing latrines are off to a good
start. Although project activities were, for the most part, added only
in late 1985, organization of village-sanitation revolving funds,
training courses, and material and commodity procurement were carried out
quickly and effectively. While the number of rain water cisterns and
water jars approached the target, construction of water-seal latrines and
household water filters fell behind schedule. As discussed earlier, we
estimate that household availability of safe drinking water and latrine
access have increased from 17 to 30 percent and 26 to 33 percent,
respectively, in the target villages.

b. Findings

(1) The installation of 16,000 water jars (1,000 liters
each) almost reached the target. The major reason for this success was
the strong support by the Ministry of Interior through the provincial
governors in order to commemorate the King's 60th birthday in 1987. This
gave the project very high priority. Another factor was the activity's
relationship to the promotional activities of the '"Decade of Safe Water

Supply'',
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(2) Household filters were not well-accepted among rural
people, and may not always be necessary in targetted areas of the
Northeast and Southern regions.

(3) The cost of installation of sanitary latrines and rain
water cisterns was too high for many low-income families. Loans from the
revolving sanitary fund could not be paid back quickly. In some
villages, decapitalization may have occurred. In others, the fund is
revolving more slowly than anticipated. In fact, the number of latrines
built is increasing, but more slowly than planned. It may be that many
latrines are used by more than one family. To the extent that this is
true, coverage could be underestimated.

(4) We found similar projects with the same objectives
implemented in the same villages of many provinces. Their different
requirements created many problems for betn health administrators and
local PHC workers,

(5) Information about health, particularly concerning the
considerable benefit of a safe water supply and sanitary latrines was not
transferred effectively to villagers.

(6) Because many rain water jars are not properly covered,
the water becomes contaminated and serves as a breeding place for insect
vectors of disease.

c. Recommendations

(1) Requirements and/or regulations passed from central to
implementing levels should be more flexible. The decision to select
types of rain water containers should be based on local and provincial
considerations.,

(2) Resources from various donor organizations with
similar objectives, should be pooled at the provincial level. Their use,
consistent with the objective, should be guided more by local authorities
at provincial and district levels.

(3) Where villagers are too poor to participate in the
project, consideration should be given to subsidization.

(4) To correct the apparent lack of appropriate knowledge -

transfer from health personnel to villagers, a school-based aporoach
might be helpful. Children will carry the information back to their
parents. Many studies have shown the effective impact of this approach.

Ne
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(5) Although rain water is regarded as safe and clean at
the time of collectiun, it can be contaminat 1 before it is ingested.
Contamination can occur in many ways, includ.ng uncovered jars, carrying
containers, or in handling the water. Training programs in the village
should emphasize that proper handling of water is essential.

. (6) The use of sanitary latrines may decrease
environmental contamina’ion from particular intestinal parasitic
diseases. However, increased use will not directly affect hand-to-mouth
contamination, the most common route of disease transmission. Hand
washing and improvment of food and personal hygiene must be promoted in
parallel with this effort.

d. Lesson Learned

(1) The use of diarrhea incidence as a measure of the
.mpact of safe water supply and sanitation may not be as appropriate as
cther measures. The increasing use of ORT at home will reduce
significantly the number of diarrheal cases attending health facilities.
In addition, diarrhoea caused by rotavirus is very common among children
under 2 years of age, and will persist no matter how good the water
supply and sanitation facilities are. It will continue to be necessary
to promote breastfeeding, proper food supplements, and general
cleanliness should be promoted in parallel with these measures.

(2) It appears that many rural people have accepted water
jars and latrines not because they recognized their value in disease
prevention, but rather for the sake of convenience. Many have become
accustomed to using latrines after working in the cities or in labour
camps in the Middle East.

(3) The concept of PHC may be too broad for many health
personnel at the local level, and villagers. It is logical that the
priority goal of PHC should be the reduction of morbidity and mortality
in children under 5 years, but the primacy of this goal is not always
recogrized in the field. Diseases or health problems must be identified,
and then reduced to a limited number that health personnel and villagers
can combat effectively. In the area of diarrheal diseases, the measures
directed at reducing the incidence of diarrhea must be emphasized so that
iiLalth personnel can carry them out effectively.

(4) At present, there are too many projects and special
programmes assigned to health workers, particularly those at the
peripheral level, including the VHVs, Considering their educational
background and limited experience in health services, these assignments
are likely to be done superficially. If so, no impact will be seen. To
encourage good morale and effective action, clearer priorities need to be
determined.



Appendix A

USAID/THAILAND
RURAL PRIMARY HEALTH CARE EXPANSION PROJECT FINAL EVALUATION
SCOPE OF VORK

I. ACTIVITY TO BE Ev..LUATED

This evaluation will assess the Rural Primary Health Care Expansion
(RPHCE) Project, AID Project No. 493-0291 being carried out by the RTG

Ministry of Public Health (MOPH).

The RPHCE Project provides $56.983 million loans in foreign exchange
as well as local currency to support the MOPH's research, training, and
community PHC interventions from May. 3, 1978 through the PACD of
October 31, 1986. More specifically, the project finances technical
assistance in research and training coordination, training of health
personnel in curative care and PHC operations, training of village level
PHC workers (volunteers), and rural community interventions including
nutrition, diarrheal disease control, and water supply and sanitation.
RTG contributions to this project are approximately $521.6 million.

II. PURPOSE OF THE EVALUATION

The overall purpose of this evaluation is to determine the
achievements of the RPHCE project against its stated ohjectives as well
as its contributions to the overall MOPH's programs on PHC network,
community nutrition, diarrheal disease control, and rural water supply
and sanitation. Lessons learned from the USAID-funced activities and
recommendations for bridging the gaps of these activities will be used by
the MOPH in modifying its policy and imp1ementation strategies and by
USAID in adjusting its assistance programs. It is expected'that the
f1nd1ngs and recommendations will be useful for the MOPH in 1mp1ement1ng
its 6th Five Year Plan beginning 1987.

The immediate users of the findings and recommendations are the
MOPH's divisions in charge of the PHC activities.

The Project Paper calls for a final evaluation upon the termination
of the project with respect to the effectiveness and efficiency in
attaining the specific goals and objectives of the project.

This evaluation is scheduled according to the evaluation plan
approved by USAID to take place in late FY 1986.
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ITI. BACKGROUND

This project was begun in 1978 with the aim of making primary health

care (PHC) services more readily available to tha rural poor in selected
disadvantaged villages. The project 1ife can be divided into 2 phases,
phase 1 from 1978-1983 and phase 2 from 1983-1986.

During phase 1, the project was implemented in 20 disadvantaged

provinces, in conjunction with the World Bank-funded Population Project,
managed by the MOPH's Office of the Permanent Secretary. The project
activities included:

(1)

(2)

Short-term training of health personnel and village level PHC
workers or volunteers, e.g, health assistants in MCH and family
planning, nurse practitioners, medical/nurse instructors in
teaching-learning process and curative care, Tambon
(sub-district) health personnel in curative care and in PHC
program operations, health personnel at middle Tevel in
management, and village health volunteers (VHY) and village
health communicators (YHC) in basic health care. Altogether,
9,095 health personnel and 112,973 YHV/VHC were trained during
that period covering about 8,000 villages out of 57,000
villages throughout the country. The training of trainers and
YHV/YHC was simultaneously carried out in other villages of
other provinces through the RTG and UNICEF-WHO support.

Research and evaluation studies. The project funded 3 studies
as follows:

- Evaluation of Effectiveness of Health Personnel Training
Program -- by the Health Planning Division, MOPH 1981

- Community Household Survey on Environmental Health
Conditions, Perceived Sickness and Utilization of Health
Services Resources -- by the Health Planning Division,
MOPH, 1982

- Evaluation of Performance of VHCs/VHVs -- by the Health
Planning Division, MOPH 1981.

Dr. Michael Maurier, a health research consultant, was
contracted from September 1979 to April 1982 to provide
technical assistance and help coordinate studies that were
being carried out by other institutions with grants under the
MCPH-World Bank Population Project.



Phase 2 of the project began in 1983 when it focused its support
firstly on community nutrition and later, in 1984, on diarrheal disease
control including rural water supply and sanitation. During this phase,
the project aimed at the reduction of malnutrition among pre-school
children, the establishment of a health information system, and the
reduction of morbidity/mortality due to diarrheal diseases. Activities
related to the community nutrition interventions include the training of
trainers, VHV/VHC and mothers in 1,781 selected villages in the
poverty-stricken provinces. Equipment, supplies and start-up funds were
provided to project villages to carry out growth monitoring, nutrition
education, supplementary food production and distribution, and the
establishment of nutrition revolving funds.

To partly support the national control of diarrheal disease (CDD)
program, the project finances the training programs for health personnel
and VHV/VHC in poverty-stricken provinces and the provinces in cholera
endemic areas. In addition, the project provides audio-visual equipment
and supplies in support of training and public education activities, and
oral rehydration salt (ORS) packets for some village drug cooperatives.

To increase coverage of safe-drinking water supply and sanitation in
the rural areas, the project finances the training of village sanitation
crafitsmen (YSC) and prevides seed money to the village sanitation funds
to help build rainwater cisterns, water-seal latrine, and householid water
filters. The project covers 1,000 villages in the poverty stricken areas.

Basically, all these activities are carried out by trained VHV/VHC,
mothers' groups, YSC and the village committee with support from the
provincial/district/tambon health personnel. At the central level, the
project is manage by the Prdject Administration and Financial Unit
(PAFU) at the MOPH's Office of the Permanent Secretary.

Technical support and coordination is from the following .divisions
of MOPH concerned: :

Training of PHC trainers and = Health Training Division
VHCs/YHVs ‘- PHC Office
Training in curative care - Nursing College Division

Family Health Division

Training in management .= Health Planning Division

Health Training Division
~ Faculty of Public Health,
Mahidol University

Training of nurse practitioners
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Community nutrition - MNutrition Division
Diarrheal disease control - Div. of General
Communicable Diseases
Rural water supply and ~ Sanitation Division

sanitation

Almost all of the project activities have been completed.
Background for the project can be found in the AID Project Paper, the
Project Agreement,. reprogramming proposals, the mid-term evaluation
report (1980), progress reports and other project documentation available
in the project office.

IV. STATEMENT QOF WORK:

The evaluators are required to analyse, describe, and make
conclusions and recommendations on the following:

1.

e e s w e sia~ A w

Describe the overall status and covérage of MOPH rural health
programs with particular attention to the following areas: PHC
worker training, community nutrition, rural water supply,
sanitation and diarrheal disease control.

To determine the progress of the project in attaining its output
targets and objectives over the 1978-1986 period. Describe
factors which are attributable to achieving the targets as well

-----

as difficulties encountered in rezching the project targsis.
The objectives to be achieved include:

a. At least 7,000,000 rural dwellers in the 20 provinces were
to obtain convenient access and accept primary health care
including family planning and nutrition. ,

b. A substantial inérease, as much as 10 times, in the
utilization of MOPH health facilities.

c. A 50 percent.decrease of second degree and an elimination
of third degree malnutrition in 1,800 project villages.

d. District health officers in 240 districts become capable of
planning and managing their respective health programs.

e. Eighty percent of children under five years of age in the
poverty areas have access to oral rehydration therapy (ORT)
and 50 percent of diarrheal cases practice ORT.



f.  The number of cholera cases in 6 target provinces {with
cholera endemic).decreases by 50 percent.

g. In 1,0C0 villages with sanitation activities, the
percentage of people with access to safe drinking water
will increase from 10 to 25 and those using latrines from
20 to 40. :

3. Describe specific lessons learned from the project interventions
particularly as compared with similar activities directly funded
by the RTG.

4. Make recommendations.on policy changes, management improvements,
implementation strategies, funding requirements, communications
strategies or other areas indicated by the evaluation results,
which will assist tne MOPH in meeting its PHC objectives and
targets established in the 6th 5-year plan.

Prior to departure from Thailand, the evaluation team will prepare a
comprehensive report on the aforementioned for the MCPH and USAID.

V.  METHODS AND PRQOCEDURES

1. The team will analyse the project's progress reports, mid-term
evaluation report, and other project documents to obtain data on the
achievements of project objectives. The team will meet and interview key
MOPH officials in charge of different project activities for further
clarification of the achievements, gaps, lessons learned and
recommendations. Field visits to 8 provincial health offices, 8 district
hospitals, 8 district health offices, 16 health centers, and 16 villages
will be made to gain an insight into actual accomplishments at the local
level as well as to obtain qualitative information on performance from
field staff at all levels and village level volunteers including 3-4
mothers of pre-school children and other 4-5 villagers in each village.

2. The team will obtain the data from the MOPH Project
Administration and Financial Unit and other divisions concerned with
different project activities described in Section III.

3. The evaluation will begin with one consultant together with a
research assistant gathering information and documents from various
divisions in early August 1986. The whole team will meet and start the
team effort in mid August 1986 and spend about 2 weeks in the field to
obtain further information from local health personnel, volunteers and
beneficiaries (villagers). After the field trip the team will analyse
their findings and write up a report as described in Section VII.

A draft report is due at the end of September 1986.

WV



4. The team should read the following documents before beginning
the evaluation:

- The Project Paper’

Reprogramming proposals

Mid-term evaluation report
- Thailand Health Sector Assessment
- WASH Field Report No. 153

5. Word processing services will be provided by USAID. Some
secretarial work will be required after office hours during this
evaluation period and untjl the report is completed.

VI. COMPOSITION OF EVALUATION TEAM

1. It is proposed that a three-member team be formed to handle this
evaluation. The team members will work under the supervision/assignment
of the team leader.

The qualifications of the team members should be as follows:

Team Leader:

- One U.S. consultant will be the team leader. He/she should
have extensive experience in PHC management, training and
evaluation (6 weeks)

Team Members:

- One Thai consultant designated as co-team leader who is a
- physician with extensive exper1ence in the Thai health
system, organization, operat1on training and evaluation (8
weeks). In his contract, provision for a research
assistant will be included to help gather and analyse data
and information from various sources concerned.

- One physician with experience in public health and familiar
with rural programs on diarrheal disease control, nutrition
and sanitation (6 weeks)

2. For the purpose of this evaluation, one U.S. consultant will bte -

requested from PRITECH, a caentrally-funded project. Two other
consultants are also required to work on the joint Thai-U.S. team. A
personal services contract (FSC) will be signed between USAID and Thai
team members as required.

3. The PRITECH consuitant (team leader) will work for approximately
6 weeks, 5 days a week, with remuneration in addition to per diem 7or the
entire period.
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4, The other consultants will work for 6 to 8 weeks depending on
the type of work he/she will be assigned. He/she will work 5 days a week
with remunerations plus per diem while on field trips up-country.

VII. REPORTING REQUIREMENTS

1. Format of the Report

The team members will write up a section of the report on
his/her assigned area of responsibility describing his/her findings,
conclusions and recommendations. -The team leader will coordinate these
efforts, and with the assistance from the other consultants put all the
pieces together in a proper format, edit the report as appropriate, and
present it to the MOPH and USAID.

The team will prepare a written report containing the following
reactions:

- Basic project identification data sheet (page 24 of ANE
guidelines).

- Executive summary (using ANE guidelines and format,
pp 37-47).

- Body of the report describing in brief the country context
in which the project was developed and carried out,
findings/informaticn concerning the activities stated in
Section IV, and evidence and analysis on which the
conclusicns and recommandations are based.

~ A full statement and standard Matrix of conclusions and
recommendations. The recommendations should specify who,
or what agency, should take the recommended actions.

- Appendices including the evaluation scope of.work,
pertinent Togical framework, evaluation methodology,
bibliography, AID evaluation abstract (recommendation
matrix), and others as appropriate.

”

2. Submission of the Report

The report will be written in English. A preliminary draft
containing findings and recommendations will be presented to the MOPH and
USAID by the end of the 7th week of evaluation period and the final
complete draft by the end of the 11th week for formal review. The final
report including a Thai translation of the findings and recommendations
will be submitted to USAID and the MOPH by the end of the 8th week of the
evaluation.



3. Debriefing

The team leaders will debrief the MOPH senior staff and USAID
during the last week of the evaluation.

VIII. FUNDING:
1. For one U.S. consultant (6 weeks):

Approximately $20,000 is requested from the Technology for
Primary Health Care Project (PRITECH), a centrally-funded
project.

2. For other consultants and other local costs:

Approximately $7,000 from PD§S funds.



Appendix B

EVALUATION ABSTRACT

The Rural PHC Expansion Project supports an extensive RTG commitment that
in a mere 8 1/2 years has established primary health care services in 85
per cent of Thai villages with 31 million people. Activities supported
by the Project in Phase 1, 1978 - 1983, include training, research and
evaluation, and in Phase 2, 1983 - 1986, community nutrition, diarrheal
- disease control, and envirommental sanitation. This final evaluation was
- undertaken by a Thai-U.S. team on the basis of field visits, interviews
with Thai officials, review of project documents and other pertinent
reports, and independent assessment of health utilization, and morbidity
and mortality data. The major findings and conclusions are:

L.

1. A massive training effort has been completed successfully, but
longer term evaluation of its impact is needed to guide plans for
refresher training.

2. Research and evaluation efforts have not yet been adequate to
guide RTG PHC policy through its ''adolescence'. Many lessons remain to
be learned, perhaps through a carefully focussed series of operations
research studies.

3. The PHC management information system is not used to guide
policy at the local level and does not appear to flow to the center in a
timely, useful way.

4, The PHC concept may contain more elements than the voluntary
village worker can effectively implement. Priorities may have to be
determined based on village opinion and the information generated by the
routine information system.

5. The Project has supported effectively the longer-standing
Ministry of Public Health's diarrheal disease control program. ORS is
widely available and there is surveillance data consistent with recent
decline in case/fatalily ratios from acute diarrhea.

6. Because Project growth monitoring (surveillance) data is
incomplete, it is not possible to say whether malnutrition levels among
' under 5s have been reduced below levels found in 1980. Other information
) suggests such a reduction, but needs to be confirmed. Clearly, severe
- malnutrition is rarely seen in Thai hospitals and villages visited.

-~ reeeman
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7. In just two years, the project has improved access to safe
drinking water and provided for better environmental sanitation in 1,000
of the poorest villages. The operation of the village sanitation funds
needs further study.

8. Operation of PHC activities in the villages seems not to have
stimulated visits to the health centers closest to the villages. These
centers remain dramatically underutilized, with villagers bypassing them
to visit the district hospitals.

Some lessons learned are:

1. The continuing task of connecting PHC in the villages to the
official health system should not be underestimated. A determined policy
and supportive leadership at all levels are required.

2, Health education efforts in the village need continuing
emphasis, should involve local Government health workers on a regular
basis, and may benefit greatly, at least in Thailand, from backstopping
through the mass media.

3. The health system will not easily be reoriented to promote
prevention. Most health training is centered on curing, and that is also
what has the most urgency and value in the popular mind.

M\
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Appendix C
UNITED STATES GOVERNMENT

memorandum
September }giziéﬁri (yLn\muL////

Drs. Wichit'Mathurospas, Chaloem Varavithya, and Nicho]a!N’Wright,
Consultants )

Rqra1 Primary Health Care Expansion Project, Final Evaluatijon: Major
Findings and Observations: Memo for Discussion at Debriefing, 9/19/86

Director, Dr. Jdohn R. Eriksson

Deputy Director, Mr. Lee Twentyman

For the purpose of this debriefing, we have pulled out for comment and
discussion specific objectives from Section IV of our scope of work. In
som: instances, these objectives will be reinterpreted slightly because
the data available to us did not satisfactorily answer the original
charge. We also address some questions that were not asked, but might
have been. To keep this memo short, we assume general familiarity with
the RTG's Primary Health Care (PHC) program since 1978, and USAID's
relatively small contribution to that major effort.

Before discussing the objectives given to us, some general background
issues must be considered.

Background

1. At the local and provincial levels, very little distinction is made
between USAID assistance within PHC and other assistance, mostly from the
RTG. This is quite understandable, and possibly a marker of success, but
it makes Tor diificulty in disentangiing the USAID inputs within this
exciting, ambitious, but sprawling RTG commitment to social equity and
better health through community empowerment.

2. Unfortunately, research studies on the eight-year PHC effort are very
few. Many of the planned studies under the Population Project, Phase
One, were not undertaken because of RTG reluctance to use loan money for
this purpose. Those that were undertaken remain as lonely baseline
efforts (Health Utilization Survey) or lack a long-term cohort
perspective (early evaluation of the massive training efforts). There
was also difficulty within the MOPH in contracting with outside Thai
rasearch groups to do appropriate research and evaluation. Indeed, USAID
opposed such sub-contracts, feeling that the MOPH's Health P]anning_
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NDivision needed strengthening. Clearly, the main problems were not
resolved, and, regrettably, the amply demonstrated potential of Thai
university groups in demographic and health research was not brought to
bear on the PHC Project. Finally, it is said that many of the MOPH
Divisions involved in PHC activities set up their own research and
evaluation units. We see some evidence of this, especially within the
Nutrition and Communicable Disease Divisions, but ine central office of
PHC seems not to have provided sufficient guidance in overall PHC
research strategy.

3. While the detailed management information system organized to monitor
the PHC effort seems to work at the local level, it is not
well~understood there, possibly because of the lack of denominator
orientation. Information does not appear to flow to provincial and

. central levels in a timely, useful way. We sense that management
proceeds mostly by impressions and anecdote. While this possibly might
be adequate for PHC program administrators, it is not a comfortable,
balanced, or reliable means of evaluation by outsiders who only have a
brief "snapshot” view of PHC activities.

4, Conversations with MOPH officials have been frank and open. Striking
successes and disappointing failures are acknowledged, and discussed in
depth. The underlying problem with these discussions, however, is the
relative atsence of sufficiently focussed special studies and a timely,
relevant ma:: jement information system. Where PHC activities are
successful, we often are not sure why. The same is true for failures.
After so much dedicated effort and heavy expenditure, this is an
uncomfortable situation. Clearly, further philosophic discussion of the
PHC concept will not improve our grasp of the activity as much as
carefully focussed "operations" research, sound epidemiologic analysis of
health outcomes, and a simple service statistics system that delivers up
the needed information quickly. a

5. Health is not as important a priority in the village as agriculture.
This order of priorities makes it more difficult to build an effective
PHC system. In addition, the health system is better equipped (and
trained) to cure rather than prevent, and many of the target?ed vi]lage
population of mothers and children, accepting the general orientation of
the system, tend to seek cures. It is hard even in the developed world
to see the "result" (and value) of prevention.
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Objectives

1. Access to PHC in the original (1978) 20 provinces is difficult to
determine, but data from the Office of PHC (1985) suggests that 63% of
the estimated total popuiation of 17.8 million have access to village PHC
services., During 1985, 4,873,000 visits were recorded by village health
workers, or 28% of the total population (43% of the population with
access). In the 20 provinces, the 1985 range of visits among population
with access was from 16 (Kanchanaburi) to 93 (Roi Et) per cent. Since
Tndividuals may make more than one visit per year, these figures

overestimate coverage.
data from the cumulated service statistics.

data available.

We cannot make an independent assessment of this

There appears to be no trend

2. Utilization of MOPH health facilities has not increased by tenfold in

- the 20 provinces.

HeaTth Centers

District Hosp.

Provincial
Hospitals

A careful Took at raw outpatient visit data (Rural
Health Division) from 1982 to 1985 suggests:

Twenty Accelerated Provinces

Outpatient Visits (1982-85)

Raw

Up in 13 provinces
Down in 7 provinces

Increasing faster
than health center

~in 15 provinces

Increasing more
slowly than health

- center in 2 provinces

About the same in
3 provinces

Up in 18 provinces
Down in 2 provinces
Increasing faster
than health centers
in 12 provinces

Corrected for increased number of
facilities

Up in 9 provinces
Down in 11 provinces

Not available

Not relevant
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. we'conclude that:

. .a.  Attendance at health centers is increasing, but outpatient
visits at district and provincial hospitals are growing more rapidly in
the majority of the 20 provinces.

b.  The health centers remain underutilized. In the best case (Buri
Ram) a health center (1985) had an average of 12 visits per day (assume
250 working days per year). In Songkla, however, the average was 3
visits per day.

3. Because weighing data is incomplete (coverage of under 5s said to
range only from 40-60%), it is impossible to assess reliably the effect
of PHC activities on malnutrition. The problem is selection bias, i.e.,

. the healthiest children tend to be brought forward for weighing. A
recent, 'small cohort study from the Division of Nutrition based on a 100%
sample of children supports this point of view. It may be that levels of
malnutrition have been brought down by PHC efforts, but the avaijlable PHC
data do not support such a conclusion. The probability of 1ittle change
in levels of malnutrition remains quite possible, given our field
impressions of nutrition fund activity, availability of supplementary
food, and little evidence of active case~finding. A new NESDB study on
community financing of PHC in Thailand tends to support this more
pessimistic view. Finally, we find almost no evidence that pregnant
women have received significant nutritional diagnosis and support. Birth
weight is related to maternal nutrition, and remains the most powerful
predictor of mortality in the first year of life.

4, District Health Officers were given management training only
recently. The curriculum seems appropriate. The result of this training
on behavioral change seems promisinyg in a study 6 months after training.
Perhaps a second study should be on the operations research agenda two
years from now.

5. Access to ORT by under 5s in poverty areas in 1985 is estimated to be
60 per cent. The overall use rate by children with diarrhea (GPO sources
of ORS) is said to be 34 per cent. Since many families buy private ORS
preparations, this latter figure is an underestimate. In our field trip,
we saw ORS packets everywhere, e.g., district hospitals, health centers,
and the omnipresent (and successful) village drug cooperatives. We find
some Timited evidence that, over the'whole population, case/fatality
ratios from acute diarrhea may be down over the 1976-84 period. There is
no evidence for a reduction in diarrheal morbidity, contrary to a recent
RPHC Project Quarterly Progress Report.
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. : 6. We feel that the cholera reduction targets under this Project are
Do unrealistic and misleading. The biology of cholera is complex and poorly
understood. It is known that cases fluctuate dramatically from year to
7 ] year under "normal” circumstances. A downward swing following the
jﬁ , initiation of Project activity would have as little meaning as an upward

surge of cases. Sentinal surveillance under this project was reduced
greatly from the original 1983 plan, and is unlikely to effect any change
- in cholera incidence in the short-term.

Y

‘ 7. While we were unable to form a reliable, overall impression of the
sanitation revolving' funds (USAID support began only in 1984}, we saw
much activity in many villages, especially the building of large and
small rainwater collection jars. Since Phase 2 of the RPHC project began
in the 1,000 targetted villages, 1,500 cisterns, 16,000 water jars, 9,000
latrines, and 1,300 filters have been built. We estimate crudely that

-household availability of safe drinking water and latrine access have
increased from 17 to 30 per cent, and 26 to 33 per cent respectively, in
the target villages. These are maximal estimates.



FIELD VISITS TAKEN BY TEAM MEMBERS

Appendix D

Date Province District District Hzalth Center
Hospital and Villages
Aug 13 Chonburi - Ban Bueng 1 1
Aug 14-15 Suphan Buri - Samchook - 2
- Dermbang Nangbuat 1 1
Aug 19-21 Lampang - Mae Ta 1 2
Aug 21-22 Kamphaengphet - Klonglarn 1 2
Aug 206-27 Ubon - Muang Samsib 1 2
- Khuang Nai 1 2
Aug 28-29 Si Sa Ket - Prang Ku 1 2
- Khu Khan 1 2
Sept 1-2 Songkhla - Jana 1 1
- Ranode 1 2
Sept 3-4 Satun - La Ngu 1 2
- Kuan Done 1 1
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