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EXECUT IVE SUMMARY:
 

The mid-term evaluatlon of the Population Planning II project was

conducted from June 18 - July 20, 1984. 
The evaluation team, comprised

of Thais and Americans, represented 9 pertinent public health
disciplines: demography; biostatistics; program and project management,

administration and coordination; reproductive health; MCH/FP; health
 
planning; evaluation; traling and supervision; dnd information,
communication and education. 
Almost two-thirds of the team had served on
 
previous USAID/Thailand population project evaluations.
 

The scope of work for the evaluation -- provided in the Introduction 
to this report -- aimed at broader objectives than the usual mid-term 
assessment of project progress. It directed the team to look ahead to
 
the naxt development plan period and to forecast needs for USAID and

other assistance, based on targets set or being set forthe 6th Economic
 
and Social Development Plan. Although time did not permit in-depth
 
coverage of every item in the scope of work, the team has attempted to
 
identify strengths, problem areas and needed mid-term project corrections

of PP II,and to forecast demographic and general resource needs for the

6th Plan period. The observations and recommendations contained in this
 
report are a result of analysis and synthesis of information obtained
 
from briefings, field visits, reviews of documents and materials, team
 
discussions, and team members' professional experiences and backgrounds.
 

The following summarizes data and major perceptions elaborated on in
 
the report:
 

1. A continuing fertility decline 
-- from a CBR of 26.9/1000 in
1981 to 21/1000 in 1984 -- is attributable to increased contraceptive

prevalence which is largely a result of the NFPP 
 This has affected the

population growth rate which has declined from 1:8% to an estimated 1.6%
 
over the 1981-1984 period.
 

2. PP II is appropriately focused and adequately funded; however,

there is need to strengthen certain components -- research and 
evaluation, the MIS, intersectoral coordination and training impact
assessment -- and to add several elements consistent with the objectives

in the Project Paper. These include: increased availability of services
 
to special groups (hilltribes, residents of the Northeast region,

slum-dwellers and factory workers); extension of services and support

systems through additional resources and technical support; MOPH
 
implementation of existing service policies; increased involvement of and
 
collaboration with NGO providers; provision of participant training and

study tour opportunities, particularly for provincial-level family

planning personnel, and other means whlich are detailed in the report.
 

3. The targets set In PP II for the anr, al gravtii rata, service

facilities, contraceptive prevalence, new acceptors and active users are
on-stream and insome cases, have already been achieved, For example:
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a. The PP 11 target of new accptors for the 5th Plan is5.3
millIion. From 1982 - April 1984 'itK27J5Othe year remaining) there 
were 2,594,898 new acceptors. According to the PP, by this time there
should be 2,320,000 new acceptors. 

b. The PP II target for active users is 4.2 million. From
 
1982-1983, the reported number of 
 TI-ve users was 7,405.7 million.

Thus, the PP I1 target has already been exceeded -- by 76%.
 

c. The annual gwth rate target by 1986 (the original end-date

of PP If) is 1.5%. A-a, the estimatea annual growth rate is 1.6% 
which is expected to decline to at least 1.5% by 1986, and further by

1987, the current EOP.
 

d. Tambol (sub-district) level static facilities offering IUD
services number 561 of the. 7,169 service points. This target is

on-stream if: (1!) training of AMs proceeds as planned; (2) there istotal implementation of MOPH policy; and (3) IUD kitsvare promptly

provided to trained auxiliary midwives.
 

e. Village-level availability of orals and condoms is estimated 
at 85% coverage; the PP Il calls for 60%. 

f. Contraceptive prevalence is, according to preliminary CPS 3data, over 60T"Tiere are regional variations but even with these, the

PP II target of 45%iin "lagging provinces" will have been exceeded by

1987 and is already exceeded in the "lagging" Northeast region.
 

g. Vasectomy and IUD acceptance has much exceeded the modest 5%
annual increase targeted in the PP: 
 in 1983, IUD acceptance increased

51% over 1982; vasectomy acceptance increase for the same period was
16%. 
 Data for the first part of 1984 indicate greatly increased acceptor

levels for IUD and vasectomy over 1983 -- in the 60-70% range if current 
momentum is sustained.
 

4. With 35% pf PP II project time elapsed, 32% of the total project

funds have been committed and 21% have been expended.
 

5. The Ministry of Interior has established policy guidelines thatdirect provincial and district administrators to promote and support
family planning. This Initiative, not anticipated by the PP II planners,
adds a large and influential promotional system to the NFPP's
decentralized service system. 
 However, there are several emerging issues

that the team feels should be resolved in order to improve and strengthen
both short and long-term policy and working relationships. The team has
also recommended that a portion of funds available for re-programming be
used to support provincial -level MOPH/MOI initiatives. 

'k' " . f ( : . . , t ... " ' ' : i / . ; . . • _ . ' 
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6. USAID bilaterail and AID inteniediary and other donor support 
wi be required diring the 6th Plan period. The precise amount and 

nature )fexternal assisrance that will be required must reflect (a)an 
expected increase of 30% in the number of married women of reproductive

*age 	 in the next seven years; (b) a growing number of active users that
 
far exceeds the 5th Plan expectations in the Project Paper; and (c)a
 
realistic praizal of RTG's funding comnitments.
 

The extent of external assistance that will be required to
 
achieve a 1.2% annual growth rate target will emerge during preparation 
for the 6th Plan. The team has recommended that the preparatory phase be 
initiated immediately and receive financial and technical support under 
PP II. 

Overall, the evaluation team gives high marks to the NFPP and to
 
PP II. The recommendations made by the team are intended to make a very
 
gocd program even better, and to provide a context for discussions by
 

*NFPP and USAID about desired and necessary changes and future USAID.
 
participation in Thailand's widely chronicled reproductive revolution.
 



. . ,... . PA.ONE 

Fourteen years ago, the National Family Planning Program (NFPP) wasestablished i;i recognition of the dverse effect of rapid population
growth on social and economic development objectives. At that time,
USAID's asst pol-tlon/family poannin;,,poI began, and over the years has increaseo aiid diversified in response to the growth and program
complexity of the ?NFPP. 

The subject of this report isa mid-term evaluation of PP IIwhich
represents USAID's financial and programmatic assistance to the NFPP forthe period of the 5th Economic and Social Development Plan (1982-1986).
The evaluators also looked ahead, as requested, to the 6th Plan to assess
the probable adequacy of resources required to achieve Its demographic 
targets.
 

The scope of work for this evaluation contained the following
elements: 

I. Review and assess the performance to date of all PP IIfinanced

activities with special emphasis on the following:
 

A. Manpower development and supervision: Assess adequacy of
current Project training programs, particularly IUD insertion training

and the sterilization training for district physicians.
 

B. Information, education, and communication: assess currentperformance and determine relevance of planned IE&C strategy for the 
remaining life of the project,
 

C. VSC and IUD services: Assess adequacy of current coverage
as well as qualitative and quantitative aspects of this service.
 

D. Contraceptive and related medical supplies: 
 Assess current
stock situation, and future requirements.
 

E. Assess reasons for low contraceptive continuation rates and
 
make recommendations for improvement.
 

F. Program, operations and biomedical research: Assess
 
current performance, identify unmet needs for research, review

organizational arrangements needed to ensure effective overall

coordination of research activities, and make recommendations for
 

* rimprovement.
 

G. Review mix of contraceptive methods offered inthe NFPP

Including proposed riew methods such as sub-dermal implants, together withalternative -ervice delivery strategies now employed, Identifyweaknesses in current service delivery practices and make recommendations
for optimal delivery of family planning services. 
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i~i"-i~; H. Determine if the NFPP is meeting its targets asl-nithe -5th Plar-Za nd-in-the Project-Log :Frame!- proposed. ..
 

I. Identify the contraceptive needs and nature of specialemphasis programs required to reach potential acceptors in differentgeographic regions, age groups, ethnic and religious minorities.
 

II. Review and assess the organization and management of theNFPP as it affects the Population Planning IIProject with specialattention to policy formation, manpower utilization, program planning,management information systems, internal coordination and coordination
with key outside agencies and the private sector, supply management.and
financial management. Special attention should be given to long term
cost effectiveness issues, (e.g., What are the long-term cost
implications of current NFPP approaches to fertility reduction). 
 Make
recommendations for improved organization management and financing of the
 
NFPP.
 

I1. Assess the demographic impact of the NFPP. 
Determine
contraceptive continuation rates and impact on fertility reduction.
Determine contraceptive prevalence requirements by method to reach the
established and proposed targets in the 5th and 6th Five Year Plans.,
 

IV. Assess the current and potential future contribution of other
external donors to the NFPP, including AID-intermediary organizations
such.as the Population Council, FPIA and IPAVS. 
Assess the extent to
which the RTG and other donors will be able to provide the necessary
resources to meet demographic targets proposed for the 6th Five Year
Plan. Determine the gap in RTG resources necessary to meet the 6th Five
Year Plan targets upon the expiration of the Population Planning II
Project and make specific recommendations for filling the gap through
centrally-funded projects of AID-intermediaries operating inThailand,

and bilateral assistance.
 

V. 
 On the basis of the foregoing analysis of the performance,
needs and priorities of the NFPP, make specific recormnendations for those
project funds which should be reprogrammed for other uses, and identify,
prioritize and describe those other uses in detail.
 

VI. Prepare and present to the RTG and USAID before leavingThailand a detailed written report of tho findings and recomendations of

the evaluation team.
 

Specific outcomes of the evaluation were detailed as follows:
 

I. PP II Project Perfomance 

a. Strengths and weaknesses of current project
b, Detalfled recommendations for improving project peformancec. Outline of suggested 3rd year implementation plan

d. Suggestions for $ reprogramming 



IL Anlyis of Future Needs: (6th 5-Year.lani Per io d),. 
Demographic trends 

b. Gaps ini servicers 
c. RTG and other donor roles
 
d. Proposed UJAID support
 

A total of one month was allotted to the evaluation.
Thai/American Ateam, led by Dcai) (Dr.) Dbhanom Muangman and co-led byDr. Donald Minkler, held briefings in Bangkok followed by tandem teamvisits to the North, Northeast, Central and Southern regions. 
 Pertinent
documents were reviewed and team discussions were held to share and
review information and points of view, and to determine, by reachingconsensus, the response of the team to crucial issues raised duringbriefings and field observation. A preliminary presentation of findings
and recomendations was made to the Minister of Health, senior membershis staff, and NFPP administrators and managers. 
of 

A similar presentation
was given to USAID's Acting Director and members of her staff. 
Several
discussions were held by the team and individual team members with Mr.
Terrence Tiffany, USAID's H/P/N Officer, inorder to clarify and obtain
his perceptions on various element, in the scope of work.
 

The magnitude of challenge presented by the scope of work may
even exceed the challenge to b faced by the NFPP as the MWRA increases
by 30% inthe next seven years. Itis unnecessary to state (albeit true)
that time was insufficient to provide in-depth coverage of all items inthe scope of work, and to sufficiently differentiate between the NFPP's
program and PP IIwhich, by design, was quite properly integrated with,
not extraneous to, ongoing activities of the national program. 
 The team
hopes that Its reviews and recommendations will serve as a basis for
discussion and change, and that the report has accorded proper

recognition to the public and private sector efforts that support,

promote and invigorate family planning activities inThailand.
 

I. MAJO'R FINDINGS
 

A. The NFPP is a mature, innovative, and successful program which,
assuming its present momentum ismaintained, is certain to exceed its
Fifth Development Plan target of a 
1.5% population growth 'ate.
 

B. The team's deviograher and bfostatlsticlan updated the current
 
demographic situation, revealfng the following salient evidence;
 

1. The growth rate which was oxtimated by the evaluators in1981 at 1. ['% har acclined to a currently estimated 1.6%.
 

2. The crude birth rate has declined from approximately

27/1,000 In 1981 to a currently estimated 21/1,000. 

S r3. Preliminary tabulatrons of the Third Contraceptive
Prevalerice Survey 5ust concluded Indicate that prevalence
now 
 ceids 601 of MWRA, tompared with an estimated 58.2%
 
ir1981.
 



47 A=)V riCrease in the MWRA Can be expected between
1983-1 991. 

C. The decline in the population growth rate can be attributed toa continuing decline in fertility for which the NFPP is largely

responsible,
 

D. The policy guidelines of the Ministry of the Interior have 
contributed to accelerated progress toward Fifth Plan targets to the 

p 

extent that the guidelines have thus far been implemented, 

E. The evaluation team finds that the PP I project is
appropriately focused and ismaking a 
significant contribution to the
overall success of the NFPP. However, there are areas which need to be

strengthened and improved in the future.
 

F. Private sector (NGO's) have provided a significant, unique, andcomplementary contribution to the NFPP serving to extend and strengthen

the RTG program.
 

G. MOPH policy permitting trained Abs and Ns to Insert IUD's and
administer OMPA is not being evenly Implemented.
 

Ill. MAJOR REC WIENDATIONS TO THE NF P 

A. Need for New Strategies and Extension of Services
 

The number of family planning acceptors continues to increase.However, increasing contraceptive prevalence will require new strategies

to reflect the age and parity of continuing acceptors. Significant

extension of services will also be required to accommodate the expected

30% increase in M1WRA during 1983-1991.
 

Increased attention and support should be given to the furtherextension and improvement of family planning services. 
This Includes:
 

1. Implementation of MOPH policy permitting trained AM's and
NMs to Insert IUD's and administer ODPA Injections; 

2. Provision of additional resources and technical support for

both male and female VSC and IUD insertion;
 

3. Increased availability and access to IUD, sterilization and
DMPA services particularly in the Northeast provinces;
 

4. Extension of services to hilltribes; 

S. Expansion of activities In the private sector, particularly
nfosoin andeCIUD insertion, services to slum-dwellers
 

and factory worters, and Infamily life education;
 



6. Provsionofadded-support service s ncludt ng rtranspo.t,more timely.and useful management information and improved

management Practices;
 

7. Addition of Norplant to the method mix, ifapproved by the

FDA,and on the basis of findings from clinical trials;
 

8. Major emphasis and support for improving continuation rates
 
of temporary method users, and promotion of permanent

methods among those who have achieved desired family size;
 

9. Investigation of the potential forfamily planning training

of nurse aides assigned to health centers inprovinces that
have demonstrated capability for IUD insertion training.
 

10. Provision of third country or U.S. based short-course
 
training opportunities or observational study visits for

provincial-level personnel.
 

B. Strenithening- of Training and Supervision Systems to InCrease
apab11ty and utilizationof the Service System 

The following assessments, reviews, studies and systems need to
be initiated during the next year:
 

1. Provincial-level manpower needs assessments and review and

development of training plans in "lagging provinces" first,

and other provinces, subsequently.
 

2. An efficiency study to determine whether health centers
 
with trained AM's working under supportive provincial

family planning policies are being used at optimal levels
and identification of barriers that impede optimal use.
 

3. Development of a comprehensive and systematic training

evaluation and monitoring system that iskeyed to
provincial-level manpower needs assessments and training

plans.
 

4. A needs assessment of family planning teaching and training

materials, aids and models fn all Schools of Midwifery and
NCH Centers, and assessmnt of needs for transportation for
students' and trainees' field practica.
 

5. Feasibility review of MCH Centers as sites or staff

trainers for health cinter team training and Iffeasible,

design and piloting of a curriculum emphasizing team

training infamily planning service delivery.
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peer review'supervisory system, and comparison of AMperformance and achievement in those areas with AMperformance and achievement in similar service areas using

a traditional supervisory system.
 

7. Conduct an AM task analysis inpreparation for a review of
the basic curriculum for Nis. 

C. Planning and Support Should Be Provided for Enhanced

Coordination of the MOPH with telOI. This incTudes:
 

1. Joint policy formulation between MOI and MOPH Inwhich the
technical staffs of both provide more substantive input.
 

2. 	Formal machinery to insure coordination of policy
implementation at technical levels, centrally and
 
provincially.
 

3. Financial support and technical assistance as needed for a
Joint MOPH/MOI exercise in target setting which reconciles

the 	"campaign" strategy with the MOPH's ongoing service
 
program.
 

4. Support for an orientatfon program for MOI officials,
* including an I&E publication from the MOPH, possible

workshops/seminars for MO 
 provincial and district

officers, and consideration of block grants, for
promotional and coordinating activities, preferably related
to performance targets and mediated through MOPH channels. 

D. Increased Coordination of the NFPP with OtherPopulaton­
elatedGovernment andNon-Governmenta!Act1vities 

1. USAID and the RTG should Jointly support a National

Population Seminar for representatives from the

universities, the conterned Ministries and the private

sector to be held before the end of 1984 to discuss the
Implications of CPS 3 and other topics relevant to the
preparation of the population component of the Sixth

Economic and Social Development Plan.
 

2. 	 The School Health Division and FKD of MOPH, and the
primary, secondary and Ron-Fomal Education Divisions ofMOE should determine the feasibility of Introducing and/or

extending Population Education and FLE Into formal and
 
non-formal education systems.
 

3. Increased coordination of the NFPP with the Social
Preparation Program and Basic Minimum Needs/Primary Health

Care program should be achieved through:
 



~'A'sisurance of appropriate failiy planningq content in theSocial; Preparation, MN, arid PHC programs particularlyat district and tambol levels, and intraining

programs; and
 

b. Improved coordination of the NFPP with the RHD
 
management system,
 

4. Development of a
common data base for use of multisectoral
development personnel at village, tambol and district

levols to achieve improved coordination and complementarity

inperformance target setting and other activities.
 

5. Greater emphasis on information-sharing and education among
the development sectors at the provincial level to promote

complementary objectives and mutual support, (e.g.,
continuing education, orientation, and reference materials).
 

6. Addition of a Sub-Committee or Working Group on Population

Policy to assist the National Family Planning Committee in
review, analysis and updating of Ministries' policies and

strategies insupport of the achievement of the target

growth rate.
 

7. Assure that the private sector isa participant inthe
 
RTG's preparation for the 6th Plan.
 

E. Promoteand Support Preparation for the 6th Plan:
 

1. Conduct a detailed demographic analysis, assess
organizational deve',pment needs, and conduct a policy

review.
 

2. Support regional and othor selected contrat:eptive
prevalence studies to follow CPS 3.
 

3. Forecast internal and external financial and technical
 
resourcos that will be required to achieve the demographic

targets of the Sixth Plan,
 

4. Forecast manpower, commodity, and other needs that will be 
required to achieve targets.
 

6. Study financing alternatives for the delivery of familyplanning services, including the role of the private sector
and MOPH recovery of supplies' costs from acceptors.
 
6. Follow-up on the proceedings of the lational Population

Seminar by requesting the participating IVinistrios todevelop policy frameworks and plans that complement,
reinforce and extend FHO's propozed plan.
 



_._.S pport_,theproposed "'Population- Pol icy Background -Paper"­and assure that it is disseminated and discussed byrelevant Mfnistries, coordinating agencies, universitiesand private representatives, perhaps through a 
follow-on
seminar to the National Population Seminar, in 1985.
 

F. Reduce Fragmentation of PP IIby Reorganizing Project
korn onents into a More CohesivePac a 
 a ar'er Focus
 

1. Continue to expand improved access, availability and
 
management of services:
 

a. USAID should support a hill 
tribes project designed by

FHD which reflects the lessons learned and needs
identified in the UNFPA-financed project managed
through the Rural Health Division. To the extent
possible, the expertise, experience and resources of
the Chiang Mal hill 
Lribes project team should be
carried over into the new PP 
IIProject component.
 

b. Special priority should be given to the Northeast
provinces in resource allocation for increased

availability of services, training, and support

services, and IE&C.
 

c. The delivery of services should be expanded through
increased availability of trained personnel, transport,
IE&C and mobile units, commodities, and uniform
implementation of the MOPH policy to permit trained
AM's to provide the full range of temporary methods
including IUD insertion and Injectable contraception.
 

d. IE&C prototypes development and revision of existing

materials on temporary methods should be supported that

will strengthen client counseling to 
improve

continuation rates.
 

e. Redirection of research funds toward studies aimed at
efficiency and cost-effectiveness should be encouraged.
 

2. Preparation for the population component of the Sixth Plan
needs to be supported during the third year of PP IIto
generate initiatives and a 
data base for informed policy
formulation among the concerned Ministries and private

sector.
 

3. Strengthening of PP I1 Performance.
 

Program areas that will require increased attention Inthe
 
near future are:
 

................................­



: a, research- and eva] uaJti n' 

b. management information; 
c. intersectoral coordination;
d. continuing disparities in regional performiance; ande. review and strengthening of the FHD management system. 

G. Future Role for USAID 

A possible PP III should be weighed against provision of
population assistance through EPD II supplemented by centrally-funded
(AID) projects. I :appears that the EPD IIpriorities of the RTG
would not permit a sufficient level of bilateral support for

population/family flanning, a
new project, PP III, might be considered.
 

4i 



PART TWO
 

I. Institutional Framework of the National Family Planning Program

(NFPP)
 

The NFPP is under the direction of the Permanent Secretary for
 
Health, and the members of the NFPP Committee are appointed by the
Minister of Health. The membership changes when the Minister changes.
 
There are two sub-committees: •one on coordination and one on research
 
and evaluation. Their membership is also appointed by the Minister and
 
changes when the Ministerial incumbent changes. (See Annexes 2.1, 2.2
 
and 2.3 for the memberships and responsibilities of the Committee and
 
Sub-Commi ttees).
 

The Ministry of Public Health (MOPH) plays the most central role in
 
the NFPP by providing family planning services through its nationwide
 
delivery system of hospitals and health centers. Other governmental
 
organizations are also a part of the family planning network including
 
the Ministry of Interior (MOI), and the Ministry of Education (MOE) which
 
is involved in population education. (The Ministry structure, and its
 
provincial network are shown in Figures 2.1 and 2.2, and its relationship
 
to MOI is shown in Figure 2.-3. Annex 2.4 provides a detailed
 
organization chart.)
 

The family planning activities within the MOPH are under the
 
direction of the Family Health Division (FHD) of the Department of
 
Health. The Director-General of the Department is also director of the
 
NFPP. The Division's role is to manage, coordinate and monitor the NFPP,
 
to provide contraceptive supplies, manage foreign assistance, provide

logistical support, and conduct training, supervision, IE&C activities
 
and research and evaluation. The Division is headed by a Director who is
 
also the Assistant Program Director of the NFPP. (The Fl1D organization
 
is shown in Figure 2.4).
 

A number of private organizations are also involved in the national
 
program. These include: PFAT, PDA, TAVS and ASIN. The McCormick
 
Hospital in Chiang Mai in addition to other private hospitals also
 
contribute to the promotion and delivery of services. (The relationship
 
of the private sector to the NFPP is shown in Figure 2.5.)
 

In 1984, the network of MOPH operated rural health facilities
 
included the following:
 

Provinces (73) 73 Provincial Health Offices
 
89 Provincial Hospitals
 
8 MCH & sub-centers
 

Districts (611) 470 District Community Hospitals
 
(excluding Bangkok 611 District Health Offices
 
Metropolitan and 
districts with large
 
hospitals)
 

Tambols (6,o84) 7.169 7ambol Health Cnters
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Fi gure 2 .1
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Figure 2.2
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Figure I+ 
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A brief description of each service level isprovided below. 

Provincial Health Office. All of the nation's 73 provinces
have a Provincial Health Offfce, headed by a physician, the ProvincialChief M dical Officer (PCMO), who is nominally responsible for both the
Provincial Hospital and Provincial Health Office. 
 Inpractice, the

day-to-day running of the Provincial Hospital is conducted by a 
hospital
director and the PCMO tends to focus on the supervision of rural health

facilities and support for the various health programs for which he Is

responsible. 
For technical and policy matters, the PCO is responsible

to the Permanent Secretary of the MOPH, but he also isdirectly
responsible to the Governor, the senior civil administrator of the
province (who reports to the Ministry of the Interior).
 

Privincial and Regional Hospitals. Most provincial hospitals

have 150 to 500 beds, but regional reTerral centers (14) have 600 to
1,000 beds and provide training for a variety of medical and paramedical

workers. 
Provincial hospital services are predominantly curative, but a
full range of maternal and child health and family planning services are
also offered. Except for the large, referralregional hospitals,
provincial hospitals are predominantly utilized by people in the
 
immediate area of the provincial capital.
 

District Community Hospitals. Almost two-thirds of the
nation's districts have aDistrict Hospital (now renamed District
Community Hospital). Although these hospitals normally have 10 to 30 
beds (a few have 60 beds), they are predominantly out-patient facilities,

providing a relatively limited range of in-patient care. The hospital

normally has one physician, but there may be two or three in 30 bedfacilities and up to five in a 60 bed facility. The District Community

Hospital also provides full preventive and promotive health services

(e.g. MCH and family planning services and immunizations) and has
official responsibility for the supervision and technical support of
tambol health center workers and programs in the tambol inrwhich the
hospital is located. District Hospital physicians are generally recent
medical graduates with little experience Inmanaging rural health
 
programs and are usually serving a
mandatory two-year commitment of rural
 
service,
 

District Health Offices. 'The District Health Office refers tothe place where the District Health Officer (DHO) Islocated. The DHO isnormally a senior sanitarian worker who is responsible for all health 
centers and health programs in the tambols outside of the one where the
District Communfty Hospital is located. The DHO Is directly responsible
to the District Officer (who is responsible to the Ministry of the
Interior). 
 Inpractice however, most of the DHO's technical and

managerial support and supervision comes from the Provincial Health
 
Office. 

Tambol Ifealth Centers. Every tambol has a tambol health centerand some have more than one'. ach tambol health center is normally 
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staffed by an auxiliary midwife and a junior sanitarian. (Apractical
* nurse is being added to many tambol health centers).- All _o.the-najor. 
~ sevfce~reintegrated into the tasks ofthe two health center workers. The midwife and sanitarian areresponsible for prenatal, delivery and postnatal services, child

immunizations, nutrition, family planning, and water supply and
sanitation activities. Health centers also provide limited treatment foremergencies or minor illness and referral to distri or provincial
hospitals for more serious problems. 
 Intheory, these activities are to
be centered in the community, (eq. home visiting, and supervision/
support for village health volunteers).
 

II. Policy Formulation 

The statement of policy by the Cabinet inMarch 1970 declared that: 
"The Thai Government has the policy to support voluntary family
planning inorder to resolve various problems concerned with the 
very high rate of population growth which constitutes an importarnt
obstacle to the economic and social development of the
 
nation."$/
 

The 1974 Constitution contains the following paragraph: 

"The State is to formulate population policy to suit the natural
 
resources of the nation, social and economic conditions and
technical progress for the Interest ofmqonomic and social 
development and security of the State. A
 

These policy statements have been given expression through RTG budget
allocations to the NFPP (since 1972), and the setting of jrowth rate
 
targets for the third (1972-1976) and subsequent Five Year Plans. The
targets are set on the basis of data from a variety of sources including
the census, vital and civil registration, contraceptive prevalence
studies, and projections o! fertility. natality, mortality, migration and 
population.
 

The goal of the current (1982-1986) Five Year Plan isa reduction

from the 1981 growth rate ostimated at 1.8% to a growth rate of 1.5$,which Isto be achieved primarily through increised contraceptive

prevalence.
 

1/ Basic Facts inFamily Health inThailand. FHD, tOPH, 194.
 

2/ Population and Family Planning in Thailand, 1982, Population

Clearinghouse/Documentation Gentre, tWPP, at n
M 982
 



The national growth rate target is translated into annual and long---- range-family-pl anni ng performance- targets- by- the-Family Heal th -Dlvi sion­
of the Ministry of Publie Health expressed interms of new and continuing
acceptors by method. Provincial targets are in turn converted into 
district and sub-district performance targets by a process which isbeing
increasingly decentralized with progressively increasing local 
participation Intarget setting. This process isdescribed infurther
 
detail inthe section of the oval uation report dealing with Organization

and Mlanagement issues.
 

As the scope atid extent of the NFPP continues to expand and
 
decentralization proqresses there will .be need for increasing clarity in

policy guidelines, more timely and accurate feedback from the field on 
the impact of implementation, and increased attention to policy
adjustment and refinement. The complex nature of the U1FPP, with service 
delivery highly decentralized, and subject ultimately to consumer 
preference for services, requires continuing special attention to the 
policy formulation function. Policy guidelines should be written with 
increasing clarity to minimize variations ininterpretation while 
maximizing flexibility of application. Policy guidelines covering
technical standards should become more rigorous and precise, while
 
administrative and program management standards should maintain a high

degree of flexibility to accommodate the diverse cultural and

environmental conditions inthe field. 
 The role of FHD should become
 
increasingly more substantial intechnical backstopping, monitoring,

technical quality control and supervision of technical standards,
 
Concerns about the management of multi-purpose resources, coverage and
 
access should increasingly shift to lower organizational levels where
 
program operations management decisions are being made and reviewed.
 

The evaluation team noted certain weaknesses inpolicy linkage

between the central level and provincial levels, and wide variations
 
among provinces in both the interpretation and application of FP policy
guidelines issued by both lOPH and 1401. Rejection of central policy by 
some administrators, (e.g. failure to use trained Ms to provide IUD 
services) suggests a need for more rigorous monitoring, education and 
enforcement of policy guidelines. This may require shifting emphasis to 
the concept of standards setting" for certain areas lagging in 
implementation. 

While some headquarters officials expressed satisfaction with

the amount of time and attention devoted to po1icy formulation, others 
felt that itwas too ad hoc and/or infrequent, that too little initiative 
and time were being devoted to it; that tie service delivery system was 
too often running ahead of policy formulation, that there was some"catching up" to do; and, that policy guidelines needed to be more
 
completo and supported by improved dissemination and education.
 



lI.Financial Support
 

A. RTG
 

The NESOB Sub-commnittee on Population Policy and Planning is
responsible for ensuring that adequate attention Pi given to populationin the RTG development plans. The rapid expansion of the hFPP to meet
the challenge of the Fifth Plan population target has necessitated not
only 	increased RTG financial support but heavy dependence as well on
external donor/lender financing, see Table 2.1.
 

S. USAID and Other Donors 

The allocations and estimated budget for NFPP for the 1982-83period, both for the RTG and the various external donors, appears inable 	2.1. 
 (See Part Four, I.E. for the current and proposed budget of
PP I, revised as of June 30, 1984). 

The future financial implications of RTG population policy
should be carefully analyzed in the near future. 
This requires that
demographic targets be translated into service requirements by the
estimated type, number, location and staffing of services needed toachieve demographic targets, and then these data must be converted intoprojected cost data. It isonly then that the RTG can accurately assess
its capability to provide the increasing resources needed in the future,
and the extent to 
hich 	the RTG must rely upon (1)external assistance,
(2)the private sector, (3)and/or change its policies to Increase
revenue generation from service delivery systems and place even greater
emphasis on permanent methods of contraception. Unfortunately, theevaluation team 	did not have adequate time, data or resources to execute
this much needed assessment. Therefore, accurate prediction at this timeabout the extent of future needs for USAID finencial assistance (ascontrasted to technical assistance) is difficult to make. It is 	likely,however, that a target growth rate of 1.2%which will require a
prevalence rate exceeding 70% at a 
time when the MIWRA will Increase by
approach 30%, will require major resource increases beyond the capabilityof the RTG ifpast performance is an accurate indicator. 
This 	then
suggests that unless there isa
private sector and very sf
policy shift to greater reliance on the
ignificant increases inrevenue generation from
public sector services (which could Inhibit the achievomnt of
demographic targets), continued reliance upon bilateral externalassistance will be needed through the 6th Five Year Plan (1987-91). 

IV. 	Other Donors (USAIO ts spoefically addressed In Part Five of this
 
reportY
 

1. 2Jpn-International Coport A
 

($3,696,652)Since 1974, J1CA has contributed grent aid of 85 million behtto the F~amily Health Ditvision for MCH/FP activities. From 
S1974- 7 f1million baht ($304,347) were contributed annually; the
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c ntr bution was raised to 10 million baht ($434,782) per year from
1979-1983. Japanese policy directs emphasis to the North and
 
Northeastern regions. 
 -


The Japanese contribution through 1983 has been expended on:
 

• 1,560 motorcycles distributed to: 
 Health Centers (1,060) KHM
Centers (435), District Hospitals (25), CBFPS (30) and Border Police (10).
 
. 66 Mobile IE&C Units/Vans: 
PCtO's (16), MCH Centers (17),District Hospitals (2) NFPP (15), Department of Health (3), CBFPS (11),

and Medical Schools (25. 

r 
572 copies of three family planning educational and
motivational films which were distributed to PCMO's, MCH Centers,

Provincial and District Hospitals, and the 1UFPP.
 

. Condoms
 

Special emphasis was placed inNakorn Sawan (Northern Region)through in-service training programs inMCH/FP for midwives, sanitarians,DMO s primary school teachers and tambon Council chairmen, secretaries
and tambol doctors. Equipment including a 
microbus, 70 motorcycles and
250 delivery kits were provided, and a midwife consultant was assigned to
the Provincial Hospital from 1981-83.
 

The JOCFP has its own activitios In Thailand with funding
provided through JICA. 
These have included equipment and audio visual
equipment and supplies purchase (motor bikes, vehicles, cassette and
video tapes, films, color slides, condoms (13,000 gross) and midwifery

kits (400 sets)).
 

The Japanese contribution to the FHD from 1984 to 1987 is not
yet finalized, but isexpected to be in the range of $1.5 million per
year. FHD has requested funds for: training, medical equipment,

condoms, vehicles and motorbikes, audio visual equipment and supplies,

the construction of additional MCH Conters, and technical assistance.
 

Since 1980, JICA health sector financing has supported a
Nursing Education Project 
hich included: construction of the
Srimahasarakham College of Nursing (Mahasarakam Povince), a team of
Japanese short and long-term experts to design curricula and materials
 
for preservice and In-service education, to design an audio-vfsual
program for the audio-visual center, to provide consultation to the 21Colleyes of Nrsing, to assist In support of evaluation of nursingeducatlon, and to conduct in-service short courses for 971 participants
on a variety of topics. 13 Thai nurses have been sent to Japan for

training innursing and audio vfsual education.
 

Through 1987--and probably 2 to 3 years after that--a majorInitiative to strengthen the primary healtm care program isbeing 
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provided through three related components: One the ASEAN PHC Training

Center (Salaya Campus of 14ahidol ) and four Regional Training Centers:Khon Kaen (completed), Chonburit Nakorn Sawan, and Nakhon Sitamarat (all
under construction). One-week PIJC training courses will be offered to
VHY's, VHC's midwives and sanitarians. 
JICA will support the trainees'
tuition, transportation and per diems, and machinery for the production
of textbooks. Teaching faculty for the Mahidol courses are drawn from
the School of Public Health, and that center will become a
training
facility for the ASEAN countries. 
 The faculty for the 4 regional centers
will be drawm from among provincial health personnel. Included inthe
training curriculum are family planning and MCH.
 

The second component, linked to the Centers, are model
development areas which are intended to be demonstrations of application
of course content by trainees. Consultative assistance isto be provided
by Mahidol faculty to VHV's, midwives and sanitarians. Teaching
materials are an expected product of this assistance. Bang Pal near Khon

Kaen isone of 5
areas to be supported.
 

Research ina variety of primary health care topics isthe
third component of the JICA project, Forty-two research projects have
been approved through 1985; two have potential applicability to the

family planning program:
 

RES/l/2525/15: Situation analysis of MCH and Family Planning
Activities within PHC (has been completed by March 1984).
 

RES/2/2526/10: The Cost-Effectiveness of Contraceptive Methods
inRural Communities (to be completed by April 1985).
 

Inorder to strengthen the linkage between research and the
model development areas (and thereby promote application of research
findings), a Japanese advisor, Dr. Iwamura, will be assigned to the
project. 
He has spent 20 years inNepal infield-based program

operations.
 

B. United Nations Fund for Population Activities (UNFPA)
 

Total UNFPA input for 1979-82 (the third phase of their
assistance) was approximately $10 million. Proposed inputs for 1983-86
are $5.9 million: 
 assistance in1983 was $1,361 390; approximately $1.5
million will be spent annually between 1984 and 1986. 
Of the total
1983-86 budget, 61%, or $3,600,000, will be spent on family planning
 
programs.
 

Projects being and to be undertaken between 1983-1986 are:
 

1. Short and long-tem support for overseas training In
population/fp.
 



2. MOE Population Education: reading materials for primary
and secondary 'tudents; secondary. scool level teachers' manual, lesson
plan and learning package# orientation seminars for local educational
administritors and other education personnel; training of trainers and

refresher training, and training of elementary, lower secondary and lower
vocational school teachers; training for extension workers (agriculture,

health, education, community development); production of radio .programs
sound slide shows and newsletters; and, technical support, study tours,

fellowships, and operating equipment to the agencies working in
 
population education.
 

3, Health Servl,1e Project for Hill Tribes (Rural Health
Division): Train hill-tr1beA1 T's and VHV'?to provide primary health 
care;.construct simple village health centers and lodging for AHW's and
VHV's; provide medical supplies and equipment, vehicles, office and A-V

equipment; provide administrative personnel; conduct seminars on the

health problems of hill-tribes and on future health care/FP guidelines

for hill-tribes.
 

4. NFPP Improved FP Program Management and Expansion of Family
Planning and Contraceptive DelverY Service: Train 25D medial. student 
per year (983-86) insterilization at weekend clinics at Chulalongkorn
Hospital and Wat Thard Thong, and Khon Kaen medical students at district
hospitals; conduct annual seminars for PCMO's and MOPH staff to review

target-setting, staff performance, supervision, training and other
 
matters; provide in-country study tours for provincial, district and

tambol staff from low-performance provinces to observe MCH/FP programs in

high performance provinces; improve target setting and data management by
conducting two workshops on target-setting and provincial-level seminars
 
on data collection for provincial health personnel; conduct an analysis

of the supervisory system; provide two fellowships for master's degree

and 3 short term fellowships inhealth care and family planning

management; and, investigate Illegal abortion and provide adolescent
 
counseling programs (peer-counseling, establishment and operation of an
 
adolescent counseling clinic and other support).
 

5. InProvement and Evaluation of the NFPP Trainin Unit:
Conduct curricium design wor'kshops Kreesign the trainin-'rculum
 
for multi-purpose trainers, AM's, nurie/midwives, DHO's and other health

workers; conduct intermediate and advanced TOT courses for 250
multi-purpose trainers infamily p
1 nning; conduct intermediate-level


* 
 family planning clinical servicer training for 1,000 paramedical

personnel; design, implement, evaluate and report on a training impact

monitoring and evaluation system in Surin and Pattani provinces; document
training activities for applicability to other developing countries; and,

evaluate inputs, activities and outputs of the project and each training

activity.
 

6. Population Edcation Through R11ral Agricultural Development
Networks (through ITasetsarttUniversity),. institutionalizeFtiearFlier
 
project-in the nine participating line agencies at national, regional and
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* provincial levels; conduct basic workshops for 80% of all 
agricultural
extension personnel in 2Oprovinces; develop, procure and distribute
manual kits to supervisol's, trainers and extension workers; develop radio
programs, a quarterly newsletter and slide-set cassette sets; and
provisi.n of data processing equipment rental and software.
 

7. Communication Support to NFPP Family Planning Activities:
Design and test+prototype mass media,materials (posters, radio spots)F
(with the sub-contractor) that promote vasectomy, IUD's and the two child
family norm, amd provide two short-term fellowships incomunication
planning and management. Inthe Southern Region: 
 develop materials to
be used in8 provincial level workshop and 1
mass media regional
workshop; conduct 8 provincial-level workshops that develop communication
plans for each province and train PCMO's inmanagement and implementation
of the plans; conduct a
mass media workshop to obtain cooperation of
local radio stations; produce low-cost materials; and, provide
audio-visual equipment ($190,000).
 

8. FHD Expansion of MCH and Birth Spacing Activities in the
Four Southern ProvincesT evsethe-FPI/MCH curriculum f-or training of
TBA's by A's; prepare a glossary of FP/14CH terms in Yawee language to be
used by the AM s in TBA training; develop training materials and conduct
TOT for AM's;. support AM training of 646 TBA's in4 border provinces;
provide refresher training for VHV's inFP/MCH; establish 4 
new mobile
motivation and service systems (teams, vehicles, equipment, supplies,
motivational materials), and train 8 teams for field operations in Yala,Satun, Pattani and Narathiwat provinces; provide travel allowance to AM sfor MCH/FP service provision in villages and for supervision andbackstopping of village health personnel; prepare forms to be used by
AMIsand TBA's in high risk pregnancy detection; prepare, collect and
analyze village-level baseline data on MCH/FP; expect that village health
workers will motivate for pre-natal, attended delivery, post-natal 
care
and family planning; support VHV and TBA distribution of pills and
condoms; 
from 

distribute forms for contraceptive re-supply; use model mothers1,037 villages as promoters of MCH/FP by training them and holding a
regional conference; and, provide study tours for Muslim leaders to a
neighboring Muslim country.
 

9. Support or Population Training and Other Population Related
Activities, in tVhe-Soutlhern -Region -(--hough Prince-of songk-a --

University):' icoadUct'motiat 
 training (for adoption of birth
spacing for family health) for: 75 Islamic Provincial Comnmittee members
from,5 border provinces, 460 Muslim leaders from 46 districts in the 5
border provinces, 230 teachers from religious secondary schools in46
districts, and 337 local government administrators; produce adapted
materials from the Kasetsart University population education.project
targeted to Muslim leaders and teachers; conduct a study tour for 5
governors, the Director of CASDP, Muslim leaders, and Prince of Songkla
University staff to a neighboring Muslim country; conduct a planning anddesign workshop for the training programs; conduct n training activityassessment workshop; field-train ZlO undergraduate PSU students in rural
 

p r, ­ . 4 . .. 



services; provide equipment and a vehicle; atd develop a planning andmonitoring system for the CASUP and the governors' offices. 

The UNFF'A also supports other small projects including one withPDA thet will provide guidelines for governors in implementation offamily planning activities and another with the Hationall Housing
Authority to examine problems inurban slump.
 

UJFPA has encouraged a broader bes for examinatlon of,
commitment to and work on population issues and isawaiting a 
proposal
from Ministry of Interior. 
Of interest are the tortility consequences of
development activities and the demographic components and proposed

demographic impact of development plans.
 

3. United Nations Chlldren's Fund (UNICEF)
 

UNICEF cash assistance, technical assistance and equipment and
supplies in 1983 totalled $2,663,900. Over ten percent of that amount
 was directed toward Social Preparation courses and other suppport for
government officials and village leaders in 123 districts of Thailand's38 poverty provinces, Although UNICEF does not contribute directly tothe NFPP, elements of support are directed toward MCH/FP goals.
 

The Social Preparation Program emanates from the Prime Minister's

Office and is coordinated and managed by a Cormittee that includesMinistry representatives from: Agriculture and Cooperatives, Education,Public Health, and Interior; and, from NESDD, DTEC, Bureau of the Budget

and the Prime Minister's Office. The prc'grain started in 1982 with the 
purpose of piloting a "rice-roots up" approach to the development of

integrated basic services. 
The idea is to train village leaders to know
about the government-sponsored services that are available to them and
how to obtain and use those that are needed and wanted. Recognition and
encouragement of local capabtlities to adapt or develop appropriate
development technologies are central features of the approach. 

UNICEF's particular interest in the program Is both philosophical
and practical: inter-sectoral planninq and multi-sectoral programming
best serve the goal of integrated ohild devclopwnt, and the more aware,

informed and knowledgeable vitlagors are about child health anddevelopment needs, thie more effectively they will uso UNICEF inputs innutrition, health, water and 5anitation, training of VHC's and UV's. andpre-school and non-fomal oducation all of which comprise 871 of UNICEF's 
program budget activitiet.
 

Training Is the major m~an4 for creating Social Preparation.
District-level trainers from the 4 Ministries are trained for two days in 
technical and sectoral inputs and group dyna tim. Thoy are then
responsible for the training of 1t of the total district population (6-9persons for each trainer), to lnolude F "natural" (Including monks) andappointed village loadep:) 20Z 
 youth, ond 30% womon. The vliage-based

courses they Conduct focus on 4 
areas: health, mental and intellectual
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development, vocational promotion and community participation. Trainedvillagers are then expected to train others with the assistance of theirdistrict-level trainers. Participating districts are selected throughthe Prime Minister's Office which submits a training plan for each
district to the Committee and UNICEF. After village-level training is'Monple'ted, UNICEF makes available: 
 scales, growth charts, special
nutrition training, vegetable and other seeds, 'poultry, materials formaking toys and other pre-school educational materi&ls, vaccines, water pumps, wate.r catchment devices, latrine construction designs, manuals and 
texts for literacy training, and health posters and booklets. 

The results of this approach are still being examined. Inone
northern district, within one year, third degree malnutrition was reduced

from3.55% to 0,62%, 2nd degree from 13.8% to 8.5% and normal nutritionalstatus increased from 58.05% to 61.98%. 
 Ithas been reported in another
district that immunization coverage has increased to 90% and school

absenteeism has decreased. 
 Insupport of the health component, sixty
self-instructional lessons on PHC were developed by UNICEF for VHV's andVHC's for post-trair.ing use, 24 training tapes have been developed, and
village-based monitoring tables for child health and pre-natal care arebeing prepared for introduction into villages where social preparation

training has taken place and UNICEF inputs have been made,

modification of the Child-to-Child program will be introduced 

A 
into the
primary schools using the growth-monitoring chart as the major tool for 

nutritional surveil ance,
 

By 1986, 6-9 persons in each village of the 123 districts are

expected to be trained, 
 Itis also expected that RTG will completely

support an expanded training program in Social Preparation after 1986.
UNICEF GOSIFF inputs (growth monitoring, oral rehydratlon, breast
feeding, immunization, food supplementation, family spacing and female 
education) are expected to continue.
 

Itwas noted that local education officials are concerned that

family planning has contributed to a reduction in school enrollment.
Since merit increases or promotions currently are linked to schoolenrollment, this is not- an insignificant point of view. UNICEF has
promoted and will continue to promote the idea that quality of educationshould be a guiding principle, but also that schools--if closed--can be
used for pre-school, women's and other development activities.

(Currently, the Ministry of Education is providing bicycles to students

who must commute because their school has closed owing to low enrollment).
 

http:from3.55


RECOMMENDATIONS 2.IV)
 

A. 	 Re. JICA 

1. 	 Since the NO Trainin, Cntos will be trairlrg AM's, VHV's, and
 
VHC's ir PHI vo ics incl udirg f:amily : *nnrin.g ad MON, pertinent

aspects of to*M12, tne new t.rgeting apr.odch, a.d a team approach 
to i rnforma ti en/c Juc. c, i n/cum,m, ir;.t i o, abo:t Qily planning and 
access ;o : ricc4 shoul d be pursueJ for Ac Ius, on i th.e one-week 
course. 

2. 	 If there arn re3oarcw t pU.ics of Interps t co MOPH thas could be 
developed, conJucted anG docOmented hrough the PHC project, there is 
good bo~en'il tar vildaq-bascd, micro-ioyal stjdi . that could 
involve pv n, i a I , distri cL a d tanbol-ieve) personnel in design,
iimplei entatior, 3nalysis, reporting and application. Suggested areas 
of research i0:luc: sel,;ted program approaches to non-users of 
family plannirg could Q field-testad and evaluated, 10&C materials 
for the village-i_2ve , oulA he prot-sted, and testpd for 
applicabil ity to famiiy p! nni ng method acceptance; appropriate
family pldnninq nethod seloc-ion according to ;he agc and parity of 
the client might bc 7romoted and acceptace frip the provider and 
user poists of view studied; family pianning wit in PHC could be 
studied from the point of vVv., of perceived benefit kby viliagers) as 
a health seivico, wh.thc,, family planning loses or yai"s prominence 
within ,n inte.raned .yttem, and how f,6) p?lanming can best be 
linked to nutri ton, iqu;Iization, nd diarrhea! dW e=se control 
programs. Since munitori , of PII ccmpconnts should include family
planning acept.ncr ard contiruaieon, a siMi:n mo3nitoring system
could be dysigned, piloted and ev;l , rd in one or two of the model 
demonstrotion .r'2s. 

3. 	 AM4 IUD i end mid~,yIfry hits may he Ia,lablc th - &uCAor 
JOICIP, USAii) way no advised to invest 4 ae the prop,,sd Kit 
contribution oi th, Papangso during the p.riod 194-86 before 
precuring additional .s, P r'e!tLr' opuertunitv is review with JICA 
or JB;ICFP 0otd VA of Wt pruise distrluution ',ririty service 
nites, c,mpa J> arecs) of thc ki'ts puruosd through japanese or 
USAID funds. 

B. 	 Pe. UNiFPA 

1. 	 Ex.mne ov. potential for and possibility of hKidiny on the 
UNFIPA 'upuprted wprp wirh hill trO:s ruv;i-w the 1 ,;sons
1 ;irn';?d, thp :uedn that nsv, been ii:ntifled and Woe dpproaches 
that e'We u , cCns*uer uscb,2n s" a'njI possible of the 
UNFPA,-dtvei 1g, ,h 1 tAN L&ar, to s. i'; t. iA desiln OF I 
cara ,y- pj:asd poj .t, and tu mbnan(e and Wer.hn' ',::- ly support a 
hilt t ihN prj,3 in f,4m;, planning . pi3vinciai and local 
e'W. 



C. 	 Re. UNJICEF 

1. 	 Support -HD involveient with PCMO's and DHO's in promotion of family
planninq ,dithif. Social Preparation trining, and in the development
and uroviqio, of famil, plann nr educatiorai and ;nfofational 
materials withlr the iAtracy, h~ealthi an; wofmen': davelopment 
compooont 5 V t(.W villago-leval basic sor'1',s p,'oqrim. 

2. 	 Pilot anJ 2v'luite the efFe'-,i vcress .,- .;-,c of a villaJe-level
monitorr:" := 3 ,emiv p'lanviqv u .y; mi,-,uryuy data collected 
by AM s and OV aidl able in DWu's ,: bs a nd targets

csablisha K, ViQ age Cnit enL.
 

3. 	 Thce USAID/ , Officer should! me,-t iti- t.e UNICEF '?r,)granne
Officer, UIN'A Populatiob Advisor. FHD, and the Rural health Division
to discuss posifle col laboration on implermenLing tne family spacing
components of G!3IFF,- and on areas of mutual research and evaluation
interests concerning family planning within the village-level PHC 
context.
 

kA UINICEF-coined a'rony, tiac roeprI t;: the major UIJ!CEF program 
emphases: gruwLh nuiitorinr,, oral relyJ'ation, oroa:st-feediag,

immunization, iamily souncing; onle ..ducation.
 



;-The -Private-See tor-- ----... 

From the beginning, the NFPP ha been distinguished for the close
cooperation that exists bietween the government program and the private
sector. 
The collective contribution of non-government organizations
active :n family planningpromotion and service delivery far exceeds theroughly 20% of acceptors attributed to direct NGO service delivery, asmuch of their activity supports motivation and referrals to NFPP service 
sources, as well as to private sources of care,
 

A number of donors provide financial or technical assistance for
specific projects :which support the activities of NFPP, and four major
Thai organizations' efforts complement the RTG's NFPP. 
These include:
 

A. PPAT
 

The Thai affiliate of IPPF is particularly active in the
development of IE&C resources, youth development, and training of
teachers and resource persons for Family Life Education. Inaddition it
operates two service delivery clinics in the Bangkok area and provides
contraceptive distribution by project volunteers in Bangkok and forty
provinces. A project designed especially for five southern provinces
involves community based distribution of contraceptives and IE&C. and
annual 
seminars for religious and community leaders in those provinces
are planned, starting in 1985. 
 PAAT has brought clinical and family life
education services to six refugee holding centers inThailand and
supports several local family planning, PHC and workers development
projects. Altogether, PPAT accounted for 144,579 acceptors in 1983.
 

The evaluation team, recognizing that PPAT faces diminishing

levels of IPPF support and recognizing the innovative approaches which it
adds to the overall family planning program, has recommended that PPAT:
 

1. Participate as a 
private sector participant inNFPP
preparations for the Sixth Plan and determination be made of a role for
PPAT in the Sixth Plan family planning agenda;
 

2. Be considered as a potential recipient of private sector
initiative funds, particularly for FLE, slum-dwellers and youth
activities, which the team has recommended as a 
reprogramming priority.
 

B. PDA
 

A great deal has been written In the world family planningliterature about the Population and Community Development Association
(PDA, formerly "CBFPS"). Accordingly, it is not felt necessary to
reiterate its history or accomplishments in this report. The evaluation
team agrees that its wide recognition for inauguration infamily planning
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promotion and innovations inintegrating family planning with local
comunity development activities isrichly deserved. 

The social marketing activity which was the major activity ofthe earlier CBFPS, now consumes only about 15% of PDA's overall budget.The evaluation team had an opportunity to observe a PDA distributor inthe field, and confirmed the performance of this role as a useful
extension of the rural network of contraceptive supply and referralchannels. 
The team also observed some of the rural development

activities (latrine building, water cisterns) inwhich the revolving loan
fund mechanism brings these useful products within the financial reach of
 many households which could not otherwise afford them. 
PDA consistently
links for the projects to family planning acceptance, and stresses their
contribution, along with family planning practice, to family health and

rural development.
 

USAID no longer provides commoditie, to PDA. Currently, USAID
supports any PDA's comunity-based VSC project (CBVSC), The evaluation
 
team believes that this organization has the requisite leadership,
experience, and dynamism to play larger role In the overall family
planning program as the RTG looks increasingly to the private sector for
Innovative ways to expand contraceptive prevalence, and isdeserving of

continued USAID support.
 

C. ASIN
 

The Association for Strengthening Information on National FamilyPlanning Program was created in 1975 in an effort to enlist the resources
of the private sector insupport of the NFPP. 
 Ituses the more than
,800 privately owned Institutes (hospitals and medical clinics
regired under the public health law) to extend the availability of
both public information and fertility services throughout the country.
Its IE&C project uses a variety of media to supply health and family
planning education through the private medical institutions. Its VSPI
(voluntary sterilization Inprivate institutions) project, supported by
the RTG and FPIA since 1977, accounted for 72 381 sterlizations in
1978-1981. 
 Itprovides cost compensation of 300 baht per sterilization,
along with sterilization medical kits. Other FP commodities are suppliedto member clinics for public distribution without cost. ASIN has alioconducted seminars and research to advanced knowledge and acceptance ofvoluntary sterilization. Especially noteworthy isASIN's educational
effort to dispel "umors and misunderstandings about vasectomy which are
often cited as accounting for the generally low ratio of vasectomy toTI., The total ASIN Program had a male:feaale VSC ratio of 1:3.0 in1980-81 compared to :.4 for the NFPP (excluding ASIN), and the ratio Inits "one doctor ASIN institutes" was 1:1.8. 

ASIN isone of five projects in Thailand supported by FPIA, Theothers are more narrowly focusod projects involving conferences,invitational travel, refuge services, slum The RTGsareas. cumvitmentof funds for certain ASIN services ropresents an indicator of Its 



1 *recognition of thfe P~rt~nue Of Public-privated ICCtnr W-0oaboratlon too h ,ote standont of USAID,ASrN anJ thz ot'er RPIA so!pcrted prPJ(.irs illustrate the value ofcentrally funded rroJntLs i:hid.h lend dr, Oddej nPeAsure of variety and.innovatIvenem v effectively co eplents thI bilateral AZD project. 

D. TAVS 
.TheTha1nd c in for Viunrt4ry Irlizaron, supportedby PAYS, worHs in lc cn1laboration with Pf'f, 0wth ASIN (Infact.
its hod~uarters now uccwy 'evL qarter: shar , crt &Sil -p C .addition to its educ'n 
end clinfcal .ervices, ithn helped in thedeveicpxent of a national ceader~hip group of sP falihts iorki ng on
medical safaty standar6 for YSC, qual ity of VSC rervlce and counseling
for VSC, and further promotion of vasectcmy. On thm basis of a 1982
evaluation, IPAYS isemphe.dzinq the effort to seek other sources of
funding for TAVS in$eeping wlith 
ln IPAVS policy shift toward a higher
priority fn Africa, resultin; In a 30o cut in its Asia budget. The takeover of the responcfbillty for th.' RAN Center by the OPSI and an NFPPccrmitment of 2O000. baht annual)y in support of TAV trting in 1984are steps tow8rc 1nstitutiono)ization, but It isdoubtful whether thepace of progress tolard self-sufficjenty wil be sufficient to compensate
for th reduction In IPAV$ funding. The evaluatlon teax foels thatcontinued support of TAY$ !s justified by its post performance, theprospect of an tntIcipitVd larger role of VSC i the ndX of maethodsrequired to at t the Ira~hic qoal% of the Sixth Plan, and its role inpromoting safeV and quality in VSC services. 

F. The Con.orcal "cctor 

Whila tne cortracePtive private sector murkt ifoutside the
scope of PP 11 inputs, it Is nevertheless worthy of , ta in anyevaluation of the diffusion of contraceptive avala'Alilty InThailand.
 

The comer-Ial oral contractive mirket is ostiraated at over 3million cycle-, per year. ,Altogether 14 forwi ltions of pills (suppliedby 6 manurfacturer%) *r AMv 'bn, It i noted elsewhare inthis reportthat NFPP acceptors sqi.atlws purchase conmorcially marketed pills forreasons of perional peeference or when preferred government pills are notlocally available. "tevcil brand of condeom ar also available. There 
Sare 

are almost 750 9raode " phardc:"As In the country almost 700 of whichin Bangkok, with the 4ther: concentrated largqiy in the main towns.Thus the importance of thq 1t0PP contraceptive tervicMs network'supplemented by co,=urfty hasod dist,ibution of contraceptivesavailability in the to 
for in PP 11, of 

roral artas Is clear. The feasibility study calleda propostd uAandod cmsircial markoting and promotioneffort Inkeping with NFIPP' pln to further Incroase the availabilityof oral contraceptives ane cordims at the village levol, was completed In
March 1934. Discustonr.bnoteo 
1SAIID and the UIPP rogarding itsfindings are ndur way, but o taifs date no 1otlu(on hs boon reachedregarding USAID phrtfcioptlon inthe eypnSrlon of mcfal marheting during
 



the rematninq period of PP 11. Careful thought should be Siven to theproposed service constituency forl a project and whether the currentrervice network iscapable of responding through new or different

strategies.
 

.RECO14EDATIONU. v)
 
The evaluation team concurs fully with the HFPP's expressed intont
to encourage expanded Involveent of the private sector inthe
pur:uit of Thai1and's d nographic goals. 
We therefore strongly
I recumnd that support of the private sector activities be continuedboth in the reprograming of remaining PP II funds and byencouragJng the supoort by AD/W of centrally funded Intermediarieswhose projects in Thailand are supportive of NFPP goals. 



-Annex 1., 

N4o 433/2'.1;7 

tCAp~oinentor I~WPC~n 	 tc theo cimtto 

no*%lir y ci Pule-.ic ie a thl.izod %.,yUV. Cabinoit-Crci4 has 
4,- 1all appiitt no rie-o:- to t.he 	 Iq&tona1 Faily Pan.ing Proqrau-ae 

~. 	 ~s:: o ~z hf,8)3atb Chai ran 
.. o~pty !Ministor cf Tvu)l1ic healt!ie 	 a i 

3. 	;,ftiiaLonz Suzrzfry, ?iniatry of 
PU ! licalth crSte 

4. 	?Pt.-1nt Sticret.ary, 4~r..tn of 1I:etrvq 
!.F*am~ 5C yr, Mi: s,:ry of Agqcul w: e 

and cooyrrdtiVOS 
(*. Scr~uy-~n#a1 e the t;At~cnu1 

Econunp..- and So:ial Uweolcpnt 

7.11ractc.- of 1bureau Budget 

9. 	Direc-enra the ljoartoof 

of 	X4ical services e 

10. 	 ?)rtr-nfrsl o.4 the D.epartent
of Tochnlc&1 and ~E.c*mic Cooptration e 

!1. Diroctor' ,onor&1 of ZPublIc Rlations 

2.. 	Dlrotcr of tio Inst~itto of Population 
Studittls Chulalvm. -rn University e 

13. Diroc:or of the Ingst=0 for Population
and Social )*e'r2 ,aidol UnIv6:sIty 

14. 	 Di:tor of tVatc.al 3ta-tittica2. Offica 
15. 	fWiv*etorwscnera1 of t n-) iima Educatio~n 

1.1. PrtgRlItnt of L,4a r,1nnad Paranthood AwvmiAtion
 
* of "halmid
 

*17. 	 Vrosident of Popiltikn anid Cowrun.ly 14.ve1ce;xwt 

16. presidont of ThAl. Ati~iation for Voltmtar-Y 

http:Cowrun.ly
http:tVatc.al
http:Pule-.ic


-- - - --

4'34 

- Th Commitee has re:sponnxibla tot 

1. conaido: and cat up policy concerned awdP' activit.ioa 
2. convide-. ond raco =end tho idea concerned family planning 

pr~j6ct3 that . %va ben proposed by other sectors 

3. concidor ..he out-€ou of family planning activitiei of othtr 

r r lasecorsl in sor-vices, training, IU€C* rwlarh and evaluation 

- . ~~andot:.-...ic¢ludln7 r-acccondstions to improve the activitier 

i:.":4. confider and tc,.lvq xc", prcbl .$ .Infamily planning activitiolXnoi l n•~ioa alyPann
19.Pr~idetofAss Iein. forStubtheniGAt 

2. ' ? " t..
 

-'24, IS26 



"35-

Annexc 1.2 

Officially lippint*4d t .e Y1jist*-y Of public, Iealth 

/X-
Offcia (1984Ofctl Apoint~non, of the0 SUt-Copr-itt:w on 

COOPorbtion 1b, 	 twtn govorrnment &nd privwte se.tor3 

The Xinistry o Publ.ic j.tea1t, 	 bitir±ey the Cabinot-Council 
1A3 Offici&!Iy aPPcrtt; th* t~o heth mIer of the sub-coit±tee
 
on C o~e~aticn :ttwcen qowi~r*-t 
And privat. 56ctors that is rasponsibl* 

!o~~~&rig a~i~ttig Up polCy aind iS to racconrtn d son* problwrs
 
concerned fhi* !ly plannjilng activiriez i'.nc--uding cornsidezrin of thet Out-cor'O
 
of the*Pxivatt SOctvrs ActLVideg in corv'icew, traininig, IU~ research
 
arnd *vAluaticn 	And etis. in ords.r to improve tht &ctivities to be effectiva. 

Theoraboras are as f lOIIOWI 
1. 	Dtputy Minister of Pu~blic Health Cha -r:.An 
2. 	birectr-e'nt.-o, rj.ptrti-*nt of 	)Iealth Vice#-Chairr.&n 
3. Deputy iet e~r~ ?Dapartmnent


0! Hea~lth (Dr*5,mSAi Varauamin) 
 Sub-comnitte 
4. 	 Director of :'anm4y HfAZth %is~ion
 

~Secratdry-Gon~r.2. 
 o! m6e Planned Parenthood 
Atssociatioti of ThaJJ and 

6. 	Socretary-Gancral o! th4 Population end

Comvwnity Diveoomint Av.1miation
 

7. 	 8ocreo.ary tnaral of Thai Association for
 
Volunt~ary .triizattior
 

S. Secrotary-4rara of tbe Anvociation for* 	 Etraoqthcring *nforratlon on Nati.ondl 
ramily Pl'I-.inq prograzm 

9. 	 Chief of SAial re opr~ent and Profass,mal
Promotion Section 0fC10 . of Policy and
 
Pl~nning Minristry of Inttrior
 

10# Oir*ctor of Tochmvicel Division
 
Dvpat*~nt of 7ochnical troomuic
 

II# i.QCt~OV Of Helth OPArtt'.'snt 

12. Dr ftvam*& Uateyaptw

1wmily hIealth~ Divivion
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Annex 1.3
 

t.fOicially AFppOnted of the Ministry of 	 Public Health 

P o 93/2527
(1984) 

or) 

Technical Sub - Co.mittee on Fanlily Planning 

The Ministry of Yubic Ht~h~l, authorized bY the Cabinet-Council 
has officially appointed the Technical Sub-Co.ittee of the NFPP fcr coordi­
nation and development of the technique, research and evaluation as the
 

standard level
 

The members are as foc.lcwss 
I, rr.Suporn Koetsawang Chairman 

Deparrzent of Obstetrics and Gynaecology,
 
Sirire Hospital
 

2. Dr.Iibhon Debavalya 
 Vice-Chaian
 
Irstituto of Population Studies
 
Chulalongkorn University 

3. DraNikorn Dusitsin Comittee 
Departirient of Obstetrics and GynaecologyChulaiongkoc,:n University
 

4,	Dr.Dedhanom Muangran
 
Xahidol University
 

5, 	Dr.Somsak Varaarin
 
Department, of Health, i1inistry of
 
Publlc Health
 

6. 	Dr.Pramote PrAsartkul
 
Institute 	for Populatien and Socal
 

Univeroity
 

7 	Dr.Subarn ranvisavas
 
Mahidol University
 

8 	Mr&,,anoot Watankomen 
Mi~nisterial Nlan and Provincial
 
Developrnt Plan Division
 
Offico of Policy ar . Plano Ministry of Interior
 

9... ,X&nchana Ynchanasinith
 
Xfntenstlboi.health Division
 
Mfinistry -J Public Heal1th
 

*10. 	 Dr*.)rz,,t iYornkuam 
Fam.7 Yeal. Di4vision, Deatmn of Hlealth 
?4in~stry of PuY~4C Ntalth 
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!. Dr.Suvannnnee 
 Satayapan 
 Sub-Co.ittee
 ..
anilv Health Division, Department of 
 - d SecretaryHealth, Ministy of Public Health
 
* , This sub-ccnittee has been responsible for
 

1. Coordination in technique, Population research 
amily planning
 
and techniquq in family planning services.
 

2. Coordin-iton between gcvernment and private sectors for
 
using of 
some resources and exchanging in technique.
 

3, Exchanging and distribution of technical knowledge to the
 
other sectors to improve and develope the family planning
 
Activities.
 

March 8, 2527 

(Ma.rut Bunnag) 
Minister of ?ublic Health
 



4 
849 

I 
'4 

Z
~

1
rio

t 

%
.o

---­

44 
.0 

: 



*40­

4"0 
o
 

~ P
v
 

tw
 

:, 
-

r 

0 
0 .-H

 
K

g ;4siz 
4
1
j 

C
3
 

8 

4- ~ 
~ 

*.*'_
1
4
 

C
i 

L
 

U
4 

t2
 

I*C
1

r
P" 

0
~

 

1.41 
4-4 4 

IC
) 

L
4L

 

r. 
4
4
 

f.4 
e 

4 ~~ 
,4 

0'* 
-

o-f 
a 

g 
v 

(.~
S

~
I~

 

44 4 

o 
r 

-

f* .0 

tv5~ 

44 
44 



Deigrpicjgrud 

Imat fth IPan 
 oeat
PART THREE , 

=ai tnning rga 

rate '< , o.
 

•
.;.il~;: :-ii !Based. on civil) registration and data and various methods of
Projecting Population estimates (NESD8 and PLATO), the 1984 toid-year 
.•
 
pouato i/s 50 million. A.1,ong the .four regions • of the country,Northe~ast, the Central, the North, the 

ditiutos oou oar n h Southeprnag
i 34.8, 32.4, 20.4, and 12.4 respectively. 

Ishould be note :that-the hill-tribe population which consists of
i approximately. 500.O00to I million persons is not included in this
estimate. (_/ ­' 

r
 

Th~e third evaluation of the National Family Planning Program2/•-concluded that the population growth rate in 1981 was 1,95 percent, a .... steep decline from.1the 3.2 to 3.4 percent of the earlylgBO'0s, Itwasalso concluded that the principal cause of this sharp decline in t6he• growth rate had been a rcemarkable decrease in fertility,. The crude birth
 
raeIn •1981 as estimated by the NFPP was 26.9 per 1,000. 

~The trend of fertility decline has continued since 1981. 
 Crude
.birth 
rates calculated from vital registration data have been
 
...... consistently decreasing. 
Based on vital statistics, i' is estimated
" that,.in 1984, the crude birth rate is 21 per 1,000 and the crude death
'rate is 5 per 1,O000. Thus, the rate of Population growth in 1984 is 1.6
 ...;- percent ,(see Table 3.1)." , .
 
•-.iL ~~ .;"Fertility,
 

• , Table 3.2 shows the rapid decline of total fertility rates MTR)
i ; betweens IM7 and 1981. Comparing the SOFT's TFR of 4.74 with the cP$2
•.v" 
 and the AFPH2 rates of 3.85 and 3.84 respectively, therz has been a 
 "
 :::i reduction of al most 2U percent during the six-year interval.
 
......
Table 3.3 shows that Urban-rural differentials in the TFR are
 
diminishing. Comparing the TFR of the 1979 AFPH survey with that of the 

,-1981 survey, .the more rapid decline inrTFR of the rural population is
" i"evident. The Table also shows regional differentials inTFR with the

,highest
:S:. interval level 'in the South duspite a remarkable decline during the survey 

1 980 Thai census and civilregistration data,
 
Thailand'sy Populatio
P lanning Proect, r19791981: Report of a Joint
hal/.S.eASSessment, June 1981 
.i 19
 

http:that,.in


Table 3.1: Vitai Pa.te- Cn Acul aefrom Ristr&a.ion Data, 1979-1984 

Population-

N!i (I vr e Rate/i .000 Growth Rate 
....... ,, :'ir:ns
Year Pc'pu ii, ..._.jQ_I1 i :: ,.,,; 2 hs Deaths- Deat( ) 

19.9 45l', C , ,-',907 A. 5.2 2.0 

1930 4.,, 1,7 . ii ,7.5 9 .J0 99. 23.8 5.0 1.9 

19 1 /41 , I/0 ,0,, -4-1 220,.52; 22 .9 4.7 1.8 

1982 de,"6,22.7 4.7 1.8 

4,.-,8 21.6 4.9 1.7 

1984- 4?, 3, 0(, ,Og8 249,% 21.0 5.0 1.6 

*Estimates based on pa .-Lt-re os. 



"Table S.2: rotal Fertility Rites ('7FR), 19Y5-1981 

So --A-. 

SOF T 

CPS 1 

A"PH 

CPI 2 

AFPH 2 

--- .TFR 

755 

1 '79 

791 

1"-91 

1911 

4.74 

3.64 

4.11 

3.85 

3.84 

Niote: The TF,'; are ,]Cuinted 

woaen aged 15-44. 
fromn a,. specific fertilrity rates of 



The 3.3: Tc..ai Fe-rilit' (Ots-On,Year Prior toT ';; 	 • the Surv y Dates),, ,, -7-7-m,7,-,-oe-, T,5,9 -a.d-'T, 

es'den,:e an- Reqoo19 i 198,1 Percent Chanq 
1'hoie K:int, dr2 4.11 3.84 -6.6 

Urban 3.60 3.4P -3.3 
Rura 
,eptal 
North 
Northeast 
Sou1.h 

4.15 
3.61 
3.3 
4.57 
5.97 

3.,67 
3.*i 
.11 

4.20 
4.93 

-6.7 
+2.8 
-5.8 
-8.1 

-17.4 

Note: 	 Since the sample oize:f , Southern region was rather small ascompered to o;her re,,ims i.c. 295 and Z.2 in the 1979 and 1981round re...tveiy, ttr, .; imite 	 for this region are more 
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3T._,_able-..4,.shows hat--the-pre nancy- rates-of -arried -women -h aVdi­declined by 22 percent durng the period 1975 to 1981. The rate ofdecline in rural areas rs steeper than that in urban areas, i.e. 27
percent 
as compared to 5 percent, and urban pregnancy rate: are somewhat
higher than rural rates as revealed inrecent surveys, Itshould be
pointed out that the pregnancy rate of the North islowest among all the
regions, and has remained at about 7percent for several years.
 
C. Contraceptive Prevalence
 

kwiong those factors accountin, for the fertility reduction, it
isuniversally accepted that contraception and sterilization are maor
contributors. 
 Knowledge of contraceptive methods and contraceptive use
are important factors determining the prevalence of contraception.
 

The CPS 2 conducted in1981 revealed that almost 100 percent of
ever-married women knew about at least one contraceptive method. 
Itcan
be said that contraceptive knowledge Isalmost universal among Thai
couples and, excludinU the Southernmost provinces, Itisapparent that
there are no negative attitudes towards the use of contraception.
Married women seem to know which methods should be used for spacing and
which one should be used for cessation of childbearing. Furthmore tfr
small family norm seems to prevail among the younger cohort of women.
 
Table 3.6 shows the remarkable Increase incontraceptive use
over the past decade. 
Both the CPS and the AFPH surveys reinforce each
other and establish thalt more than 50 percent of married women ages 15 to
44 were practicing contraception in 1981. Although there Isa
discrepancy incontraceptive prevalence rates estmated by the two
surveys due to the difference insaipling frames, the rates of increase
between the 1979 and 1981 rounds of both surveys are similar at about 10
percent. Inaddition, the studies revealed a
much greater Increase Incontraceptive prevalence rates among the rural population which isalso
reflected in the data displayed In Tables 3.3 and 3.4 
 f this trend of
linearly-increasing contraceptive use persists, Itisestimated that the
contraceptive prevalence rate will be approximately 65 percent in1984.
 
Table 3.6 shows regional variations Incontraceptive
prevalence. 
This pattern has persisted during the last decade; the North
and Central maintain the highest prevalence rates and the South still has
the lowest. 
 Itshould be pointed out, however, that the South has had
the largest increase incontraceptive prevalence during the past few 

years. 

As noted inthe previous evaluation report 
 the marked increase
incontraceptive prevalence among the Southern population might be due to
the Inclusion of the withdrawal method in survey estimates. 
The most
recent studies related to fertility and family planning Inthe South
 



Table 3.4: Perc-nt Currently PreQcnant Mieni Cr.rrcnr.1y Married 

, CP'S 1 A1PH 1 CPS 2 AFPH 2.r! 
1.9/ I 91L179 1976 181 1981 

Whole Kingdonm 1I. 1. lI. 9.1 9.2 

Rural I2.2 1O.U 9.Z 
 8.9
Urban 
 9.7 l6.2 10.2 - 9.2Central - - 9.5 8.3 8.9North 	 ­ - 0.3 7., 6.9
Northeast 
 - - 12.4 9.. 11.1
South 
 - - ,.7 11.0 9.6 

Note: 	 Standardized for age. 

- denotes data are not available. 

http:Cr.rrcnr.1y
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Tahle 3.I: Percent of Curr',ntly Married Women AITr., 15-44 Who AreCith7 y1 Trz. ""Ii"~ p_tdcna]F "_'....-7,nce, 

.1/ 1/ 

SO, F CPS I AFPH I ,F 2 AFPH
S975 1978/19 1/9 1981 1981 

Whule kin odo!'j 36.8 6 8.8 
 52. R 

Rural 31.9 51 .2 47.0 67. 
 52.4
 
brbmn 
 49.2 62.51" 5.9 54*2,i/ 59.7 

I/ Ex:luling Bangkok Metropolitan Area. 
Z/ Barcko? M.txropolitar Are . 

Note: Staindardized for age. 



Table 3.(: 
 Prcin uf Currcnt ,Married W.,en Aed 1.-44 Wno Are 

975 1972179 
APH I 
:9!9 

CP. ? 
I1987 

AFPH 2 

~o KIY6c{ s;r, - 1 .a58.2 52.$ 

Central
North 
Northeast 
South 

.0
13.0 
25.0 
16.0 

6.1
63. 
44. 
23.6 

f3.4 
4.e 

14 
30.9 

64.5 
5.i. 
42.4 

60.7 
61.4 
44.8 
40.9 

Bangkok 4A.. 69.4 - o4.0 -
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Table 3.7: Percent of Currently Married Women Aged 15-44, by, 
AS TTeiicMthod of Gontrace ionl lb1-1981 

SOFT CPS I AFPH I CPS 2 AFPH 2Specific Method 1975 1978/79 1979 1981 1981 
Pill 15.2 21.9 17.9 20.2 18.2IUD 6.5 4.0 4.6 4.2 3.8TR 7.4 13.0 12.3 18.7 14.9
VAS 2.2 3.5 5.0 4.2 
 4.7
DMPA 2.1 4.7 5.8 7.1 8.2
Others 3.4 6.3 2.4 4.6 2.9
 

All Methods 36.8 53.4 48,0 59.0 
 52.8
 

Temporary Methods 64.67 57.30 58.96 53.39 
 57.39
 

Permanent Methods 26.09 30.90 36.04 
 38.81 37.12
 

Others 9.24 11.80 5.00 7.80 5.49
 

Total 100. 100. 100. 100. 100.
 

... 
 . . . . 
tI r r rS[sts. ~ ... . J _ I I I4 I II 



Table 3,:: ; ; 
.. 

on:f furrentl, M'arrid Nmer A q 11-.4 Who Are 
'Cl, ,'rd:LiCi.j~ (, n~r,..ep,.OP:,~h i , 

Ane Gro 13. 
L.os 

_ .00'1 
,I 

',. 
AFPH 2 

042s- ?1? 
30-3 , 

35-39 
45-,4 

5-1 18 1O53.41.'0 
44.0 

,3 
5C.5 

1 i 

62.6 
1.5 

-
CON 

54 
47.1 

6"-.-C,,., 
ON7. 

0. 

29.139.654. ., 
64.9' 

65.0 
53,2 

Total, 
15-:4 36.7 53.4 48.1 -

Stmndardi zed 
for Age, 1 -44 36.8 53.1 48.2 5.2 52.8 
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Table 3.9a: N Acceptors Reported to teNP 

Year PILL IUD TR 
 VAS DMPA TOTAL
 

1975 345,117 75,163 82,650 7,534 
 24,559 535,023
1976 376,707 71,894 95,131 10,150 73,357 
 627,239
1977 488,765 74,794 106,816 19,123 
 68,714 758,212
1978 557,857 77,775 124,205 44,256 
 86,620 890,713
1979 614,525 78,082 138,732 35,300 117,951 984,590
1980 653,610 79,378 151,681 31,105 149,744 
 1,065,518
1981 634,902 80,134 149,338 
 28,404 170,491 1,063,269
1982 622,320 83,899 143,561 
 23,405 177,855 1,051,040
1983 597,775 126,933 146,448 27,076 
 206,226 1,104.458
1984 (Jan-Apr) 212,404 72,132 
 59,786 14,782 80,296 
 439,400
 

Table 3.9b: 
 Methods Adopted by New Acceptors, January 1982
 
Thro~ugh AI 'fT1 , and Projected Method Targets,

May i984 Through December 1986 

Year 
 PILL IUD TR 
 VAS DMPA
 

1982 59.2 
 8.0 13.6 
 2.2 16.9
1983 54.1 11.5 
 13.3 2.4 
 18.7
1984 (Jan-Apr) 48.3 16.4 
 13.6 
 3.4 18.3
1984 (May-Dec) 55.6 9.7 15.6 
 18.5
1985 
 54.6 10.2 15.7 
 19.4
1986 56.3 10.6 
 15.7 
 20.2
 

i 9 



Figure 3. i Number cf Ntew Accepturs Reported tr; the iJFPP, !$79-1983, 

and Projectej .cce:to,-s 1J 3-!9.-, B3 ilIthod. 

aL-i.... 

Pae:ed AcLe£,t-rs 

I 
.. .. .. PIIL 

, 
E 

8 -- I M)_ :9- -

-e 
S---------- IUD 

--5IlI 

C 975 i9;6 i 71 198 1979 198J 1981 1982 !9B3 195.-; 1985 
-

1986 

Source : ... v... . S-stc l'7-S-lq83 . 



as from pill 	to IUD, or pill toDIVA, orvice versa)was observed

especially in the Northeast where massive IUD campaigns have been
 

Table 3.10 shows the percentage of new accepters who were
 
new to the program, from January through March 1984. Although this is

fragmentary evidence, Itis an Indicator of the extent to which method
 
switching and changing from a private to a 
public service site inflates
 
new acceptor 	data.
 

Table 3.10: 	 Sample Number and Percent of New Acceptors Who Are
 
New to the NFPP, By_ Method, January Throug. March 1984
 

All Types of Now Acceptors
 

Method 	 (Sample Number) 
 % New to the 	NFPP
 

Pi 11 
 897 	 66.3
 

IUD 
 312 	 62.8
 

Injectable 	 386 
 59.8
 

Source: NFPP: 1:120 sample drawn of FP 01 forms.
 

In reviewing 	the trend data from 1975-1983, the NFPP has revised the
 
percentage of new acceptors by method for 1984 to 1986 as shown inTable
 
3.11.
 

2. Active Users
 

Table 3.11 also shows the number of actual and projected

active users 	by method and Table 3.12 summarizes NFPP active users as a
 
percentage of married women aged 15-44 for the period, 1982-84. 
 In1984,

the NFPP plans to recruit 54.8 percent of PWRA., Assuming that 80%"of
 
couples will receive services through government outlets similar to the
 

1981 CPS2 data, (see Table 3.13), the contraceptive prevalence rate among

Thai couples in 1984 could reach as high as 67 percent.*
 

ItIsworth noting that the numerical estimate of NFPP

active users isderived from the number of now acceptors and continuation
 
rates for each method. The estimated CPR, therefore, may be over or
 
under estimated because of these two factors.
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*Table 3.11: NrPTarges and Target Achievements by Method,.
Revised largetandotNe ivkcep ...i;sii; 

an'Etimated Active_,Users, 19B-1Tub 

_ 

PILL
Year __ Steriliz. INJECT TOTAL 

1982* New Accepturs 83.9 
 622.3 167.0 177.8 10051.0

Active Users 323.4 1,823.5 1,105.3 352.0 3,604.2
 

1983* New Acceptors 127 598 174 
 205 1,105 
Active Users 361.5 1,779.1 1,252.2 408.7 3,801.5 

1984** New Acceptors 105 600 
 168 200 1,073
 
Active Users 376.2 1,738.6 1,395.1 441.1 3,951.0
 

1985* New Acceptors 110 
 590 170 210 1,080 
Active Users 392.1 1,702.7 1,537.2 470.3 4,102.3
 

1986** New Acceptors 115 580 171 
 220 1,086
 
Active Users 409.1 1,669.7 1,677.5 497.5 4,253.8
 

*NFPP achievement

**Revised estimates
 

Table 3.12: Estimates of NFPP Active Users, 1982-1986
 

MWRA 15-44* Active Users
Year (inmillions) (inO00s) Percent of MWRA
 

1982 6.8 
 3,604.2 52.9

1983 
 7.0 3,801.5 54.3
1984 
 7.2 3,951.0 54.8
 

*From the projection of MWRA, Table 16 of this chapter.
 



_ _Tabl 3.13n S oiurce,ontraceet on 

Private Outlets 21.8 18.9 3n
 

pOthers a s 4.0
results of a~~~PS ,Nrlat ~csfno o AoFra
pH2wilb
 

3.T Continu'stion Rates
 

Firm conclusionsonreasons affnoecting low continuationrates cannot be made because of insufficient current data. 

Table 3.14
tand Figure 3.2 summarize the most recent
national continuation atees 
for the pill, IUD and injectable and add the
results of a pilot trial of NorPlant. A discussion on Norplant will be
excluded from this sectionof the report since Itis provided only inpilot study areas and its acceptors are recruited on a selective basis. 
a) Pills
 

Table 3.14 shows that pill continuation rates, even though
higher than those of other other neighboring country estimates seem to be
lower than those of the previous NFPP surveys (1977 and 1981).
 

b) IUDs
 

The 12-month 75% continuation rate for IUD shown in Table
3.14 is identical 
to the1971 NFPP survey. ho current data are
available. 
 Some studies related to the IUD continuation rate, especially
for tUDs inserted during mass campaigns are under way, Itshould be
noted here that this issue ismost Important for the future development
of an IUD strategy.
 

The continuation rates discussed here are derived from
single method and first segment of single method use which may not
refl Oct switching of temporary methods and discontinuation/switching

during a pregnancy interval.
 

c) Injectables 

Itwas stated in the section on quality of contraceptive
 
use In Thailand PopulationMonograph (p.133): "There ismuch more
 

*The prevalence rate cited earlier (66%) Ispirojected from CPS data. 
 The
 
estimate of 67% Is derived from extrapolations of user-data from NFPP.
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diversity~in the continuation rates for the injectable contraceptive.
Athough-Only-th-1 9Bsurvey-t-i s-nati onal Wscope--there-vs-- reason- to 

believe that mode of serVice delivery and client edcation are 
significant determinants of continuation because the injectable almost 
always changes the pattern of menstrual bleeding, .. ,.". Observations
made during the team's field visits confirm thisstatment. Some of the 
dropouts from injectables are a result of lack of supply, which forces 
the injectable user to switch to the pill. A study of factors affecting

injectable continuation use has been undertaken by the R & E unit of the 
FHD. The results will shed further light on the reasons for the
 
diversity in D14PA continuation reports from selected clinics.
 

d) General Comments
 

Some fraction of discontinuation is attributable to medical
recommendations to terminate or switch methods. There are a host of 
other factors that contribute to discontinuation by the user,, and the 
team observed the following factors during their field visits:
 

Evidence exists of switching contraceptive methods either 
from temporary to permanent or from one temporary to another temporary
method. As has been mentioned, some pill or injectable users have 
changed to the IUD and thereafter changed from the IUD to pill. The
switching may be the result of mass campaigns which includes Incentives 
and intense recruitment activity. 

There isalso evidence of temporary absence of husbands
 
from home which causes their wives to temporarily discontinue their
 
method because they feel no need to protect themselves against
 
pregnancy. The husband's absence could be due to employment inother
 
countries (approximately 300,000 Thai men working in the Middle East) or
 
seasonally migrating within the country.
 

The aging of contraceptive users causes some to become
 
acceptors of sterilization.
 

These impressions should be confirmed by field studies and 
review of exi-ting data. 

1L. Forecasts for Future Population Planning
 

A. Contracepti c Prevalence
 

With roference to the analysis made by Dorothy L. Nortman,_/
 
the correlation between the C8R and the contraceptive prevalence rate
 

L. flortan, Population and Famil 
Compendium of Data thRugh 1981, 11th ed, tion, New York opuTation 

JDorothy Planning Programs; A
 

r5-5-cf-,""57,p.42 

http:r5-5-cf-,""57,p.42
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(CPR) In various countries is ry i ( als _Theanal ys issshowod-that- thoso-coj ntr e's hicbaeaCfIn the r'ange of 10 to 80~percent have a CPR of 15'to 20 per thousand. Applying finding to theAhll
target-setting for Thailand, a CPR of about 75 percent in1991 will need tobe rearhed inorder to reach a CBR at or below 20 per thousand. 
Projections of the number of women Inthe reproductive ages and the
number of currently married women aged 1-44 from 1981 to 1991 are presentedinTables 3.15 and 3.16. Those projections reflect a changing age structure
that isrelated to fertility reduction. The proportion of women enterin
the reproductive age 12the next decade will be larger than the cohort who
 

entered 10 years ago.. As n
be seen from Table 3.16 the percent of
HWRA inthe total popilatiori in1981 was 13.7, and has increased
annually. Itwill reach 16.7 percent in1991. This changing age structure
must be kept inmind during target-setting and when dealing with the
components of population change.
 

Ifthe target of the CPR i11991 isset at 75 percent and assuming
that the CPR in1984 is&Spercent, 
 the number of active users required
each year to reach a 1.5 peroent growth rate by the end of 1986 and 1.2
percent by the end of 1991 
are shown InTable 3.17. Contraceptive
revalence targets by method set hy the NFPP for 1984 to 1986 were shown In

Tble 3.11. Itshould be notd that the percentage of users of permanent
methods isestimated to increase from 35.3 in1984 to 39.4 in1986.
remainder are pill, IUD and injectable users. 

The
 

Itshould be recomended for the Sixth Plan that the prevalence by
methods required to reach the target growth rate should be set Interms of a
proportion of permanent to temporary methods aiming at 45 percent of active
users to be users of sterilization especially among eligible women aged 30
and over, The appropriate proportions of temporary methods should be taken
into serious consideration before the decision ismade about the proportion
or temporary to permanent methods.
 

_/ The team's deomographers used the aqt structure inthe 1970 Census and
compared Itto and projecteo from 51imlar data inthe 1980 Census.
 
2/ Itmust be noted that various demographers have mentioned a factor of
undercounting which has elffered from census to census. 
Accordingly,
there Isroom for speculation about the accuracy of estimates of


total population.
 

I/Regarding the number of active users by tOe NFPP which Isestimated as
54.8 percent In 1984 and after adjustment to include acceptors from
private outlets, the iFPP's CPR becomes 67 percent as mentioned before.
Realizing that the NFPP now acceptors are somewhat over-reported and the
continuation of use Isrelatively higher than the present estimate, the
CPR Inmid-1984 should be confirmed ai 65 percent (since the results of
CPS 3 have not yet been published 
65' will be used for furthor
estima',fons and projections Inthis report).
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Age 196 198 
 1983 1984 "1985 1986: ­

15,!9 488 
 496 504 512 
 521 529
 
202 1,385 
 10437 1,489 1,541 )v,593 1.645
 
5291,465 %.542 1,620 1,697 
 1,774 1,851
30.34 1,198 1,270 1,341 
 1$413 1,484 1,556
 

35-39 906 
 1,083 1,1111 1,139 1$168 
 1,!96
 
L"40"44 
 956 968 980 
 991 1,003 1,015
 
•TOTAL 6,478 69796 7,045 
 7,293 71543 
 7,792
 

r
 
.... of' total
 

population 13.7 14.1 
 14.3 14.6 14.8 
 15.1
 

... 1987 1988 1989 .1990 1991
 
S15"19 527 525 
 522 520 518
 

20-24 1,672 1,700 19728 
 1,0756 1,784
 
26-29 i*1 921 1,991 2l061 2,131 2j201

30-34 . 1,639 1,721 
 1,804 1,887 1,969

35-39 1$268 1,340 1,412 1,484 1,556
 
40,44 1#043 1,071 1,099 
 1,126 1,154
 
TOTAL S,07 8p348 
 8,626 8,904 9,182*
 

% Of otal. 
 . .
 
population 16.5 
 15.7 16.0 
 16.4 16.7
 

Sourcesj: (1) Projectifon of wme
) Poo enarriedaged 15-44, 1981,1991. en 

: •1989 census(assuing the some age pattern at marriagp 
 "
 
gep nincrease in number8o 
 d9 period 1983-1991
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Table l.8: Irojected Totai Poula-tien, CPR, and 

Year 
Prpula tion 

i .... :,Pe 

1984 50.0 

1985 K. 13 

1986 51.56 

1987 52. 28 

1988 52.99 

1989 £3.6, 

199 54.45 

1991 55.02 

CPR 

65 

67 

69 

71 

72 

73 


74 


75 

Birth Pate 
1.O) 

Growth Rat 
} 

1.60 

2.0 1.55 

19 1.50 

18.5 1.40 

18 1.30 

1-.5 1.25 

17.26 1.225 

1.0 1.20 
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____B. Populetion Growth .....---


By the end of 1986, the mid year population of Thailand will bean estimated 51.6 million. The population growth rate will be 1.5percent,, withy an estimated 980,000 livebirths, provided that the activeusers of contraception will be recruited as estimated in the previoussection. Thus, the target of a 1.5 percent growth rate by the end of theFifth Plan will be achieved (see Table 3.18).
 

As mentioned earlier, the sharp fertility reduction during thelast decade has resulted Ina changing age structure. Itshould be keptin mind that the large cohort of females born during the 1960's justbefore the fertility decline isentering the peak age-group for
reproduction. Thus, during the next decade, this large cohort may
produce an unusually large number of births which will probably result influctuation of the fertility trend measured by the crude birth rate.
 
After carefully reviewing the demographic trends, the team
concluded that a target of a 1.2 percent growth rata by. the end of theSixth Plan isthe most reasonable and feasible one../ Ioee, 
 .
percent target will not be achieved automatically. by the end of the SixthPlan under a do-nothing condition. The possibility of a 1.2 percentgrowth rate i5conditional upon a persistence of current trends in
contraceptive prevalence with the full support of all related agenciesand under the management of an active and effective family planningprogram., Furthermore, 'a vigorous family planning program, alone may. notr...... Lbeenough::::!< ,:, ,: ! : , " ' ; ,:;::,:,. :.: :: : ./ ito shArply reduce the fertility of the Thai: population. -!Social>and economic measures to generate small family size norms needed.are 

Recotmendations (3)
 

1. Study permanent vs. temporary method use and preference among women
* 30 years old and above as a basis for formulating strategies to
increase permanent method use inthis'age group.
 

2. Study/confirm team findings on factors contributing to continuationrates such as:, switching, campaign pressure, temporary absence of
husbands, aging child-spacers who discontinue temporary methods for apermanent method, and other user behaviors. 

1/A Sixth Plan target of 1.0% growth, which has been discussed, is
mathematically conceivable only Ifthe CBR isat or below 18-19 per
thousand and the CDR rises to 8 or 9 per thousand,' (for example, by
aging of the population, or through more complete registration of
deaths inthe next 6years). However, the evaluation team felt that
those criteria are unlikely to be one, and that a target below 1.2 is
not now scientifically Justifiable. It isrecognized that thedecision on the target to be annirro4 will dcd,n6 on otlur tt~an

purely sciontific considerations.
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_ _ 3_ 	 Considr -siniia ylut al-rt -of12%-as the-growth-rate- -~ 

target for the 6th Plan. 
_ 

4 Study and establish a justified ratio of permanent to temporary
methods and the optimal distribution of temporary methods among new.
 
acceptors for the 6th Plan period.
 

5. Maintain awareness of the large cohort coming into the reproductive

age group in planning for services and method-mix during the 6th Plan
 
period.
 

6. Document actual costs for a new and a continuing acceptor for each
 
temporary method and actual cost for providing a permanent method/per

acceptor. These per unit costs need to be reflected against desired
 
method mix and method prevalence to achieve growth rates of 1.2 and
 
1.0%, and contraceptive prevalence rates of 70, 75, nid 80%.
 

" 
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The data on contraceptfive prevalence and fertility presented in this1984 tvaluatlon report were drawn from the following sources: 
4 SOFT (1975). 
 Survey of F'.rtilty inThailand conductod by IPS
Chulalongkorn-niversity and the .atfonal Statistical Office (fNSO).
 

CPS .(1978/1979) and CPS 2 (!3). Contraceptive Prevalence Surveycond 'da by tne Na ton!institute 7'or Development Administration (NWDA)
incooperation with Westinghouse Health Systems. 

AFPH 1 (1979) and AFPH2 ()981). The ZImpact of Accelerated Family
Planning and Hel4aIt programs conducted in20 provinces by MahidolUniversity's Institute for Population and Social Research (IPSR).
Although the data are limited to 20 lagging provinces the study is
considered representative of rural Thailand.
 

Thailand Population ionograph,
Ministry of Public Health and Mahldol
~~UniveRsl ,I W8 .... " . .
 

Informal discussions by the team th Dr. Peorasit and Dr. Apichat
about preliminary CPS 3 data. 

4 
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PART FOUR
 

I. Organization and Management of Services by the FHD 

A. Coi-munication and Coordination
 

While responsibility for FP service delivery and operations 
management resides at the provincial level and below, the Family Health 
Division (FHO) has responsibility for policy formulation, overall program 
administration and management, coordination, quality control, and for
 
providing technical support services to the decentralized service
 
delivery system. The evaluation team found that the existing 
organizational structure of the FHD continues to be appropriate to
 
support its mission; however, there may be need to examine the relative
 
role and status of the FHD in the overall structure of the MOPH, given
 
the increasing importance of both FP and 14CH in the long-term development
 
strategy of the RTG, at.d the PHC responsibilities of the Rural Health
 
Division.
 

Internal communications within the FHD appeared to be adequate;
 
however, there were indications that communications and coordination
 
between FHD and other components of the MOPH may need strengthening as
 
the NFPP further develops; e~g., between FHD and: (1)Rural Health 
Division, (2)Health Education Division, (3)Health Statistics Division,
 
(4)Health Planning Division, and (5)Health Training Division.
 

A need was also expressed for improved cofmunications and 
coordination between MOPH and MOI, at both the policy and technical
 
implementation levels. The present arrangement for coordinating policy 
formulation activities between the two Ministries may not adequately
 
suffice in the future, as the MOI becomes more involved insupporting
 
family planning and population activities in the field including the 
design and central management of special development projects having
 
direct and indirect impact on FP and other health services. Similarly,
 
at the technical planning and implementathun level there is need for a
 
more formal on-going mechanism to lprove communications and coordination 
among headquarters' technical-level staff involv.-d in project design, 
management, monitoring and evaluation, and the special support services
 
that may be required from FHD and MOI to support development initiatives
 
in the field, particularly those supervisory services aimed at
 
maintaining and Improving technical program standards and technical
 
quality control.
 

Recommendation (4.-I.A)
 

1. A special MOPH/140I technical level working group should be
 
established for the purpose of Joint planning an6 coordination of
 
policy implementation matters including centrally initiated and/or
 
directed development projects impacting upon the field service
 



delivery system and the central provision of technical andadministrative support for the field. Regularly scheduled (and ad
hoc) meetings should be held throughout the year to ensure close
collaboraticn and coordination between the two Ministries. 

2. MOPH incollaboration with the private sector should provide

provincial-level presentations to develonment Ministries' personnel

on the contribtion of family planning to demographic change, and on

other elements that affect population growth.
 

B. Program Management
 

Within the overall NFPP (program) are various projects for which

special funding and persons with special responsibilities are assigned.

These projects have a vertical texture which isone issue, but another

related issue concerns seeming fragmentation within projects:
persons/Sections are assigned to pieces of the project creating potential

for uneven and sometimes overwhelming workloads.
 

The various vertical management responsibilities within PP II,
for example, are expressed in the Implementation Plans provided to the

evaluation team. 
While these do provide sufficient sub-project and

budget detail, they do not give a 
sense of how each sub-project's
activities will affect the specific, quantifiable objectives contained in
 
the Project Paper or those of the NFPP. 
 Itisbelieved that this is a
reflection of current deferred attention to a 
cohesive, coordinated and

internally consistent plan in favor of administering and managing fiscal
 
and sub-project activities of projects.
 

Centrally-vertical sub-project management responsibilities also
 
have implications for the field. 
The FHD's service program is
Implemented through the public health service system. 
A number of
 
persons at the central-level have particular pieces of PP IIand other

projects to promote and implement perhaps resulting inless than
optimally coordinated field activilTes and potentially creating a set of

vertically-managed mini sub-projects in the field.
 

The teqm questions whether multi-project and sub-project

experience and data can be shared, used, multiplied or built-on for the
benefit of the overall program under the current management pattern of

project, sub-project and Section-by-SeCtion responsiblities and
 
implementation activities.
 

The 1401's involvement in family planning introduces yet another
 
possi lity for fragmentation. Inthis regard the Burirum campaign

model-! 
should be examined and the service data reviewed. Itis not
 

I/ The Burirum campaign isdecribed on the Service Delivery Section (Part

Four II.B.3) of this repurt.
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clear, at present, who within FHD would be responsible for knowing about 
and drawing attention to the potential that the Buriram model appears to 
present or whether R/E Setion's service data from campaigns would be 
used as one source of information combined with process information for 
creating ideas for campaign strategies. 

Recommendations (4.I.B) 

1. 	 The team has recommended that a management review be made. It is 
hoped that the effects of seemingly vertical sub-project management
will be studied, arid that the process for actively sharing and 
using experience and data across projects, sub-projects and
 
sections will be examined.
 

2. 	 The format of FHD's annual implementation plans for PP II require

revision in order to show more clearly: the PP II EOP objective

that is being addressed by each pertinent sub-project description

and the means for coordinating these discrete pieces; the
 
achievement toward the EOP objective that has already been made,

and any departures from or proposed changes to PP IIthat are
 
indicated in the proposed implementation plan. This conceptual

change in format together with the proposed administrative format
 
changes (to be described in Part 5) should lead to greater ease in

monitoring and annual internal evaluation. 

C. Target Settinq and Program Planning 

Planning of FP services occurs at all levels of the NFPP and is
 
based primarily upon performance targets measured in terms of new and
 
continuing acceptors by method. The use of performance targets to
 
stimulate vigorous program activity as well as to monitor national
 
provincial and local performance isdeeply rooted inNFPP histor:,. In
 
general the national population growth rate targets reflect the

demographic goals of the current five year plan, the demographic
characteristIcs of the population, and service statistics indicating

prior 	program performance. National, provincial and local service 
targets for new and continuing acceptors are established to accelerate
 
service delivery. 

1. T ettin2 

The FHD presently establisnes annual and long-range

performance targets for or with every province, with the expectation that 
as provincial capability in target setting develops in the future, the 
role of target setting will be decentralized to the provincial level and

lower 	 levels of the system. These targets will reflect annual and
longer-term national level policy guidelines on performance target needs 
and expectations. Under the currently funded UUFPA project, workshops
 
are being held to train provincial level officials intarget setting

procedures and skills; however, itwas reported to the evaluation team
 
that difficulties are being encountered with the procedures being used
 



for target setting, and that they are possibly too co for useri eX atlower organizational lovels of the service delivery system. 
During field visits, the evaluation team noted widevariations in the extent to which centrally sot performance targets were
accepted and used by provincial and district level officials. Variousdegrees of field-level participation in the target setting process werereported. 
 They ranged all the way from unquestioning acceptance of the
targets set at the central level, to active participation inthe revision
of centrally-set provincial targets, based on data obtained at the
district and tambol levels. The process of translating provincial intolocal targets for district, tambol and village level units also variesconsiderably. Prior performance, vital registration data, and villagesurveys were all mentioned as factors in the final determination of localtargets, expressed as numbers of new and continuing acceptors bymethods. The variability in derivation of local targets and in theperception of their functional significance by various levels of NFPPpersonnel is compounded by the existence of local incentives (e.g.accelerated promotion for target achievement) and further compounded byadditional targets superimposed by the added involvement of the MOI in
the promotion of family planning service activities and campaigns.
review of actual performance compared 

A 
to targets indicated widevariation: 
 there were locations where targets had been exceeded by 300%,
and locations where less than 10% of the annual target had been achieved


by the 9th month of the year.
 

The evaluation team feels that further rationalization ofthe construction and use of perfonnance targets is both desirable and
feasible. 
And as the NFPP further matures, a shift is needed to greater
use of contraceptive prevalence data for target setting. 
The growing
impetus to increase cornunity participation in development planning couldalso contribute significantly to the target setting process.
Contraceptive prevalence Is more understandable to workers with limited
education than the currently tabulated acceptor data, and wouid beanalogous, for example, to their reporting of immunization prevalence,which they appear to comprehend and do without difficulty. Moreover,
contraceptive prevalence rates would be more useful inadapting targets
to the eligible non-contraceptinU populaClon.
 

The increasing use of village-level mini-surveys and
maintenance of more complete family/household records is promising andillustrates the potential for accurate enumeration of household and
village data needed for more realistic target setting. However, many
village and tambol-level health workers do not yet understand how to use
the enumeration forms or how to maintain complete family/household

records.
 

The evaluation troam believes that added attention should be
given to the training and supervision of fieldworkor: In the use of
village surveys and improved health center record keeping. Training andwork activity should be closely coordinated with the emerging Basic 
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Minimum Needs/Primary Health Care concept (of whiCh family planning is anintegral part) in the ne 
,system of local development committees being
established in 286 poverty districts and uub-districts ineight provinces
under the Rural Poverty Eradication Program (RPEP). A model foridentification of connunity problems (including health),las already beendeveloped, with coordination among the concerned sectors of the fourministries (Public Health, Agriculture and Cooperatives, Education, andInterior). Discussion and recormendations on further development of the
FP information system, elsewhere in this report call for a future shift
infocus of the information system to a village 
bottom-up" approach to
information generation and a 
shift to measurement of continuation and

prevalence.
 

2. Program Planninq 

Performance target setting is only one aspect of programplanning which also must necessarily focus on the process of achievingtargets (outputs), and on the right mix, quality and timing of resources(inputs) required to maximize outputs. The evaluation team found that
those other aspects of program planning were generally quite weak at
provincial, district and tambol levels. 
 The planning and evaluation
sections of provincial health offices are, for the most part,
understaffed and underqualifi,;d with Junior staff to perform and/orcoordinate and supervise program planning including the planning of
training activities that could significantly improve the rationalization
and development of'resources and services throughout a 
province.
Similarly at district and tambol levels there is need for skills
upgrading and standardized procedures for planning resource use and
service delivery. 
Until improved capability exists at provincial and
lower levels, there will not be adequate capacity to utilize the results
of past, present and future research studies aimed at identifying more
effective, efficient and cost-effectivD approaches to FP service delivery. 

Recommendations (4. I.C.) 
1. The NFPP should encourage groater community participation in theprogram planning and target setting process, with emphasis on thetraining and supervision of fiellworkers in the use of

household/family and village data.
 
2. The NrPP should consider shifting to the use of contraceptiveprevalence rates instead of only 4cceptor rates as performance

targets in the future.
 

3. Mint-management studios of program management policies, proceduresand practices at provincial, district and tambol levels of theservice delivery system be funded under the PP 11 Projevt and
conducted by qualified public sector management analysts,
organization and methods spocialists or industrial engineers, to
identify and document th, higher quality management pracutices that 



c :xtporimhave evolved amonwj the many "natural ss ,n management
practii:_ occurrin tlrouuhout Thailand, ai.d thit such studies
produce managervnz policy and procedure guidelines in the form of areference wanual for use in manageMent train'- arid suerlslon,
and for- the purpose of upgradlng manaqement practices among thosedistricts 4nd provinces where prac tice.such rtetiain weak. 

4. A procedures reference manual or sections ,;f a PllC procedures
manual) for plonning the ue of FP r,;irces ' provision ofnd pui
FP servicek, at the district level and below, should be developed,field testQe, published, and used in thp flture for orientation,
training and supervisory quality control purposes; the development
of this anual should be a joint pro'iect of MOPH and MOI, andplaced under the direftion of qualified provincial level officials. 

S. Investigation thould be made of the iiost adequate, efficient,

effective and affordable staffing p;,tern of health centers,
particularly in the lowest perform;ance districts. 

0. anaemnt Information 

Better management information is required to a,hleve ITG's


/ 
Development Plan obje.ctives of improving operations, increasing 

Sch 
efficiency, and reducing costs. The output of program research and
evaluation helps to meet these objectives if it is properly directed atthe on set of the resperch studies. But the key prerequisite (andlong-term solution) lies in further development of an institutionallzodon-going information collection, processing ond distribution system toserve the program planning and "anagempnti. eeds of thf. NPP at allorganizational levels of the service delivery system, headouarters and
field alike. 

Significant progres haL beun acheved by rIHD In recent yearsin strengthening Its Research and Evaluation $eoCtion. Numbers of staffhave increased, quality of st.ff has improve. through training andexperience, and tiardware and softwre resource, have been added. Thishas resulted in a imore cotopreh~nslve atid atcurate 'nfonrV-!,tn collectionand processing function 6nd ha; laid the groi;nd work for furtherdevelopment of inforvnation ;*yste , c apbiliity in keepinR witl! the emerging
needs of a maturing KFPP. 

During fiel4 v ts of the ovliti'n rtc, it ts pvldent thatthe continued development of the Pmmiecy htaltn C.re nervico. deliverysystm, particularly : per'phvral levels, wa; i .2ulting In more
substantial record keeving, reporting and use of information Inmonitoring and suporvy'r, activities. Proitut-v to carry out complete
village mirni-surveys and/or mia intln complto family/household recordswas being exerted by various other program arpeas basicd the NFPP.Consequently, thf, (oJ'1101 and COl1 1of dr4, and the extent of rocord
keeping and r~pnting weri' ,iost impro v, a r omt 1:bol health
centers. Curr.nt aril h1sWjrlil Ir,rmtrn or fertility, and
 



contraceptive use and non-use was readily ava 1lable and being used inmanagement of promotive.+ana other servlces at the higher performing
health centers. 
 This Is as itshould be in a highly decentralized
service delivery system. it was also evident that where contraceptive
prevalpnce rates were high, i.e. over 70, 
 service providers and
supervisors weve shifting their attention from new acceptors to
mcnitoring continuation and prevalence, and focusing more on the
non-user. This has significance for future dcvelopmenL of the NFPP
management information system.
 

The evaluation team also noted the difficulty being experienced
by provincial health offices 
in compiling, processing and using data for
program planning and management purposes due to shortages in resources
and expertise. Planning and Evaluation Sections were notably weak as
discussed elsewhere in this report. 
When significant data collection,
processing and use were ineideocc, technical 
personnel responsible for
FP services were doing It; however, this function was usually being done
without the benefit of all 
available data including service statistics
from the private sector In the province. Itwas reported that privatesector informatfon arrives from HO too late and in a format toodifficult to be used by the provincial office.
 

The nation-wide development of the FP Sorvice Statistical
System (SSS) In recent years has been most Imp'essive. The development
approach has served well to set national priorities for data collectionand build a standardized system to meet national level monitoring and
planning needs. There are a 
number of significant problems inthe
present SSS which need to be tesolved before further conceptual and
structural development of the system isundertaken. 
 For example, the
feedback of processed data to the field ina format more useful and in amore timely fashion 1s needed. There is doublo-counting of new acceptorswho have switched methods resulting Inoverly optimistic measurements ofservice performance In terms of new acceptors. The Servif.e Statistics
System shifted from counting new and continuing acceptors to estimating
temporary method active users by counting the riumber of oral
contraceptive cycles and injeatables distributed. 
Unless this approach
is backstopped by carefully conducted periodic audits to confirm accuracyand adjust for discrepancies betwen supl io distributed and actual use,
the counting of temporary mpthod active users could be also overly
optimistic and very misletding. Tho supplics are subject to some degreeof illegal leakage, hoardo1g and/or non-ue by rot fpltnts who either dropout or switch mothods. This potential problem will be avoided as the
NFPP MIS is developed in the future, with a villago "bottom-up"prevalence measurement fccus. 

As the NFPP further matures and as the dectntralized PHC
service delivotry system further develops, a
more dficentrafized
"bottom-up" approach to information iyL:er's development will be required
to provide:
 



1. Timely planining and manAgement information to supervisors
ind programn ma~nagers at lower echelons of the, servicedelivery tystem wherein date are used as 
it elowsup the 
system from the target population rather than on the way
from headquarters. 

2. Different and more sophisticated information, 
.e.
 
continuation and prevalence in addition to counts of newand old acceptors, and measures of service efficiency whichrelate service outputs to resource Inputs. 

USAI Con-trib o__to Mana- tInformation
 

1Under the PP IIProject, assistance Is being provided to the
NFPP to develop a computerized management information system and toimprove use of service statistics. The Project Paper appears overlyoptimistic inexpecting that a ,anagement Information System (MIS) couldbe designed and installed for a Program a5 complex as the NFPP inthe
limited lead-time and with the limited anoont of resources provided. 
 The
original schedule called for data processing software to be developed andtested by June 1983 and the new system to be coiapletely operational byJanuary 1984. 
 During the second project year, the existing Service
Statistics System (SSS) was to be incorporated into the MIS as well,
which suggests that the original intent was to develop a 
comprehensive

MIS that would serve the manage~rent information needs of the FHD as well
as program managers responsible for FP services at lower organizational
levels of the service delivery system, a rather large undertaking.
 

A contract for technical assistance services was awarded by
USAID TO NIPA on Marci, 25, 1983 for the period through March 31, 1984.
 
The MIS consultants were to:
 

1. Assist Planning and Management Section Staff of FHD in
Inventoryin ail management information boinG cllected by
FHD, and deciding upon future lnformaticn needs and
 
priorities.
 

2. Design a ccnputorized MIS including appeopriate measures,

indicators, information specifications and formats.
 

3. Prepare, test, debwu and install appropriate software, and 
train FPHO staff inuse of software.
 

The qub-contiact wai 
 later amondod in August 19t33 to include 
information or. progreoss o externally-funded projects. 

Considerable delays haie been experienced and continue to beexpocted in designing, testing and inrtalling te initial I$:
 

1. NIDA consultants previously reqlusted thet tile %Icpo of the
M10 be llIted to the treaillfC0;1dIty management only,
 



although the objective of the 141$was to serve the overall 
ranageen lneeds of the NFPP. A compromise was reached infocusing t~e lnitial MIS on work activities of the FHD only. 

2. 	Certain key steps in the MIS design process 'were given too
liLtle attchtfon or omitted entirely, e.g. inventorying all
 
management inform3tion b iAn collected by the FHD to 
idenrtIy triat which would be needed or not needed, the 
additional requirements, andneor..-cion needs. setting priorities on future 

3. 	 he MIS model was designed and the :oftwara package
developed based on general classifications of data and
indicators, a theoretical approach which remains untested
at the present time. 
 Normally specific program management

inforiation outputs and pre-requisite data input
specifications are determined b~tfore, not after, the 	MIS
model Is designed and tested, which suggests that 
considerable difficulty may be encountered in realapplication of the present model. A review of the 

life 
initial

data collection form, suggests that the system design may
be overly cumbersome for practical use.
 

There is a high priority need for, information to improve the
planning, coordlnatlon, management and evaluation of FHD activities.

MIS being developed to 

The
 
serve this need will be tested through real life
application in the near future. 
 It is the judgment of the evaluation
 team that the system design will fall short of neeos anti expectations.
 

There also remains the broader and more significant need for anMIS to support FP program planning, management and evaluation at allorganizational levels of the service delivery system. 
 the existing FP
Service Statistics System (SSS) should serve as a solid foundation forfuture development of this NFPP MIS which hu:cause of its complexity, willrequire a long-term development strategy. There is a tendency by donorsand host governments dliki, to underestimate the lead-time and resources
required to develop an appropriate ann viable MIS to serve nation-wideahierarchial service delivery syste%, Thus it it important to carefully
and 	realistically design a development strategy that clearly identifies,lead-time and resource requirements. 
A high degree of practical
technical expertise in MIS application and de.ign is also normally needed 
for 	this task.
 

Rec omendations (4. 1, ) 
1. A thorough review be conducted as soon as possible of the NIDA MIS
design proposal for Ft1D includn; some limited testing of it using

real work activity data in a program mAnagemernt uituation, toassess relevance and utility of the propo.iod system before wide 
scale introduction occurs. 



2 

3. 


4. 

5. 


6. 

Tachnii) assi(tancP b provid,.d to th NPP, e through the PPN. Project or h g ct ly uid'd AID contracts, to assist theNFPP and FHD In Jlevelopjinq a conprehepi tratlgly and long-termdevelopment plan tor 	 wC rition.-wdde Hi1 to adequatelyIprensiwo
servh the futuire needs of Vhe tF'PPr; that su:h pl.n Inlude detailed 

At least 4 vilct projects te fupndd unrrer the PP 11 Project to 
design Aod test hicrarchl 0rlze
aproaches to FPinformation sytenr dewil opnuern i 
a. 	 Utilization 11f a villo-. and tarnbol botto uOM"approach to

data gathering ind reporting, which includes t .,e-orlentation
 

from counting new and olU acceptors, to monitering continuation
and 	prevalence, ond; utilization of dAtd at cap, organizational

level of tervice deliyvry by suprvisors and monagers for
planning, target sitting mn,7,ng and evaluating FP services.
 

b. 	 A pilot project he conducted in eac-I of the following diverse
situations to properly test and assss the appropriateness and

practically of a 4bottn up" approach to infornation system
deveIopment:
 

1) A high perfoniance district in a high performance province.
 

2) A high performance district In e low performan,.e province.
 

3) A low performrnance district 1r, %.high perfnrmoance province.
 
4) A low perfonorancu district in 
a low performanc, province.
 

Technical assstance, training and other resoijrcu.o be qiven to thePlanning and Ev luatfci Section; of ?CMO ofticei t. upgrade
capability In dAta proc~,sinu, analy6*4 and use of data to Improve
and further develop the ior ,aton systrin needd for planning,
management and evaiuatiop (t FP service del1ve;. 

A sub-section for dbtc ro 1nu 1c fiorially org;zed and startedwithin the existing R:e:,irch ind aluati n Section of FHD to
provide for; irmproved r , ind n .ount;b~l ty over centraldata processing f(,r Wip; 0rdito,} c'o{irce a3 reeded and
appropriato s c|lilittfon; qtIflitv control anl ovrright for NFPP 
MiS devolopmneit. 

The 	 R/F Advfro's tour of 'iuty x'is, nduJ through the 	 remaining
life of the PP 11 Projtect, to Ostlt Ofth thv; desIgn and mangpmontof the pilrt pro,'cts rOc n ' toVe* and vp implement aTiri'rt;.o, 	 ~do fortaprooram Ovaiuotifm y'e to ; :rvi N1PP itod, MIS4nd a 
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E. Financial JaIa'iqente .... . 

Table 4.1 provides information on financial allocations and
estimated budgets for the NFPP durinq the period FY 1982 through FY1987. 
Although the RTG receives financial assistance from a variety ofdonors, USAID support continues to be a major element of the NFPP. 

Table 4.2 provides nfor~mation on current finaocialcommitments, estimated budget, and uncornittect balances for the USAID
 
contribution to the PP II Project: 
 35% (21 of 60 months) of project timehas elapsed, 372 of grant funds and 28Z of loan funds have been
committed. Overspending of grant funds ismainly attributable to an
acceleration in spending to support mobile teans and Intensive services
 -- 71% of the originally allocated funds have already been committed and48% expended. 
If spending for this component continues to escalate or
merely levels off at the present rate, either significant additionalfunds will be needed during the remaining project life, or the component
must be phased out earlier thdn originally planned. 

Significant underspending of loan funds is attributed to adecision taken by RTG not to utilize loan funds for procurement ofcontraceptives, and to a lag In spending for training in sterilization.
Underspending has been partially offset by a 
major increase inprocurement of medical kits to support IUD and sterilization services,wherein 127% of the original budget for kits has been committed to date,and 42% actually expended. 
 There has also been some escalation in
spending for IUD training, with 50% of original budget presently
committed, although only 22% has been expended.
 

A review of USAID funds presently uncommitted indicates that
approximately $ six million is available for reprogramming during the
remainder of Project life due to chnges that have occurred inproject
implementation planning since the project was originally designed in
1982, Among these changes Isthe deci.son by the RTG to become
self-sufficient more rapidly in the procurement of contraceptives thereby
reducing the percentage of USAID funding for commodities under theProject from 40% to ibout 12%. Priortifes for reprogramminq of availableuncommitted funds during the remaining Project life are contained in the
section on USAID Reprojramnn Prlrities.
 

Table 4.3 provides information on financial allocations and
estimated annual fiscal year budgets for the remainig life of the,project, which reflect the recorrononded priorities for reprograirmfng. 

It shotld be noted that due to some delay in Initiating projectlmplomentatlon and spending in 1982, that FY 1983 Icconsidered to be the
first project year, thereby extending the Five Yaar Project through
FY 1987, or Into the next Five Yty- plan peqrok; of tho RTC. 
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F. Commodity Management
 

The NFPP currently requires approximately US$ V. ::million a year for procurement of comodities (primarily 
 and
medical kits), to support service delivery throughout Thailand, with
costs escalating each year, Consequently, efficient management of
commodities isa high priority need. Prior to the start-up of the PP IIProject, numerous deficiencies had been identified in the management of
commodities including wide variations in stock levels with central
storage warehouse overloaded and stock shortages elsewhere in the system,
stocks poorly organized for inventory control, record keeping systems
unreliable, and supply management procedures at all levels of the

distribution system in need of upgrading.
 

Under, the PP II Project, commodity management was to be
improved at all levels of the FP service delivery system, while the
quantity of FP commodities supplied by AID would decrease in both
absolute terms and as a 
percentage of the total NFPP requirement, from
approximately 50% under the previous AID project to less than 15% under
 
the present project.
 

During the past several years considerable progress has been

made by the NFPP in improving commodity management. Semi-annual and
subsequent annual inventories have been conducted, security of stock has
been improved, and 4 regional warehouses have been established. During
the first Project Year, technical consultants from the CDC completed the
design of an inventory reporting system including a new reporting form
and computer software for data processing and management. A
micro-computer and related equipment were procured and installed. 
During
the second Project Year, the new reporting form and related procedures

are being tested. in4 Provinces with full country-wide implementation

presently scheduled as follows:
 

By end of July: All provinces incentral and southern regions.
 

By end of September: All provinces innorthern region.
 

By end of December: All provinces innortheastern region.
 

Some delays have been experienced in the testing of the new
system due to staff time shortages in the FHD Research and Evaluatioj
Section, and delay in finding and appointing an appropriately qualified
manager for the overall system. Continued workload pressures Inthe
Research and Evaluation Section could result in further delays; however,
the new system appears to be well designed and with continued assistance

of the CDC consultants should provide a 
sound basis for upgrading the
 
entire FP commodity management system.
 

The Project Paper estimated the budget for developing the
commodity management system at $67,000. 
Due to the unanticipated need
 



for a micro-comp ter _andrJre1 ated equipqmept,_estjmatd j(this project component is now projected cost- $18 log-1-09-­to exceed budget by that amount.Also, !he system implementation delays being experienced will push moretraining and related system installation costs into the 3rd Project'Yearthan was originally planned. 
 (See Figure 4.1 for commodities budget.)
 

More than adequate inventory of connodities was reported atregional warehouses as protection against possible stock outages at lower
levels of the system. It was estimated that approximately 1.5 yearssupply of contraceptives was being maintained in the system as previouslycommitted by the RTG. After the new connodity management system becomesfully installed on a nation-wide basis with standardized minimum-maximumstock levels for all organizational levels 
of the system, the amount of
stock on hand nation-wide may be reducible to one year or less at
considerable financial savings without jeopardizing the adequacy ofsupply at any organizational level of the system.
 

It should also be noted that the original budget of the PP IIProject provided for USAID procurement of contraceptives in the amountsstated below. The NFPP has expedited the phasing out of USAID funds forprocurement of contraceptives as the following indicates:
 

Project Budget Proposed Revision 
Grant $3,503,000 $1,236,000 

Loan $3,274,000 $ -0-

The RTG is to be congratulated on achieving a more rapidself-sufficiency in contraceptive financing and procurement than
previously planned or expected. 

Recommendations4..F)
 

1. The following recent recommendations of the CDC Consultants beimplemented by FHD at the earliest possible time in order not tolose the development momentum now established for the commodity
management system:
 

a. A ranking official should be given overdil 
responsibility and
accountabilty for operation of the entire logistics system.
Logically, this individual would have training in business
administration with experience in logistics and distribution
 
systems. 

b. An Individual should be given clear responsibility for
implementation of the computerized logistics monitoring system. 

c. iollowing the proposed tentative implementation scheduledescrfbed above, USAiD should schedule meetings at milestonedates to assess the progress in Implementation, modify the
schedule as reeded, and schedul, needed additional technical 
as. istorce from CDC and other outside consult'int,, 
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d. 	 A plan for making provincial level staff aware of the uses of 
..outputdata should- be-developed.1- This-could be-accomplished.
through (a)fotmalized training, (b)presentations at meetings,Ce) on-site training, and/or on-the-job training through mailed
critiques of monthly outputs. 

2. 	 An additional $16,000 be earmarked for further development of the
Commodity 	 Management System during the 3rd Project Year, which
would 	 increase the total Project Plan amount needed for this 
component 	by $14,422, from $56,000 to $81,422.
 

3. CDC 	 consultants should continue to 	be used in further design of tile 
commodity 	management system, including the application of economic

order quantity methods in establishing guidelines for procurement

scheduling and supply re-distribution among the various echelons of

the national system. 
They should also assist in preparation of a

procedures reference manual 
for use in training and supervisory

quality control of supply management staff at all appropriate

levels of the commodity management system.
 

4. 	 FHD should follow-up its December 1983 directive to PCMO's on the

availability and use of the approved 3 formulations (and4 brands)

of oral contraceptives, by preparing and distributing the proposed

manual of instructions on the use of the various formulations (and
brands), .and by monitoring the commodity supply system to ensure

the storage availability and use of the different formulations (and
brands) at all appropriate service outlets and storage points.
 

5. 	 A review be conducted of present and future needs for medical kits
(IUD and sterilization) and efforts be made to initiate additional 
procurement actions during the 2nd Project Year if necessary to
 
ensure full availability as early as possible in the 3rd Project

Year. Consideration should be given to the direct assignment of

kits to personnel at the time they are trained to use them, rather

than the allocation of kits to Provincial Health Offices for use by

personnel 	at lower levels of the system.
 

6. 	 Funds be reallocated to increase the $686,000 of PP I Project Loan
 
funds previously budgeted for procurement of medical kits for use

during the remainder of the 2nd Project Year and during the 3rd
 
Project Year to increase kit procurement to a level more
 
commensurate with need. As suggested earlier, USAID may wish to
 
confer with JICA and FHD on 
this matter before committing funds.
 

7. 	 The NFPP, either through the PP II Project or other donors, or

both, provide additional transportation and IEC equipment support

to district and health center workers; and, make contribution to

the RTG's revolving fund to support the purchase and provision of
 
additional motorcycles and other types of transport vehicles to
district, and health center workers involved in FP services, and
 
which are subsequently purchased by the workers through pay check

deductions which replenish the revolving fund.
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igire 4.1 Commodities Bupd 

Project Year 
Original PP 

Fudget 

Project 
Impl ementa t"on 
Plans To Date 

Actual 
Commitments 

To Date 

I US$12,000 UVW2,000 US $12,000 

2 UJ43,000 LIS$47,, 791/ US$53,4221/ 

3 US$12,000 US$16,0002/ 

4 

5 

Total US$7,000 US$69,179 US$81,422. 

l/ Included $18,188 for micro-com1puter and related equipment not 

previously hudgetea. 

2/ Estimated requirements for 3rd Project Year. 
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:11, -Service-Delivery~. 

Both the qualitative and quantitative aspects of contraceptive
service delivery are heavily influenced by the NFPP's IE&C effort and the 
training and supervision of family planning service providers.
Accordingly, these program elements are inevitably intertwined with the 
team's evaluation of access to and delivery of contraceptive services. 
This portion of the evaluation considers the strategy underlying service
delivery, the expansion of access to various services, and selected 
qualitative aspects of each service modality in the current NFPP.
 

A. Quantitative Aspects:
 

1. Expansion of Service Points
 

Progress in the expansion of services, particularly those 
providing IUD Insertion and sterilization as emphasized in PP II,is
 
evidenced both by the reported increases in service outlets and trained
 
personnel and the favorable trends in acceptor rates recently reported. 

By the start of 1984 (FY) the number of district community
hospitals had increased to 470 and the number of tambol health centers 
had grown to 7,169. All of the district hospitalh now provide the full 
range of modern contraceptives. The concomitant eypansion in personnel

trained in IUD insertion and others utilized Inpill/condom distribution

is described in the comments on the various service modalities to follow. 

The degree of utilization of the absorptive capacity of service
outlets varies widely. Many provincial and district hospitals were 
observed to be at or near capacity and some were overextended by virtue
 
of demand for medical services. Others exhibit FP service gaps either
 
because they lack personnel trained in certain FP methods or lack
 
sufficient equipment.
 

At the sub-district level, underutilized capacity remains,

either because of limited demand for services, insufficient IE&C and
 
outreach activity, or local restriction on the use of auxiliaries In
 
delivery of OMPA or IUD services. Facility utilization isa potential
 
area for an efficiency study. 

2. Availability of Commodities At Service Points
 

During field visits to 12 provinces by the evaluation team,
it was learned that commodities were currently in adequate supply at all 
levels of the service delivery system except in the following cases: 

a. Some health centers carried a supply of only one or two

brands of oral contraceptives, and it was reported that some 
clients preferring other brands formerly obtained from 
health centers, were now purchasing these brands from

private sources rather than accept the free but different 
rand from the health center.
 



............e--_ were.
:.... pa-i ..
-shortages Of -itsand 	IUD inse 1ton• or-sterilizationVarious MO 
 campaigns had necessitated
Provincial officials borrowing and returning suppllies of
kits from FHD. 
 Kits were also not always available for
newiy trained-personnel which served to inhibit the
provision of services at a time when these personnel needed
to give services in order to sustain their skill levels and

build their confidence.
 

c. 	Injectables were usually riot available at health centers
staffed by personnel not formally trained in
use 	of
injectables; however, there were situations where
injectables were in full 
supply and being used, but not
reported by such personnel; and other situations where
personnel were provided injection supplies by their clients,or where clients provided funds and health center staff
purchased supplies in order to give the desired injections.
(See more complete discussion under training section of this

report.)
 

B. 	Qualitative Aspects
 

1. 	Mianagement of Service Delivery
 

The NFPP relies upon the multi-purpose PHC system for
service delivery. 
The 	extent t) which the PHC system provides coverage
and develops the capability to deliver FP services, determines the extent
to which there is availability and access to FP services. 
Success in
achieving NFPP objectives therefore depends heavily upon the increased
viability and further development of the PHC delivery system. 
While the
use of special mobile teams and intensive campaigns can expedite
availability and access to services, the long-term cost-effective
solution to delivery of services lies in further development of the
regular PHC service delivery system extending full coverage and access to

all villages.
 

During field visits, the evaluation team was most Impressed
with the continuing development of the PHC system including support
infrastructure, supervision and expanding coverage. 
There remains
however, great variation lia 
the quality of program management and
supervision, and in the capability of multi-purpose health workers to
deliver an appropriate mix of FP services. 
Consequently much remains to
be done in strengthening and extending the service delivery system for FP.
 

Findings of the recently conducted Health Sector Assessment
study sponsored by USAID, were generally confirmed by the evaluation team:
 

a. 
"A high drop out rate of Village Volunteers and
Communlcators;"
 

b. 	"Weakness of management syitem at district levelbelowl;"	 and 



. InadeqUate budgetary support for personnel, transport----- . iPir tdi6t ct ievel -and 'bel nw;1idri iriti ii 
arnd 

d. "At all levels, the need for management training....

especially for vworkers at district level and below."_/
 

The evaluation team learned that there was less attrition of
 
VHV's Inareas where health center staff devoted more time and attention
 
to outreach activities and working with the volunteers. Contraceptive

prevalence rates appeared to be much higher in areas served by health 
centers having wore than one female health worker, permitting more time
for village outreach services and providing more complete female health
worker coverage at the health center during regular working hours. It 
was reported that women acceptors were unhappy when arriving at the
 
health center to find only a male sanitarian present to serve them.
 

The recent Health Sector Assessment study reported
"conflicts between the physician-in-charge of the district hospital and
 
the district health officer" and that "some clarification of management

responsibilities at the district level 
isneeded.' / The evaluation
 
team found that where the District Health Office was located physically

adjacent to the district hospital, good collaboration on FP service was
 
occurring, even to the extent that the hospital nursing staff had been

allowed to take over complete supervision of FP and MCH services at
 
nearby health centers. Inother situations, communications and
 
coordination needed improvement.
 

The evaluation team was quite impressed with the commitments
 
to and knowledge of FP policies and services by district health

officers. The dual reinforcement of FP policy and objectives by MOPH and
 
MOI appeared to be having a pronounced effect on the attitude and work

activities of DHO's somie of whom were extremely articulate inFP and
 
quite active incommunity promotive activities. They are, for the most
 
part, inneed of more training inplanning, management and evaluation

skills, and lack adequate resources, including transport, fuel, IEC

materials, and operating budgets to effectively fulfill their functions. 
Despite these deficiencies, some DHO's appear to be doing a very
excellent job. 

At the provincial level the evaluation team again found wide

disparities in the quality of service program managemont. The presence
of a highly committed and dynamic PCMO was a major factor influencing the
quality of management and service delivery. Another key factor was the
 
extent to which senior managers had systematized and standardized
 
management procedures and practices, and incorporated these inreference
 

1/ Thailand Health Sector Assessment. AID, 1983.
 

2/ ibid.
 



manuals and mariacuiient training act ivities, Still anothr fatrr was he 

.. exent-to whi-R-i in - progra -ma-ra-mer-td SU--ervisio was beingconducted including ade-q acy O curr'icula and the frequency of formal andinformal in-service trainlnn activities. rWhile better managed provinceswere spending more of their ollocated funds and thereby more effective ingenerating in':reases in funding levels, other provinces have beenexperiencing ess.uccess in obtaiing funding increases. Consequently,the evaluation team found wide variations -n available resources amongprovinces, particularly ir transportation and equipment availability andquality. In pri, vincessome and distric:s, all taabol health center staffwere equipped 4ith m,otorcycles or another type of vehicle, or 2-wayradios even at close in locations, and IEC matprials. In other locationshealth center staff had little or none. Similarly at district level,some DHO's had adequate transportation and other resources and others hadlittle or none. 

Provincial level supervisors in some provinces complainedthat their function was seriously inhibited by the need to travel with agroup of supervisors for lack of vehicles, and this resulted in poorsupervisor.,/ coverage and inadequate amounts of available time to performthe supervisory function in the field, There appeared to be a directcorrelation between the availability of transportation at health centers,districts and provincial offices, and performance levels in FP service
delivery. 

The evaluation team also found wide variations at the provinciallevel and below, I n communications and coordination practices.Well-managed provinces had established policies and procedures, even
elaborate visual aids used in orientation and training activities. Otherprovinces had little or no sysftemtic approach to communications andcoordination, or orien ation and trainij on the subject. In someprovinces there was little comunication between the Provincial HealthOffice and the provincial hospital, and in other provinces excellentcommunications and close coordinetion exister. Similarly, relationshipsbetween provincial hopitais ind district hospitalsarfled greatly, asdid comunications and coo~rfn'ition hetween the Provincial Health Officeand private sector FP ,oencier and ictivitis. 

Since the delivery of NFPP servicos to the peopie of Thailandso heavily dependent upon a decentralize multi-purpose system wiich 
Is 

serves many meatars, and which obtIns it. resources , rn,many sources,there Is always a questicn at to ho, far the NFPP should go In providingassistance to dovelopm;in' of com.on elew-ants of the systc;i._/ Thisquestion Is particularly relevant to are6. where FP service delivery is
either pushing ahead of the service system capability, e.g, where
technical supervision of VP servi,;es is Inadequate, or where Auxiliary
Midwives are giving injections without requlied traini:ag and without 
an 

1/ Program aanag]erttsupervislon, eu ipoaent,corn1ucahon ; 
and 1'ransportdadion,etc. , that stupnom ai Pv'ograms. 



~ of OMPA; or where other deficiencies in the PHCdelivery system (eg. resource al-utilization or unavailability) areseriously obstructing further development of FP services, The evaluationteam believes that each ot the specIal program areas being served by thePHC system should contribute to the development of the common elements ofthe service system, and that the NFPP should therefore continue to
provide support using internal 
and external funding sources including
Japanese and American aid assistance.
 

2. Delivery f_Topforar, Methods, 

a. Oral Pill
 

The continued popularity of oral contraceptives
(212,404 new acceptors in January-April 1984) is attributable in largepart to the progressive increase in 
access to pills through a variety of
channels. Pills are available free through over 40,000 VHV's who have
been trained and who cover approximately 850 of the villages of thecountry. They are also sold through the network of community-based PDAdistributors operating in some 16,000 villages in 48 of the country's 73provinces A wider variety of pill formulations than those offered byMOPH is also available at retail prices (generally 20-25 Baht/cycle) in
approximately 7,000 drug stores throughout the country. 

While some providers in the course of our field
observations indicated some client preference for certain formulations,

and occasional shortages of specific pill 
 brands among health center
stocks were noted, the pill supply and distribution program seems
generally adequate. There has been discussion of introducing lower-dosecombination pills and progestin-only minipilis, (the latter for lactatingmothers) but to date these are not part of the regular MOPH formulary. 

Reports of complications, and even of side effects, oforal contraception continue to be very infrequent, compared to the
experience of other, particularly western 
countries. 11evertheless,screening for contraindications to pill 
use and training In the
management of pill complications and side effects remain important

ingredients in 
the quality of oral contraceptive service delivery. 
 The
evaluation team is concerned that the valuable and highly publicized pill
"checklist" which was deveioped and validated in Thailand in the 1970's
is 
not being applied routine to potential new pill acceptors at the
village level. Moreover, the performance of VIV's is open to question,
as evaluations have shown many of them to be inadequately trained for the
responsbi'ities they assulme. 

b. IUD Services
 

In order to make IUD services more accessible, nursemidwives and auxiliary mfdwives are being trained in IUD insortion.
Pilot studies began fn 1976. By the e nd of 1983 a total of 1,060 nursemidwives and 558 uxiliary midwives had b -rn trDind, 
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111L ntent of IUD trainir, is to extend IUD service to,rural or remote areas. Although the reported Increase in IUD acceptorsindicates progress in this direction, the objectlve of fully operationalIUD services down to the sub-district level has not been achieved to the 
extent expected. 

Service outlets below district level providing IUDInsertion number 561, 
at present. Our field observations revealed that alarge number of health centers are still without this service. In somecases, this is because they either have no trained auxiliary midwife(AM), or a trained AM has no insertion kit. In others there has been nolocal promotion or campaign, or "No acceptors" is reported. 

The "multiload" copper bearing device was added to theNFPP IUD program in 1983. While this device is generally reported to bepreferable to, it is considerably more expensive than the Lippes Loop,and its recommended three year duration of use introduces a 
new dimension
In IUD counseling, follow-up, and re-insertion service. Complications

are reportedly infrequent, but anecdotal 
reports of explusions are
generally felt to reflect errors in insertion techniques rather than aninherent property of the device. 
Observations and recommendations on the
training Implication of the change to multiload IUD are to be found inthe Training section of this report.
 

C. DPA 

in 
Acceptors of injectable contraception increased by 23%the first four months of 1984 compared to the corresponding period in
1983 with the largest increase In new acceptors occuring in the Central
and Northeast regions. Data on continuation indicates that about 60% of
acceptors have maintained their injection schedule at one year. 

In the course of field visits the evaluation teamencountered significant variations in the availability of D1PA at thetambol levels. The result is that DMPA accepturs now have to travel 
to
district or provincial level hospitals for this service. 

The potential for expansion of access to this highlyeffective and relatively popular mothod of temporaiy contraception is 
addressed In the section of the evaluation dealing with training.unique attributes of this method make it Theparticularly acceptable to
special sub-populations such as hill tribes of the North with logistics
problems of ready access to services, or Muslim women of the South who,reportedly, ind it easier to maintain secrecy about their contraceptivepractice with this method. 
Accordingly, the evaluation team feels that

the issue of training of auxiliary midwives in DMPA injection should be
addressed without further delay. 
The recormmendation pertaining to this

issue Is found in the training section of the roport.
 



___d. 
 Codom7
 

Whilecondom (generally Included in a "condom andother" category inMOPH acceptor tables) occupies a relatively minor roleamong the mix of methods, it nevertheless remains the only modernreversible method available to males. 
 Hence, its distribution at no cost
by VHV's and at minimal cost by PDA distributors continues to be
important. 
A variety of condom brands, both domestic and imported, are
available. 
According to CPS 2 about 30% of condoms dispensed in 1981
were obtained from government outlets and 77% from private outlets. 
 The
CPS 3 data on condoms are not yet available, nor is their net
contribution to fertility control 
determined.
 

e. Withdrawal
 

While the practice of withdrawal isnot reflected
specifically inthe service statistics of the NFPP, its frequent use,
parti'ularly in the southern provinces by Muslims and to a 
lesser extent,
by That Buddhists, is acknowledged. 
Survey data have suggested that its
prevalence may be as high as 20% in one province (Satun). 
 Inview of its
apparent acceptability among groups known to be relatively resistant to
the adoption of modern contraceptive methods, the evaluation team agrees
with the investigators participating in CPS 3 that a 
study of:the
use-effectiveness of withdrawal 
as practiced by this sub-population would
be valuable.
 

f. New Methods
 

Ina project supported by the Population Council, 
the
MOPH is conducting a study of the Norplant subdermal contraceptive
implant. Altogether 1,000 women are enrolled in the study, which is
being conducted in four locations: 
 The Khon Keen MCH Center, the Suan
Dok Hospital, the MCH Center in Chiengmai, and the 1CH Center in Yale. A
separate more recent study is taking place at Siriraj H'ospital under the
direction of Prof. Suporn Koetswang. The implant consists of silastic
capsules centaining the hormone inserted subcutaneously in the arm, where
they slowly release the levonorgestrel, producing highly effective
contraception for over five years. 
The studies are not yet completed,but early reports indicate promising results in Thailand, as in other
countries, with a 
high (79% at 1 year) continuation rate. (The
possibllity of a selection bias Inthe pilot studies may inflate this
figure, since acceptors are screened for motivation to practice
contraception for a moderate length of time). 
 The Yala study, conducted
at the MCH Center, was begun four years ago, and IncluJes 359 women,
representing both Muslim and Buddhist acceptors. 
All are between the
ages 25 to 35 with parity one to four. 
The "six capsule" version of
Norplant was utilized, 
 Altogether 135 had discontinued by June 1984;
seventy of these were "completed" cases (31/2 years), others wanted
restoration of fertility, discontinued because of weight gain, or
spontaneously expelled the capsules (presumably due to Improper

insertion).
 

. . .5 . . .. 
. ... 

4 
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The-eMOP
-AssnteresternstedinthJ otential contribuiti
of Norplant to the future,mix of tempoarary methods. There is alsointerest In training ft-' and AMs to provide it,HIowever, all must beheld Inabeyane--outsi de of ongoing studies--unl- the method
approved as a commodity. 
is
 

3. Delivery of Permanent Methods
 

a. General Comments
 

The increased emphasis on sterilization in the NFPP in
recent years has continued to result in substantial increases in VSC
acceptance. 
New acceptor data comparing January-April of 1984 with the
corresponding period in 1983 show an increase in vasectomies from 7,663
to 14,782 and in female sterilization from 47,428 to 59,786. 
 Data on the
rate of VSC Increase relative to rates for other contraceptive methods
 are not yet available from CPS 3, but the preliminary tabulation of users
by region indicates that female sterilization represents the highest

percentage of users (age 15-49) in every region, and that VSC is being

accepted at a 
younger age than in previous surveys.
 

Undoubtedly a number of factors have contributed to
these trends. Increased access to sterilization at district hospitals

has resulted from the training of new district hospital physicians (forexample, 150 district-level physicians have been given a one-week course
in VSC during PP 11, thus far). 
 Expanded media coverage, the district
hospital mobile education/motivation campaign, and the support providedby the MOI through the Provincial Governors have all contributed, as has

the private sector. The general expansion in trained family planning
personnel to provide motivation and referrals at the subdistrict level
 
must also have had some effect.
 

Acceptors of vasectomy in the first four months of
1984 (14,782) are nearly double the number for the corresponding period
of 1983. If this level of activity -issustained throughout the year, the
1984 target of 30,000 vasectomies in the Intensified (nationwide)

Vasectomy Promotion program will be exceeded. 
A full evaluation of the
January to June 1984 campaign Is expected by September, 1984.
 

In two of the three Northeastern provinces visited
(Nong Khai and Surin), great resistance to vasectomy was reported for
various reasons: feat, of effects on sexual potency and/or the ability to

do hard work; local occurrences of hematoma; lack of confidence in localmedicil personnel; program completion with female methods; and in the 
cuse of Surin, difficulty in reaching ethnic Khmers. 

Burirum, however, was successful in promoting
vasectomy. There the PCMO, with the support of the Governor, was able to
organize and hold a short-term campaign that successfully recruited newacceptors for both male and female sterilization and insertion.IUD This 



successfuicampaign -seems--to contradict the negati e 
eper ences of other
provinces inmotivating-vasectomy acceptors, especially when IUD's were
available simultaneously.
 

The Buritum success 
 in the promotion of three methods 
at once appears to be attributable to:
 

1. Strong leadership from the Governor and PCMO.
 

2. Good organization and recruitment of acceptors
through local government channels (district

officers, village headmen).
 

3. Close coordination and hard work by all levels of
 
provincial medical/health staff.
 

4. Incentives for acceptors and health personnel.
 

5. Training for all personnel prior to the campaign.
 

6. An integrated multi-media information campaign.
 

The team feels that judgement of the extent of the
contribution of campaigns to overall NFPP performance must be withheld
until a full assessment can be made of such factors as the substitution
phenomenon, the extent of method switching occasioned by a
campaign
approach, and the anecdotal evidence of cases of very short continuation
in reported instances where the incentive appeared to be the sole reasonfor acceptance of the IUD. 
 Moreover, the need for close intersectoral
synchrony and full mutual understanding of the philosophy and principles
of voluntarism and the "cafetera approach" to which the NFPP has beendedicated from the outset, are required in order to forestall any
possibility of overzealous Fromotion, such has occurred inother
countries where a "campaign' approach augmented by incentives has been
util ized.
 

The contribution of ASIN, PDA and TAVS is substantial
and illustrates the vast potential in the private sector for help in the
diffusion of family planning service delivery. 
 Inour discussion with an
ASIN representative itwas acknowledged that this potential could well be
extended to greater assistance in training medical students,
post-graduate physicians, and/or selected MOPH personnel insurgical F.P.
procedures. 
 The extent of this that has occurred to date isnot fully

documented.
 

While surgeons responsible for VSC service show
couiendable ingenuity with regard to instrumentation and sterilization of
equipment, a number of Instances of inadequate supplies of surgical kits
to meet the VSC caso load were reported to us, especially where campaigns
have produced larger number of acceptors in a short time. 
 Additionally,
there were numerous complaints about the quality of surgical instruments,
 

i
 



pdrticularly tosemanufactured in Pakistan, which frequently rust,
 
break, 
 or otherwise malfunction. 

b. Special Strategies 

1. The Pattalung Province Mobile Sterilization Service 

This USAID supported project was begunSumroen, Deputy PCMO, with the 
in 1981 by Dr.full cooperation of the PCI3, Dr.Charoen, who has committed 800 man hours of provincial staff time to theproject, The mobile van, donated in 1982 by the M.C. Plya 
 tangsit
(Vibhavadee Rangsit) Foundation, provides vasectomy and laprocator
sterilization service at the village level 
once or twice weekly to
acceptors who request the service at prior visits to the village by a
mobile team. The mobile team gives IE&C for all
methods. family planning
This year the demand has been accelerated by the multisectoral
IE&C campaign mounted in response to the MOI's commitment of support to
family planning through the cooperation of the governors and district
officers. The project has greatly exceeded its target of fifty casesmonth, peraccounting for 1,550 sterilizations between March '83 and June'84. The majority of these have been female sterilizations as expected.However, Dr. Charoen noted that he has performed 917 vasectomies since
1977, and the team had an opportunity to observe his personal
motivational 
talk to a village meeting at which he effectively used a
satisfied vasectomy acceptor to assure the aud;ence that male
sterilization is 
not harmful.
 

This project, successful in a province which has
historically ranked among the lowest in new family planning acceptors ingeneral, with a very modest level of sterilization acceptance in
particular, illustrates the potential for improving performance with theright combination of dedicated personnel, quality service, and the
commitment of resources to bring services directly to the people at
village level.
 

The evaluation team concurs fully withof training district level the MOPH policyphysicians in mini-laparotomy andreliance on this procedure the majorfor female interval sterilization. However,the successful demonstration of mobile laparoscopy service and the
observation of effective use of laparoscopy in
our fied visits at
provincial hospitals where physicians suitably trained and experienced inthis modality are posted, appear to justify further extension of this
well established female VSC modality.
 

2. Provincial Sterilization/UD Camai gns, 

The female sterilization/IUD campaigns which begian inFebruary, 1984 in the 34 North and Northeast provinces were scheduled tobe completed by June of this year, but have been extended to August. Afull evaluation of their impact wi11 be available by September 1984.
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The campaigns use mobile units to inform and motivate acceptors. IUDinsertions are done by mobile service units while female sterilizationsare referred to district 6r provincial hospitals. 

The Ministry of Interior through the Provincial Governors

gives itrong support to these campaigns. The support to IUD campaigns

from Provincial Governors has been important in organization and

promotion through district officers and village headmen, in providing

funds for incentives and prizes, and in 
terms of the leadership and
 
influence of the Office of the Governor.
 

3. The Intensified Vasectomy Promotion campaign emphasizes the use of tambol health center personnel as mot ivators. The health workers 
receive an Incentive for vasectomy referrals to district hospitals.
Mobile service is provided in districts without a hospital. The campaign
has national coverage with the exclusion of Bangkok. It began in March

of this year and has been extended until December. An estimated 30 to 40
 
percent of the target has been achieved to date, but formal reports have
 
not been received in Bangkok as yet.
 

4. Use of Incentives
 

MOPH policy from the beginning has avoided direct payment

of incentives to acceptors of family planning services. 
 Its policy

instead has been toreward individuals who refer acceptors of VSC and IUD
insertion. The level of compensation has consistently been higher for

male and female sterilization tnan for IUD insertion.
 

The entry of the MOI into the areas of active promotion of
family planning with emphasis with a "campaign" approach has introduced a
 
new dimension into the Incentive framework, namely direct payment of an
"in-kind" reward to the acceptor. 
The form which this takes varies from
 
one province to another, and is not universally applied, depending on the

availability of a provincial allocation of funds to meet the cost. 
 In
 
many instances the incentive is
a new garment, perhaps augmented by an

inexpensive but valued household Item such as a water Jug or blanket. 
 In
addition, some localities have given acceptors lottery tickets for prize
such as a pig, egged goose, etc. 
 Usually the acceptor of sterilization

receives more tickets than the IUD acceptor, presumably to enhance the
 
motivational effect of a 
chance to win a significant prize. Community

incentives, such as cash prizes, for tambols meeting campaign targets
were also described to the evaluation team, adding a further element of

competition to the campaign strategy.
 

It cannot be denied that the campaigns have focused
 
attention and mobilized heretofore inactive resources in the pursuit of
NFPP goals with measurable success. Nevertheless, tne anecdotal evidence
 
that at least some of the reported increase in acceptor rates attributed
 
to the campaigns represents method switching and the fact that the

campaign strategy departs from an MOPH policy which precludes payments to
acceptors, merits careful evaluation and closer coordination to insure
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that the complementary activities do not work at cross purposes. This
imperative is implicit in'the recommendationswe lhave- made el sewhere in
this' report regarding the re-ed for closer intersectoral coordination. 

Recommendations (4.11.B)
 

A. 	Management of Service Delivery
 

1. As a goal, efforts should be continued in promoting more adequate

staffing of tambol health centers to achieve a 
minimum of 2
 
female health workers for every health center at the earliest
 
possible time, particularly in the lowest performance districts,

but 	the financial and staffing implications are considerable and
 
should be asstudied should the existing utilization of health 
centers.
 

2. 	Greater utilization be made of district hospital nursing staff in
 
the technical supervision of FP and MCH services delivered by

tambol health 	 a morecenter staff and formal matrix supervisory 
structure should be established at the district level to
 
accommodate joint M01 administrative and MOPH technical
 
supervisory responsibility for delivery of FP and MCH services.
 

3. 	Mini-management studies of program management policies,

procedures and practices at provincial, district and tambol
 
levels of the service delivery system be funded under the PP II
Project and conducted by qualified public sector management

analysts, organization and methods specialists or industrial
 
engineers, to identify and document the higher quality management

practices that have evolved among the many "natural experiments"

in management practice occurring throughout Thailand. Such
 
studies should produce management policy and procedure guidelines

in the form of a reference manual for use in management training

and supervision, and for the purpose of upgrading management

practices among those districts and provinces where such
 
practices remain weak.
 

4. 	The NFPP, either through the PP II Project or other donors, or
 
both, should provide additional transportation and IEC equipment

support to district and health center workers; and make
 
contribution to the RTG's revolving fund to support the purchase

and provisioi of additional motorcycles and other types of
 
transport vehicles to district and health center workers involved

in FP services, and which are subsequently purchased by the
 
workers through pay check deductions which replenish the
 
revolving fund.
 

Recommendations (4.11.8)
 

8. 	 Temporary Methods 

1. 	Greater attention should be paid to the quality of oral
 
contraceptive service In general, and to the training and
 
supervision of VHV's and other village level distributors In
 



screening of clients and instructira in oral contraceptive
 
practice.
 

2. Norpla:it, when available dS a coMnMudity, should be aaded to the
 
method-mix. Hiigh priority is accorded comiodity purchase through 
USAID ,ar furds. 

3. 	investigatln should be made of the pnrceptionn ano attitudes of 
service providers that affect uptake and continuation of services
 
by ethnic m;inorities, Th2:sy find;iny should be disseminated and
 
discussd w ,LI;in FKD, and if negative sh'ud be acted on.
 

C. 	Permanent M'.thods
 

1. Replication of the successful mobile japaroscopy service in
 
Pattalung should be considered in other areas where a suitably
 
trained physician is available and the demand for female
 
sterlization justifies its provision at the village level.
 

2. In aadition to procurement of adequato numbers uf VSC kits, 
special attention should be given to the reliability and source
 
of procurement of instruments in order to assure high quality and
 
safety ir VS scrviccs. 

3. 	Training and (quipment for laparoscopic VSC should be provided to
 
those provincial and regional hospitals which have physicians

with the requi',ite experience and training in obsteLrics and
 
gynecol o.y.
 

4. 	 Tne NOPH snculd explore the poterti al of NGO's involved in VSC 
service njji",ry for a larer role in the training of physicians 
in surgical contraception. 

5. 	NGO ircreas,,d parLcipation in services and trairing could Q. 
guided by FiD 's nfcl',rnutin on ON] service and training gaps.
Likewise, IJCO's trdnining outputs should be dorumented and 
forwarded tb FiT as to location an,1 numbers oi trainees 
to assure
 
compl eme;tari t th FH) s mon M In of trai ng and service 
projections. 

6. 	Variability in the eff ctivene:oL of the intensifioed Vasectomy
Promotion (,ampaign in different provinces should be carefully
evaluare, to ascerzain the relatinihip of client resistance and 
the effecriveness and cost of th; vdrious iEC promotion

strategies on program performance.
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III. TRAINING AND SUPERVISION
 

A. Organizational Locus and Responsibilities for Training and
 

Within the Family Health Division, the planning and technical
support locus for training and supervision is tlic Training Supervision
and Education 3e,"ion, or.janized into four sub-suctioi., as follows:
 

Trainino Su,)S on du-aLtion Su.-5erion(ab'u-4ra7? -, Tig sLaff) [-- Y-'Responsible for: Resons:ble for: 
* Special ernphasis training . Standardizing the curriculum andSRefresher courses assuring maintenance of teaching* TOT and otner special topical standards in the 7 Schools of courses. 
 Auxiiiary Midwifery.
 

Distributing information about
 
and managing applications to 
continuing education courses 
for
 
FHO personnel. 

* Orientation to FHO and family
plannir.3 (one week) for new 
nurses who wfIl be employed in 
provincial hiospitals and MCHCpnter-,. 

* Special projects: development 
of cur-ictl 3 for in-service 
traininig courses. 

Supervision Sub-Sectien 
 Tachnical Sip)ort Swb-Section(9 supervisory sLa-Td_-- T78--s-fLaft, many-wVZFhuut pro­
fEsiunl bI':Kgrouna )Responsible tor: 
 Resjxmsible for: 

" Field supervision (with orovincial "str'ihr';, , , audio-v'sualstaff) of rn;dwives and nurse/ equprien, rortraining programs.midwives.who n v,., ie, n trained in 
IUD insertion. 
 Pre:paration of 'ide-shov's, 

hand-outs, :rair ,ng iianualls and" Field-bared prubl ui, idew-r filca- training atil. is for in­tion that lows into basle 
 an( service trainini courses. 
in-service Lraining need: assess­
raents, supervisory nted,, arid . Traini;ig dai collection,field level 'echnical nr other presentator a:'d report-ingsupport rneeded f rim central and , rnd 

, Evaluatioi 
Co HF0-, jT-P,USAID. 

-:limny of the multi­
purpose crmuPetent -riining 
procr am.
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The Section Head reports to the Assistant Director of FHD. Thereappears to be no formal ]inkage of the Section with counterpart sectionsin-he--Health-Trainlng-Nurslng,-Health Education-and-Rural-Health-

Divisions within the Office of the Permanent Secretary.
 

The Section is responsible for planning, technical support to,
 
monitoring and evaluation of three types of training:
 

1. Basic training of auxiliary midwives: isconducted by 7
Schools of Midwifery (Khon Kaen, Chieng Mai, Yala, Ratburi, Nakorn Sawan,
Lampang and Bangkok (Vachira)) and the MCH Centers that are affiliated

with them. 
Since 1983, the course duration has been extended to two
 years, and there are 900 auxiliary midwives who graduate each year.
 

2. Pre-service training (orientation): a one-week course at FHD
for new nurses who wll work at MCH Centers and district and provincial

hospitals. 381 were oriented at FHD inCY 1983.
 

3. In-service trainin2: USAID-funded IUD insertion training for
auxiliary midwives ano nurse mdwlves; UNFPA-funded intermediate (297
trained in CY 83) and master-level (training of trainers 191 
trained in
CY 83) (TOT): military-funded training of military staff (two-week

courses inFP/MCH/PHC) with 40 ineach of 5 groups per year; Navy-funded

training of Navy personnel inFP/MCH (4groups per year); International
training (a5-week course) funded by Thai AID once a
year for 20 Asian
mid-level family planning managers; and a 
series of RTG-funded refresher
 courses for auxiliary midwives and nurse midwives (the step I
course for
auxiliary midwives is a
one week update in FP/MCH, PHC, and sex education
and isoffered at the six MCH Centers to about 200 AM's who are intheir
third year of se"vice. 
The step IIcourse for AM's covers supervision,

administration, FP/MCH policy, a 
TOT and sex education, and isoffered
to 100 participants each year. 
 The step I course for nurse midwives is
 a one-week refresher offered after three years of service and isan
update In FP/MCH services, and a 
TOT. Five groups of between 25-30 are

trained each year. 
The step IIcourse is designed for provincial and
district senior-level nurse midwives, 3 groups each year, and covers
evaluation, target-setting, monitoring, counseling and sex education).
 

Training of TBA's isunderway. InCY 1983, 1,462 were trained by
AM's in 10 provinces during 5-day courses. 
 Preceding TBA training, ten
two-day TOT's were held for tambol-level auxiliary midwives, This is
 not the first time that the Department of Health has trained TBA's: 
 from
1977-81, 6,693 were trained inFP/MCH/PHC. The Training and Supervision

Section has obtainedexternal assistance, starting inJune 1984, to train
310 TBA's in the Southern Region. The 5 day TBA courses will be
conducted at tambol health centers by AM's who will have received a 
5-day

TOT. Each of 65 AM's will train 4 to 5 TBA's, and each TBA will receive
 a family planning flip chart, a delivery manual and a 
delivery kit.
 



In addition to regularly-scheduled training courses, the Sectionhas offered special workshops on: curriculum development; family
planning administration for mid-level managers; development and planning
of.monitoring:and evaluation-system- familariningand MCH
activities; a 
workshop on media and artwork design for documentation:
and a workshop on a planning and management sequence in the community

health curriculum of Schools of Auxiliary Midwifery.
 

Not only the T/S/E Section of FHD conducts training which raises
 a management issue: training, supervision and education (and technical
support) are functional, supportive components of a service program.
Yet, in FHD the T/S/E Section has its own large agenda, and other
Sections also have training, technical support, and education agendas.
Itisnot clear whether there isa training management focal point that
guides and plans the overall FHD manpower development and supervision
components. As will be noted subsequently, this isalso reflected at the
provincial-level where there were, in all 
provinces visited, no Training
Sections. 
The function was combined with another Section resulting in
lack of provincial-level updated training master plans, training needs
assessments, and training projections based on 
service requirements.
 

Itappears that a 
review should be made of the training and
supervision system (centrally/provincially/district-leve1/tambo1 level)
as 
itexists, and based on this review, recommendations be made to
clarify the locus of management of the system and to more fully integrate

T/S/E centrally and provincially.
 

B. IUD Insertion Training for Nurse Midwives and Auxiliary Midwives
 

1. Background
 

The training of paramedicals in IUD insertion isexpected to
contribute significantly to increased availability of IUD services at the
tambol level and strengthened services at provincial and district
hospitals. 
 The End of Project Status section of the Project Paper

enumerates these expected increases:
 

. 1,500 sub-district service points
 

. 500 provincial and district service points;
 

and specifies the number of auxiliary midwives (AM's) and nurse/midwives

(N's) who will be trained to staff the service outlets:
 

• 1,520 AM's
 
. 500 N/M's
 

Financial assistance specific to IUD training from USAID loan
funds is $1660,340, to support training courses ($1,630,660), training
materials (14,600), and follow-up and evaluation of AM's ($25,080).
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Other program elements funded by USAID contribute to the
post-training functions of AM's and NM's including IUD kits,,
mobile service atIn IE&Cacampaignsd-andresearcland'-e1l 


2, Training Targets and Process for Achieving em
 

PP II calls for annual training targets, as follows: 

1982 1983 
 1984 1985 
 1986
 
NM's 100 100 
 100 100 100AM's 240 320 320 320 
 320
 

It was assumed that all who will be trained will thereafter
provide IUD insertions. That assumption and other issues pertinent
particularly to AM's IUD insertion training, were raised by the
evaluation team and will 
 be discussed in sub-sections of this portion of

the report.
 

InFY 1983, the FHD training targets were 240 AM's and 80
NM's. 
 The targets were achieved at a cost of 03,442,947 ($149,693)
for the AVI's and 6783,574 ($34,068) for the AM's. 
 Per trainee costs
(using trainees and expenditures as factors) were: 
 $624 for AM's, and
$426 for the nurse midwives. The difference incost per trainee derives
from the differential duration of training (see Figure 4.1). 
 Comparing
these per trainee costs with those in the Project Paper, AM and NM per
trainee costs are currently less expensive than projected ($870 and $615

respectively).
 

In1964, the targets are 320 AM's and 110 nurse midwives.
However, starting in February 1984 with USAID grant funds and RTG
support, a 
pilot project began for IUD insertion training at the
provincial level for AM's. 
 Course duration has been reduced from 10 to 6
weeks ( week theoretical, 5 weeks practical). 
 To date, the pilot target
of 60 trained AM's has been achieved: 20 AM's per class inUbon
Ratchthani, Nakhon Ratchasima and Nakorn Patom. 
Field follow-up of
trainees (by central and provincial staff) began inmid-July.
 

Pilot decentralization and shortening of the IUD insertion
training course for AM's is expected to: increase the number of trained
AM'S; decrease the costs of training, and institutionalize training
capability at the provincial level under the general supervision of
PCMO's. 
 Training impacts are expected to: produce a training model that
can be used inother provinces, increase the number of IUD service points
andA UD acceptors, and contribute to national growth rate reduction goals.
 

Ifthe pilot project can demonstrate feasibility and
efficiency of IUD insertion training at the provincial level, the PP II
target of 1,520 trained AN's can be e.'ceeded. This, however, will also
depend on availability of IUD acceptors at provincial and district level
 



Figure 4.2: IJD Insertivn Tralni, ;;e Sequence For Auxiliary 
'idwives and Nurse Midwives
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training sites to the extent of 25 practice Insertions per trainee.
Thus, only provinces with a high or increasing level of IUD activities
 
are likely candidates forpilot replicability. 

The Supervision sub-section's highest priority is follow-upof IUD insertion training. However, the supervisory evaluation form thatis used includes pill distribution, palpation technique during antenatalexaminations, organization of antenatal, post partum and family planningservices, and review of service goals and plans. 
A recently-returned

central supervisor reported that she had visited 35 AM's and nurse
midwives during one week, spending about one hour per supervisory visit.
She observed problems of overcrowding in the clinics, insufficient health
education and counseling, improper sterile technique, and plans that were
not consistent with household and community data. 
Supervisees had
requested more information on the pill, but she had no time to provide
it. She had recommended that the provincial-level supervisor follow-up

on the problems observed, and that pamphlets and other educational

materials be provided to improve the health education component.
(Subsequent to field visits, reports are prepared for the Head of the
Supervision sub-section who submits a 
report to the Head of the Training

Supervision and Education Unit).
 

3. Evaluations and Studies
 

Indiscussions by the team with the Training/Supervision/
Education Section, need was acknowledged for a systematic, comprehensive
evaluation system which will become particularly critical as and when

decentralized target-setting and training take place. However, there

have been efforts to examine the subject of IUD training.
 

There has been no systematic study of training impact on
meeting service needs and requirements, or an in-depth study of the
effectiveness and efficiency of AM training, but there have been severalattempts to assess the quality of training, the relevance of training toon-the-Job service situations and on post-training contributions to IUD
service. The following is a summary of these findings: 

a. 
USAID grant funds were expended on an "Assessment of
the Short-tem Effectiveness of the Training of AM's In IUD Insertion."
 
This stud) was conducted by the R/E section of FHD at a 
cost of 998,238

($4,271), The Training and Supervision Section was not involved in the
study. Fifty-three health center-based, trained AM's from tworegions were divided into low achievement and high achievement (withregard to new acceptors, not continuation clients) focus groups. The
 
results of focus group discussions showed that:
 

1) Upon returning to their health centers after IUD
training, the low performance midwives did not promote IUD acceptance any
more strongly than the pill or injectable. The high performance midwivesmade a special effort to promote acceptance of the IUD. 



2) While both groups specified one day of the week for
IUD service, the high performance midwives prepared.theirnsertion
. equipment- everyday-and ' ovided JUD _iseVices alI - The low achievementgroup did not prepare their equipment daily and therefore had to turn
clients away.
 

3) The low achievement group believed (incorrectly)
that the pill and injectable are more efficient contraceptives than the
IUD. 
 The high achievement group felt that the methods were equally
efficient but that the IUD Is more convenient for the users since itdoes
not require resupply.
 

4) Finally, the high achievement group felt that 'they
should be trained in IUD removal (not a 
part of the current curriculum)*
to maintain their credibility with clients when discontinuation is
desired. 
 The low achieyement midwives, however, felt no need to be
trained in IUD removal.2.
 

b. Inan FY 83 post-card follow-up by the Training and
Supervision Section, the following information was obtained from 160 of
240 FY 1983 trained AM's (a67% response rate):
 
1) 5,842 IUD's had been inserted by the 160
 

respondents.
 

2) 340 IUD's had been removed by the respondents.
 
3) The highest reported number of IUD insertions by
one N4 was 311, and the lowest number was 1.
 

Among 51 
trained nurse midwives (59% of those trained
in FY 83), 4,785 insertions and 851 
removals were reported. The highest
reported number per nurse/midwife was 551, 
and the lowest was 3.
 

The continuation data for AM-inserted IUD patients have
not been studied recently.
 

c. Documentation on observations made during the
supervisory visits 
 (dates unspecified) of Supervision sub-section staff
revealed that:
 

1) Some trained auxiliary midwives and nurse midwives
were not providing IUD service due to transfer to another unit, or to
promotion. Supervisors were advised to consider better methods of
selection of trainees to solve this problem.
 

1/ Preliminary abstract provided by R/E Section of FHD.
 
*This assertion was disputed by both the Khon Kaen MCH Center and the
Training/Supervision/Education Section.
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2) Some of the trained auxiliary midwives and nurse
midwives who cpl eted. he.training course- before 1983-wer tableto.insertt-eiMutiload 25c. 
 They were advised to go for training at the
district hospital.
 

3) Improper sterile technique, and acceptor follow-up
were observed problems (sterile technique was again rqported as a 
problem
during a recent supervisory visit, and by a
member of the evaluation team.
 
4) Since the start of nurse midwife training in 1976,
the percentage of nurse midwives who are providing IU service is 46.9%
(from a sample of 153). 
 The main reasons given for non-provision of
service were transfers and promotions.
 

5) The percentage of auxiliary midwives who are
providing IUD services since training started in 1980 is 74.2% (from a
sample of 92). 
 The main reasons given for not providing IUD services
were transfers, promotions, or no acceptors.
 

d. Pre and post test means scores on theoretical knowledge
for groups trained in FY 1983 were:
 

Nurse midwives: 
 pre test 60.9%
 
17.7% gain
post test 78.6%
 

Auxiliary midwives: Chulalongkorn sequence
 

pre test 42.8%
 
29.6% gai n
 

post test 72.4%
 

Siriraj sequence
 

pre test 45.7%
 
22.7% gain

post test 
68.4%
 

e. Practical training experience was reviewed from the
perspective of case numbers only, for groups trained inFY 1983. 
Mean
numbers of cases for each trainee for each practical component are
displayed in Figure 4.3, following. 

The numerical variations between Chulalongkorn and
Slriraj Initiated training experiences (the major portion of the
practicum is not InBangkok-see P.103 of this section) were not
explained, but may be attributable To-less zite variation inthe Chula
groups' first four week practicum which isconducted ontirely at Khon
Kaen MCH Center and Hospital.
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Figure 4.3: Mean Number of Practice Cases During
Tiai ning perN an-T 

Au- iary 
Midwife 

Auxil iary
Midwife 

Nurse 
Mi dwi fe 

(Begun at 
Chui a) 

(Begun at 
Siriraj) 

Insertion cf Lippes Loops 20.0 26.,5 20.4 

Insertion of r'Lj tilr.ad Ch. 250 ,ag. 12.5 20.4 12.6 

Reinsertion of IUD 5.1 6.4 3.3 

Removal of IJD 9.7 15.8 7.9 

Pelvic Examination 106.9 177.4 109.0 

IUD Check Up 33.6 71.4 63.2 

Pap Smear 14.1 21.4 9.9 

Breast Examination 31.4 42.4 107.7 

Refer to MD 8.7 4.8 3.3 

Change of Method 2.7 1.9 18.3 

Pills 4.5 3.7 3.3 
Injection 5.6 1.Z, 3.3 

Motivation Time 
Persons 

23.2 
281.5 

45.1 
36.1 

14.1 
16.8 



These data when contrasted with the percentage gains in
pre and post test scores (see previous page) indicate that there is 
-~neplane(and unsturdf-d)"varfiib4tweenthe Siriraj andChulalongkorn training sequences which may or may not have an effect on
the AM's post-training performance, achievement and quality of service
 
being provided.
 

6) InOctober 1983, a two-day workshop was held in
Khon Kaen by the Training Supervision and Education.Section for lecturers
and trainers (but no trainees) who participated inFY 1983 courses,.
USAID supported the per diems for the workshop (B22,450: $976). The
purpose was to review experience from 1983 in order to make necessary
adjustments and revisions to the FY 1984 courses. 
Content was provided
on family planning policy during the 5th Plan, acceptor targets by
method, and information on the Multiload IUD. 
 Problems encountered by
the lecturers and trainers were raised including the entry-level quality
of trainees. Other topics discussed were: 
 training sites and
facilities; training materials; the process of training in each training

center; and, coordination among central, provincial and district levels.
 

The participants divided into four discussion groups:
 

1. The Technology and Technique of Teaching were
discussed with regard 
o 
content and methods of tachin9. Revision of
the training manual was considered and itwas suggested that the
practicum for nurse midwives be decreased from 5 
to 4 weeks and for

auxiliary midwives from 8 to 6 weeks.
 

Training location and materials were discussed.
Although all training sites were acceptable, some lacked lodging for
trainees who then had to stay in a 
hotel. The Family Health Division
agreed to provide training materials to centers that had an insufficient
supply. The group suggested that FHD should develop alternate training
models in order to decrease training duration. No action was reported on
 
the lodging situation.
 

Trainees and Trainers were discussed. With regard to
the selection of trainees, a recommendation was made to adopt formerselection criteria of FHD that trainees should be chosen by theprovincial and district conmittees and the trainees should be under 35years of age. Itwas recommended that trainers should fully understand
FHD policy, should prepare lesson plans, should have refresher training
every 2 years, and should have successfully completed a training for

trainers course.
 

Ways to increase numbers of trainees were identified:
reduce the duration of practical training; prepare trainees by sending
self-instructlonal modules prior to the course; and, conduct training in
the provinces using the standard curriculum.
 

The Training and Supervision Section has alrcady,

implemented some of the recommendations made at the Khon Kaen meeting.
 



4. Issues 

During field visits and in discussions with FHD personnel,

a number of observations emerged that have bearing oin 
some of the

assumptions made in the Project Paper, and more immediately, on the
effective and efficien, use of trained AM's in promoting greater

availability of IUD services.
 

a. Currently, only about 10% of AM's assigned ineach of
the Northeastern provinces are trained in IUD insertion. 
Since the
Northeast region is of high priority, data from Itare of special

significance, Ithas been observed that training of AM's in IUD
insertion currently bears lfttle relationship to data on IUD acceptors as
 a Dercent of all new acceptors. Illustrative data are shown inFigure4.4.
 

While several explanations may account for the lack of
a direct relationship, the T/S/E Section, field personnel and evaluationteam members agree that promotive PCMO's are key to the factors that
enable AM's to play a significant role in IUD insertion. 
Among thesefactors are: appropriate selection of AM candidates For training;
implementation of MOPH policy that permits-trained AM's to insert IUD's;

management of and guidance to AM supervision and support systems;
management of the distribution of kits and other necessary supplies to

trained AM's; and, 
IE&C campaigns for and routine promotion of IUD
 
acceptance.
 

The evaluation team observed that there are variations
by province in implementation of the MOH policy permitting trained AM's
(and nurse midwives) to insert IUD's. 
 Itwas also observed that few if
 any provinces had set targets for manpower needs, training needs by
number, personnel category and 
 service site of personnel, or devised amonitoring system to inusre that (1) trained personnel are meetingexpectations or "quotas" with regard to service delivery targets, and (2)service facility use is at optimal levels, particularly at service points
where AM's trained in IUD insertion are posted. 

b. Another issue Is the multiload IUD now inuse. AM's
and nurse midwives trained in IUD insertion prior to January 1983 were
not trained in multiload insertit,. This may be a barrier to fullconfidence and commitment of provincial-level supervisors, and the 
service personnel. 

Ithas been recommended that Multiload demonstrations
be conducted at the provincial level either by a provincial-level orcentral trainer. At the same time, training Inremoval of IUD's that
have been in place for some time could be conducted since this, too, has

been mentioned as a skill-training need.
 

c. Some AM's interviewed by the evaluation team expressed
lack of confidence about pregnancy detection prior to IUD insertion.
This isof particular concern during campaigns, but Isalso felt during
 



Figure 4.4: Comparlson of AM's Assigned, AMs Trained and 
TDuas APercent of New Acceptors 

Province 


Nongkhal 


Surin 


Burlrum 


Khon Kaen 


Mahasarakam 


Nakorn Ratchasima 


Chayapoom 


Srisaket 


bon R. 


Yasothon 


Udorn 


Rol-ot 

Sakon Nakorn 

Nakorn Panom and 
Mukdahan 


Loei 


Kalasln 


Total 


. .Nunerof 
AM !s 


Assigned* 


169 


253 


231 


330 


222 


593 


202 


316 


356 


89 


327 


283 


219 


201 


149 


108 


4,048 


Number of IUD as a 
AM's Trained Percent of NeVw
 

in IUD Insertion** Acceptors***
 

19 centrally-trained

20 trained by province 10.4
 

23 
 1.4
 

26 
 2.5
 

32 
 5.5
 

54 
 16.2
 

23 centrally-trained
 
20 pilot-trained 2.0
 

21 1.0 

24 2.1 

23 central1y-trelned
20 pilot-trained 
 2.4
 

10 
 1.8
 

23 
 3.0
 

26 
 3.6
 

19 
 3.3
 

11 centrally-trainod 
20 pilot-trained 
 1.6
 

15 
 1.7
 

21 
 1.3
 

450 Y=3.7375
 

Sources: *Rural 
Health Division, **Training and Supervision Section,
***FHD Statistical Summary for 1983.
 



provision of routine IUD insertion service. 
 Pregnancy tests, at B50, are
not widely-used in rural areas, and bimanual pelvic examination prior to...
thesixth-week of prenaicy -does -not-apparently, revda1-regnancy. 
As a
training topic, this problem needs to be more fully addressed.
 

d. With regard to IUD campaigns, those who train AMs are
skeptical about IUD (and sterilization) service campaigns feeling that:
 

There are short-cuts taken in counseling, screening,

procedures/techniques, pregnancy detection, and client
 
follow-up;
 

AM's are under time-pressures and may make mistakes that
result in method discontinuation; and,
 

0 	Method-mix and appropriateness of method to the client's

profile are disregarded in favor of meeting campaign

targets.
 

However, there is support for provincially-sponspored IUD educational and
informational campaigns because these result in
a steady flow of IUD
acceptors who are more carefully managed and followed-up.
 

e. 
Lack of IUD kits for trained AM's is
an 	obvious impediment
to 	provision of IUD services. 
While the evaluation team was in Nong Khai
Province, they visited the dlstrt,;t with the lowest percent of target
achievement. 
The OHO felt that the targets set by the PCMO were
reasonable, but he was just unable to meet them. The district--really aking-amphoe--does not have a hospital which accounts in part for low
achievement, but perhaps provision of IUD kits to health centers is
more remediable factor: a

all 6 IUD kits had been diverted to the
provincial IUD campaign. 
Another factor also merits mention: At-'s there are
not permitted to administer DMPA injections and must refer clients to
adjacent districts' hospitals. 
The DHO cited provincial policy as the
reason for this, but said that since his district was credited with the
referral, 
he did not feel there was a need to change the policy.
 

f. During field visits, the team observed that there were wide
variations in the nature and quality of supervision received by AM's
working at health centers. 
 Some health centers located near district
hospitals were being provided both technical and administrative
supervision by hospital nursing staff, other health centers received
technical supervision from district hospital 
nurses and provincial staff
in coordination with administrative supervision by the District Health
Officer. 
More remote health centers were being supervised by DHO's
visits up to 12 or more times a 
year supplemented by occasional (0-4
times per year) visits by supervisory nursing staff from the provincial
level and less occasionally from headquarters level; however, very little
supervisory evaluation and remedial counseling on technical matters was
occurring. 
Supervisory visits are usually perfunctory and occur at times
when the AM is 
not engaged in the delivery of FP service. Often a
 



"textbook" rather than a practical approach to 
supervision was being
followed, mainly administ'rative review and completing 
a standard
 
-- supervisor s -protocol form-by recordi hgan-d c-nwork achievementagainst annual work output targets. (See Figure 4.5 for Northern

region's standard supervisor's protocol covering FP services.) 
 The use
of this protocol has contributed to service delivery planning and

monitoring, and has had a beneficial effect in reinforcing the setting of
work activity targets. But, shifting workers' perspective to output and
building accountability at peripheral levels of the service delivery

system are taking much of the very limited supervisory time available atthe expense of evaluation and remedial problem-solving on technical 
matters by supervisors. The absence of a technically qualified

supervisor at the District Health Office compounds this problem. 
As FP
services are further developed at peripheral levels of the system,
technical supervisors at the provincial level increasingly will become
spread far too thin to carry out effective supervision. Under present
organizational arrangments, district hospital nursing staff are normally
not expected to exercise direct supervision over health center staff.
 

C. Opportunities
 

The team's discussions with central and field-based health
 
personnel about AM's and IUD insertions raised a number of related needs,
centrally and in the field.
 

These are:
 

1. The job of the AM is changing and expanding in response to
accelerated implementation of the PHC program. 
 It is time for a task
analysis, and for a training (basic, pre-service, in-service and

refresher) and supervisory plan that responds to the actual roles,
responsibilities and functions expected of the AM. 
Overall, such plans
appear to be lacking as are manpower needs assessments and targets.
provincial level in all provinces visited by the evaluaton team lacked 

The
a
Training Section (training is combined with the Health Promotion or


Publicity section). Thus, the responsibility for preparing training

plans and projections that are consistent with service goals and
objectives may not be assigned to someone who has the skill and time to
 
develop them.
 

2. Increasingly, nurse aides are being assigned to work with
AM's and sanitarians at health centers. 
 This is commendable because It
(almost) assures 
that a service provider will be at the center when one
or the other is on village visits. 
 However, the nurse aide,--if they are
to provide family planning services In the absence of the AM--will
 
require MCH and family planning training perhaps including IUD
insertion. Concomitantly, the AM should be trained to provide diagnosis

and treatment of simple illnesses, and in ORT, immunization and other
basic PHC techniques. 
 Itmay be very timely to conduct task analyses of
the health center teams and to then review their training needs

individually and as-team. 
DHO's supervisory visits might then
 



FIGURE 4.5: STANDARD SUPERVISORS PROFOCOL FORM - (TRANSLATION) 
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emphasize a team approach and team problem-solving rather than bedirected,\exclusi.vely-.towa'rd the performance--and- problems- of- one category ­
of health center worker. Examination might be made of the potential of 
the Regional MCH Training Centers for piloting team training.
 

3. Supervision of AM's continues to be a 
problem. Scheduling
of visits when technical supervision can be provided during client/AM
interactions is difficult, and supervisors cannot spend much time with

the AM either at the Health Center or in villages. Lack of
 
transportation and petrol hamper frequent supervisory visits.
 

The quality of time spent and the content and process focusfor supervisory visits are ultimately the most essential features. There
is no completely satisfactory supervisory system that could be studied.
Emerging ideas include a peer review: 
 bringing midwives together with

their technical supervisor on a quarterly basis to, as a group, review

their performance by examining each health center's MCH'and FP service

achievement data (number of pregnant women obtaining prenatal care/number
who are pregnant, number of All-attended deliveries/non-attended
deliveries, outcomes of assisted and non-assisted deliveries, number of
 
women making post partum visits/number who should have made post partum

visits, number of family planning acceptors by method/acceptor target

numbers, number of continuation clients/number of clients scheduled for
continuation visits) so that each midwife can assess her achievements and

performance in relation to her peers. The meeting can emphasize joint
problem-solving, targets can be set by the supervisor for the next

meeting, good performance can be acknowledged by peers and the

supervisor, and some in-service training can be provided keyed to

informational and skill needs that appear during the review or that hasbeen requested. 
This idea might be piloted inone or two districts Inan

experimental study to see if AM performance and achievement are higher in
the districts using this ethod for supervision than they are in 
districts using conventional supervisory visits. 

4. DMPA administration policy appears to vary by province.
Some PCMO's permit AM's to screen clients and administer the injections,
others insist that clients be referred to the dlstrict or provincial
hospital. Cases were observed where the client brought OMPA to the AMfor an injection because supplies were not available at the health center 
or the AM was not officially authorized to administer injections. Based
 
on a study of 15 service points, the NFPP has developed and provided a

two-day DMPA training curriculum and training funds to every ,province as
 
inducements to implement MOPH policy that permits trained AM s
to
 
administer Injections. Since OMPA isoffered under the NFPP and is
desired by clients, AM training and availability of quality supplies

should be encouraged by the FHD. Itmay also be reasonable to include 
DMPA training In the basic curriculum of AM's.
 

5. Kits andother supplies and equipment. IUD kits are given
to the Province, not t the AM trainee. Instances of unavailability of 
kits were not infrequent: either they had not arrived or they had been

diverted to campaigns. Itwas also found at health centers that
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 teaching, training, and~cl ientl edutca.tion. materials were-in .short-supply ­aTth gh:n-some p a.pces, nurses and 41's had developed their own clienteducational materials. 
 Teaching and training aids and models, up-to-date
family planning posters, brochures and pamphlets, reference textbooks,and a modest set of audio visual equipment should be made available afteran Inventory and needs assessment are taken. The Schools for AuxiliaryMidwives need teaching aids and models, a sufficient number of textbooksin Thai, and transportation for their students to get to practicum sites. 
6. 
The Technical Support sub-section of the Training and
Supervision Section acknowledged need for expertise In transforming ideas
for visuals into pictorials for use in training and teaching materialsand manuals. itwas noted that the DTCP project* had been the sourceresource for visuals and instructional materials, 

and 
but with the conclusionof their assistance (funded through UNFPA), no residual capacity
currently exists, and most staff are not professionally trained orexperienced., Itwas suggested that someone from the IE&C program be
assigned to the Section or that a 
visuals/instructional designer be hired
by the Section. 
 Since the Section cannot currently respond to its own
needs and feels equally unable to respond to requests from the Schools ofMidwifery, this matter requires resolution. An option is to seekconsultation from the IE&C program manager in sub-contracting (as theIE&C program does) for visual presentations and production requirements.Another option is to review overall FHD training and teaching materials
needs (including those not under the aegis of the T/S/E section) and todevise an internal mechanism, with outside technical assistance, if
necessary, to meet these on an ongoing basis.
 

7. The team did not determine whether health centers withtrained AM's working under supportive prvincial policies were being used
at optimal levels of service, and the team also did not determine
indicators for optimal levels, 
However, inother sections of the this
report there are recommendations for efficiency studies, and it is
suggested that this matter be Investigated as an efficiency topic,
 

D. Basic Preparation of AuIxIlIary Midwives 
1. Schools of AuxflaryMiowifrX 

Of the 7 Schools for Auxiliary Midwives, two were visited

by the evaluation team. 
Ineach School, there are 15 faculty; one schoolhas 196 students and the other has 58 each term. The directors of bothschools cited needs for a 100 faculty Increare, teaching aids (models,overhead transparencies, movies, movie and slice projectors) and
textbooks. 
 The teaching models and aids are not Ingood condition and
some cannot be used at all. The number of textbooks is insufficient for 

*The Development Training and Communication Planning programme (of UNDP)
provided assistance until 1982. InDTCP addition to Materials production,consultants developed a training mister plan, a training managementproposal, and assisted inconducting training coursos.
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the number of students. Although students could buy their own copies,
some editions are not -vaflable-and-th°ose that many -students cannot-.afford-to buy--­are With reference to the Iwo-year curriculum, in one Schoola community practicum is heavily emphasized starting in the first tem.CommunIty diagnosis and problem-solving are covered in the thirdsemester, Inthe last semester, students are sent to their own province
for eight weeks. 
 The team was told that the community component is
additional to the basic curriculum. 
Inthe other School, the Director
felt the new two-year curriculum was too theoretical and recommended a
month internship (under provincial supervision) for the newly-graduated
auxiliary midwife and an additional 4 month's course incommunity health

nursing-


There are also differences between Schools in the family
planning component of the basic curriculum. One gives practice in
bmanual and speculum examinations, and administration of DMPA
injections. The other does not. 
Neither provides IUD insertion training
inthe basic curriculum because, the Directors said, there was no time to
give theoretical and practical components consistent with current
 
standards.
 

Review of the basic curriculum for AM's isnot planned, but
the evaluation team encourages FHD to examine the possibility of
introducing theory and practlce 
of IUD insertion including all components
now a 
part of IUD insertion in-service training, and to include D14PA

administration, as well.
 

In discussions about the quantity and quality of students
who enter the Schools, it was observed by both Directors that there was
always a 1001 fill-rate, but one Director observed that the basic science
and chemistry backgrounds of her students were inadequate. 
She felt that
although there are entrance examinations (diforing from province to
province), the Provincial Health Officers could be more careful in
screening of those who take the examination and of those who pass itand
are nominated. 
 Inone of the Provinces that nominates candidates for
that School, a Provincial staff member acknowledged that the brighter
12th grade wo.en ctudents ,tould prefer to take the practical nursing
course rather than midwifery. 
This may have to do with placements after
graduation: midwives are placed in rural areas; must work at night and
invillages; and, are not accorded the prestigo of a 
nurse,
 

2. MCH Centers
 

Both Schools visited have 14CH Centers attached that provide
the AM basic practicum inMCH/FP. 
Only one of the Centers provides
in-service IUD insertion training, 
Both provide one-week refresher
training courses for their auxilfary midwife graduates, sending out a
questionnaire inadvance to assess training needs. Both Centers haveactive MCH and family planning programs which includes family planningeducation for prenatal patients and for women who deliver inhospital.One Center reported that 70t of ztt'post partum patients accept family
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planning. 
This Center will be providing supervision of UNFPA-funded TBA,

VHY and VHC trainlng--300TBA's and 2,000 VHVs and VHC's..whichis 
~expected -to- ittcrease-the' number -o-p-e n-'nf wome'n-'w-h- eInro1V,n prenatal
care, who have an attended delivery, and who become family planning

acceptors.
 

The assistant director (aphysician) of one Center observed
 
that physicians were not being adequately trained in IUD insertion and

therefore could not give the necessary backup to auxiliary midwives and
 
nurse midwives. She said that the insertion training of newly-graduated

M.D.'s was insufficient, and many practicing physicians were Inneed of
 
an update. She estimated that there were 400 poysicians Inher region,the Northeast, who should be trained. 
While the MCH Center could provide

the practicum, she felt the theoretical component should be given at 
Chulalongkorn.
 

Itisevident from discussions with the School and Center

personnel, and from observation of their interactions with clients,

students and trainees that the teaching, training and service being

provided are of a high standard.
 

Several observations of the team, and needs expressed by the
Schools and Centers merit discussion within FHD and at provincial level.

As a general comment, the basic curriculum for auxiliary midwives
 
(content, duration, emphases) should be reviewed and reflected against

the post-training functions and roles they are now expected to perfomi.

These may vary from region to region and may also be Ina period of
transition depending on regional priorities, service targets, number of

service sites, aid manpower needs and projections.
 

PCMO's will need to review their needs for AM's to insure
 
that an appropriate number with strong entry-level qualifications are
nominated each year. 
At current levels of faculty and facilities the
 
schools cannot expand enrollment; thus, Ifdemand for A's increase the
schools could not meet it. Priorities will have to be assigned according

to need ifthis situation develops.
 

As a final observation on the basic and in-service training

of I's, the constituents' view was sought by the team during field

visits. 
 Inevery case, AM's were very positive intheir evaluation of

the training they had received, citing confidence and skill-building as
 
major contributions.
 

E. Sterilizati.on Training for OR Nurse Midwives and M's
 

The Project Paper calls for surgical sterilization training of

150 nurses (nurse midwives) infemale sterilization and 80 AM's in
 
vasectomy. The schedule isas follows: 

1984 1986 1986 Total 
USAID 

Loan Assistance 

MMs 
AMis 

so so 
40 

so 
40 

150 
80 

$ 96,760 
$108,000 

Total s0 90 90 230 $205,000 

http:Sterilizati.on


The Justification for an expanded role for Vs and AM's was
that-physician-shortage~and--iimited availability-ofVYSC services at the ­
district level were hampering extension and uptake of VSC services.
 

Inpreparation for this initiative, the FHD conducted three

studies on OR Nurse Midwives' training in post-partum sterilization
 
(minilaparotomy under local anesthesia) and one study on AM's training in
vasectomy. 
The studies did not directly involve the Training Supervision

and Education Section. The studies and their implications will be
 
discussed separately.
 

1. Nurse midwives' training inpost-partum minilaparatomy
 

The WHO-assisted studies began in 1979 and concluded in
1982. Initially 5 nurse nidwives frow, Khon Keen MCH Center tiith at least 
one year of OR experienCe were trained for 12 weeks. That study ar.d the
 
two subsequent to it had the following sequence:
 

Phase 1 . Theoretical background and demonstrations 
(8weeks) . 3-5 assisted cases 

20 cases with physician supervision 
Phase 2 20 cases under the supervision of an Ob/Gyn
 

(4 wes 

Phase 3 Client follow-up: 1 month, 3 months, 1 year
 

The initial and subsequent studies (9NH's in the second study and 19 HJts

in the third stu.v) demonstrated that (1)trained nurse midwives could

safely provide post partum sterilization to screened clients; (2)
were well-received by both patients and physicians; (3)the 

N1s 

provincial-level was an appropriate choice for training; (4)incomparison with physicians, the nurse midwives (from the initial study)were as effective, interms of operative difficulties, post operAtive
follow-up and level of client satisfaction.
 

All trainees completed their participation inthe studies

and many exceeded the case-standard levels. There was no information
 
available on whether the 23 trained UHs are currently providing

post-partum sterilizations, but the way has been cleared for them to do
so: until mid-1984 they could not legally perform sterilizations on
their own; however, In mid-1984 the 140PH gave aparoval to the utilization
of trained NMl's to perform post partum sterilizations (Pomeroy tochnique)
ingovernment hospitals if a
physician Is proximate (but not supervising). 

The FHD plans to train 60 NN's each year starting inOctober
1984. Large provincial hospitalse-and MCIt Centers--with currently highnumbers of sterlfizations will be used as training sites. Trainees, asin,the past, will have OR experience and will be 36 years or younger, 



This initiative appears to be well-Justified and isproperly
supportive, of-the-increasing-demnd -for female-sterllization It-should ­
be noted that there are, at present, continuing restrictions on trained 
NM's with regard to type of sterilization (post partum only) site 
(government hospital only) and degree of supervision (physician 
proximate). Itappears that unless these restrictions are lifted, Hs
 
could not perform non post-partum sterilizations and work inmobile VSC
 
units. Itshould also be noted that the studies' cases had allbeen
 
screened to exclude candidates who had poor health histories and who had
 
Caesarian or other delivery-related complications. Ifthe effectiveness
 
demonstrated in the studies isto be carried forward in a Kingdom-wide
 
program, the evaluators assume similar screening procedures will be
 
employed,
 

A minor but somewhat pertinent factor is the duration of NMs
 
training which obviously affects cost. (The cost-effectiveness of
 
already studied training Nts has been studied).* Whether the training
 
duration are sufficient, insufficient or too long is not known. 'hether
 
the training content and practica are well-suited to actual post-training

experience is not known. The study protocol and documentation available
 
to the evaluators did not contain this information although the protocol

specified that a cost-benefit analysis would be conducted.
 

2. Antraining invasectomy 

One study 	of 20 AM's training in vasectomy was conducted in 
1981. 

The training program was conducted inthree phases:
 

Phase 1: 	 conducted at Ramathibodi Hospital for six weeks.
 
It included theoretical background, assistance in
 
the procedure, performance of the surgery, pre and 
post o. care and interviews, client follow-up and
 
perfonanco of sperm analysis. 

Phase 2: 	 Conducted at district hospitals for six weeks. It 
included motivation and recruitment of acceptors, 
successful performance of 20 procedures, pre and 
post op. interviewing and correct recording on 
forms of interview and surgery data, follow-up of 
clients after one and three months; and,
performance of sperm analysis at one and three
 
months post-op. 

Phase_3: 	 Follow-up of cases, and recruitment of acceptors.
 

*These findings were not reviewed by tho evaluation team.
 



The evaluators were not provided with a copy of the resultsof-thiss-study,- but wereh there-had been-no- difference-in--_
performance level of Ais compared with that of physicians. Currently,
there is no legal sanction for AMs to perfom vasectomy without direct
supervision by a physician. 


-

At the time the Project Paper was written, the number of
vasectomy cases had been declining (see p. 15 of the Paper). 
 Itis not
clear why itwas thought that Nls (many are single, youthful if not
 
young, and women) were the appropriate category of personnel to help
reverse the trend by recruiting and serving men who, as Is noted in the
Service section of this report, fear loss of sexual potency isa result
of vasectoq, and feel lack of confidence in some local medical

personnel.u/F Itshould not be surprising that FHD and field personnel

are not, currently, enthusiastic about the implementation of this

initiative (scheduled to start in 1985).
 

While it is true that vasectomy acceptance has been
reassuringly on the increase since the Project Paper was written--notably
during the 1983-84 period--It Is not at all clear that AMs are the most

likely source for increased availability of vasectomy services given both
a lack of legal sanction, their gender, and their status Inthe medical

hierarchy. Only one study of 20 AMs has been conducted which ishardly
compelling evidence on which to base a 
change in the prevailing legal
restriction--in contrast to the extensive documentation established on
 
nurse midwives. Additionally, ifmotivation and recruitment of men--and
their attitudes about local medical personnel--are indeed the problems

the team was told they are, AM's are not the solution.
 

This initiative should be reviewed by USAID and FHD well
before October 1, 1985. 
 Unless there isa sharp, persistent increase in
vasectomy acceptors accompanied by a measurable change inmen's

attitudes, the initiative should probably be delayed, or deleted from the
PP i program, 

I/ The team's observations do not contradict 
the 1982 study conducted
 
by the R/E Unit, FHD on Factors Affecting the Operation of Mobile

Vasectomy Teams. That study identified fear of loss of working

capacity as the primary impeding factor. The 1982 study should

probably be updated to identify current attitudes toward vasectomy.
 



Recommendations (4.111)
 

a. 	The FHD should heavily promote implementation of the MOPH policypermitting trained A's and NM's to insert IUD's and administer 
DMPA injections. 

b. 	IUD kits should be provided to every trained AM.
 

1. 	 A review should be conducted of' present and future needs for 
kits (IUD and sterilization) and efforts be made to initiateadditional procurement actions during the 2nd Project Year
 
if necessary to ensure full availability as early as
possible in the 3rd Project Year; and consideration should
 
be given to the direct assignment of kits to personnel at

the time they are trained rather than allocating kits to
 
Provincial Health Offices for use by personnel at lower
 
levels of the system.
 

2. AM IUD kits and midwifery kits may be available through JICA
 
or JOICFP. USAID may be advised to investigate the proposed

kit contribution of the Japanese during the period, 1984-86,
before procuring additional kits. A related opportunity is
 
review with JICA or JOICFP and FHD of the proposed

distribution (priority service sites, campaign areas) of the

-its purchased through Japanese or USAID funds.
 

c. Provincial-level update training on insertion of the multiload
 
IUD and removal of IUD's should be scheduled for AM's who

received IUD insertion training prior to 1983.
 

d. Provincial-rvel two-day DMPA injection demonstrations should be
 
scheduled for AM's.
 

e. 	Review should be made of the AM basic curriculum for potential

of including IUD insertion and DMPA training.
 

f. A needs assessment of teaching and training materials, aids and
 
models should be conductod inall Schools of Midwifery and MCH
Centers. 
USAID loan funds should be made available for purchase

of items that are directly related to strengthening of the

family planning teachinq and training programs inthe Schools
 
and Centers ifJapanesu funds are not available for this
 purpose, Similarly, transportation needs for AM students and

for AMs and NMs who are trainees should be made to facilitate
 
full use of practica sites.
 

g. 	An inventory of AM's ano AM's technical supervisors'

transportation needs should be made and funds should be sought

to support purchase of motorcycles for AM's, and vehicles for
technical supervision, perhaps through JICA.
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h. The instructional design/visuals preparation neods of the
-raining Supervision and Education 
 by
the IE&C prograi manager, and USAID funds should be madeavailable to support a sub-contract for development andpreparation of necessary materials if that Is the recommended
option for meeting existing and projected needs. 

I. Health Centers with an Insufficient supply of family planningclient education materials should be stocked with the mostrecently developed posters, brochures, pamphlets and flip charts. 

2. Over the Next Year
 

a. Conduct the following and if technical assistance isnecessary,

USAID should seek to provide it (through intermediaries) in:
 

1. Provincial-level manpower needs assessments and review

and/or development of training plans in "lagging provinces"
first, and other provinces, subsequently. These should be
updated on an annual basis, thereafter.
 

2. 	 An efficiency study to determine whether Health Centers with
trained AM's working under supportive provincial familyplanning policies are being used at optimal levels and,
where appropriate, identification of barriers that impede
optimal use. V 

3. Development of a comprehensive and systematic training

evaluation and monitoring system that iskeyed to
provincial-level manpower needs assessment and training
plans and to training impacts on service availability.
 

4. Review of the use of MCH regional training centers for

health center team training and if feasible, design and
piloting of a curriculum emphasizing a team approach to

family planning service delivery.
 

5. 	Establishment 0, several pilot areas for a 
peer review

supervisory system, and comparison of AM performance and

achievement in those areas with AM performance and
achievement in similar service areas using a 
traditional
 
supervisory system.
 

6. Conduct an AM task analysis that can be used during

development of comprehensive training plans.
 

b. 	 Investigate the potential for family planning training of
practical nurses assigned to health 
centers In provinces that 
ave demonstrated capability for IUD insertion training.
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c. Review the proposed initiative to train 80 Ms in vasectomy:are-they-the-appropr ate,-acceptablesource-of- service?, -does.the demand forLvasectomy indichte that AMs should be trained?will the legal restriction be lifted on the basis of one studyof 20 Alls? 
d. Since the PHC Regional Training Centers will be training A's,
VHV's, and VHCs in PHC topics including FP/WH, aspects of the
MIS, the new targeting approachi and a 
team approach to
provision of information/education/comunication about family
planning and access to services should be pursued for inclusion
in the one-week course.
 

e. Greater utilization be made of district hospital nursing staff
in the technical supervision of FP and MCH services delivered by
tambol health center staff.
 

f. A more formal matrix supervisory structure be established at the
district level to accommodate Joint MOI administrative and MOPH
technical supervisory responsibility for delivery of FP and MCH
 
services.
 

g. Participant training opportunities should be identified for
provincial-level staffs, and 
-- if appropriate -- for staff of
the T/S/E Section in development of training evaluation systems,
and management of training systems.
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IV. IE&C 

Comprehensive analysis of the motivational strategies and IECmaterials used in USAID-supported activities was not possible during thecourse of this evaluation but observations on some problems with thevasectomy campaign and some reasons for high performance in IUD campaignswiere given in the Service Delivery section of this report. Many IE&C
 mass media materials that promote these campaigns are still in prototype
form. Interestingly, two vasectomy radio spots developed under the
project which have been in use for just a few months were in the top ten
radio commercials of 1983 in an advertising industry contest. 
This
'tribute to the quality of the media developed under the project justifies
USAID support for the involvement of commercial agencies in IE&C

materials development.
 

A. Vasectomy
 

Vasectomy mass media materials based on research done by McCann
Erikson and funded by USAID have been developed and tested in prototype
form. 
 These prototypes are now ready for mass production. They include
3 new leaflets, 4 radio spots, one TV spot and 3 posters. 
The radio
spots are now inuse and the TV spot will be broadcast soon.
 

B. 1UD/Female Sterilization Campaigns
 

This campaign in the Northern and Northeastern provInces uses
mobile units to inform and motivate acceptors. IUD insertions are done
by mobile service units while female sterilizations are referred to
district or provincial hospitals. The Ministry of Interior through the
Provincial Governors has lent strong support to these campaigns. 
 Major

emphasis is on IUD insertion.
 

The current challenge facing the NFPP is the development of
appropriate working relationships and approprate operating strategieswith the Ministry of Interior. That Ministry has announced a strongsupporting policy for family planning. 
Provincial Governors have already
began to organize and Implement farily planning campaigns. The problems
facing the FHD are: 
 (1)how to harness the energy of the MOI into
appropriate family pianning activities; (2)how to avoid problems related
to excessive zeal inthe promotion of family planning; and (3)how to
deal with the needs of individual provinces as MOI activities and
regional and provincial differences require greater decentralization of
central support. 
These problems present particular challenges to the IPR

Section of FHD.
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C. Recomendea Priorities for IBU Support for the NFPP 

1st 	Priority- -----------­

gested NFPP Objective jarget Group 
 Area
 

I. To support and cooperate Determined by province Province by province

with MOI on provincial

family planning activities
 

2. 	 To support continuation of usersCurrent of temporary National 
temporary methods 
 methods with less than two
 

children
 

3. 	To promote permanent 
 Current users of temporary National

methods 
 methods or new acceptors
 

with 2 or more children
 

4. 	To supplement family New acceptors, Regional

planning activities in the 
 current users of temporary

Northeast 
 methods
 

5. 	 To supplement family New acceptors 8 provinces

planning activities in
 
the 	South
 

2nd Priority
 

6. 	To promote general MCH 
 Newly married couples, National
 
and child-spacing pregnant women, mothers with
 

less than two children
 

7. 	To provide family life Adolescents, 
 National
 
information including Pre-marriage age group

family planning to especially in rural areas
 
adolescents
 

8. To promote the two child Pre-marriage age group; National
 
family norm 
 -iarried couples with
 

2 children or less
 

9. To support and cooperate As determined by Dept. Determined by target

with MOI Departments and or Agency 
 group

Parastatals In targeted
 
family planning activities
 

10. 	To develop special Hilltribe current 
 Northern provinces

information programs 
 users and new acceptors

for hilItribes
 

11. 	To support the development Health personnel 
 National aids by the FHD
 
of family planning and 4CHr
 
training aids by the FHD
 
Training Section
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D. Recoimended IE&C activities in support of the achievement of
these objectives.are asfollows-(by obective):.
 

1. Two activities are recommended for immediate
implementation: organization of joint observation visits to provinces
with MOI-sponsored campaigns with OPP/MOI staff, and documentation of
campaign experience in five or six provinces in summary form for
circulation to Governors and PCMO's.
... ". .....,,?upport nt e form of
. - . Further, s .. th..form.of
supplementary funds for provincial campaigns initiated by Governors
should be channelled through the FHD to PCMO's. 
The preparation of a
handbook for MOI officials on population and development issues and basic
demography is also strongly recommended.
 

2 . and 3. Recommended activities include: the revision of all
materials on temporary methods, except the toIUD, provide up-to-dateproblem-oriented information; strengthening of thn. counselling functionat the Health Center level by the preparation and distribution of ahandbook for health personnel on problems of temporary methods, screening
procedures to identify potential switchers to permanent methods, and thechild-spacing concept; revision of materials on permanent methods and the
IUD, all 
of which have been recently revised, in three years' time; acontingency for the possible promotion of Norplant.
 

4. The development of an overall 
strategy for empahsis on the
Northeast is recommended to the FHD. 
 IE&C aspects of this emphasis would
include additional funds for MOI campaigns in the Northeast, technicalassistance for the planning and implementation of campaigns, developmentof radio spots in the Northeastern dialect, and television spots thatsupport the strategy to be developed.
 

5. The special emphasis on the South has two components: four
Thai Muslim provinces and four low prevalence Thai Buddhist provinces.
The Thai Muslim provinces are 
the subject of a comprehensive project
which has already been funded by UNFPA. 
The plan calls merely for
implementation of that project. 
For the Thai Buddhist provinces,
increasing assistance from FHD staff for the implementation of district
level campaigns is recommended. 
These campaigns will emphasize female

sterlization and injectables.
 

6. All existing MCH materials will be reviewed and revised for

inclusion of the child-spacing concept.
 

7. To begin to reach the large pre-marriage age group that will
become the young married couples of the Sixth Plan period, a handbook on
family life-will be prepared for adolescents that includes the basics of
human reproduction and contraception and promotes the two-child family

and delaying the age of marriage.
 

8. The two-child family concept will be integrated into all
media and materials under revision and recommended for promotion by the
MOLI
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9. Emphasis will be placed on deveoping.working. relationships--,with the Departme-ts6f-Lab-ou r-and Public Welfare which have factoryworkers, slum dwellers, and hiltribes as their target groups. 

10. IE&C activities for the hiltribes are currently beingdiscussed in the context of a USAID-supported project for the
hilltribes. The of
nature such activities has not been clearly definedas yet, but funds will be made available for special information programsfor hilltribes through this proposed project.
 

11. The IPR section will assist the FHD Training Section to
facilitate the cormiercial production of training aids in strengthentraining programs for health personnel.
 

The financial implications of this list of activities for donorassistance are summarized in Annex 4.1. 
 Requests for assistance from
foreign donors are for prototype development or materials revision bycommercial sources, purchase of broadcast time, suport for the new
initiatives of the MOJ, or the hilltribes. The two former items aredifficult to fund within the context of existing Government regulations
and the two later items are high priority Government activities.
 

In addition to activities carried out by the NFPP directly,
support for private and voluntary organizations is recommended: namely,
continued and increased support for the successful program of vasectonVypromotion and service delivery by PDA; support for PPAT to developfurther its program of in-school family life education; and support for
TAVS to participate inprovincial MOI campaigns.
 

Recommendations (4.IV)
 

Recommendations for USAIU Support to Other Organizations
 

1. The Population and Community Development Association has had notable
 success in the promotion of vasectomies. These successful efforts
should be encouraged. 
As an aspect of USAID's present support for
NFPP vasectomy campaigns, funds could be allocated to PDA for
 
vasectomy IEC and service delivery.
 

2. The Planned Parenthood Association of Thailand isinthe vanguard on
sex education for adolescents. This initiative could be extended and
expanded to a 
program of in-school family life education, USAIDsupport for the development of such a
program isrecommended.
 
3. The Thai Association for Voluntary Sterilization can lend some
publicity and service delivery support to sterilization activities thatare part of MOI campaigns. 
USAID funding for such support isrecommended.
 



Recommendation for Ewnluation of IXC esdsies 

1. By adding to ,eqi ',n,ii CPS (4) or thrug11 cnriductinqj special message
studies. une im,:-, of targetcd 'E,.C oessa, mncuie be examined, by 
age cohort, ee,:c;a!I/1 ,, t.,ics,th ) tqve snall family norm; 
child spooi rj w7 ,al th ben-,li t. &cc:,p tuhiiy of sterilizationah.c 
at the co p,1 ' i o,. f de-:,; re(I rarr, 1v si z ; irx i, o,h -. eri i zation
(vasrctoLy or T. , thod is ,:,r1 ac., i t le. attitudes-2Mtn, 
toward VdSector', is acc,.ptth1l, .or tthlmsi v;s ird as a mIethod to 
stabil ii , ds rud fa-'iy ;i ze ,hruld 1s,' L eXamined. 
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V. Research and Evaluation
 

One of the important PP II strategies in is to conduct program

research and evaluation to improve the efficiency and cost-effectiveness
of FP activities. Itwas anticipated that required increases inoutput
 
of services to meet the 1.5% growth target would exceed expected

increases inresource 
inputs over the Fifth Plan period, thereby

necessitatinggreater efficiencies in the use of available resources,

IIsprovided US$681,000 in grant funds to support program Ieresearch and 

PP
 

evaluation,and an additional $20,000 to provide for the application of
operations research methodology, and training for the staff of 
 HD.
 

The evaluation team found that the PHD Research and Evaluation
 
Section continues to be overwhelmed with workload, short of available

staff partly due to long leaves of absence for educational purposes,

subjected to shifting priorities and instructions, an t
generally lacking

the absorptiv 
capacity to execute its present responsibilities under the
PP 11 Project. The Section appears to have little input Inguiding PHD
 
research priorities despite the R/E staff's knowledge of issues and

operational problems that could or should be studied.
 

A. The Research Pom ramof PPH
 

Project Implementation Plans for both the first and second years
included a provision for program research which 
should be focused onimproving operations, increasing efficiency and reducing costs". 
 During
the first Project Year, four research studies were initiated:
 

(1) Factors Affecting Continuation Rate of InjectableContraceptive. (Current Status: report being written.) 
(2) 'Assessment of the Short-Term Effectiveness of the Trainingof Auxiliary Mid-Wives inIUD Insertion. (Current Status:
 

report being written.)
 

(3) Study of Community Participation inSupport of the National
 
Family Planning Program. (Current Status: ongoing.)
 

(4) Follow-Up of Two IUD's. 
 (Current Status: ongoing.)
 

Itshould be noted that none of the above studies directly satisfy the

need to address problems of efficiency and cost effectiveness.
 

During the second Project Year, a Research Working Group!/ of

12 experts in the field of FP/Population research was established.

and this group developed and issued priority guidelines for research, 

FHD
and
 

1/ Annex 4.2 provides the list of members on the Working Group and its
 
responsibilities.
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solicited 	research prolosal, fronm .both.public and-private -agencies;.-The
follo6wii 
 21 pro posals were subsequently received: 
1. 
Factors Affectinq the Use and Non-Use of Family Planning
flausm oa nnRural ara hwat,


by FMr mport Fuangchjan, 
 r nce 0on a niversity.­
"-" 

2. Thei. act _ Sexuell Transmitted Diseases (STD) on
M-. 11he-urcome o0 Pregnancy: bY-ViCaninthorn 
n rResieac 
 n ute 	of Medical
Science, 	Thai component,
 

3. 
Potential 	Program Intervention to Reduce Adolescent
Fe it: ly Mbs. Chi e 
Sakornpan, TnamasaZ University.
 
4. Sterilization, Desire for Sterilization Among Current


Ka- omnf1 -	 n 041-NorTheast of -Th--aind: b--y Tr. 
pmnstltute or Population Studies,
Chulalongkorn University.
 

5. 	Sociel and Economic Factorts nfluenc4n UseandNon-Useof 

y nff rambyMsariry--	 n th Souhern Thai Moslems:unngal Prince or 
 bng ia universiTV.
 
6. Factors Affecting Contraeptive Non-Use: 
 The Case 	of
NoriineasiioTrn 
 ha~ n-d: y Ur, pramo- unstitute
for PopuTaT on-an--cia 

i -
Research, 	Mahidol University.
 

7. CPhildMortalityPae 'tions as aDeterminant of Fertility
Oeh~lo,d_]!+h )hl
As 
 o,;u!Tesinthe otheast:
, 	 by
Be_' la=Ore~W-SSes'uYfnor 
 Population ana y
ock1W
1 

Research, 	Mahidol University.
 

8. 
 ole of Model Motherin Promoting MCH/F.p. inthe 
, un IEo by-M ;. ang0KokO Faijy eaYD1 tFlvTFTsion.
 

9. 
Effects of ReducinjInfantMortaliUy and MorbidiY on
Firn c ance: by SuphanWuri rovincial
+f la
 

*-10. 
 Availability and AcceSsibility,andVasectomizedMales
Unit. _inUdornlani: 
b7 Or Chin
YiUVaCh|rtTrovyinci 
 hier Meoica 
officer, 	Provincial and
Public Health, Udnrnthani.
 

11. Stud 
of IE& C del
N( on Vasectomy InNon KhaiProvince:
ng ~ ra~l ,Provfncal dand Public ma 
Nong Khai. 

12. Operation Research on Elandin 
and_nDistrioution ofFamll 
I_ on-Users by
ama~~Iwea~l 
 i~~ ong,
 



.Users and
.o-.sers 
 of Famly panning.Programimnthe.. 

! n Fie.ar PIan: " Mre SurapongN~t 	dllS ngkl Un v rsitt 

14. 
 A CZ arative Stu of theEffectiveness of FamilyPlanning
0 ono-n Iwo .ocaltrerent eeavlor H tribe
Leaders: 
 by vr, PoungpoT Patrakorn, Provincial and Public
 

Health,-.Petchabun.
 

15. 	 Factors Affecting Use and Non-Use of Sterlization's 

rovincil-a and Puic Health. Sohgkla. 
16. 	 Factors on the Activities of Women's Leaders in 

ro -ma Piann - IanUbonratchathani: by 

17. 	Studyof Female Sterilization Services: by Wapipathum

rrefOi-Tia5pt-ahJasrakam. 

i1. 	Comparison Stud of Ps chological Sequella of Women Who
Received-Steri] zaton-1During Post Aborton post
 
FarturLznterva): 
 by Ir.Manut Kanawong, ";renolpolpayuha
Hospital, -Kanclanaburi.
 

19. 	policy and Problem of Family Panning Administration and
Serv1ces -in
FurSoutern uslim Provnces: by Mr. 7 wee
Soanmalee, 
ittice 	of Research 11 .. 
20. 	The Impacts of ther Ifferent Famly Planning Methods on
Fe )t1- ai-muslimsIn the-onthurn.Borer
 ' he-no 


Tiiroves: 
 by Mr. Teercnai ?copaoool, Prince or onglaUh5vers"a,.
 

21. 	 Stud of The Characteristics of Ha-Core Resistors to
.a! planning,: 
 y r. Suvanee Satayapan, Familyiea th
utv ...
sion, 


The Research Working Coneittee reviewed the above proposals and
selected the following 13 of them for submission to USAID for review and
approval; Proposals number 1,4,6,7,So 9,10, Ill 14o 15, 18, 19 and
21. 
 USAID approved seven of thisa conditional upon them being redesigned
to strengthen the research methodology: proposals number 4, 60, 8,10,
11, 14 and 21.
 

Itshould be noted that of the 21 
research proposals received,
13 initially selected and 7 finally accepted, most were again directed at
questions of program effectiveness and few at questions of efficiency and
cost-offectiveness as originally intended. 
From 	the experience to date,
itisclear that the research interests and expertise of those involved
on th Working Group ani 
those 	also Involved inpreparing research
 



OPO~lsverc~fort the most. pirt. In tqh o .4ref o-qetos­of effectiveness, not efficicvicy or cost- Vt3iveness,er~While trisWhl tee is

continuing need for research on rffectiYenes, parti.ul arly to supportpolicy formulation as NFPP mover to addres& "eCorid Veneration" issues,there Is also a pressing and high pri rity need to develop research
expertise in,and to address, questions of efficiency ,nd cost
effectiveness, particularly ifthe JTG's current Fifth Development Planobjectives are to 17 realized. There elready have bCe,6 more than 300
studies since 1977J on population and FP issues in Thailand although
many of the findings have yet to b.
 

Designing and conductln appropriate and useful research is aunique challenge In and of itself; however, suCh activity only represent.the initial phase of an effort that should rasult in%fprovedpolicy*
program management and service delivery. This reqti&es that research

findings be rapidly and effect.ively disseminawd and used by
administrators, program managers and supervisors throughout the servicedelivery system. The distributDn of published research results isnot
enough to attract the attention, improve th knowledge and change the
behavior of personnel who should be benefittinq from the results of
current *tate of the arto research. As research activity and findings
escalate in the future, more ercctive ano 
forntal mechanisms will be
required to transmit and teach the new knowledge and to identify program

areas to which the finding.n can be Opplitd.
 

There has been an expression of con!crn by USAJO that the
management of research, the quality and salience of research proposals,
and the process for applyin; research ffndfng 
require strengthening.
the team considered this issu. at somie lonq Subseqvent discussion.
about how to achieve this 'vcl,iedconsideration of the Population
Council's idea to establish a 
sioll technical secretariat (aThai Ph.D.
sociologist, a coordinator and a o:ratary) to be an "arm' of the FHD andthe Research Working Group for a 
three year period. Functionsidentified, included: identification of r.t arch needs; pre-review of
proposals; organization of wvrkhopf,and seminars for dissemination; and,
assisting peripheral universities to build research capacities Inorder
to widen the circle of compoten, rescarii 1stjItjtion4.
 

The team, oftor lengny 40liberation, found this Idea
unacceptable. 
Teoam vembers felt tnot (1)the proposed secretariat,
working outside FHD prem, -os, would not he famIliar with operational andother program issues; (2)ifit ,orkc4 inside, Itcould be co-opted intopromoting the FHD agenda rvther than rr-mainin9 objective; (3) capacitywould not be built within FtHO althotgh erms and fecs would be grafted onthe organization; (4)other more a ic institutional issues aroundagenda-setting, proposal , -flcpinent fid review, and dissemination andappllcatiuo would not be aoequarely addrvetd.
 

ISe: Thailand Popul atthon . Invoito . . , 1MPH, the Population
 

Ih 
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Atei~gnw~ iDTEC. drewn tc prcwisi0on in PP-1 1i-grant- fund-Implementation Plan (October 1983-September 1984) for technicalassistance and funds tosupport Thai consultants to design, review, and
monitor R/E activities: 
to prepare sumnary translations; and, to hold
dissemination conferences. 
Thus, thert are funds for technical
assistdnce to improve the quality and direction of proposals and to
support FHD indisseminating and considering application of research
findings. 
The team could not reach consensus on from whom or how
technical assistance should be sought, but agreed that itwas needed toimprove the efficiency of the proposal ,-eview process and the quality andrelevance of the research program. 

B. Biomedical Research
 

The evaluation team did not explore and examine the biomedical
research projects being undertaken on bcnalf of the,NfPP. USAID does notdirectly support biomedical roseerch in family planning, although AID,through intermediary assistance -- TheFHI -- supports Wlinical trials. 
Tha Fertlety Rqarch Association funded by FHI carries out biomedicalresearch studies.-_/ 

FHI representatives.wero recently in Thailand 
and it isassumed
that their report togethr with the ?opulation Council s reports when
read in conjuction with this evaluation report, can assist the NFPP in
identifying gaps in the necessary interface of social sciences research
with cllnical investigations concerning the safety, efficacy and
effectiveness of new and currently-used family planning methods. 
The
NFPP Technical Cotittee may be th2 appropriate group to address this
 
matter.
 

C. Evaluation
 

As the MFPP further matures, there will be a 
need to shift from
 
numerous topical research projects of a non-recurring nature to a
permanently institutionalized program evaluation system that provides

capability to monitor changes Inprogram effectiveness,
cost-effectiveness, productfvity and efflcitn:y en an on-going basis,
Discussions and recomendations contained elsewhere inthis report on the
further development of the FP information System, ae directly related to
this need. The development of institutionalized program evaluation

capability is not only neded at the central level of the NFPP, but at
lower organizational levels as well. 
 The nature of vrgoing program
evaluation isconsiderably different from the de:ign and conduct of

topical research studies, and renuirus the d4velopment of special

expertise through training and on-the.Job practical experience which
 

1/ See Annex 4.3 for an inventor), of studios and other activities

conducted by the Thai Fortility Research Associa:ion.
 



shou Id-nc1 udeot Ie ai 
evaluation system. qn nd ofinongoing program 

RECOMMENDATIONS (4.V.1 and 3)
 
1. Diring the remaining life of the PP 11 Project, USAID funds not beused to support the conduct of topical research studies aimed atquestions of effectiveness only. 

2. The number of desired research studies under the PP II Projectshould be reduced and focused more on questions of efficiency and
cost-effectiveness.
 

3. reviewing research proposals should 
The process for engendering and
be lengthier and more detailed in recognition of the time-consuming
tasks that are 
involved.
 

4. 
 The NFPF should set a policy agenda for research and specify the
areas of research that are of high priority.
 

a. Research ideas should be sought from FHD Sections (based on
their needs) and from provincial-level staff, as well 
as from

other sources; and
 

b. The R/E Section, especially, should be used as a resource during
the construction of the research agenda.
 
5. 
The Research Working Group's role, Its decision-making boundaries,
and its placement on the organizational chart should be clarified. 
6. Consideration should be given to the addition of two PCMO's to the 

Group.
 

7. 
Technical assistance in proposal development and research from Thai
consultants 
methods should be providec to interested and pertinentperipheral university units arid sections of provincial-level officesor other related ertitias In order to widen and deepen the pool ofresearch capability, and to obtain a greater number of sound
proposals from provinces outside Bangkok. 
At a minimum, this
technical assistance should b2 given at the work-site of the
prospective research investigator., and could be preceded by aworkshop to present the annual 
research agenda, introduce the
required protocol/forwz, and give practice in translating
operational problems and isfsues 
into research questions.
 
*8. FHD capability to document, store, retrieve, trAnsmit and/or teachthe knowledge derived from research findings should be
strengthened. 
PCMO's should be requested to includebin theirtraining and staff meeting ictivities essential informationdisseminated by the FH) un research findinqs; and when appropriate,
the Training Section In collaboration with the Research and 



Evalatin- roprovinces and lev~r orrj 	 hng idsforUse byiz.tiono1 levels in transmitting the 
results of research studies. 

9. 	 The FHD Research and Evaluation Sec!.tion should continue to be
strengthened through addi ti onal resources including additionalauthorized pennanent positions and further in-service training ofits staff to develop the competence needed to shift its orientationfrom 	topical research and evaluation to the design, implementation,
technical backstoppinq and a;anagewevt of a comprehensive nationalprogram evaluation system serving dll 
organization levels of the
NFPP, from the village level upwards.
 

10. 	 Standardized procedures for conducting on-going FP programevaluation-at all organizational levels of the NFPP should be
prepared, published and distributed for ue in training and
supervisory quality control. 
 The production of these materials 
should be funded under PP J1.
 

11. 
 If there are research topics of interest to the MOPH that could bedeveloped, conducted and documented through the Regional PHC

Training Centers there ics, good potential for village-based,
micro-level studies that could involve provincial, district andtambol-level personnel in design, implemen-ation,and analysis,

reporting and application. Suggested studies include: 
 selected
program approaches to non-users of 
family planning could be
field-tested and evaluated; TE&C 	materials for the village-levelcould be pretested, and tested for relevance to family planningmethod acceptance; appropriate method selection according to age andparity of the client might be promoted and acceptance from the
provider and user points of view studied; family planning within PHC
could be studied; frol the point o view if rerceived benefit (byvillagers) as a health service; whether family planning loses orgains prominence within an integrated system; and how family
planning can best be linkeo to nutrition, immunization, and
diarrheal disease control programs. 
 Since monitoring of PHC
components should irClude family planning acceptance andcontinuation, a Aimplp n;onitcaing system could be d.signed, piloted
and evaluated in
one or two PIIC model demonstration areas Staffing

patterns and cost issues might. also be studied.
 

12. 	 The R/E advisor's teur cTf duty should be extended through theremaining life of PP Ilto 
issist with the design and management of
pilo , project* and implerenting a long-term development strategy fora comprehensive MIS and & program evaluation system to serve NFPP 
needs.
 

13. 	The R/E staff and senior staff in fID should review the range offindings across all studies to identify linkages among findings, anduse service and !valuaton data to oqplify/elaborate on, confirm orraise NuCstIojS about' study f,ding. Thi rvw may elso serve toidentify neens for turch.r,,,;++ 
A 
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This nc.-w 41 t zhw u~FPP in solvingoperationa i~ I~s~ 0r if i ni.cy/ 4ndcost-effectivenes 
. 

iLaj j,t h,', iiC f rdern 1twmatical
models/technhig,. P.t w n WD r March 25, 1983 to: 

...... 0:ff theN PP which 
lend themselve.s, i~s '~ ,~~o rt. arch techniques; 

b. ~ : ~ ~ *i :s!nsto be addressed: and 

c. Df~v('or( - t : i tw u~ l OR applications
within the Fdmfil, 1'o:,. , 

The Project Paper ail- t-, :v" p : of Pwth.firt OR model by the endof 1982, with th? e r 0f ccnsui . . io would blsu providetraining to FHb and testingstak, ',,: : tE. 1 ve jrv' -rtd: new models
through 1984. Tnm fV c , Aio.y +.heProject Paperas appropriate 'for V, :,,he.Pr.,,c Paper 
Logistics: 
 t~'A4j4~. tr~jwpflie order and 

Networks: 
 .T. %.(_r nj C Pr mobile units and
Vi:-:•~:"~ t: t-M L ,- tor field stipervisors. 

Maintenance: .. .u,r ' F rteran¢ Od iTof equipment 
V! 4VtOt ,, 

Pricing: ;;i ; v fur cotrar4,p,ivs. 

Production: o?. -; , , r p's ters. 

Resource Allocati,. ' ' .. : i ti r s'irc~sP aOng 

NIDA In 1~nc~,topic for OR appir:tan, ... 
tt '1t 6Ssth1nfti1 ,, .. gc1iWes

Although this ,. o .:, ,. tui i. I -, ,t1ce1ti mode!
building, serious r, . . L i2< !4perioncod. he 
evaluation t.a . . . 

1. Ahi r.~;~'LwifnUally planned. 



2. 	 Design problemis ,,ere encountere in applying OR theory to acomplex real life situaton n cessitatlnq additional work
and redesign , activitiy. 

3. 	 Standar.! FQS (Economic Urner Quan.tity' Systems) packages
which provide pre-testud standardized methodologymanaging procurement, storage and 

for 
distributing of supplieswere not used or adaptecd, n-tCessitating the design of an

entirely new mode) and software. 

In addition to con-crns -,Aprassed abouit delays in ORapplication, other issues .have surfaced. In designing the OR applicationfor 	"Logistics," a number of over-sitiplifications were introduced whichseriously weaken Its utility as an oxerplary applicacion: 

a. 	 The model was limited to managing the supply of onecommodity, oral contraceptives, only; 

b. 	 The model does not differentiate among different pillformulations and brands, but treats all 	oral contraceptives
as one commodity and tnerefore cannot control for the
separate procurement, storage and distribution of the

various types of pills now 	 ir use; 

c. 	 The ,model adaresses only central, regional and provinciallevels of the national ccitmodity management system; and 
d. The mndel will not presently accommodate the need for


special fluctuations in demand resuiting from specialcampaigns and intensive servicos. 

Moreover, the OR application ov.rlaps the tasks of the CDC consultants indesigning and installing a comprehensive cormodity management system for
all 	family planning supplie! of the NFPP.
 

As part of the NIOA sub-contract, training in OR techniques was alsoto be provided to FHD staff. A short-coursc was attended by 2 personnelfrom the Research and Evaluation Urit. Hiowever, it was reported that theshort-course was highly tneoretical, wry complex in mathematiccalculations, and proVided little knowledge or skills thdt could be
transferred to the Job.
 

It is 
a difficult task for relatively young inexperienced
teachers/academics to translate theorY Into practice, particularly whenthe 	applicationof theory also rpqulres a thorough understanding of thetechnical sector or :ub-sector for which application is sought, In thiscase family planning and/or commcdity manigement, Even in tho best ofsituations, where valid and relialo data are readily available for useinmathematical model building, OR tk:chnique. have very limitedapplications in a
planning. public scctor human services program like family 



It is the Judgment of the evaluation team that more practical and
 .... useful applications ofiOR techniques should be considered in the future,
_and.that-OR-Ltechniques shoul d-be-uti 1ized-only when-there-are,-not- simpleand more cost-effective approaches to problem !;Olving, e.g. 	 use and/oradaptation of existing pre-tested mathematical models in lieu of building* 
 .new 	models, And the use of qualitative research methodology in lieu ofquantitative methodology, particularly when quantitative data are scarce,
too expensive to produce, invalid or unreliable.
 

RECOMMENDATIONS (4,V.4)
 

1. 	The utilization of NIDA to provide technical assistance to FHD in
applying and using OR techniques, and intraining of FHD staff in
application of OR techniques, should be discontinued upon completion
of the existing sub-contract which is already funded.
 

2. Population Council, after translating its excellent and
practical Operations Research training manual into Thai, should
provide a 
series of one-week workshops for FHD and provincial
level officials to train them in basic OR knowledge and skills
sufficient to enable them to design and conduct unsophisticated

OR studies. Remaining uncommitted funds for OR application

should be made available for this purpose.
 

3. Hereafter a
broader definition of "Operations Research" shouldbe used inorder not to exclude simple, more practical andcost-effective research methods (as contrasted to classical OR
mathematical modeling) which often have wider application and
greater utility in solving problems involving the improvement of
service delivery efficiencies and cost-effectiveness, e.g.
management analysis, organization and methods techniques, and
 
industrial engineering.
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Annex 4. 
I~epaLtma-,nt of flealttj 

an 

Workincj Group on Considerinq of 

Family Planning and maternal 

ani Child Health Research 

The Dapartmerst. of -Health Las set up the meMbers of working group 
on considering of family planniny ar.d maternal and child health research to 

cosider the family planning and maternal and child health research as rollows 
1. Dr. Suvainee Satayapan Pamily ealth Division Chairman 

2. Prof Dr. Aikorn Dusitsin Institute of .iealth 

Research Chulalongkorn University 

3. Dr. Orapin Singhadaj Faculty of Public Nealth 

.lahido] Universit' 

4. Dr. Promote Prasartkul Institute for Population and Social Research 

!iahidol University 
5. Dr. Pichit Pitaktepsomati Institute of Population Studios, Chulalongkorn 

ThdiversIity 
6. Dr. Apichat Chamratsitiron- Insticuto for Population and Social Research 

flahirdol University 
i ' 3 * 7. Dr. Peerasit Kanwuansilpa Re-,earch Center National Irtitnte at Develop nent 

14d.A 111i stration -. 

8. Dr. Santad Sermri -Pcaulty at Socialco', and Anthropoloqy 

!'ial-ddl Univarsity 

9. Represontativo 
' 7 

r partmanL cf Technical and Econonic Coorporfnito3,.,.', 
* 

(DITC) 

KanchAIa ,Lt10. Dr. Ywirtchna0J Mjninrty of Public hIealth 

11. Dr. Wanno + "KolatgenLmo a + '" e Family 73:1k0tatil i'l~vi7'tvieison i::? + ++ +:' :+ 

P.i< '
 

: 

' ­

7 



---- 

12. Dr Nanta PAuamkl Family Helth~ Division 

W ----u~o.aydl~elhDviFamily 

iT*'14. Miss Yupa Taraliup FamilY Health Division Secretary
 

This workinq group has been responsible for considering of
 

research topics which useful and upplicable to the NFPP, reviewing the
 

research proposals, consulting for research desJgning and research
 

implementing to institutionn, helping interested institutions to do 

reseaches. Also find cut the donor sources to fund the approved reseaches. 

February 17, 2527
 

Pi rote Ningsanonda 

Director-General, Department 

of Health 

• . ...
 
: iX
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Annex 4.3STha 
 i retiI ity Association
 

.,A A II.Activities 

a. 	*Research project conduction under TRA coordination.
 
b. 	Information Dissenination and Conferences.
 
c. 	Training Program in Research.
 

A A. 	Research project conduction under TFRA coordination,
1. 	Systemic Contraceptive Study (MAy 1980 - March 1982)- 600 casg 

A total of 600 women using the injectablo contraceptive called 
kAAAA DMPKA wore studiod for ch~iqgis in menstrual patterns# side offects 

and continuation. Four participating centers agreed to fill in the 

standard formis when subjects were first admittod to the study and 
four sched'ulod follow-ups wero compload in tho second year of this
 
project. Data analysis was done by PHI.
 

2. 	 Ho2 tal Abortion Stud (May 1080 - December 1980) - 720 cases 

Thirty throe district hospitals in rural Thailand wore asked to 
record information about incomplete abortions, its treatments and 

A A 

, 	

typo of patients etc. Approximately 720 forrms were comipleted andsent back to TPMR for data proccesing. Finally, data analysis is 

being donf..
 

3. 	 T Rocord Study (may 1980 - February 1981) 2,0002 cases 
TBA in eight provincce were monitored of thfir exporienco in 

the 	provision of delivery sorvives in rural areas. 
 Most of theso 
TVAs received soma training by the govtrnment health personnel. 

Since almost all.of TDA were illitorato, the very clear and 
* A pretested pictorial to.m were distributed to them for checking. 

They wore assisted by the lopl governmnnt midwives in the form 
filling. All Completed nA Rocozds ware forwardd to the TRA 
whera data pLoeo.meinroi d w'alyia wore don*. ~• 

A 


A 
A.:	 

.+
 

....	 * 
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4. 	 Female Sterlization td (3uly 1980- Septeber 1982) - 200 cases 

Data about the open and closed laparoscopy techniques were compared 
in four major university hospitals in the ease of performances and 
safety of the open procedure as against the tradition laparoscopy 
technique of female sterilization. Data collection and processing 
were completed while data a,:alysis will be reportad soon. 

5. 	 A Comparative Trial of Standard vs. Low Dose OCs 
(Jnuary 1982 - August 1983) - 600 cases 

Two oral' contraceptives - standard and low doso - were being 
evaluated for their safety, effectiveness and acceptability among 
women in three centers using standard forms to collect data. All 
data 	were sent back to tht TFRA for editing, coding and punching. 

6. 	FAcro-dose OCs icrolut vs. Exluton (April 1983 present) 

- 600 cases 

Two brands of micro dose oral pills (progestogen only) tere being 
studied for their acceptability and efficacy among postpartum mothers 
who needed contraception during lactation. Data collection has not
 
been completed yet.
 

7. 	 A Maternity Caro Monitoring Poect (December 1981 - present) 

All births attended.by health porronnQl and TOMP 
 in Sukhothai
 
Province wore monitored to find out the major maternal and child 
health problems so that measures could be taken to improve and 
strongthon MCiI care which could be duplicated infor use other 
provinces of the country. Second year round data collection is 

being done.
 

a. 	 A Comparative TrialoPoLartum IUDsUand 	Uip s L<ps 
(February 1982 - Jonuary 1983) - 300 cases 

The 	potpcxtum Dolta Coop devico wan evaluated against the Lippes 
Loop in invpodiato postpartum woman in~ one ragional 14 Center to 
detormine expulvion rates, six-month continuation ratus and users 

;satisfaction. OAta 	procasing and tables have alroady boon prepared 

for 	analysis. 

http:attended.by
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9. 	A Comparative IUD Tril Of the MIu 380 Agvs. Muvltiload 375 

Q,(June 1982 present) 660 cases-

The fectiveness and acceptabili cy of the two new devoelopd
 

UDS - Wbu 380 Ag and ML 375 - were b ingstudied In throe active
 
hospitals usir fho standard forms for data collection. This acudy
 
isnow on the proass of fo--low-up of casos rocruited. 

10. A coEpar tive Trial of M1ini .X epDsRMini nravigardvs. Nova T 

vs. ulti 4ad Short (July 1983 present) 450 cases 

Three typos of Minit pDs - Hni GravigardnNova 2. and Multiload 

Short are beng compard dmong nulliparous wo to uendetewine the 

acciuptabiliy and effectivancnss of the devIo s at Yang ong Districtr 

Hospital, Chienq Mai NCII Ceoner. Xwn Xaen CI Center, Cholburi 

Provincial Hospital and SIrrj Hospital, Bngkok using standard 

forms as data colloation tools. Caso-rocurutmont in each cnter Is 

being on the proc sa. 

Net# Studies 

1.,A Follow-up studv, the IUw Accetorcinhn f £ hasarakhamProvince 

(March 1904 -proxent) - ,4,0 cxeo3 

This study will attnmpt to dotarmine the continuation rate, 
major teatvons for 41scontInuation, sido-offects, fa~lure rate and 
ateide towards the campaign. of toenA orappe, peorcnt of all the 
accoptozruo bo randoi y draw," from to hospitals, rocords and 
interviowad by a group ot teull-trainod intruvicvord usIng a TFRA 
dovolopcd form# 

.2,.AntUD Porfarati on-1121(July 1A94 1985) - 400 cases-Juno 

2This atudy willJ atumnpt to datonulne tho extent of the hoalth 
problem coicerning a N'rforationof that uturox among ILID users 
throughout the H0PM nationwida network of hospitals to find out 
the 	noed for inprove trainrlig of rUD insertion practitioners,, 
to 	find anV~patha2oq4co change causod by Cho perforation and to 
determine thw appropdaitu treetnwnt of thoso qesor. By canvansing 
thea nation', 446 district ati4 pz'm'inaial hospitals for a period 
of 	-ono 4(dlis oxpectod thit &t leasu 40t) vivo* of diagnosedt 

prtortoiur.v of th& uterus will turn up. A simplifid client record 
>~~ 	 form loaly prepired will be tho dat.i collection .tnitrunme, 



--- Laparosopu-techni!Zue-( November-1903 -'-present)- --p300 -casuu', 

A total of 300 cases of Intorval women will be recruited
 
for a comparative study of tubal occlusion by Filshe Clip using
 

laparoscopic applicator and Ring using a laprocator applicator
 
* at Briraj Hospital with the aim of evaluating effectiveness and 

side-effects, Throe schedulod follow-ups .t , 6 and 12 months 
are planned in addition to the usual visit at one weak after tha 

procedure.
 

14. Reproductive Parameters of Thai Mothors (A Nationwide Study
 
of Infant Birthwoight in Thailand) - February 1904 - present
 

This study will attempt to obtain a ccuntry data on
 
reproductive parameters to crystalizo the regional problems in
 
Mclt care. A sample of 15-25 percent (a total of 7,000 - 8#000
 

cases) of p4tients is selectod from four 14CH Centers. eight
 
provincial hospitals.anI24 district hospitals. From the Labour
 
room log book, all necessary and previously defined parameters 
will be extracted and tronsferred onto computer cards for
 
processing and analyais. The data will be presented to the 
provinces concerned as well as the nationwide,"
 

15. A Zon-term Follow-up Study of XUI Accotors (from the Two 
Comparative WDn Studies Implementod in SI 725 and 1125)
 
(August 1984 - July 1983) 650 cases
 

A lorw,-t*rm follow.up study isvproposod of the acceptors of 
four of the devices on trial in the SiN 725 and 1125 subgrantst 

Dolta Loop and Lipp.s Loop for the postpartum study and the Multi 
load 375 and Copper T 380 Ag. The XIUD may be the most suitablemethod 

for most of the Thai womeon nooding temporary mothoes who are in 
the lower income group because of Jt cost-effectiv ness and durability. 
This proposod study is designed to follow up acceptors of the two 
mentionod studies at tweJve month intorvals up to three years to 

aseses wffoctivenoss and continuation as well as the roasonr for
 
drop out.
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.. Inartiond-COnfer n"..t.on.nf i ir i 

An annual General XnvestigatoriY' Meeting Is planned 

rosoarch roview and roporting. TpRA also'plannedfor the publishing 

and di tribution of a quarterly newslettet, con forenco.pz.oosedin9a. 

and rosearch findings for Its netw~ork of Investigators all over 

tho country, 

c. Training Program In Research 

Each yoar at Jeast ono participating Investigator who is 

two-weak Reosarch Methodologya physician Is Invited to attend a 

Iforkshop at FH,, 2FRA also encourages Its staff t attend 

poriodically organized research erainingl/orkahop to enhance
 

and sharpen their knowledga and capabilities in the field of 

rosoarch.
 



IV. 	 Budget 

Udrsuccessive subgrantse .&rau',Ha has provided the follow~ing 
assistance for 

(a) 	 research (clinical trails and maternity care monitoring studio.) 
through research "forms payment" reimbursement, and for 

S(b 	 the institu.tional development of TFRT through a budget for 
"core support", in the form of staff salaries/benefits, 
general administration including office equipment and supl1ies, 

travel for supervisory and training purposes, travel/per diem~/ 
organizational expenses of training courses and conferences 
as well as TRA committee meetingsi 

aubtrant Total
os 


SIN 925 2/80-4/61 	 $ 38,479 

Sill 725 5/81-9/82 	 95,287 

SIN 1125 10/82-9/83 	 65,318
 

SIN 1225 10/83-9/85 	 180,000 

Frm October 1983 through Septeaber 1985, a period of two years, 
fl! has made a oo:mmitment to TPRA of $180,000 of which $05,000 is to be 
committod in year one of the subgrant and $95,000 in year two. Some 
ongoing studies will be completed during this poriod, flv.. now studies 

will 	be initiate4 and one onjoing study will he extended and duplicated. 
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PP 11 PERFORMANCE AND PROPECTS
 

(Sub) I. The Sector Goal (A-1)
Torssist C R T -f-rreducing the rate of population growth to.51 by the end of tha Fifth Plan (1982-86). 

Progress:
 

As has been stated in this report, the current estimated growth
rate is 1.6% which -- If present momentum is sustained -- will be reduced 
to at least 1.5% by 1986. 

See: 
 Part Three for detailed Information 

A. Objectively Verifiable Indicators (A-2)
 

1. Number of new acceptors durin the 5th Plan totals at
least 5.3 mllion uslng the pil, IUD, fnJectable, and
 
male and female sterill zation.
 

Pro ress: From 1982 to April 1984, the number of new
 
acceptors by methoB as:
 

PP Ii projections for this periodPill : 1,432,499 
 1,404,000

IUD : 282,964 
 158,000

DMPA : 464,377 
 254,000

TR : 340s795 
 499,000

YAS _ 65s263 
Total: 2,594,898 
 2,320000.
 

If the pattern for the first four months of 1984 can be projected to the
next 8 months, 1984 will be a landmark year with the highest number of
fnew acceptors in the history of the NFPP, FH strategy has shifted since1983,, and the non-governmental sector, particularly PCD, has been veryactive in service promotion and delivery. Ifthe NFPP continues to beresponsive to signals for strategy change, and IfMOI continues its
support of family planning activities, It Islikely that the current 1986
NFPP revised estimate of 5.3 million new acceptors can be exceeded.
 

Sea: Part Three for new acceptor data and
 
a discustion of Its definitional perils.
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2. Number of active users increases fro 30 million to 

o
Pro ress: f 1982 through 1983, the reported number
of active users was 
 NFPP (revised) estimates for
e98e8tare
~~~expectation. -" Bth totals currently exceed the PP's
 

See: Table 3.11 in Part Three.
 

3. Fertility declines to a level necessary to re-sult in a
1.5% annual growtH rate.
 

Progress: 
 The current growth raite isestimated to be

1.6% and is expected to reach 1.5% by 1986. An examination of fertility
trends and preliminary, data from CPS 3 gives that fertilityassurance
decline iscurrently the primary contributor to reductions In population

growth.
 

See: discussion in Part Three.
 

B. Assumptions (A-4)
 

All of the assumptions made in the PP are currently valid:
 

1. RTG support to the NFPP In FY 1984 isthe baht
equivalent of $11,223,000, a 30% increase since 1982. 
The NFPP has
expedited the phasing-out of USAID funds for contraceptive procurement,
 
as follows:
 

Source Project Budget Proposed Revision
 

Grant $3,503,000 $1,236,000

Loan $3,274,000 
 $ -0­

Self-sufficiency incontraceptive financing and procurement has been

achieved more rapidly than planned.
 

2. International donor assistance does supplement RTG
financing, providing 28% of the total NFPP budget inFY 1983 (inFY 1982,

external assistance provided 44% of the actual budget). 
 The primary
donors are USAID, UNFPA and JICA (see Table 2.1 for detail on RTG anddonor assistance5. The team learned that both FPIA and AVS will reduce 
the level of their assistance to Thailand, but it is hoped that therecommended PP x re-programming priorities of the evaluation team onprivate sector involvement will be adopted and will thereby offset these
 
reductions,
 

3. Demand for services has increased. CPS 3 preliminary

f144indsicatt that th1e CPR his ifleed sinthe new1 and may bd iiOhis6%; Ftirther ev idenc6 is ji~o eda h e ccepior hbiiibe's 



which have increased since 1982 and are expected to reach a 
record-higia
this year. IE&C efforts will 'emphasize the two-ch1ld famly norandthe
healthbn of ildspacing 
part cularly in the Southern region.
Theteamhas recommended that MCH IE&C materials be reviewed for
attention to these subjects, and strengthened or revised to promote them.
 
4. So far as is known, the RTG has never adopted or
promoted coercive policies to encourage smaller families. If,however,
the intention underlying this assumption was that policy additional to
the Cabinet statement of 1970 and the statement inthe 1974 Constitution
would be forthcoming, ithas not. 
 However, both are deemed supportive
and promotive of voluntary family planning. 
The MO has issued policy
guidelines which, the team believes, should be supplemented inorder to
underline the voluntary concept (see Appendix E for a 
translation of these


guidelines).
 

Inaddition, the team has recommended that more
effective collaboration be sought by the MOPH with:MO 
and with
Ministries of Agriculture, Education and Public Welfare at centralprovincial levels. andAlso recommended were more extensive collaborativework among the planning and policy staffs of these Ministries and a
policy review. 
This should be augmented by USA!D-funding of a Population
Policy Background Paper inpreparation for the 6th Plan, and a 
National
Population Seminar and follow-on for representatives from Ministries, and
others.
 

(Sub) II.ProJect Purpose (B-l)
Toassist theR iT'Rextendina and strentein 
 Ff.
s a--nd enthenin FP infomation
and services natonw de,wth oar 
cs 
 on te
sub-district level and low performance roy nces and stricts 
The progress toward achieving the Project purpose will be
identified within the context of EOP conditions.
 

A. EOP Status-2) 

1. Contraceptive information and services are funreadableJ
natonw defrom bb1 andprvate sources downto an. .ld. eve ..be: ... .. g, ovel U e d be.. ..we l
 

a. Sub-district (tambol) outlets 
rovidin IUD
servicesh reesed fo.0oO .. 
Progress: There are, currently, 7,169 health
centers at tambol-leve. 
 provide pills, and condoms; 561 provide IUDservices and an unknown number provide DVA. None provide
sterilization. 
 The team has recomended a 
number of ways to Increase
availability of IUD (and DMPA) services including: 
 (1)Immediate
Implementation of MOPH policy permitting trained NMs and 
 4s to insert
IUDs and administer DIVA; (2)FHD should provide IUD kits directly to
trained As rather than to provincial health offices; (3)the two-day
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D
OMPA training curriculum-training and the funding that have been providedto every province to support DMPA trainng.,costs .should be-used;..i(4)-­
~review-'f 'th'e&bU ST&-dAM c-urfculum should be madeincluding IUD insertion and DMPA 

to assess feasibility oftraining; (5) AMs trained before 1983should receive training in insertion and removal of the multiload IUD. 

b. IJD and VSC services strengthened at 500 provincial

and district outlIets. 

Lr ress: Altogether, there are 1,238 IUD servicepoints, 570 female steriliT-iaon service points and 639 male

sterilization service points, as follows:
 

Number Providing Service
Type of Facility IUD Female YSC .Male V5C 
Provincial hospitals 89 89
PCMO's clinics, excluding Bangkok 72 0 

89 
0District hospitals 
 470 470 
 470
Health Centers 
 561 0 0Mobile units 
 38 
 3 72
MCH centers and sub-centers 
 8 8 
 8
 

Total 1984 
 1,238 570 
 639
 

(Total in PP 
 568 411 481)
 
Since 1981, the number of outlets and providers of IUD and VSC has grown
considerably, and certain constraints have been lifted. 
However, as
mentioned inA.l.a above, IUD service availability can be improved ifthe
tram's recommendations are adopted. 
 Roth IUD and VSC services have been
publicized and made more available through a new FID strategy and theparticipation of the MOI. 
This isdiscussed in the Service section and
other portions of the evaluation report. Studies and service data on theprocess and outcomes of the MOI/MOPH campaigns should be carefullymonitored to assess the effectiveness (and costs) of this approach to
service availability.
 

The FHD isconducting a pilot study to strengthen sterilization
and IUD services at 10 district hospitals, which started in January1984. 
 The study includes IE&C materials and counseling clinics. An
evaluation will be conducted inJanuary 1985 comparing numbers of
acceptors before and after the pilot study.
 

c. VilIage-level availability of orals and condoms
 
iTlheave ncreased from 5%tourrent l
 

The estimated coverage iscurrently 85%.
 



d. 	 Percent of married couples of reproduc tive age
rrn con aceijcn has increased 

ess-than I M to over 45%VTni.te. ggng' j
povinces 

Progress: Although CPS 3 findings are not yet
available, the team dis sedthe very preliminary findings with
 
Dr. Peerasit and Dr. Abichat, the CPS 3 research investigators. Although

neither they nor the NFPP use "married couples" as their subjects, by

using currently married women in the reproductive age group a surrogate

is acceptably established. Currently, in the Northeast, contraceptive

prevalence and numbers of new acceptors indicate usage much higher than
 
45%. The South, however, is still "lagging" compared to other regions,

though there isdiscernible positive change. In1981, prevalence in the<
 
South was 42.41 (CPS 2); thus itcan be expected that by 1986, the 45%
 
target will be exceeded. UNFPA-assisted projects in the South can also

be expected to promote prevalence. Worth noting is Dr. Peerasit's
 
observation that,withdrawal, a not uncommonly employed method of child
 
spacing in the South, may be a fairly effective method as practiced by

couples who are highly motivated and used to the method. He has
 
recommended further study on the subject. ­

e. Both vasectomy and IUD acceptance will increase by 
at least 5%annually beginning in Year 0 
"r rs: The number of new acceptors of these two
 

methods and the percen crease or decrease are:
 

Year 	 IUD 
 VAS
 

1981 80,134 28,404

1982 (+ 5%) 83,899 (-17%) 23,405
 
1983 (+51%) 126,933 (+16%) 7,076
 

1984 (Jan-April only) 72,132 	 14,782 

As has already been montioned, Ifthe January-April pattern
persists throughout 1984, theincreases should be well above the 
expectations of the PP. Increased IE&C ufforts together with mobile and
static-service campaigns have contributed significantly to the Increase 
experienced in 1983 and the first third of 1984; however, study data 
should give more precise information on the contribution,
 

2. 	 Management information, program research and 
evtlu-it'so: Ar theerate inoteRagm n 

Progress: These are problem areas. There are many

and 	 detailed reconnendat!ons in this roport that are directed toward 
Improvement in these three components. Until they are Improved, planning

and 	management functions will be inpalred.
 



____ 

3. Cost-effectiveway of delivering FP services are
B~QI~D, vl tetdadip mente 
~~~~Progress' Qfra~~on~otfetvns
St(Udish t.bein co-n ucted during PP II.. 
 This evaluation report
contains documenatfion of the need to focus attention on.
cost-effectiveness, and recommendations for improving the MIS, Operations
Research, and research and evaluation processes and content.
 

Inthe absence of documentation from
cost-effectiveness studies, it is'notknown whether campaigns, mobile
units, use o-fparamedical personnel to delivery IUD, DMPA, post partum
sterilization and vasectomy services, and accelerated media efforts have
contributed and are contributing to lowered costs and/or to what extent
the inputs of these efforts singly and in combination contribute to
effectiveness and are efficient. 
 The team has recommended that
efficiency questions also be investigated to enable the NFPP to make
Informed decisions about strategies keeping cost, effectiveness and

efficiency inmind.
 

B. Assumptions (8-4)
 

The first assumption is unquestionably still valid. Thesecond assumption can be questioned. The team has reconinended greaterattention to logistical support for technical supervisors, and study ofthe optimal staffing pattern at health centers. Provincial-leveltechnical section staffs have been especially targeted for participant
training to increase their skills in their specialty areas. TrainingSections at the provincial-level were absent in provinces visited by the
team; a recommendation has been made to establish them, and several

functions have been suggested,
 

The third assumption is invalid, to date.
Recommendations have been made to improve the MIS, research and
evaluation, and to address cost-effectiveness--and efficiency.
 

(Sub) III. Outputs (C-l)
 

~~~~Of, A. Family Planning Information and Services (C-1) Magnitude
Outputs (C=-1. '-
 .
 
1. All existing government hospitals (391) and
 

facliltes added (16)
!aspp,lied with-VSU 11, durin the proect eriod
0) and IUOT ()-ti-ts, plus 
vasec-To TOO its tor mobf)e teams
 

Progress: 
 There are 559 Provincial and district
government hospitals an 
7,T69 health centers, in addition to 8 MCH
centers and sub-centers, 72 mobile units, and 72 PCMO's clinics. 
 For
service availability data, refer to II.A,l.a. and b. of this section of

the report.
 



---

The team visited 12 provinces. Although familyplann 'nL commodities were inadequate supply, there were widespread
shortages of sterilization and IUD kits, 
 Until the commodities
management systemis, strengthened, -shorta ges- and/ ibUtio nbe anticipated. Recommendationsmanagement, have been made to improve commoditiesand to provide kits directly to trainees prior to theirreturn to post. One of the disbenefits of campaigns Isthat kits arediverted from health centers for use in campaigns, or when sent by FIID toenprovincial officers, are distributed for campaign use rather than being
sent promptly to heal th centers.
 

Increased funding for kits has been recommended if it
isfound that the shortages have been exacerbated by lack of supply.
However, before PP IIloan funds are reprogrammed: (1)the current
inventory and proposed distribution points should be identified by FHD
and communicated to USAW; (2)JICA's plans for kits purchase should be
discussed; then, (3)USAID and FHD should determine the number and types
of kits that are needed and where they will be distributed, Ifthe
commodity management system is improved by that time, this can be morecertainty about both needs and receipt.
 

The team has also drawn attention to the VSC
instruments, recommending that some changes be made.
 

2. Orals and condoms available at all NFPP outlets
(7-18) and through the network of 48000HYand 
_,U 0 C8rP$didstrbutors 

Progress: Pills and condoms are currently availableat 7,880 outlets (lOOWDi55Ve the village-level. At village level, it isestimated that these is85% coverage. 
PDA has 16,200 distributors in
16,200 villages in48 of the country's 73 provinces.
 

However, the team found that some health centers
carried a supply of orly one or two brands of pills resulting in
disappointed continuation clients who, rather than accept an unfamiliar
brand, dropped out of the MOPH system to purchase their brand from a
commercial or another private source. There seemed to be no problem withcondom supply except transport of boxes from the district to the heatlh
* centers -- ,only motorcycles are issued to the DOOs. 

3. 698 RTG fixed and mobile facilities receivin

3 io'nal sup-prt s'i mrv ic ces 

Progress: 
 To date, 559 hospitals and 76 mobile
facilities have receied suport for VSC services, 
The budget does not
break-out VSC from IUD, but the combined total expanded through June 30,1984 is $658,675.51, or 21.7%, of the total obligated ($3,032,000) for

Institutional support.
 

di 2.. m 

-

http:658,675.51


According to data given to
institutional support 49150 the team by HD, VSC
S/acceptor) from October 1983-February
1984, was provided -.for.-27,127-female-ysC c;e-Eand 4j+55 lecss--­

4. Subdistrict level health facilities receiving

institutional su tOF IrUD ce 
Pro9ess: Todate, 561 health centers and 38 mobile
facilities have receTv--1W service institutional support.
 

Data provided to the team by 
HD cites institutional
support for IUDs (B20/acceptor) during the period October 1983.February
1984 for 26,892 cases ($23,384 total).
 

5. Selected mobile vasectomy and comunication teams
receiving travei and 
 er
de support
 

Progress: 
 This was a problem in 1981. However, the
team heard no complalnT a out non-receipt of travel and per diems. 
To
date, of $165,305 earmarked for VSC mobile team support, $74,060.38, or
48%, has been disbursed. 
This bu5dget item sIhouldbe- nitored and 
f
 necessary, increased.
 

Of the total provided for intensified vasectomy
q and service, $257, 141, or 741, of the $34*2,02 'committed has
been expenhded. 
 emedia package commitment Is $65,217 wh ich by June
30, 1984 was not disbursed although McCann Erickson ha: developed and
re-tested the prototypes which are ready for mass production (3

leaflets, 4 radio spots, one TV spot and (3posters).
 

6. CBFPS 
 oversatleast 5O_ofoperating costs by the
end of-P 
 i.....
.aassumes total1costs in
 

Prgss: 

on September 30, 198T-The 

The Health and lyjiene Project concluded
 
s currently no USAID support to CBFPS.
According to material provided by PDA to the team, CBFPS Is
sel f-supporting.
 

7. St4P feasibilit stud completed b end of Project 

..g.s: The feasibility study was completed by the
Futures Group InHar .F4TO. 
 Foasibility and need for social marketing
are being discussed within USAID and the NFPP. 
The team did not see a
clear need for a 
SMPA and has rccemundod that until 
a clearly
established, verifiable and definite constituency for SMP services Is
Identified, the project should be tahled,
 

http:74,060.38
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Commodity
~7,7 	 13B. anagement: Imaroved logistics and supalies
Msytem-,,eSTaD 11 shed 

1n 	At least 80 [ori 90?] Percent of service outletscorn1Xing with maxi-mini stock levelste 

Progess: As has already been noted, cotmmodity
management isa problem area,. Recommendations have been made forimprovement, including additional technical assistance from CDC and anincrease in PP II support for further development of the system. 

2. Staff trained records maintained and warehouse
 
managment improved. n cordancewith revsed
logistics and supply manualTy end of Project Year 02 
Progress: See Progress under 1.above.
 

C. Training-: The use of non-physiciansl tq perform steril iza­
tions and insert Wurs increased, Number of phYsicians at,
district-livel performing sterllzations Increased
 

1. 500 nurse midwives and 1,250 auxilar midwives
 
trained and providin ULJ
services
 

Progress: InFY 83, 240 AMs and 80 NMS were
trained. The target 4 is 320 M~s and 110 ft. Ifthe pilotproject indecentralized training at the provincial-level can be
replicated, the PP target for -Ms will be exceeded. 
There are, however,
barriers to provision of IUD services, and recommendations have been

detailed In lI.A.l.a. of this section. 
 (See also the Training and
 
Supervision section of this report),
 

2. 	250 district level phsicians, 200 hospital nurse
LnE mitd-IvOSJ, Ann 60.a-UXilie. mldwlves trained
 
and providing , services
n 


Progress: At present, 100 new physicians (who are
assigned to district hospita s)are being trained at provincial hospitals
and 	I'H centers. Only pilot study training of lMs and A's has taken
place. The future prospect for success of NI and AM VSC sterilizationservice provision are 	discussed inthe Training and Supervision section
of this report. Itisrecommended that NM TR training oroceed as
planned: 
 50 each in1984, 1985 and 1986. However, until there ismore
and clearly established documentation on need and acceptability, the
proposed vasectomy training of 40 A.4s par year starting In1985 should be

tabled, or deleted from PP M!.
 

0. ManagementInfonnaton/R&E: Managemont information 
S evelobed, m rersearch and evaluation­

1. 	MIS established and used at control lovel and
 . , .. 
-:: ., 	 elected proV~ncrAla] evels -: ;... 

PrV1r0ss: Theqevdluation teai bellevetl that the PP
 



writers were overly opttmIstic Intheir expectations. Inaddition, the
sub-contract with NIA has experienced considerable delays which are
 
_______anticipated 
 to continue.
 

There isa tendency by donors and host governments
alike, to under-estimate the lead-tine and resources required to develop
an appropriate and viable MIS to serve a 
nationwide hierarchial service
delivery system, 
Thus itisimportant to carefully and realistical1ly

design a development strategy that clearly identifies lead-time and,
resource requirements. 
A high degree of practical technical eertise in
MIS application and design Is also normally needed for this task.
 

The team has recommended a thorough review, technical
assistance, pilot projects and several other remedies for the current
 
problems.
 

2. Service statistics system (SSS) simplified and
 
Incorporated in the MIS
 

Progress: The nationwide development of the FP
Service Statistical Sgy--iTSSS) inrecent years has been most
impressive The development approach followed has served to set national
priorities for data collection and build a standardized system to meet
national level monitoring and planning needs. 
A number of significant
problems remain to be overcome ,ndesign of the present SSS, before
further conceptual and structual development of the system should be
undertaken. The feedback of processed data to the field in a format moreuseful and ina more timely fashion isneeded. Problems indouble
counting of acceptors when switching methods that result inoverly
optimistic measurements of service performance in terms of new acceptors,need to be addressed. 
As the SSS has shifted from counting new and old
acceptors to an attempt to count active users, ithas shifted to the
measuring of temporary method active users by counting the number of oral
contraceptive cycles and injectables distributed. 
Unless this approach
issupported by carefully conducted periodic audits to confirm accuracy

and adjust for dscrepancies between supplies distributed and actual use,
the counting of temporary method active users could be overly optimistic
and very misleading. 
 The SSS should serve as a solid foundation for
future development of the NFPP tS which because of its complexity, will
require a long term development strategy.
 

3. At least two operations research techniques

eveoPe plled and use each year
 

The PraJect Paper called for development of the first
OR model by the end of 1982, with the assistance of a consultant who

would also provide training to FHD staff, and continue developing and
 
testing new models through 1984.
 

NIDA (the sub-contractor) incollaboration with FHD
 
and USAID selected as tho initial topic for OR appliation, "Logi3tics."
 



Although this topic most easily lends itse'f to mathematical
 
model-building, seriou$,delays in its development are being experienced.
M'oreover, -theOIL_applIcation overlapssthetasks-of-the-CDC-consultants-In ­
designing and instali ng a comprehensive commodlty management system for
 
all family planning supplies of the NFPP.
 

As part of the NIDA sub-contract, training inOR
 
techniques was to be 
 rovided to FHD staff. A short-course was attended

by 2 personnel from the Research and Evaluation Unit. However, itwas
 
reported that the short-course was highly theoretical, very complex in

mathematic calculations, and provided little knowledge or skills that
 
could be transferred to the Job.
 

Itis the judgment of the evaluation team that more

practical and useful applications of OR techniques should be considered
 
in the future, and that OR techniques should be utilized only when there
 
are not simpler and more cost-effective approaches to problem solving,
 
e.g. use and/or adaptation of existing pre-tested mathematical models in

lieu of building now models, and the use of qualitative research

methodology in lieu of quantitative methodology, particularly when
 
quantitative data are scarce, too expensive to produce, invalid or
 
unreliable.
 

The team has recommended that the NIDA sub-contract
 
not be renewed, and that Population Council provide a series of one-week

workshops based on their OR training manual, using PP II funding for this
 
purpose. 
 (See OR section of this report for detailed recommendations).
 

4. Two Management Information Dissemination and utiliza­
tion seminars held eachyear
 
Progress: To date, no seminars have been held.
 

However, the DetailedIplementation Plan for FY 84 includes a 
budget

Item for a workshop Inutilization which, the team believes, should be

postponed until the MIS ismore carefully thought-through.
 

5. At least five program research studies completed each
 
a"r
 

Progress: During the first project year (FY 83) four

studies were initiat-0T-these, two are currently beinq written-up and
 
two are "ongoing." During the second year (FY 84), 7 studies have been
 
approved by USAID pending re-design of the methodology.
 

The team reviewed the process for setting a priority

research agenda and for soliciting input into it,the role, boundaries
 
and positioning of the recently-formed Working Group on Research, and the
 
content focus of research studies. Recommendations for improvement in
 
management of research are contained Inthe Research and Evaluation
 
section of this report. In addition, this report underlines the
 
Importance of re-orienting research topics toward cort-effectiveness as
 



intended in the PP, and has gone further to suggest that efficiency
topics should also be studied 
i view of the demographic and continuation
eptor-challenges-tha -wil l-be-faced durin.heV6t plan. 

6. 	At least five program evaluation studies completed
 

Progess: 
Unless the four research studies conducted
by R/E Section inFY-Mare alsc considered to be program evaluation
studies, the team isnot aware of other evaluation studies conducted in
 
FY 83.
 

7. 	Two regional research and evaluation dissemination
 
and 	utllization conferences need each year
 
Progress: These conferences, as far as isknown,
 

have not been conduci'-e...
 

E. 	Assumptions (C-41
 

Of the 8 assumptions, current status Isas follows:
 

1. 	Contraceptive supplies do not appear to be a 
problem

ina general sense. However, stock levels of the

approved 3 formulations (and 4 brands) of oral

contraceptives andi DMPA although perhaps adequate at
the central level, are insufficient at the provincial

level perhaps as a result of lack of supply
monitoring and/or PCMO lack of full awareness about
 use. 
Other items (kits, gloves) are in short supply,

but not uniformly,
 

a.
 

3. 	A final decision about the SMP ispending. The Issue

isnot one of feasibility, inthe evaluators'

opinion; rather, it isneed and by whom and how the

need is demonstrated.
 

4. 	This assumption is,inpart, valid with some
 
provisos: local authorizations are variable re.
and DMPA; and, authorization for VSC provision is 

IUD
 

somewhat restricted for nurse midwIves and very

restricted for Ms.
 

5. 	This assumption is valid. 
The evaluators believe,

however, that NIDA is not qualified to provide OR
 
assistance.
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6. 	 Other than the R/E technical advisor, Tony Bennett,technical support from International agencies was npt
sought for the MIS, OR or Program researchcomponents. (Mr. Bennett is affiliated with Columbia 
University). rommodities and logi stics management
consultation has been provided by CDC. Population
Council provides support for research and has
provided technical .assistanceto university-based and

other research investigators.
 

7. 	This assumption isnot yet valid.
 

8. 	There has boen no problem Inobtaining the full
cooperation of HCH centers and medical schools in
 
Implementing the training programs.
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I. Strengths arnd Proble,,m Areas of PP II 

Strenqths 

1. 
Strong, sustained, decisive program 
 ad:hip and clear RTG support.
2. Adequate bu, 
 with room for fIexibility in 
resoosc to emerging needs of
 
hP naiw, pLrw.:
 

3. PP 11 targe are cn-strea;n: somr have ,..]rdyben acniuv,2d or exceeded.
 
4. Privat, ': or c.lianoratfn is cii. .. 
 NO ard vit. en are
 

complecP dry ad approri ate ly ild; L,
v to the Has.s aftorts. 
5. FHD is d strong iml,;lempntinn a ryv 6riw,, u 
a w'd,. network of ICOPH and
private 
sc.or sertice renurce;. 
6. Part:icipdtion Gf0h 
 MO and ne: stratevies adopted by FhD in 1983 are
 

contributing to 
a sfrificant ir' ros.o 
i, WOU and ster,lization acceptance.
 
7. Intermediary asslstance has been used prudently and has been well-targeted.
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Proem Areas
 

1. 	Uneven provincial-level implementation of MOPH policies permitting

trained AM: 3nd 
 Ms to insert IUDs and administer DMPA is anobstacie to lr:reased service availability and is a waste of 
traiining rC;sourceq arc skills. 

2. 	 Shortage; of 1U. ki tS hdmper full utilization of trained AMs. 

3. 	 Lack of tranrp,)rtatior .ampers provision of technical supervision
to and on-tu,,-joo trdning of WM¢. 

4. 	The commod:.t ,,dnaq.ent systm ard the MIIS are 	not on-stream. 

5. 	The researoh trd evoludion ma'jqmcrt fua: tiorn is weak as are thequality a', r-' ovanc, of wroosod reserch projects, cspecially
Operat;onq Research. 

6. 	Collaboranion dnd coordination with MOI at policy and operationallevels ne;os sLrenj;th,:ning ir order to proviae greater clarity tofleld-level se'v ice p'Iority-stting n: perfor:1ance 
target-settij. 

7. 	Collabordticn & UAID WtO 2V,, 'U'PA ard UNICEF needs to be 
strengthen,,. 

8. 	FHD imleme:tation lant dr 
 not 	,-pier cplicitly to PP I EOP
conditions or proqr'ess Low, rJ rt Lhing them. 



III. PROJECT IMPLE1MENTATION PLANNING AND MANAGEMENT
 
The complexity o-f Pp I is due to the number of components,
activities and sub-activities which makes implementation monitoring,
coordination and project management particularly difficult and time
 

consuining.
 

The Family Health Dvision has prepared annual project
implementation plans for PP II. The current 2nd project year plans are
 more extensive In detail and format than were the 1st year plans and thus
are easier to use in assessing current project implementation status.
However, further improvements in the-content and format of annual 
plans
will be needed if project monitoring is to be adequately-performed in the
 
future.
 

Recommendations (5.III)
 

1. Project components, activities and sub-activities under both grant

and loan categories should be systematically code numbered for easy
reference and control purposes, and that identicol code numbers

should be retained from year to year to provide a 
reliable audit
trail for project implementation monitoring and financial management
that will relate project activities back to the original Project
Paper, subsequent amendments, if anj, to that paper, and to annual
 
project implementation plans;
 

2. Further improvements in content and format of the Annual ProjectImplementation Plan should be introduced with the 3rd Project Year,to ease the burden of subsequent year plan preparation, and to
facilitate monitoring and coordination of project implementation

activities. 
 (See Annexes 5.1 and 5.2 for proposed formats.)
 

3. Written quarterly progress reports should be routinely prepared bypersons assigned responsibility for implementation of various project
activities and sub-activities for use by senior officials inmonitoring implementation progress; and the reports should bestandardized In a format compatible with the detailed Annual ProjectImplementation Plan to facilitate review and analysis of
implementation progress. (See Annexes 5.3 and 5.4 for proposed

formats for quarterly reports.) 

4. Quarterly project financial reports prepared by USAID should be
re-formated according to the code numbering system and implementation

planning formats recomended above, in order that monitoring of
actual financial performance against planned financial performance
can be simplified for both USAID and RTG officials, at considerable
 
savings in staff time and resources.
 



%oit%#1llullviil5 rzne zanaccept an' unfai i a r t i ~uo:'.branhoudroopedout: ofatheqtPH pyste to purchasethei r brand fromcommercial or anothernprivate source There seemed 	
a 

tobe no problem withS;ondom _supply except transport of boxes from the district to the heatlh 
centers only 	motorcycles are Issued to the 01is,3, 698 RTG fixed and mobile faciIities recelvi4n'gInst~rt~onal support (uby tor VEseriV~es
 

Pro ress:'facilities have receth o To date, 59 hospitals and 76 mobilesupport for VSC 	services T bctvt desnotbreak-out Y$C from IUD, but the combined total expended through June 30,194is $658,675.51, or 21.7%, of the total obligated ($3,032,000) for,Institutional support,
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5. Regularly scheduled project implementation progress review meetingsshould be held on a quarterlyas s for the purpose of reviewing
written quarterly reports sharing information among key
implementation officials, senior administrators'and donor
representatives, and resolving issues and problems on a timely basis. 
6. All technicai advisors/consultants serving the PP II Project howeveremployed should 	be required to prepare and submit to FHD and, ISAID amonthly (or trip) technical assistance report using the followingfol-mat: 

A (1) Past month 	 (or trip) technical assistance activities and output. 

(2)Delays inProject Implementation (ifany).
 

(3) Other Issues/problems inProject I'mplementatfon,
 

(4)Next month (or trip) proposed technical assistance activities 
and output. 

http:658,675.51
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IV. PP II Reprogra,iing Priorities 

The recommendations for reprograming priorities reflect the
Judgment of the evaluation team regarding current strengths and 
weaknesses of PP I, mid-course corrections based on observed NFPP
 
performance since the Inception of PP II,and targets of opportunity.
 

For the third year of PP II,reprogramming should be limited to not
 
more than $3.5 to $4.0 million of the six million estimated to be
 
available. Further reprogramming should be contingent on the remaining
balance and opportunities for new initiatives as well as increased needs 
for support of the ongoing programs. 

A. Grant
 

High prioritiet 	 Intermediate priorities 

.	 Family Health Care for the Hill .Studies on second generattion 
Tribes (10% of total needed). Issues.
 

* Block grants to-FHD administered . FLE initiatives: support of
for PCMO's collaboration with assessment of need at primary,
MOI or campaigns. secondary, and non-fomal 

education levels (with School 
. Management review to reduce frag- Health and FHD Divisions of
 
mentation at the central level MOPH, MOE and PPAT).

and between the central and the
 
periphery.
 

. Mini-management studies and
 
manuals, and extension of the
 
commodities management system.
 

.	 Pilot MIS projects. 

.	 Evaluation manuals and evaluation
 
training.
 

. National Population Seminar, 1984
 
and follow-on in 1985.
 

. Preparation for the 6th Plan:
 
demographics; organizational
 
development; review of existing

data; policy review. 

a Extension of R/E Advisor.
 



High,priorities
 

. Private sector'tnitiatives
 
including slum-dwellers and
 
factory workers, and support

for vasectomy promotion and
 
Cormunity-based distribution
 
of contraceptives.
 

* Alternative financing: policy

study, pending result of the
 
USAID study on health sector
 
financing (Fall 1984).
 

- Northeast initiatives, including
 
IE&C
 

* Participant training and study tours
 
for family planing personnel with

special emphasis on provincial-level

personnel.
 

* 
IE&C prototypes development and
 
revisions of existing material.
 

B. Loan
 

High priority 

* Family Health Care for the Hill
 
Tribes (90% of total needed). 

* Training and teaching materials,
 
aids and models,
 

. Kits, if necessary.* 

N
Norplant purchase, if the 
commodity is approved by FDA. 

* Transportation. 

*According to an FHD inventory report obtained on July 24, 1984, there are

IUD kits, 97 vasectomy kits and 149 combined vasectomy/minflap kits.
An additional 195 combined kits are to be cleared at the port on
August 3.
 

* 

, 

361 
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V. Special Emphasis Programs
 

The evaluation team'travelled to all regions of the Kingdom. 
More
importantly, the Thai members of the team had made many prior visits in
connection with their ongoing work, research interests, or as members of
earlier evaluation teams. 
Thus, although the team's visits were too
brief for the purposes of a precise identification of needs in each
region, two special emphasis programs appear well-justified and currently

under-fhnanced:
 

Family Health Care for the Hill Tribes; and
 

A special set of initiatives for the Northeast.
 
Before providing more detail on these recommendations, it should be noted
that the team was aware of low contraceptive prevalence and the special
cultural constraints to family planning acceptance in the Southern
Region, but believes that the two projects being financed by UNFPA are
comprehensive enough to properly address the unique situation in the
Southern border provinces.
 

A. Family Health Care for the Hill Tribes
 

Over the past 4 1/2 years, UNFPA has supported a project to
develop health care services, with emphasis on MCH/FP, for hill tribes in
Chiang Mai province. 
The Rural Health Division of MOPH was the
implementing agency. 
One of the objectives of the project was to prepare
guidelines and identify future collaborative projects relted to health
care and family planning services for ethnic minority populations.
 

Inthis regard, the FHD/MOPH has submitted to USAID a proposal
entitled, "Family Health Care for the Hill Tribes." 
 Ithas been reviewed
by the team who felt that the FHD was not fully aware of the lessons
learned by and needs identified in the UNFPA-supported project. 
While
the team is supportive of FHD's intention to improve family planning
services in hill tribes areas, they felt that further discussions should
be held with the Rural Health Division, USAID, and possibly the
UNFPA-supported hill tribes team inorder to become more fully apprised
of successful approaches -- and pitfalls --
to service delivery inthe
north and northwest.
 

The team also suggests that consideration be given to the

following approaches:
 

1. FP services to hill tribes should be integrated with primary
health care and not singled out as a special emphasis
service or by way of special campaigns. Consequently, the
development of FP services should run intandem with
development of MCH and other PHC services.
 



........... 

.. . .. . . .. .. .. ..
 

2. Hill tribe villages should participate fully from the
beginning with provincial and other government program
 
mana ers, inplanning and imploIenting the new health
serv ces delivery system to serve the village; this should

inclode the setting of service delivery and health status
 
firpot priorities, targets and schedules.
 

3. The pilot service delivery system supported by UNFPA, using
d Community Health Worker (CHW) as coordinator and linkage

between the formal RTG system and village health workers

should be retained with all incumbents of these positions
selected from among appropriate and eligible Hill Tribe
people. 
This will require the RTG to reduce existing

educational requirements for CHW appointees from Grade 10 to
Grade 8 to ensure that adequate numbers of eligible

candidates are available for appointment to CIW posts.

has been suggested that additional educational credit be 

It
 

awarded candidates for their indigenous language capability
and cultural knowledge, since these qualifications for a CHW
job should rank well above general educational attainment,
 

4. Whenever possible to do so, RTG should recruit and train
 
hill tribe people who are appropriately qualified with Grade
12 education, to serve as back-up supervisors to CHW's, i.e.

Sanitarians and Auxiliary Midwivos assigned to back-up

heal'th centerS.
 

5. FP services made available to Hill Tribe people should

include all contraceptive alternatives offered by the NFPP

elsewhore, whether or not the hill 
tribe people initially

elect to use them or not.
 

6. The current hill tribes project team should be considered as
 a special resource to be retained during the course of a
USAIO-supported project. 

B. Initiatives for the Northeast 

As a result of the team's site visits, discussions with the CPS
3 research investigators, and after a review of family planning,
demographic and economic data, a special initiative in the Northeast
appears well-Justified. Even a
cursnry review of information in the
Thailand Population Monograph indicates that it Is the poorest, most
populous rural region ofthe-ingom, and though moving up In
contraceptive prevalence, it still lags behind the Central and Northern
reions. 
The team feels that Increased use of family planning methods
wi I accelorate the progress of other RTG development programs in the
Northeast, but that special approaches may need to be taken that reflect
the size and composition of the population, including Khmer and Lao
minorities, and thn lack, currentl ,,of inadequate resource base which
might provide sufficient local 
support of an accelerated family planning
 
program.
 



-- 

Though the team did not develop a comprehensive list of
activities that should be undertaken in the Northeast, they agree that
priority should be given inallocations of resources, training,
infrastructural support, IE&C and, when appropriate, participant
tranirg. The MO is'
active infamily planning in some provinces in the
region and therefore, close coordination by MOPH with MOI 
--and other
Ministries development programs 
 will need to be planned and
achieved. Likewise, coordinatiot,. 4th PDA and other pertinent privatesector organizations needs to be utwertaken with the possibility ofstrengthening and extending their efforts through financial and

programmatic assistance.
 

It may also be prudent to review approaches that willundertaken in the South to be see if any lend themselves in a general way tothe Northeast. 
For example, an ethnic language glossary will be
developed in the South for use of service providers. This may also be a
proper approach in the Northeat so that service providers know the Lao
and Khmer equivlents of Thai terms.
 

The results of recent research studies and research underway
should also be examined for possible use 
in the design of initiatives in

the Northeast.
 

Recommendation (5.3)
 

1. FHD and USAID reprogrammning of PP II grant and loan funds should
reflect the high priority accorded by the team to hill 
tribes and the
 
Northeast.
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PART SIX
 

I. Beyond Family Planning
 

The current population policy is directed toward increased voluntury
family planning support and, as has been documented in this report, the
NFPP has been extremely competent 1,n establishing and implementing a
successful Kingdom-wide voluntary family planning program. 
Private anO.
voluntary organizations have often pioneered approaches to informing,

educating, recruiting and serving family planning acceptors, efforts
which have also contributed to an extension and strengthening of the
RTG's program. 
Recently, the Ministry of Interior added its considerable
influence, manpower and other resources to further expand access to and
availability of services under the aegis of the provincial administrators.
 

The evaluation team, having reviewed population projections and
other preliminary relevant data, believe that new demographic challenges
will confront the RTG during the 6th Plan period. To meet these

effectively and successfully, resourcefulness, innovativeness, and full
understanding of the demographic implications will be required of policy
maktrs and high-level administrators, so that managers and service

providers can be guided approprfately.
 

As has been described indetail, the WRA will increase by 30during the remainder of this and over the 6th Plan period. Inaddition,
services for continuing acceptors must be provided--and that group grows

larger each year.
 

The evaluation team believes that the magnitude of the challenge
will require the technical and operational resources of Ministries In
addition to MOPH and MOI, 
The current policy framework will need to be
expanded to embrace measures beyond the provision of family planning

services inorder to influence pozitive derographic change.
 

Even now, thert isan agenda of what have been ter.d "second
generation issues"/!which, unless taken up in the remainder of the 5th
 

1_/This list includes: 
 services to peripheral areas and recruitment of

"hand-core" non acceptors, and, unmarried, sexually active young
women and young men; the quality of services# desired method-mix

consistent with the age and parity distribution of the MWRA;
recruitment strategies appropriate to socio/cultural, demographic,

and geographic characteristics; program operations and program

management that acknowledge an increasingly more prominent and
widespread PHC program; capacity to identify, conduct and use
research that is pertinent to important program and service

informational needs; capacity to effectively and completely collectcensus data; and, commodities' needs and how these might be met in
Thailand with effective quality control. 



'PlIan. period.--wil~lo Persst-idi-as-ndesey -ifuec 6-h-Plan-target 
achievement. The team ecominends that these i.ssues be studied, and thefindings applied during strategy selection discussions of the NFPP. 

A'; a further step, the team recoInensp- o ngt vMini 4grui J,,p atIjaontries who oujht 


q1Iarf , b. zo wnf~siam
 
061 1 q6f* ar Aidif A ,., 
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 t 0qyies that have 

.popul ation/famiyp rrlg4,1J,,]iGt,, ;.,R.poYI.r ,,, gmnjd Q ;be Ppol dpPraii n,P0'cy
 

populti on9
~idd~ .,....'~~po 14c adr~e9 'l - .6-C .ff t, ao , -a~t( l£~o ? itO
ip iemern KiHem 'A aIIeyemen r 

s,.q- is 
* ieede'dng

rnt. Pii"a 

can bs ctoniderly u) ime cor atedeiptfro the
gmntesd an 
com o,j 7re,n;i 'f(l- te evalf Lg uati t .] ;4]fr, . tenda ,.sfaoal co -:j-ered, ; ,~:.g. u ti~ e r Wbrking,TtGrohupNtonal Fuaioy- -. i~y 

'p. P. t,to " "@o , D e . ... -­
study.grups and researct.,jpve,s~tiators who: are invol vedl
of in develop~menttFiOp.lation 'po1lJi akgro'undpaper for the. 6th Plan. !1., 

I~I The_.-Ft~reRl'Ro.ef%S _on ,11,9 . ,t PP -, 
re n nns etaiuation, FY 1983 is considered to be 

the first yer f PP II~i~niplemetatfio and sperduilin1982.view of delaysThus,-thei rinitigfive year ­projectproject extens
 
tKi6ugti':FY' 1987,* Which overlaps the first year Of 
 theSitDvepmt 

..... , :eitiu~1 team co. s ,full ywth .the expressed posl ti onof the 
uAIW'Misfor ntlat USAIDiT56&WTr a ass" stance and AID-sup ortedi ntei i , stQ jlep during Plan period forfeseeded..the .Sixth 
perha a,, InitedPW6- Wpoulatiori/familjtlan agnd htier.ige

1dur g'RTGi PYparat'on ' 'for ,theSixt Plan, ai~d' USAID experience durnthegrPain ' of PP II, eVeral. of-the teams r omrnndatin e i 
adres'~r~t kery hecs rV prep'aratoryg workl t~hat mustf begn, lntheleiedlatiou.V,.re (1)mographlci der-to.tabljsh the bases for setting
ol 1on pu6,irc. andsrt gammatlcm1 equlrem nts within the framework of
e
 

studyondvepea FO n~miq// whoarei loandL.pment*lmt lde 
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--. After the--deteri nat-ion-o the -6th-Plan population-growth-rat&target, the contracepti.ye prevalence level that will be required, andspecifical;ion of internal and external resources necessary to achieve
them are riade, it is -the team's speculation 
 that a unique and significant
role for USAID will emerge, although it may be more limited in scope and
cost than PP II. Preliminarily and informally, the MOPH has indicated

that itW411 request USAID assistance (50% loan, 50% grant) for
sterilization and IUD services, training and equipment, and for support
of NGO'S a1id intermediaries. 
 There may also be opportunities for
assistance to follow-on activities of initiatives developed in the third
 
and subsequent years of PP II.
 

The team recognizes that a direct linear relationship between the
demand for increased resources and the estimated 30% increase in MWRA
(1983-1991) neerl not necessarily be assumed. 
Nevertheless, even the full
exploitation or yet unused service capacity in the current NFPP system,
anticipated increases for family planning in the RTG budget and prospectsfor additional external assistance may be inadequate to meet the resource
requirements occasioned by a demographic challenge of this magnitude.
This evaluation suggests that the assumption that a bilateral population
project following PP I will be unnecessary is premature.
 

During deliberations about the level 
and scope of future assistance
 
to Thailand, the team urges USAID and AID to consider factors in addition
to a comparison of Thailand's resource needs with those of developing
countries less advanced in reducing their fertility levels. 
The ongoing
monitoring and evaluation that is implicit in USAID involvement in
bilateral population assistance here permits gaining insights and
experience at a level of program maturity and demographic challenge which
AID is certain to encounter elsewhere in its experience of assistance to
countries less developed than Thailand.
 

Recommendation (6.11)
 

A possible PP III should be weighed against provision of population
assistance through EPD II,supplemented by centrally-funded (AID)
projects. If it appears that the EPD II priorities of the RTG would
 
not permit a sufficient level of bilateral support for
population/family planning, a new project, PP III, might be
 
considered.
 

The rationale for this recommendation rests in part upon the
demographic challenge which Thailand faces in the Sixth Plan period
detailed elsewhere in this report and an admittedly inituitive
 
assessment of the realities of political and budgetary prospects for

significantly increased commitment of resources by the RTG.
 

http:contracepti.ye
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..Appendix.A 
 Persons- Contacted-

MinistrY of Public Health
 

Honorable Marut-Bunnag, Minister
 

Department of Health
 

Dr. Somsak Varakamin, Deputy Director, Department of Health
Dr. Pramook Chanthavimol, Chief Medical Officer, Department of Health
Dr. Prasert Suvannus, Chief Medical Officer, Department of Health
 

Family Health Division 

Dr. Morakot Kornkasem, Director
 
Dr. Suvanee Satayapan, Assistant Director
 
Dr. Nonglak Bunnag, Medical Officer
 
Ms. Patama Bhiromrat, Chief, IE&C Section
Mr. Suthon Panyadi'lok, Chief, Research & Evaluation Section
Mr. Tony Bennett, Advisor, R&E, Columbia University
Ms. Chusie Sujpluem, Chief, Training & Supervision Section
Ms. Thawisomboon Nimnutren, Head, Supervision Sub-section
Ms. Piengchai Sattayut, Head, Training Sub-section

Ms. Penpan Rugsanon, Head, Education Sub-Section
Ms. Nongnuch Boonyakiat, Head, Technical Support Sub-Section
 

Provincial, District and Tambol Health Personnel
 

Nongkhai Provincial Office
 

Dr. Pichaiyo, PCMO
 
Dr. Tongchai, Deputy PCMO
 
Ms. Kanchana Sookpanich, Chief of Health Promotion
Ms. Varaporn, Chief of Family Planning Activities

Ms. Satjee, Chief of Publicity
 

Nongkhai ProvincialHospital
 

Dr. Supa, Director 
Ms. Pojanate, FP Section 

Pak Kat District Office
 

Mr. Kai Phajimtid, DHO

Ms. Ratchinee Kamwanga, Auxiliary Midwife, Nongyong

Ms. Notchiya Ganjana Wongsa, Practical Nurse

Ms. Sompra Tana Kamnsaisang, Auxiliary Midwife
 

:i i-. .. 
- - -
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Boong Karn Districtllsfa 
Dr. Kriengsak, Director 

Director, Health Promotion Section 

Khon Kaen 

Ms. Choompol Polnara, Director, School of Auxiliary Midwifery
Dr. Vanida, Assistant Director, MGH Center 
Dr. Kawee Chaisiri, 
Ms. Chirasak, Chief of Planning 

Ratanaburi District Hospital 

Dr. AiChalee, Acting Director 

Ban Kae Yai Health Center
 

Health Assistant
 

Buriram Provincial Office
 

Dr. Sujchasit, PCMO 
Dr. Prasert, Deputy PCMO
 

Nang Rong District Hospital
 

Dr. Samran, Director
 
Ms. Sanit, Head, Promotion Section
 

Don Mafai Health Center, Ta Pek Tambol
 

Ms. Srivilai, Auxiliary Midwife
 

.Pang Nga Provincial Health Office
 

Dr. Uthai Chindapal, PCMO
 
Ms. Ratri Nanakorn, Head of Family Planning Activities
 
Ms. Imjai, Head, Health Promotion
 
Mr. Anek, Head Planning Section
 
Ms. Malee Sanitphen, Publicity and Training
 

Pang Na Provincial Hospital
 

Dr. Sanchit, Director
 

Bang Sai Community.Hospital
 

Khun Chawewan, Nurse
 
14edical Director
 

, Director, V.D. Clinic
 



Cm Kamiol Health Center 

Nobbring Health Center 

Assistant AM 

Songkla Provincial Health Office 

Dr. Prasit Wanichananda, PCMO
 
Dr. Kanitta Tarawanich, deputy PCMO
 
Mst Chittra Promdej, Health Promotion
 
Ms. Kanitta Nawichananda, Planning and Evaluation 
Mr. Phol, Acting Publicity and Training
Mr. Banchong, Nutrition Section 

Songkla Provincial Hospital
 

Dr. Pai Boon, Director
 
Dr. Praprut, Head of OB/GYN
 

Songkla P.D.A. Branch Office
 

Mr. Cheep Kachornwongs, Coordinator 
Mr. Suriya Yeekhun
 
Mr. Thomchit 

Haad Yai Regional Medical Center 

Dr. Wanno, Acting Director
 
OPD Director
 
FP Nurse
 
Delivery Nurse
 

Chana District Hospital
 

Dr. Amorn Sansuk, Director 
Mr. Teanchai, DHO
 
Ms. Prasarnsuwan, Nurse
 

FaChing Health ."enter 

Khun Somlak, Auxiliary Midwife
 

Pattani Provincial Office
 

Dr. Trivityo Temahivong, PCMO
 
Dr. Chalerinchal Chumeong, Provincial Hospital
 
Mr. Prasit Namsai, DHO, Kokpo District
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Na-Pradee Health Center, Kok-po District 

Ms. Panee Namsai, AI 

Ms. Voranuch, AM
 

Yala
 

Dr. Anan Suleiman, MCH Center Director
 
Ms. Chinda 1hiraphun, Director, School of Auxiliary Midwifery
Ms. Chairi Jinakui, Family Planning Services Director, MCH Center 
Ms. Pannoy Teepasapun, Head, Health Promotion 

Pattalunq Provincial Office 

Dr. Charoen Boonchai , kPCMO 
Dr. Sumroun, Deputy PCMO 
Mr. Surap, D.D.A. Coordinator 

Ban Po Village
 

VHV (
 
VHC's
 
Mooile Funds Sterilization Team
 
Khun Op, PDA distributor
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Central Region

Saraburi ProviiFce 

1. Provincial Health Office 
 Dr. Prakorb Meesomboon, PCIO
 
Dr. Kittisak Klapdee, 
Technical Ac isTant 
Mrs. SrI-u-- i Prakongsaard, 
Chief, ealtti Promotion 
Division 

2. Provincial Hospital Dr. SermsaF Daid:rongrit, O./GYN 

3. District Hospital Dr. Soonthern SrithaNongkae Sub-District: Director of the DistrictHospital
 

4. Health Center

Boaloy Sub-District Mr. T1hawat Thongbai 

health worker at the Boaloy
Health Center, 

Lopburi Province 

1. 	Provincial Heath Office 
 Dr. Prasop Palpai, Technical
 
Assistant

Mr. Chutharac,Chif, Health 
Promotion Division 
Dr. Panya Choenvongse, PCMO
 

2. istrict Hospital 	 Dr. Jeldl 
(Chaibadan District)
 

3. Health Center Mr. KrasaeKoncLhanu Sub-District Midwife 
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Cholburi Province
 

i. 	 Provincial Health Office -	 Dr. Amnuay Uthangkorn, PCMO 

2. 	Cholburi Provincial Hospital - Dr. Kanchanja himannit, Acting 
Directcr cf the Ho..pital 

-	 Dr. Kauchana Kusslasai, OD/GYN 
Dept.Pana.niko ; i rict Hospital 
 -	 Dr. P'any ,r, ipaayakorn 

- Mrs. Krisni ..unth.g, Chief, 
Health Promotion Division 

4. 	 District Health Office -	 Mr. Prakorb Siripon, District 
Pnasnikowi ' i.tricL Health 01 ricer
 

5. 	iBanchera Healr Center 
 -	 Mrs. Panjit Karnchanawat
 

Northern Region
 
Chinuma! Provlnc.­

1. 	Provinciai health Officr -	 Dr. ',ongkol Na Songkhla, Deputy
PCIiO 

2. 	MCH Center, kegion 5 
 - Dr. Pratarn, Director MCH Center 
Region 5 

- Dr. Suwat, Director of MCH 
Hosoital

3. 	 McCormick Hospital -	 Or. :;c'unchom, Director of the 

hospytal
 

-	 Dr. Mc. Daniel 
- M'. 	 Paul Lewis 

4. 	Banpung kealth Center - rs. 
Somboon, Midwife
 

5. 	Provin.'al >WS i al1 - Dr. 	 )UJdndl,,,, O,,'YN Departnent 

Phitsanuloke Provin>, 

1. 	Provincial Health Office 
 Ur. 	"uayj, SPuty 0(M0 
- Mrs. Uu~igjan, haltn Promotion 

Division 
2. 	Phi d fnuloAe Rejional and - Dr. ,tana, U:,IGYN Separtment 

Pro,vncidl &~s,tal 

3. 	Watb at t.istirt Ho;pital 
 -	 Dr. Wajarin 

4. 	Health C-ntr -	 Mrs. Sakorn, Midwife 
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Petchaboon Province 

1. Provincial Health Office - Mrs. Samran, Chief, Health
 
Promotion Division
 

2. Provincial Hospital Dr. Bongkot Jiramethakorn,
 
Director of the provincial
 
hospital
 

3. Crown Prince Loirskao - Dr. JirasakDistrict lospital Mrs. Supan Chindangeon, Health 
Promotion Division 

4. Nasarn Healtn Center 
 - Mrs. Srisuda, midwife
 

5. Village Health Volunteer - Mr. Young Keoyam 



Ministry ...... .
 

Mr. Suchan Pongnud, Deputy 
 Chief of Policy and Planning
 

Songkla, Ministry of Interior
 

Mr. Pranet To-trakul, Deputy Governor
 

Pattani, Ministry of Interior
 

Mr. Pan Chantraparn, Deputy Governor
 

*Ministry of Education, Department of Non-Formal Education 
Dr. Kowit Worapipat, Director General
 
Dr. Somprasong
 

DTEC
 

Khun Kittipan Karnjanapipatkul, Director of AID Division
 

National Institute of Development Administration Research Centre
 

Dr. Peerasit Kainnuansilpa, Assoc. Professor
 

IPSR, Mahidol University
 

Dr. Apichat Chamrat, Associate Professor
 

UNICEF
 

Mr. Dera Sumitra, Programme Planning Officer
 

Japan International Cooperation Agency
 

Mr. Ikufumi Tomimoto, Assistant Resident Representative
 

United Nations Fund for Population Activities
 

Dr. J.S. Parsons, Deputy Representative and Senior Advisor on Population
 

The Population Council
 

Dr. Barnett Baron, Senior Representative, South and East Asia
Dr. Andrew Fisher, Senior Research Associate

Dr. John Stockel, Senior Research Associate
 

Family Planning International Assistance
 

Ms. Mary McGovern, Regional Director, .Asia and Pacific

Ms. Wilda Campbell, Regional Representative

Mr. Shyam Lama, Program Officer
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AVS, International Project
 

Mr. Russeil 
Vogel, Director, Asia Office
 

Planned Parenthooa of Thailand 

Khunying ihhorr, >'sook. PresidentMember of Board of Directors and Staff
Nibhon Dibaval- , LJputY Secretary General
 

PDA
 

Khun Meechai Virvaidya, President
 
Dr. Apichar, 
 moo.. Director
 
Staff nembers
 

ASIN anlrv TAVS 

Arry Sribunritun, TAVS ixecutive DirectorDr. 
Vitur, Sznqsiniten, Vice Presidenz TAVS/ASIN
Dr. Yojth, Sret, 
General TAVS, Treasurer of ASIN 
Dr. D.won .r
 

)embers n toif of
of Hais 
 15,N 

Thai Fertiitweneaan Ansociatrinn
 

Dr. Suporn iuetsawang, 
TFRAlacretary General, 

Vice Presioent, Thai AVS
Director WHO Collaborating Center for Research in
Human Reproduction at Siriraj and Siriraj Family
Planning Research Unit 

DTCP 

Dr. John Woods, Director
 

USA ID/ThaiQnQ
 

Ms. Carcl . Peaslev
 
Mr. Terry T,ffany
 
Mr. Kar'oon Ruvanichje
 
Dr. BashdrA. Ali
Mr. Ki ttiw,
 
Ms. Patrin,;a MQsU.
 

AID/Washington
 

Mr. David Oat, Asia Bureau
 
Mr. Edward Muniak, Asia Bureau

Mr. bill Nance, Thailand Desk Officer
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Appendix C
 

Country Description
 

A. Overview
 

Thailand's land mass is 514,000 square kilometers located on the
Indo-Chinese peninsula, Topographical characteristics divide the country
into 4 regions: the North, the'Northeast, Central, and South.
 

The country is heavily rural 
(over 80%) and agrarian (77%). The
mid-year 1984 total population is estimated to be 50 million, of whom:
 

* 95% are Buddhists, and 4% are Muslim;
 

* 82% are literate;
 

* 75% live above the poverty line;
 

*
most speak Thai, but there are also ethnic dialects and language
reflecting Muslim, hill tribe, Khmer, Lao and .other minority

representation in the population;
 

* 
25% live in dwellings with electricity;
 

* 22% have access to safe water;
 

* 
15% are under 5 years of age, 42% are under 15 years.of age and

3% are aged 65 or older;
 

.
over 60% of the MWRA practice contraception.
 

Regional desparities in resources, population size, and other
characteristics are evident: the Northeast, the poorest region (with 50%
of the poor living there), contains 35%, the largest proportion, of the
Kingdom's population. 
 The South contains 12% of the population and in4

of it14 provinces is 75% Muslim.
 

The estimated crude birth rate in 1984 is 21 based on an estimated

1.05 million live births. 
The crude death rate isestimated to be 7 per
thousand population. These data contribute to an estimated 1.6% growth

rate at the present time.
 

B. 
Government Structure and Political Subdivisions
 

Thailand is a constitutional monarchy. Until recently, most of the
political authority was centralized and government plans and budgets were
developed and programs administered through the Office of the Prime

Minister. 
At present, attempts are being made to decentralize
responsibility for development planning and resource allocation decisions
to villages which are the lowest level of political organization (see
Figure 1.1 for a representation of this decentralized process).
 

http:years.of


Political Subdivisions 

* Level of-Maso
Political 
 Number Population Selecting
Organization of 
 Size 
 Administrators
 

Province 
 73 0.5-1.5 million 
 Governor appointed by
(Changwat) 
 Ministry of Interior
 
District 
 700 
 District Officers
(Amphoe) 
 appointed by Ministry
 

of Interior
 
Sub-district 5,777 
 5,000 Kamnan-elected by

(Tambol) 
 village headmen
 

Village 53,163 
 200-5,000 Headmen-elected by
 

village population
750) 


Source: 
 World Health organization (1983) Thailand Country Presentation,

WHO Southeast Asian Regional Conference on Prmary Health Care,
Pyongyang, DPR Korea, 7-16 September, 1983, p. 2 (mlmeo).
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Appendix D
 

Collection of Recommendations
 

Recommendations (2,V)
 

A. Re. JICA
 
I. Since thePHC Training Centers will be training AM's, VHV's, and
VHC's in PHC topics including family planning and MCH, pertinent
aspects of the MIS, the new targeting approach, and a team approach
to information/education/communication about family planning and
access to services should be pursued for inclusion in the one-week
 

course.
 

2. Ifthere are research topics of interest to MOPH that could be
developed, conducted and documented through the PHC project, there is
good potential for village-based, micro-level studies that could
involve provincial, district and tambol-level personnel indesign,
implementation, analysis, reporting and application 
 Suggested areas
of research include: 
 selected program approaches to non-users or
family planning could be field-tested and evaluated, IE&C materials
for the village-level could be pretested, and tested for
applicability to family planning method acceptance; appropriate
family planning method selection according to the age and parity of
the client might be promoted and acceptance from the provider and
user points of view studied; family planning within PHC could be
studied from the point of view of perceived benefit (by villagers) as
a health service, whether family planning loses or gains prominence
within an integrated system, and how family planning can best be
linked to nutrition, immunization, and diarrheal disease control
programs. 
Since monitoring of PHC components should include family
planning acceptance and continuation, a simple monitoring system
could be designed, piloted and evaluated in one or two of the model

demonstration areas.
 

3. AM IUD kits and midwifery kits may be available through JICA or
JOICFP. 
USAID may be advised to investigate the proposed kit
contribution of the Japanese uuring the period 1984-86 beforeprocuring additional kits. 
A related opportunity is review with JICA
or JOICFP and FHD of the proposed distribution (priority service
sites, campaign areas) of the kits purchased through Japanese or

USAID funds,
 

B. Re. UNFPA
 

1. Examine the potential for and possibility of building on the
UNFPA supported work with hill 
tribes: review the lessons
learned, the needs that have been identified and the approaches
that have been successful, and consider possible use of the
UNFPA-developed hill tribe team to assist in design of a
carefully-phased project, and to manage and technically support a
hill tribe project in family planning at provincial and local
 
levels.
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C. 	Re. UNICEF
 

1. Support FHD involvement with PCMO's and DHO's inpromotion of family

planning within Social Preparation training, and in the development

and 	provision of family planning educational and informational 
materials within the literacy, health and women's development
 
components of the village-level basic services program.
 

2. Pilot and evaluate the effectiveness and use of a village-level
monitoring chart on family planning using mini-survey data collected 
by AM's and VHV's (available in DHO's offices), and targets

established by Village Committees.
 

3. The USAID/H/P/N Officer should meet with the UNICEF Programme

Officer, UNFPA Population Advisor, FHD, and the Rural Health Division
 
to discuss possible collaboration on implementing the family spacing

components of GOBIFF,* and on areas of mutual 
research and evaluation
 
interests concerning family planning within the village-level PHC
 
context.
 

RECOMMENDATION (2.V)
 

The evaluation team concurs fully with the NFPPs expressed intent to
 
encourage expanded involvement of the private sector in the pursuit

of Thailand's demographic goals. We therefore strongly recommend
 
that support of the private sector activities be continued both in
 
the reprograning of remaining PP 11 funds and by encouraging the
 
supoort by AID/W of centrally funded intermediaries whose projects in
 
Thailand are supportive of NFPP goals.
 

Recommendations (3) 

1. Study permanent vs. temporary method use and preference among women
 
30 years old and above as a basis for formulating strategies to
 
Increase permanent method use in this age group.
 

2. Study/confirm team findings on factors contributing to continuation 
rates such as: switching, campaign pressure, temporary absence of 
husbands, aging child-spacers who discontinue temporary methods for a 
permanent method, and other user behaviors. 

3. 	 Consider a scientifically justifiable rate cf 1.2%as the growth rate 
target for the 6th Plan. 

4. 	 Study and establish a Justified ratio of permanent to temporary
methods and the optimal distribution of temporary methods among new 
acceptors for the 6th Plan period. 

5. 	 Maintain awareness of the large cohort coming into the reproductive
ago group Inplanning for services and method-mix during the 6th Plan 
period, 
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6. Document actual costs for a new and a continuing acceptor for each
.temporary-method and actual-cost for providing-a-permanent-method/per.
 
acceptor. These pef unit costs need to be reflected against desired

method mix and method prevalence to achieve growth rates of 1.2 and

1.0%, and contraceptive prevalence rates of 70, 75, and 80%.
 

Recommendation (4.LA)
 

A special YOPH/MOI technical level working group be established for
 
the purpose of joint planning and coordination of policy
implementation matters including centrdlly initiated and/or directed
 
development projects impacting upon the field service delivery system

land the central provision of technical and administrative support
for the field and that regularly scheduled (and ad hoc) meetings be

held throughokt the year to ensure close collaboration and
 
coordinatiun between the two Ministries.
 

2. MOPH incollaboration with the private sector should provide

provincial-level presentations to development Ministries' personnel

on the contribtion of family planning to demographic change, and on
 
other elements that affect population growth.
 

Recommendations (4.I.B)
 

1. The team has recoamended that a management review be made. 
 Itis
 
hoped that the effects of seemingly vertical sub-project management

will be studied, and that the process for actively sharing and using

experience and data across projects, sub-projects and sections will
 
be examined.
 

2. The format of F1i1's annual implementation plans for PP I, require

revision inorder to show more clearly: the PP IIEOP objective that

is being addressed by each pertinent sub-projects description and the
 
means for coordinating these discrete pieces; the achievement toward
 
the EOP objective that 
has already been made, and, any departures
from or proposed changes to PP IIthat are Indicated inthe proposed

implementation plan. This conceptual change in format together with
 
the proposed administrative format chinges (to be described in Part

5) should lead to greater ease inmonitoring and annual internal
 
evaluation.
 

Recommendations (4.1C..)
 

1. The NFPP should encourage greater community participation in the
 
program planning and target setting process, with emphasis on the

training and supervision of fieldworkers in the use of
 
household/family and village data.
 

*A UNICEF-coined acronym that represents the major UNICEF program

emphases: 
 growth monitoring, oral rehydration, breast-feeding,

immunization, family spacing, fedtale education.
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2. The NFPP should consider shifting to the use of contraceptive_.. . ....prevaleaceraes int0ad' fonlyacceptor rates as performance 
targets in the future.
 

3. Mhni-management studies of program management policies, procedures
and practices at provincial, district and tambol levels of theservice delivery system be funded under the PP II Project and
conducted by qualified public sector management analysts,

organization and methods specialists or industrial engineers, to

identify and documert the higher quality management practices thathave evolved among the many natural experiments" inmanagement

practice occurring throughout Thailand, and that such studies produce
management policy and procedure guidelines In the foim of a reference
 
manual for use inmanagement training and supervision, and for the
 purpose of upgrading management practices among those districts and

provinces where such practices remain weak.
 

4. A procedures reference manual (or sections of a PHC procedures

manual) for planning the use of FP resources and the provision of FP
services at the district level and below, should be developed, field
tested, published, and used in the future for orientation, trainingand supervisory quality control purposes; the development of this
manual should be a joint project of MOPHI and MOI, and placed under 
the direction of' qualified provincial level officials.
 

5. Investigation should be made of the most adequate, efficient,

effective and affordable staffing pattern of health centers,

particularly in the lowest performance districts.
 

Recommendations (4.1.D)
 

1. A thorough review be conducted as soon as possible of the NIDA MIS
design proposal for FHD including some limited testing of it using

real work activity data ina program manage-ment situation, to assess
relevance and utility of the proposed system before wide scale
 
introduction occurs.
 

2. Technical assistance be provided to the NFPP, either through the PP
I Project or through centrally funded AID contracts, to assist the

NFPP and FHD indeveloping a comprehensive strategy and long-term

development plan for a comprehensive nation-wide MIS to adequately

serve the future needs of the NFPP; that such plan include detailed
 
time-line and resource requirements.
 

3. At least 4 pilot projects be funded under the PP IIProject to design
and test hierarchal decentralized approaches to FP information system
development including: 

a. Utilizat on of .a village and tambol up""bottom approach to data
gathering and reporting, which includes a re-orientation from

counting new and old iccoptors, to monitoring continuation and
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prevalince, and; utilization of data at each organizational level 

~of service deli'Very by supervi sors.and" managers 'for planning, 

­

target setting managing and evaluating FP services. 

b. 	A pilot project be conducted in each of the following diverse
 
situations to properly test and assess the appropriateness and
 
practically of a "bottom up" approach to information system

devel opment:
 

1) 	A hfgh performance district in a high performance province. 

2) 	A high performance district in a low performance province.
 

3) 	A low performance district in a high performance province.
 

4) 	A low performance district in a low performance province.
 

4. 	Technical assistance, training and other resources be given to the
 
Planning and Evaluation Sections of PCF#O offices to upgrade

capability in data processing, analysis and use of data to improve

and further develop the Information system needed for planning,

management and evaluation of FP service delivery.
 

5. A sub-section for data processing be formally organized and started
 
within the existing Research and Evaluation Section of FHD to provide

for: improved management and accountability over central data
 
processing for NFPP; additional 
resources as needed and appropriate

specialization; quality control and oversight for NFPP MIS
 
development.
 

6. 	The R/E Advisor's tour of duty be extended through the remaining life
 
of the PP II Project, to assist with the design and management of the

pilot projects recommended above, and to implement a long-term

development strategy for a comprehensive MIS and a program evaluation
 
system to serve NFPP needs.
 

Recommendations (4.1.F)
 

1. 	The following recent recommendations of the CDC Consultants be
 
implemented by FHD at the earliest possible time in order not to lose
 
the development momentum now established for the commodity management
 
system:
 

a. A ranking official should be given overall responsibility and
 
accountabilty for operation of the entire logistics system.

Logically, this individual would have training in business
 
administration with experience in logistics and distribution
 
systems.
 

b. 	An Individual should be given clear responsibility for
 
implementation of the computerized logistics monitoring system.
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c. Following the proposed tentative implementation schedule..
.......... .
described~ab6dV " USAID shotid schedule meetings at milestone
dates to assess the progress in implementation, modify theschedule as needed, and schedule needed additional technical
assistance from CDC and other outside consultants.
 

d. A plan for making provincial level staff aware of the uses of
output data should be developed. 
This could be accomplished
through (a)formalized training, (b)presentations at meetings,
(e)on-site traini'ng, and/or on-the-job training through mailed

critiques of monsn.y outputs.
 

2. An additional $16,OuO be earmarked for further development of theCommodity Management System during the 3rd Project Year, which wouldincrease the total Project Plan amount needed for this component by
$14,422, from $56,000 to $81,422.
 

3. CDC consultants should continue to be used in further design of the
commodity management system, including the application of economic
order quantity methods Inestablishing guidelines for procurement
scheduling and supply re-distribution among the various echelons of
the national system. They should also assist in preparation of a
procedures reference manual for use intraining and supervisory
quality control of supply management staff at all appropriate levels
of the cummodity management system.
 

4. FHD should follow-up its December 1983 directive to PCMO's on the
availability and use of the approved 3 formulations (and 4 brands) oforal contraceptives, by preparing and distributing the proposed
manual of instructions on the use of the various formulations (andbrands), and by monitoring the commodity supply system to ensure he
storage availability and use of the different formulations (andbrands) at all appropriate service outlets and storage points.
 
5. A review be conducted of present and future needs for medical kits
(IUD and sterilization) and efforts be made to initiate additional
procurement actions during the 2nd Project Year ifnecessary to
ensure full availability as early as possible in the 3rd Project
Year. Consideration should be given to the direct assignment oftkits
to personnel at the time they are trained to Use them, rather thanthe allocation of kits to Provincial Health Offices for use bypersonnel 
at lower levels of the system.
 

6. Funds be reallocated to increase the $686,OCO of PP IIProject Loan
funds previously budgeted for procurement of medical kits for use
during the remainder of the 2nd Project Year and during the 3rd
Project Year to increase kit procurement to a level more commensurate
with need. As suggested earlier, USAID may wish to confer with JICA
and FHD on this matter before committing funds.
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7. 	Th.e NFPP, either through-the..P. Project 
 donors-.or-both
.or ,other
provlaadditionai transportation and IEC equipment support to
district and health-center workers; and, make contribution to the
RTG's revolving fund to support the purchase and provision of
additional motorcycles and other types of transport vehicles to
district, and health center workers involved in FP services, and
which are subsequently purchased by the workers through pay check
deductions which replenish the revolving fund.
 

Recommendations (4.11.B)
 

A. 	Management of Service Delivery
 

1. 	As a goal, efforts should be continued in promoting more adequate
staffing of tambol health centers to achieve a minimum of 2
female health workers for every health center at the earliest
possible time, particularly in the lowest performance districts,but the financial and staffing implications are considerable and
should be studied as should the existing utilization of health
 
centers.
 

2. 	Greater utilization be made of district hospital nursing staff in
the technical supervision of FP and MCH services delivered by
tambol 
health center staff and a more formal matrix supervisory
structure should be established at the district level to
accommodate joint MOI administrative and MOPH technical
supervisory responsibility for delivery of FP and MCH services.
 

3. 	Mini-management studies of program management
policies,,procedures and practices at provincial, district and
tambol levels of the service delivery system be funded under the
PP II Project and conducted by qualified public sector management
analysts, organization and methods specialists or industrial
engineers, to identify and document the higher quality management
practices that have evolved among the many "natural experiments"
inmanagement practice occurring throughout Thailand. 
Such
studies should produce management policy and procedure guidelines
in the form of a reference manual for use in management training
and supervision, and for the purpose of upgrading management
practices among those districts and provinces where such

practices remain weak.
 

4. 	The NFPP, either through the PP II Project or other donors, or
both, should provide additional transportation and IEC equipment
support to district and health center workers; and make
contribution to the RTG's revolving fund to support the purchase
and provision of additional motorcycles and other types of
transport vehicles to district and health center workers involved
in FP services, and which are subsequently purchased by the
workers through pay check deductions which replenish the
 
revolving fund.
 



Recommendations (4.11.8)
 

B. 	 Temporary Methods ' 

1. Greater attention should be paid to the quality of oral

contraceptive service in general, and to the training and
supervision of VHV's and other village level distributors in
screening of clients and instruting In oral contraceptive
practice.
 

2. Norplant, when available as a commodity, should be added to the
method-mix. High priority isaccorded comnodity purchase through

USAW1 loati funds.
 

3. 	Investigation should be made of the perceptions and attitudes of
service providers that affect uptake and continuation of servicesby ethnic minorities. 
These findings should be disseminated and
discussed within FHD, and ifnegative should be acted on.
 

C. 	Permanent Methods
 

1. Replication of the successful mobile laparoscopy service in
Pattalung should be considered in other areas where a suitably
trained physician is available and the demand for female
 
sterlization justifies its provision at the village level.
 

2. 	Inaddition to procurement of adequate nunbers of VSC kits,

special attention should be given to the reliability and source
of procurement of instruments in order to assure high quality and

safety in VSC services.
 

3. 	Training and equipment for laparoscopic VSC should be provided to

those provincial and regional hospitals which have physicians

with the requisite experience and training inobstetrics and
 
gynecology.
 

4. The MOPH should explore the potential of NGO's involved in VSCservice delivery for a larger roln in the training of physicians
in surgical ccntraception.
 

5. NGO increased participation in servi(;es and training could be 
Lguided by FHD's information on VSC service and training gaps.
ikewise, NGO's training otitputs should he documented and
forwarded to FH as to location and numbers of trainees to assure
complementhrity with FHf's mronitoring of training and service 
projections. 

6. Variability In the effectiveness of the intensified VascctenyPromotion Campaign in different peovinces should be carefully
evaluated to ascertain thj relationhin of cliant resistance and
the effectiveness and cost of the various IE& promoti~n
strategies or) program perfomance. 
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Recommendations (4.IN) 

- -Immediate " ..-.. . 

a. The FHD should heavily promote implementation of the MOPH policy

permitting trained AM's and NM's to insert IUD's and administer
 
DMPA injections.
 

b. IUD kits should be provided to every trained AM.
 

1. A review should be conducted of presf nt and future needs for 
kits (IUD and sterilization) and efforts be made to initiate 
additional procurement actions during the 2nd Project Year if 
necessary to ensure full availability as early as possible
in the 3rd Project Year; and consideration should be given to 
the direct assignment of kits to personnel at the time they 
are trained rather than allocating kits to Provincial Health 
Offices for use by personnel at lower levels of the system. 

2. AM IUD kits and midwifery kits may be available through JICA
 
or JOICFP. ISAID may be advised to investigate the proposed

kit contribution of the Japanese during the period, 1984-86,

before procuring additional kits. A related opportunity is
 
review with JICA or JOICFP and FHD of the proposed

distribution (priority service sites, campaign areas) of the
 
kits purchased through Japanese or USAID funds.
 

c. Provincial-level update training on insertion of the multiload
 
IUD and removal of IUD's should be scheduled for AM's who
 
received IUD insertion training prior to 1983.
 

d. Provincial-level two-day DMPA injection demonstrations should bp

scheduled for AM's.
 

e. Review should be made of the AM basic curriculum for potential of
 
including IUD insertion and DMPA training.
 

f. A needs assessment of teaching and training materials, aids and
 
models should be conducted in all Schools of Midwifery and MCH
 
Centers. USAID loan funds should be made available for purchase

of items that are directly related to strengthening of the family

planning teaching and training programs in the Schools and
 
Centers ifJapanese funds are not available for this purpose.

Similarly, transportation needs for AM students and for AMs and
 
NMs who are trainees should be made to facilitate full use of
 
practica sites. 

g. An inventory of AM's and AM's technical supervisors'
transportation needs should be made and funds should be sought tosupport purchase of motorcycles for AM's, and vehicles for
technical supervision, perhaps through JICA. 
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h, {he instructional design/visuals preparation needs of the
Training .Supervislon and -Education: Section should be'exmi n 'dbythe 	IE&C program manager, and USAID funds should be made
available to support a sub-contract for development andpreparation of necessary materials if that is the recommended
option for meeting existing and projected needs.
 

i. Health Centers with an insufficient supply of family planning
client education materials should be stocked with the mostrecently developed posters, brochures, pamphlets and flip charts. 

2. 	Over the Next Year
 

a. Conduct the following and if technical assistance isnecessary,
 
USAID should seek to provide it (through intermediaries) in:
 
1. 	Provincial-level manpower needs assessments and 	 review and/or

development of training plans in "lagging provinces" first,

and other provinces, subsequently. These should be updated
 
on an annual basis, thereafter.
 

2. An efficiency study to determine whether Health Centers with

trained AM's working under supportive provincial family

planning policies are being used at optimal levels and, where

appropriate, identification of barriers that impede optimal
 
use.
 

3. Development of a comprehensive and systematic training

evaluation and monitoring system that is keyed to

provincial-level manpower needs assessment and training plans

and to training impacts on service availability.
 

4. 	 Review of the use of MCH regional training centers for health 
center team training and if feasible, design and piloting of 
a curriculum emphasizing a team approach to family planning

service delivery.
 

5. 	Establishment of several pilot areas for a peer review 
supervisory system, arid comparison of AM performance and
achievement in those areas with AM performance and
 
achievement insimilar service areas using a 
traditional
 
supervisory system.
 

6. Conduct an AM task analysis that can be used during

development of comprehensive training plans.
 

b. 	Investigate the potential for family planning training of
practical nurses assigned to health centers in provinces that 
have demonstrated capability for IUD insertion training.
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c.,Review the proposed initiative to train 80 Ais in vasectomy: are
they. the. appropriate, acceptabe-source of-service? does-the--­
demand for vasectomy indicate that AMs should be trained? will 
the legal restriction be lifted on the basis of one study of 20 
AMs? 

d. 	 Since the PHC Regional Training Centers will be training AM's, 
VHV's, and VHC's in PHC topics including FP/MCH, aspects of the 
MIS, the new targeting approach, and a team approach to provision 
of information/education/communication about family planning and 
access to services should be pursued for inclusion in the 
one-week course.
 

e. 	Greater utilization be made of district hospital nursing staff in
 
the technical supervision of FP and MCH services delivered by

tambol health center staff.
 

f. 	A more formal matrix supervisory structure bp established at the
 
district level to accommodate joint MOI administrative and MOPH
 
technical supervisory responsibility for delivery of FP and MCH
 
services.
 

g. Participant training opportunities should be identified for
 
provincial-level staffs, and -- if appropriate -- for staff of 
the T/S/E Section in development of training evaluation systems,
 
and management of training systems.
 

D. Recommended IE&C activities in support of the achievement of
 
these objectives are as follows (by objective):
 

1. Two activities are recommended for immediate implementation: 
organization of joint observation visits to provinces with MOI-sponsored 
campaigns with OPP/MOI staff, and documentation of campaign experience in 
five or six provinces in summary form for circulation to Governors and 
PCMO's. Further, support inthe form of supplementary funds for 
provincial campaigns initiated by Governors should be channelled through
the FHD to PCMOIs. The preparation of a handbook for MOI officials on 
population and development issues and basic demography is also strongly 
recommended.
 

2. and 3. Recommended activities Include: the revision of all
 
materials on temporary methods, except the IUD, to provide up-to-date 
problem-oriented information; strengthening of the counselling function
 
at the Health Center level by the preparation and distribution of a
 
handbook for health personnel on problems of temporary methods, screening
 
procedures to identify potential switchers to permanent methods, and the 
child-spacing concept; revision of materials on permanent methods and the 
IUD, all of which have been recently revised, in three years' time; a 
contingency for the possible promotion of Norplant. 



4. The development of an overall strategy for empahsis on the
Northeast is recommended to the_ FHD ..IE&C aspects. of..this emphassswould
 
include additional funds for MO! campaigns in the Northeast, technicalassistance for the planning and implementation of campaigns, development
of radio spots in the Northeastern dialect, and television spots that 
support the strategy to be developed.
 

5. The special emphasis on the South has two components: four
Thai Muslim provinces and four low prevalence Thai Buddhist provinces.
The Thai Muslim provinces are the subject of a comprehersive project
which has already been funded by UNFPA. The plan calls merely for

implementation of that project. For the Thai Buddhist provinces,

increasing assistance from FHD staff for the implementation of district

level campaigns is recommended. These campaigns will emphasize female 
sterlization and injectables.
 

6. All existing MCH materials will be reviewed and revised for
 
inclusion of the child-spacing concept.
 

7. To begin to reach the ldrge pre-marr i age age group that will
become the young married couples of the Sixth Plan period, a handbook on
family life will be prepared for adolescents that includes the basics of 
human reproduction and contraception and promotes the two-child family
and delaying the age of marriage. 

8. The two-child family concept will be integrated into all 
media and materials under revision ard reconmiended for promotion by the 
MOil 

9. Emphasis will be placed on developing working relationships

with the Departments of Labour and Public Welfare which have factory
workers, slum dwellers, and hilltribes as their target groups.
 

10. IE&C activities for the hill'tribes are currently being
discussed in the context of a USAID-supporteo project for the 
hilltribes. The nature of such activitieis has not been clearly defined 
as yet, but funds will be made available for special information programs
for hilltribes thro:gh this proposed project. 

11. The IPR section will assist the FHD Training Section to
facilitate the commercial production of training alas in strengthen
training programs for heal th personnel. 

The financial implications of this list of activities for donor

assistance are summarized in Annex 4.1. Requests for assistance from 
foreign donors are for prototype development or materials rovision by
connercial sources, purchase of broadcast time, suport for the new 
initiatives of the MOI, or the hilltribes. The two former items are
difficult to fund within the context of existing Government regulations
and the two later items are high priority Government activities. 
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In addition to activities carried out ... by the NFPP direc.tly, ..support for private and voluntary organizatidoi i-s recommended: namely,continued and increasei supoort for the successful program of vasectomypromotion and service delivery by PDA; support for PPAT to develop
further its program of in-school family life education; and support for
TAS to participate in provincial MOI campaigns.
 

Recommendations (4.IV)
 

Recommendations for USAIDLSupport to Other Organizations
 

I. The Population and Development Association has had notable success in
the promotion of vasectomies. 
 These successful efforts should be
encouraged. 
As an aspect of USAID's present support for NFPP
vasectumy campaigns, funds could be allocated to PDA for vasectomy

IEC and service delivery.
 

2. The Planned Parenthood Association of Thailand is inthe vanguard on
sex education for adolescents. This initiative could be extended and
expanded to a 
program of in-school family life education. USAID
support for the development of such a program is recommended.
 

3. The Thai Association for Voluntary Sterilization can lend some
publicity and service delivery support to sterilization activities that
are part of 4OI campaigns. 
 USAID funding for such support is recommended.
 

RECOMMENDATIONS (4.V.. and 3)
 
1. During the remaining life of the PP II Project, USAID funds not be
used to support the conduct of topical research studies aimed at
questions of effectiveness only.
 
2. The number of desired research studies under the PP IIProject should
be reduced and focused more on questions of efficiency and
cost-effectiveness.
 

3. The process for engendering and reviewing research proposals should
be lengthier and more detailed inrecognition of the time-consuming

tasks that are 
involved.
 

4. The 1FPP should set a 
policy agenda for research and specify the
 areas of research that are of high priority.
 
a. Research ideas should be sought from FHD Sections (based on their
needs) and from provincial-level staff, as well as from other
 

sources; and
 

b. The R/E Section, especially, should be used as a 
resource during
the construction of the research agenda#
 



5. The Research Working Group's role, its decision-Igmaking boundaries,
 
- and-its placenent-on, the organizationa -chart should b6e clarified. 

6. 	Consideration should be given to the addition of two PCMO's to the 
Croup. 

7. 	Technical assistance inproposal development and r,4earch from Thai
consultants' methods should be provided to interested and pertinent
peripheral university units and sections of provlncial-level offices
 
or other related entities inorder to widen and deepen the pool of
research capability, and to obtain a greater number of sound
proposbls from provinces outside Bangkok. 
At a minimum, this
technical assistance should be given at the work-site of the
 
prospective research investigator, and could be preceded by a
workshop to present the annual research agenda, introduce the
 
required protocol/forms, and give practice in translating

operational problems and issues into research questions.
 

8. 	FHD capability to document, store, retrieve, transmit and/or teach
the knowledge derived from research findings should be

strengthened. PCMO's should be requested to include intheir
training and staff meeting activities essential information
 
disseminated by the FHD on research findings; and when appropriate,

the Training Section incollaboration with the Research and
 
Evaluation Section of FHD should prepare teaching aids for use by
provinces and lower organizational levels In transmitting the

results of research studies.
 

9. 	The FHD Research and Evaluation Section should continue to be

strengthened through additional resour,.es Including additional
authorized permanent positions and further in-service training of
 
Its staff to develop the competence needed to shift its orientation
from 	topical 
research and evaluation to the design, implementation,

technical backstopping and management of a comprehensive national
 
program evaluation system serving all organization levels of the

NFPP, from the village level upwards.
 

10. 	Standardized procedures for conducting on-going FP program

evaluation at all organizational levels of the NFPP should be
prepared, published and distributed for use in training and
supervisory quality control 
 The production of these materials
 
should be funded under PP Ii.
 

11. 	 Ifthere are research topics of interest to tho-MOPH that could be

developed, conducted and documented through the Regional PHC
Training Centers there isgood potential for village-based,

micro-level studies that could involve provincial, district and
tambol-level personnel in design, implementation and analysis,

reporting and application. Suggested studies include: selected 
pro ram approaches to non-users of family planning could befield-tested and evaluated; IE&C materials for the villag-level 

http:resour,.es
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cOUd be pretested,
+,+++,method 	 and tested for relevance tfamyflfljflg: 
. -,.cce .anc+.;.. ap. .r p i t ma'rft 	 e Ilof the Clieht might be vaneot i,-mi' n ~ g i_ ...according to age and
Pri 	o tecle moit bevpromoted and acceptance from.the
provider.and user points ofv.ew studied; family planning within PHCcould be studied; from 	the point of view of perceived benefit (byvillagers) as 
a
health service; whether family planning loses or
gains prominence within an integrated system; and how family
planning can best be linked to nutrition, immunization,diarrheal 	 anddisease control programs. Since monitoring of PHC
components should include family planning acceptance and
continuation, a simple monitoring system could be designed, pilotedand evaluated inone or two PHC model demonstration areas Staffing
patterns and cost issues might also be studied.
 

12. 	The R/E advisor's tour of duty should be extended through the
remaining life of PP I to assist with the design and management of
pilot projects and implementing a 
long-term development strategy for
a comprehensive MIS and a 
program evaluation system to serve NFPP

needs.
 

13. 
 The R/E staff and senior staff inFHD should review the range of
findings across all studies to identify linkaqes among findings, and
use service and evaluation data to amplify/elaborate on, confirm or
raise questions about study findings. 
 This 	review may also serve to
identify needs for further research.
 
14. 	 Consideration should be given to providing funds to the Population
Council for the purpose of conducting key research studies to
support future NFPP policy formulation aimed at "second generation"


issues.
 

RECOMNENDATIONS (4.V.4) 
1. 	The utilization of NIDA to provide technical assistance to FHD in
applying and using OR techniques, and in training of FHD staff in
application of OR techniques, should be discontinued upon completion
of the existing sub-contract which Isalready funded.
 
2. 
Population Council, after translating Its excellent and practical
Operations Research training manual Into Thai 
 should provide a
series of one-week workshops for PHD and provincial level officials
to train them in basic Ok knowledge and skills sufficient to enable
them 	to design and conduct unsophisticated OR studies. 
Remaining
uncommitted funds for OR application should be made available for


this purpose.
 
3. 	Hereafter a broader definition of "Operations Research" should beused 	in order not to exclude simple, more practical and
cost-effective research methods (as contrasted to classical OR
mathematical modeling) which often have wider application and
greater utility in solving 
 problems involving the improvement of
 



service delivery
/ 	 tci ie~ and cos ;-effeitdvene-s e.g.

urjul cio a-it-hon s-teOchniques, and­

industrial engineorinq
 

Recwendatton for Evaluation ofIE&C Hestaqes
 

1. 	 By adding to reglotidl CPS (4)or through conducting special message

studies, the irpact of tarqeted IE&( tiessages should be examined, by
 
age cohort, especially or nae opic of: the small family norm;

child spacfng as a t &oth'onefit, the acceDtabi ty of
 
steriI1atton at thc e.mcnoion ~ - l...,'y ze, and, which
 
sterillztion (vactot' er T.L.) imthc4 istore acceptable. Men's
 
attitudes towrrd vasectinmy as acteptable fcr themselves and as a
method to stabilize oseired Ifamily size should also be examined 

R-ecomendat i ons (5(!11)
 

1. 	Project co.pcnents, octivities and sub-activities under both grant

and loan categories should bt systematially code numbered for easy

reference and control prpoSes, and that identical code numbers 
should be retainee from year to year to provide a reliable audit
tril for project irpl#.entitlon monitoring and financial ninagement
that will relate project act.ivltias ck to th original Project
Paper, subsequent amenments, if any, to that poper, and to annual 
project implenrenratton plans; 

2. 	 Further improvepn ts ir rontent ind forvat of (le Annual Project
Implementation Pl, should be introd~iced with the 3rd Project Year,
to ease the turden of subequont year plal preparatlon, and to 
facilitate monitoring _nd coordination of project Implementation
activities. i3e, Arriexes 5.1 ahd 5.2 for proposed formtts.)
 

3. 	Written quarterly p,oqre -epot%, ihould be routinely prepared by 
persons as1ignid r O1i tity for implementation of various
project activtios ,i ub-octivIties for use by anfor officials in 
monitoring impi t.int ess; and the reports should bei,1)n pr

standardized in a fon',t -o, atible with the detailed Annual Project
Implementation iar.! to Nirclit'.te rviow and anolysis of 
implementation profr.- , tee AnnexoE 5.3 trd 5.4 for proposed
formats for quarterly repoi c. 

4. 	 Quarterly project ffn; nc1;** reports prcpy,,rod by USAI[ should be 
re-forvted according t, h cvde numbering Iystem and
Implementatl,3n planiinn iwi t reconviended aoove, in order that 
monitoring cf eltul Fia vIl p~rfwrmAnce n planned financial 
perfonmoincoe ba)e iLA for hoth {'AIV ,no RT5 officials, at
 
considerable sav1ng n lim
afrr and resources.
 

5. 	kegularly scheleOd nr~l; t Wtletti n Prm;rL- review meetings
shoul 	i be held q 
 b&is tor 4hi prpoe of reviewing 
written qtisarrvly .di g inrfor'r.tMtin gua
 

http:Nirclit'.te
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implementation 
 fficials, senior adminietrators and 
." onor
 
-. representatives;- &igi.i01-.in.fiss-ues an.- problems on a timely basis.
 

6. 
All technical edvisors/consultants serving the PP IT Project however
omployed snould be requIred to prepare and submit to FHD and USAID a
monthly (or trip) technical assistance report using the following

format:
 

(1)Past iilnh (or trip) technical assistance activities and output$*
 
(2)Delays inProject Implementation (ifany).
 

(3)Other I.sues/Problefts in Project Implementation.
 

(4)Next month (or trip) proposed technical assistance activities
 
and output.
 

Recomendation (5.V)
 

1. FHD and USAID reprogromming of PP IIgrant and loan funds should
reflect the high priority accorded by the team to hill tribes and

the f~ortheast.
 

Recommendation (6.II)
 

A possible PP III should be weighed against provision of population
assistance through EPD I1o suppleDnentod by centrally-funded (AID)
projects. 
 IfIt appears that the EPD 1I priorities of the RTG would
not permit a sufficient level of bilateral support for
population/family planning, a 
new project, PP 111, might be

considered.
 

The rationale foi- this recommendation rests inpart upon the
demographic challenge which Thatland faces in the Sixth Plan period
detailed elsewhere in this report and an admittedly inituitive
assessmnent of the realities of political and budqetary prospects forsignificantly Increased commitrient of resources by the RTG. 
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... Policy Guidance for
 

Fanily PlannIng Promotion and Support Project 

of the Ministry of the Interior 

1. Principle and Rationale
 

The Government has recognized the fiportance of the rapid population
growth problem as being a serious obstacle in the national development
and included the population planning in the national economic and social 
development plan since the third one. In1976 family planning work was 
included in the National Farily Planning Program under responsibility of 
the Ministry of Public Health. The implementation of the program has
 
been found successful in accordance with the targets set, However, the '.,
 
need for family planning to slow down the population growth still exists
 
and the work must be carried out in an accelerated manner inevery
 
locality, because the reduced population gorwth rate isnot commensurate
 
with the national economic and social growth.
 

Therefore, the 11inistry of the Interior has established the family'
 
planning work as part of the Ministry's policy which reads "Promote and
 
support to have family planning widely practicd so that rural people

will have families of appropriate sizes which isanother way of lessening
 
the poverty problem."
 

The MOI family planning promotion Is intended to increase the
 
effectiveness of planned parenthood in terms of number of accoptors and
 
contraception of high efficiency so as 0 enable rural people to achieve 
the proper size of family and to make it lead to the real ability of.,
 
boiling down the poverty problcm.
 

2.1 To promote and suppo"t the family planning operation so tViat it 
Is in harmony with the pnpulatiCet policy under the 5th National Economic 
an Social Dovelopment Plan (1982-986) in the light of reducing the 
population grosth rate to 1.5 percent when Ue plan comes to an end in 
1986.
 

2.2 To promote and support the faolly planning service operations of
 
the Ministty of Public Health and r1he1
private sector organizations in
 
terms of increasing the nurber of sorvite acceptors thoroughly In every
 
area,
 



i 
*2.3 To oncourage and'support rural people to have knowledge and 
,understanding which will lead to family plannning piactlce, inclusive of 

the developmentL of quit ty of Itfe. 

2.4 To encourage and support people to be fond of having only 2 
chi 1dren. 

. 3. Roles and Nities of Agencies under NJ 

* To achieve the objectives of family planning operation the roles of 
agencies under the Ministry of.the Interior may be divided into 2 levels 
as follows: 

3.1 Central Level: The agencies are charged with duties to. 
establish policies, principles and broad operational guidelines and to 
provide infcrmation support for the effectiveness of planning. Agencies 
directly concerned are: Office of tie Permanent Secretary of the 
Interior, Department of Local Administration, Departrent of Community 
Development, Office of Accelerated Rural Development, Department of 
Public Welfare, Department of Police (Dorder Patrol Police) and Office of' 
Policy and Planning. Agencies indirectly concerned are other departments 
and state enterprises under the direction of the Ministry of Interior. 

3.2 Provincial Level: Provincial governors and district officers 
play direct roles inbeing responsible. for improvement of the program at 
the provincial and district levels, mobilization of all forces and funds 
from both thie public sector and private sector for use in motivating and 
seeking persons to accept contraceptive services according to the target, 
assignment oF health personnel to deliver services in remote areas and 
specific' rural zones as well as mobile service units with definite 
target, and dlrettion to have the operation carried out in accordance 
with the program and target at the, district, tambon and village levels in 
a thorough manner. 

4. Tar et Grou of Populition 

Fecund women (aged 15-44 years) and husbands. " 

5. Area of OperatU on 

The VmIly Planning Promotion and Support Project will be implemented 
all over the couwry with area divided into 3 categorio:. 

5.1 General rural area 

5.2 Sp0c1fii rifral area coiprisIsing: 

I5.2.1 Population groups dwelling in remote rural arba, 

{ r 
i C 



5.2.2 Population group having specific characteristics,
 
different in,respect to belief, i.e., 
Thai Musllm group in southern
 
border provinces,
 

5.2.3 Populatoh. group having different way of life, Le,,
 
hill tribal people.
 

5.3 Urban and slum area
 

6, Guidelines for Operation
 

1. Guidelines for.Operation in General Rural Area
 

Family planning is determined to be an important part of the
 
rural development with operating plan formulated in harmony and
 
integration with the economic and social development to suit.conditi ons, 
 .
 
of the area.
 

I.I Survey tocollect data in target areas by family in order
 
to learn economic status, number of children, opinion and needs for
 
family planning so that they can be used in setting target in the plan
 
fomulation,
 

1.1.1 Hold meeting of related persons of all levels.
 

1.1.2 Clearl'y designate target areas where the project
 
will be launched.
 

1.1.3 Appoint operating committees at the provincial,
 
,district and subdistrict levels.
 

1.1.4 Determine duration and-target of the operatioh, at
 
every level in a definite manner.
 

1.1.5 Determine duration of monitoring and evaluation.
 

1.2 Give basic knowledge concerning family planning and its
 
benefits towards development of qudlity of life to general people with 
emphasis stressed on target groups per paragraph 4.
 

1.2.1 Encourage people, e.g., women groups,, voluntary

housewives group,, Lion clubs, Rotary clubs, provincial red cross
 
societies and other related private a';sociations, etc., to play roles and
 
participate in the program as much as possible.
 

1.2.2 Constitute integrated activity, such &s rendering

health care services along with assistance in various forms at'the same
 
time.
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1.3 Do all types"of public relations to give knowledge and
 
understanding in family planning to the people for the purpose of
 

* 	 encouraging the attitude of acceptance which will lead to voluntary 
adoptioii along with public relations of 'family planning services of the . 
Ministry of Public Health and private sector organization, covering all. 
areas of operation.
 

1.3.1 Request for cooperation from local mass media and.
 
broadcasting stations in diffusing knowledge and braodcasting radio
 
programs that emphasize essential points on population and planned
 
parenthood with a stress on situation of the province.
 

1.3.2 Insert article on population and planned
 
parenthood at various meetings as well as the training course designed
 
for the people under every project.
 

1.3.3 Charge personnel of the 4 major ministries with
 
duties to diffuse information and knowledge' of family planning as well as
 
motivate people in target groups to accept the services.
 

1.3.4 Ask for cooperation from local entertainers/actors
 
to insert in their local performances some essential points to support
 
,the family planning and population operations.
 

2. 	Guidelines for Operation in Specific Rural Area
 

2.1 Population Groups Dlelling in Remote Rural Area
 

2.1,1 Promote and support village development committee and
 
tambon council to take part in formulating family planning service
 
delivery plan in an earnest manner, surveying to find service acceptors,
 
giving informa.tion and motivating people to accept the services.
 

2.1.2 Promote accessibility to primary health care service
 
with emphasis on family planning by providing for village healthj post
 
volunteers and health communicators and regard them as mechanisms ini the
 
village-level organization for the development and administrotion.
 

2.1.3 Provide mobile service units from public and private
 
sector organizations to visit the area from time to time. 
 * 

2.1.4 •Push and support integrAtion of family planning work, 
with other development projects with clear target and activities, . . 
offering opportunity for people's participation in the promotion, e.g. in 
pond excavation - size of pond or budget for excavation should depend on 
the collective rate of contraception of such vfllage,. in case of funding 
support the applicant must practice contraception or belong to';.family 
practicing, etc.
 

. 4 



2.1.5 Promole dissemination of family planning knowledge to

build up concept of occeptabiity and adoption thru folk entertainment


S-programs with emphasis on fun, e.g., Molt Ram, Manohra, etc. 

2.2 Thai Mosle m Group in Southern iarde!"-vinces" 

2.2.1 Encourage religious leaders and people to have
understanding in policy, principle and method of family planning by meansof public relations, psychological operations as well as to exchange

ideas with lcaders of the some religion in other localities who achieve
 
success In family planning.
 

2.2.2 Develop people's organizations with emphasis opparticipation of tambon council and village committee members in playing
 
earnest roles in attacking problemns on primary health-care and family
 
planning.
 

2.2.3 Encourage Thai Moslem women to turn to practice modern 
 ,
contraceptive rethods which are of high effectiveness and not in conflict
 
with theIr belief, in lieu of the traditiona' ones.
 

2.2.4 Initiate diffusion of knowledge and motivation of 
target group population to adopt longer childbirth intervals to cope with
 
the families' economic and social conditions.
 

2.3 Hill TribPeole 

2.3.1 Take drastic action to require hill tribal people to
dwell stationarily and stop moving around by means of improving

agricultural system and giving knooledge on modern farming so as to
 
increase production on the same land cultivated.
 

2.3.2 Change value on having nany children for use as farm
hands, working thru social leaders or hill tribe group leaders.
 

20.3 Promiote primary health care services with emphasis on
family planning to be thoroughly promoted by encouraging public 'and,

private organizations to provide such service, usino volunteers and
 
mobile units.
 

7. ethod of Oration 

Under the Famni ly Planning Promotion and Support Project of M401
 
gidelines are deterjifned at 3 levels:
 

#-

I 
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1 Provincial Lev 1. 
., Appoint a provincial level committee on family planning

operation chaired by the provincial governor with chiefs of relatedprovincial agencies as, members. 'The connnittee has duties to:' 

1.1 Study and analyze'statistical data concerning populationand attitude towards family planning foi- development into part of the
provincial rural .development plan; 

1.2 Set target regarding population and family planningoperations at the provincial level, e.g., population growth -target andacceptors number target to be set in agreement with ea.ch other, etc.;
 

1.3 Formulate work plans to achieve the target of number ofacceptors on the bases of district, tambon and village in harmony with 
one another; 


.. 

1.4 Establish measures and strategies for motivating not onlythe people to support and accept family planning'servlce but also all
staff who should be motivated by high ranking superiors well;as 

1.5 Determine public relations strategies in wide scope to beconducted thru mats media, radio and television on a regular basis as
well as stage exhibition from time to time and use folk entertaining
facilities as media to promote people's underst.anding;
 

1.6 Work in coordination and cooperation with operationalpersonnel at the district level and encourage the private sector to
earnestly participate, particularly health care services; . 

1.7 Develop plan to attack the problems inadequate service$ andinaccessibility to 
target groups of people, by mobilizing and dispatch

mobile units from public and private sector organizations in response to" 
requests of district level agencies and to slum areas;
 

1.8 Mobilize funds to support the project by means of ietting

aside funds in the localities, e.g., provincial administrative
organization, municipality, sanitary district, support from the private
sector, etc.; and 

1.9 Monitor and evaluate the project to make sure that theoperation by the district office is -­carried out in a continual manner 
the monitoring and evaluationbeing required to be carried out regularly
 
or every month.,
 

.'­
. - . -' 
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2. District Level 

Assign the district officer to be responsible for the family'
 
planning project at the district level ahd to have duties to study and
 
analyze statistical data regarding population, target'population groups
 
and conditions of place of operation for development into part of the 
district rural development plan. He shall be-required to:
 

2.1 Hold meetings of chiefs of district agencies, officials as 
well as Kamman and village headmen to explain the policies and operating 
guidelines for further implementation of the policy towards target 
population groups in tambon and villages; 

2..2 Formulate project and set target for each year's operation
 
in a clear manner; 

2.3 Mobilize manpower' resources for the opearation, to be 
thoroughly carried out in all localities in terms of motivati'ng .target 
group population to visualize the importance of family palnning and
 
accept.the services; ,
 

2.4 Arrange a central point where people can accept the
 
services, not less than once a month, if at all possible, a family
 
planning service center should be set up at very tambon to facilitate
 
acceptors;
 

2.5 Dispatch mobile units regularly to specific rural areas
 
which, in addition to family planning service delivery, other services as
 
maybe deemed appropraite can be provided to the people at the same time;.
 

2.6 Carry out Other development activities in an integrated
 
manner, e.g.,-occupation promotion, medical service, welfare services,
 
activities which may lead to development of quality of life of people.in 
Tambon and villages, etc.; and 

2.7 Collect data concerning family planning at the tampon and
 
village level and render on progress, problems and obstacles to the"
 
province onthe monthly basis.
 

3. Tambon and Vil lage1vel 
3.1 Promote and'support the Tambon council and village 

comnittes to take part in planning, disseminating information and play 
role in motivating target group population to accept family planning 
services in a serious manner until the tambon'development plan can be 
formulated with coverage of population and family planning operations. 

http:people.in
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312 Encourage Tocal 
leaders to initiate and coordinate work 'in
organizing wooen groups and occupational groups inorder t6 receive
'family planning knowledge and to play actual role in attackingbasic

health problems in their tambon and villages,
 

8. Funding Support. 

Funding support is derived from 3 sources:
 

* 8.1 From 'local adminis'trative-budget, provincial administrative

,organization, municipality and sanitary district to be allocated inaccordance -with their capabilities andapproprlateness; . 

8.2 
 From directly related government agencies asper paragraph 3.;and 
 , A 

8.3 From fund set up by contributions 6f the private sector and-

foreign organizations.
 

9. Project Evaluation 

In order to know the.progress, problem, obstacles and continuation of 
the project as well as to facilitate the improvement of targets of,population and-family planning col lectively 'the' fol lowing actions shal l
be taken:
 

1.
1 Assign the provincial office or provincial public health office
 
to collect data on 
family planning at the provincial level.
 

2. Assign the Office of Policy and Planning to collect dataconcerning this project from all provinces and to take responsibilityin.coordinating work between the provinces, and MO and between MO and MOPH, 
3. Arrange to have a research and evaluation of the overall familyplanning project conducted by universities, . 

10.OExpected Outcome 

11 Family planning practice will be widely adopted thereby,
-increasing effectiveness of the 
 family' planning operation, both in termsof number of acceptors and highly efficient means of contraception. 

2. Families in rural areas will arrive at appropriate size of
family thereby leading to actual' reduction -of poverty problem.A 


3. The National Family Planning Program will be strengthenedthereby lowering the national population growth ra-te down to 1.5 per cent
in late 1986. 
 A A 4 
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