Chapter3 ~ PUBLIC HEALTH DEVELOPMENT

3.1 Existing Conditions of Public Health in Thailand

© 3.1.4 Health Status

- (1) Basic Health Indicators

Thailand isina period of epidemiological transition. Whilé povert'y—re!ate'd. diseases stich -
as infectious diseases and matnutrition have dramatically decreased, injuries and non- -
- communicable diseases have been increasing, Due to rapid economic growth during the
past decades, a rise inincome levels and changesin life-style have had a great impact on
' changihg disease pattern. Three leading causes of death in Thailand are (1) heart

. diseases, (ii) accident and poisoning; and (iii) cancer. As Thailand moves toward more

* rapid mdustnahzalion chronic d1seases and acc1dems are likely to become more
: prevalent '

. Table 23.1 'shows.the_major health indicators in Thailand. Statistics such as life

_expectancy,  infant mortality rate (IMR), crude birth rate, and inaternal mortality rate
indicate improvement in public health in the last decades. Achievements in population
_policy have resulted in'an increase in the elderly population and a decrease in the labor
force. At the same time, changcs in social values such as consumptlon behavior,
-working competmon and transition from an extended family to a nuclear fam:ly, have
caused ‘social problems related to mental health, drugs, and crime. Acudenls suicide,
- murder, drug addiction, méntal health disorders, occupat:onal health, and HIV./ AIDS
will be high-priority health problems in the near future.

Compariton of Health Status and Finandng’ in Asian :Counirics' (1992)
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Although health indicators have improved rapidly in Thailand, the rates indicated in the
above table are still worse than those of other Asian developing countries. Countries
such as Sri Lanka and the People's Repubtic of China have devoted less budget to the
health sector but have beiter health status than Thailand.

(2) HIV/AIDS

' Thailand has the largest number of reported AIDS patients in Southeast Asia as the

following table indicates. AIDS was first reported in Thailand in 1984 in’ honiosexual
males.” Since then, a total 036,629 cases has been reported (by the end of March 1996),
© Estimated HIV infections in Thailand were 700,000 in 1995 accordmg to official data,
- and will be 1.3 million by 2000 and 2.2 million by 2010 accordmg to a projection by
NESDB. |

ALBS and N1V [.nfeﬂions in Southeast Asian Counfries (as of Dcc, 1995)

Country Reporied AIDS Estimnated HIV
. : Cases Infections
Thailand . |- 29,090 : 700,000 -
India 2,095 1,500,000
Myanmar 570 . 400,000

* Vietnam ' 233 200,000

t Philippines - L2200 19,000

Singapore M5, 1,000

The'predominént modes of HIV lransmissio_n in the late lQSOsiwcrc homOsexdal_ity and
intravenous drug use. :Today. it is clear that HIV has spread rapidly'ﬁ;oin' the brigi_n:ai
- high-risk population into the general population, In 1995, 42.6 per cent of total AIDS
patients were general \ﬁorke(s'; i:lcluding factory and construction workers. A dramatic
increase of HIV infections among houéeines and girlfriends of men’ who visit
~ tommercial sex workers is a major focus of concesn, Its growing magnitude is tragically
- reflected by the fact that 2.2 per cenl of pregnant women attending ante-natal care clinics
in June 1995 tested HIV positive. The number of AIDS widows and lhé'r'\umber of
vertlcal HIV transmissions from mothers to their infants have been i mcreasmg Also
abandonment of orphans related to HIV/AIDS is a critical social problem

In '1991 the Thai government launched a national AIDS campaign through all kinds of
media. A national survey in 1995 showed that around 80 per cent of the adult population
kaow about AID& its transmission, and how to prevent HIV. However, there is still a
wide gap between knowledge of risk and the practice of safer sexual behavior.



3.1.2 Health Resources

(1) Health Services

The health service system in Thailand can be simply categorized into three types: (i) the
Government sector, which includes the Ministry of Public Health (MOPH) and other
governmeatal agencies, {ii) non-governmental orgamizations, and (iii) the private sector.
Public hospitals accounted for 76.7 per cent of the total number of beds and 67, 3 pcr
cent of the total number of hospitals in 1993.

- Referral System of MOPH Hospitals in Thailaﬁd (1994)

Types of hospital ~ No. of hospitals ~ No.ofbeds  No. of doctors - - Population Coverage

Regional Hospital 17 500 to 1000 - - 300,000 to 1,000,000
Provincial Hospital 175 150 to 500 - £ 300,000 to 1,000,000
- Community Hospital 706 1010120 lto 11 - 50,000 to 100,000

- Health Center 8699 0103 © - none 5,000 to 10,000
o R : {nurse, midwife, '
' juninr sanitation).'

In the pubhc sector, the MOPH hospitals prowde services lhrough a three-tiered health

' dehvery system as indicated above. Incach of the 7,159 tambons (subdistricts), there is
at least onc health center which is staffed by.a technical nurse, midwife, and junior

_ sanitation They prowde primary care such as emergency treatment 1m1mm1zahon _
essential dmgs delivery, and dental heailh They also support communlly development
and the anary Health Care program, whtch is operated by village health volunteers,
village committees, and housewafe groups in each vnllage In: 1994 572,172 people
served as health volunteers.. There ar¢ several Village hmds such as Revolving Drug
Funds Sanitation Funds, Nutrition Funds, and Health Card l*uncis that are managed at
the v:ilage level.

Almost 92 per cent of the nation's districts have a co:mminily hospital that is responsible
for pmwdmg comprehenswe curative care, health. promotion, prevenl:on and
rehabilitation.  Most of the provincial hospitals, tocated in each provmce have
specnahsts and: arc fully eqmpped also all kinds of medlcal pcrsonnel are avaltable '
Complicated and severe cases are generally referred to the regional hospual or umversnly
hospital in each region, but are often referred to large specml hospnals i Bangkok or
private hospitals in the region at the request of patients.
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" As for the private sector, the number of private hospital beds and clinics has nearly
~ doubled during the past decades. Increasing demand for high quality medical services
has stimulated the growth of private hospitalsin proportion to increases inincome level.
Private hospitals and clinics are concentrated in urban areas, especially in the BMA.

Distribution of Heatth Resources in Thailand (1991)

per cent

Region No of physicians Noof hospitat beds  percentof

_of tolal tolal
. Bangkok 5,832 45.6 18,804 238
* " Vicinity of Bangkok 609 4.3 3,154 4.0
©: Central ' 421 33 . 4,916 6.2
~ Eastern 633 53 6,252 7.9
Westetn 515 4.0 - 5,470 6.9
Northeastern 1,818 142 - 15,668 198
Northern 1,747 13.6 14,787 18.7
Southera 1,179 9.2 10,105 12.8

| (2) Health Manpbwef

 Thaitand has 12 public medical schools and one private school graduating 1,000 per year
in total. There are SO pub'lic nursiﬁg schools and nine private schools which préduce
5 000 nurses every year: Since the number of doctors and nurses keeps i mcreasmg, their
numbers pef populatmn have lmproved as the following table presents

- Heallh Personinel per Population

1980 1991 1993

: : 1988 . 19%0 - 1992
Physician 4,832 4,361 4,500 4,425 1,282 4,260
‘Dentist 32,585 26,316 24,656 23 530 21 497 - 20,841
Nurse 1,065 962 - 929 i 888 828 788

However, there is a wide gap in distribution of health manpower between urbat and
rura! areas. In addition, due to the wide salary difterential between public and private
hospitals, an unprecedented outflow of doctors, dentists, and other health personnel has
“occurred {from the public to the private séctor  Salaries in private hospitals are at least
double those of pubhc hospltals The pcrcentage of dentists workmg in the pnvate
seclor is said to have reached 50 to 60 per cent. “The figures in the table below show -

much smalles pcrceulages: due to lmderrepomng_

" Per cent of Health Personned in the Private Sector

Personnel: | - 1938 1989 1950 - - 1991 1992 1993
- Physicians 9.45 1412 15.47 18.01 19.04 18.62
© Dentists 13.59 .45 20.08 22.59 24,20 23.54
"Nurses | 635 836 8.62 9.58 10.1% 10.40
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This "brain-drain” from the public to the private sector is an urgent concern because
private hospitals are not under the control of MOPH at present. '

(3) Health Insurance

Health security in Thailand is based on a mixture of two approaches: (i) public assistance
to the indigent, and (ii) social insurance by pooling resources and risks among
"individuals. The existing health insurance and health welfare schemes can be categorized
“into four main groups as Table 2.3. 2 summanzes '

(i) public assistance to mdlgents (the poor, the e!derly over 60, chlldren

under 12); .

(i) health benefits for government workers (civil servant medical benefit
; scheme); |

(iif) . compulsory health insurance (social security scheme); and

(iv) vo!untary health insurance (heallh card and pnvate msurance)

The targest scheme is public assist'an_cc to low-income individuals, which covers 21 per
cent of the total population. The administration of health security is not yet efficient,
“because there are such problems as double counting in the target groups. Also the
fimited administrative capacity of the social Secbrily schere dictates that the insured can
use only one hospital with which he or she has a contract. Moreover, nearly 30 per cent
of the total population i is not covered by any health security schemes in 1996.

3.2 Existing Conditions of Public Health in the WSB
3.2.1 Basic Health Indicators in the WSB
§)) POp_u_iatiOri and Family Planning

Due mainly to the achievement of family plaining programs, population growth rates in
the WSB have alréédy decreased betow 1 per'cent except for Chumphon, while the ::
*“national average was 1.1 per cent in 1995 (Table 2.3.3). Of married- women of
childbearing age, 74 per cent usé'd_ contraception and the total fertility rate (number of
children per woman) was 1.95 in Thailand. In the WSB the contraceplion rate is
relatively higher than the national average, ranging from 66.0 per cent in Chumphon to
76.9 per cent in Prachuap Khirikhan and 85.2 per cent in Samut Songkhram. Popular
family planning methods are the pill and injection, both of which account for more than
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20 per cent in most provinces. Sterilization and the 1UD are also prevalent, but the use
of condoms is around 5 per cent.

(2) Basic Human Necds

- Basic minimum needs such as water, latrine, and nutrition seem better provided in the
WSB than the national average. The average pércentage of households with clean
drinking water in the Study Area is 88.8 per cent while the national average is 87.7 per

“cent. - The ratio of households in the WSB having a sanitary latrine is 94.8 per

- _cent, which is’one percentage ‘point higher than  the national average. However,

“households which ns’e'piped water comprise around $ per cent of the total and more than
half of the houscholds still use rain water for drinking in some provinces. ~ As for
vaccination coverage for children under one year, there is a wide disparity across
provinces. The coverage for BCG is 100 per cent in Ratchaburi aid Chumpon but only
87.9 per cent in Samut Songkhram. '

3) Migration'

The reduction of the population growth rate has affected the age structure in the Study

Area. Working-age pcfsons inthe Siudj; Area often move to urban areas like Bangkok. -
The percentage of the 'populatioﬁ aver 60 years old varies from 12.4 per cent in Samut B
Songkhram, 11.3 per cent in Petchaburi, and 8.3 per cent in Chumphaon, but in allofthe -
provinces the proponimjs are higher than the natidnal ave’rage (7.3 per cent). -

Although the rate of natural population increase rate in the WSB has decreased rapidly, .
migration from other regions to the WSB is remarkable. Agricultural labor force from
the Northeast and the North migrate to both mdusmal and agricultural areas in the Study
Area; some setile down, but others move on to other places within few months or few
years. In Petchaburi, for example, both in-migrants and out-migrants have started
increasing aﬂer 1988. The share of the total number of in-migrants and out- mlgranls to -
total populauon was 10 to 15 per cent f‘rom 1988 to 1994, '

(4) lnfanl Mortality Raté
Infant moriality rate, one of the most important health indicators, has already declined
and was 25 per 1,000 live births in the whole Kingdom in 1995, accordiiig to an

~ estimation by MOPH. However, infant mortalily rates in the Study Area showa in the
table below are much lower than that because of problems in statistical recording. Since
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some of the birth and death registfalions ar¢ still underreported to provincial health
offices, many studies and surveys have shown widely varying infant mottality rates in
different regions in Thailand.

However, available data indicate infant mortality rate (IMR) trends in the WSB. IMR
has started 1o increase in some provinces because of vertical transmission of HIV from
mother to children. The prevalence rate of HIV among pregnant women is rapidly
increasing all over the Kingdom, but is especially high in some WSB provinces like
~ Prachuap Khirikhan and Petchaburi. - On the other hand, the reported IMR is increasing
in some provinces like Kanchanaburi as the accuracy of statistics has been improved
only recently. Improvement of the health information system should be considered.

Infant Mortality Rate in the Slud) Arca
{unit: per 1,000 h\ebmhs)
S 1991 1992 1993 1994 1995
Kanchanabiri 189 323 0 412 410 466

Ratchaburi - 122 518 754 15
Sarimf Songkram. - - - - - 7.06
© Petchaburi © 540 772 1158 -934.-976¢
Prachuap Khirikh © 535 384 815 615 549

Chumphon . 2319 506 0 457 951 158

3.2.2 Mortality and Morbidity

Table 2.3.4 pfcscnls the top ten leading causes of death'o'fﬁciallly f'eported in the Stady
Area. - Ini all provinces, heart disease, all forms of cancer, resplratory system disease,
“and iraﬂ;c accidents are leadmg causes of death ' :

' Top Threé Causcs of Death in the WSB (1995)

Province 1 : .2 _ 3

Kanchanaburi Heart disease . Traffic accident  Cancer

Ratchaburi - | Heart discase Respiratory chscasc Cancer

Samut Songkhram | Heart failure  ~~ Cancer - Respiratory infection
‘Phétchaburi - |Heartdisease - Trafficaccident ~ Cancer _
‘Prachuap Khirikhary Senitity © Trafficaccident  Heast discase

- Chuniphon " | Traffic accident  ° Heartdiseasc -~ Cancer

(1) Traftic Accidents

A striking difference from the national trend of mortality is the rapid increase in tratlic
accidents in the WSB, especially in the southent WSB provinces along Route 4. The
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nllajoiity of accidents occur on highways and in urban areas. The mortality rate (per
100,000 population) from traffic accidents in the WSB is higher than the national
average according to MOPH data. In 1995, 1,308 people were killed in traffic accidents
in the region. Prachuap Khirikhan had the highest number of fatalities because Route 4,
the Jong north-south artery in the WSB, had only onclane at present in some sections,
Most of the fatalities are motorcycle accidents as motorcycles account for 74 per cent of
the vehicles in the region. Most motorcyclists drive over the speed limit without wearing
a helmet. Some truck drivers are drunk, and some others use drugs such as
- amphetamines. -

Emergency medical services, ace not sufficient although Thailand is at the top of list of
accident rates when compared to its neighbors and other industrialized countries. Every
public hospital in the regicn has a emergency room and ambutances, but ambulances
which often do not have cardiovascular equipment are used only for transferrihg
patients from onc hospital to another.

(2) _Comnmhiéabl_a Discases

- Major con_lmunicable' diseases, especially those that could be prevented by vaccines,

“have caused less mortatity and morbidity m Thailand. However, some of these diseases
can still be found on the list of leading causes of death and morbidity. “Table 2.3.5
indicates the leading causes of morbidity in the WSB. Diarrhlea is by far the highest
“cause of rhorbidily in all six provinces. EDiarrh,e_a and food poiso_nihg have not yet been
‘reduced due lo environmemél problems related to sanitation, ¢.g., hygienic latrine, safe '
drihking water, and food sanitation. Malaria is still an important cause of death in some
mountainous provinces such as Kanchanaburi. 'Although the mortality rate from malaria
has been reduced, the morbidity rate still fuctuates up and down,

(3) Diseases Imported by Migrants from Myanmar |

Inareas along the bordcf with Myanmar, the morbidity of malaria, filariasis, and leprosy |
is increasing because illegal Myanmar workers import these infectious diseases. Since
- there are very few bﬂ'l_cial statistics on il_legél workers, their exact number in the'r’egion'
is unknown, ‘However, records by the Prachuap Khirikhan Provincial Health Office
- show that they have many Myanmar patiémé, both in mountainous and seaside areas,
- because they come to work in the region as farmers, fisherfolk, factory workers, and
prostitutes. In 1994 and 1995, 745 foreign workers were checked for mataria by a local
malaria station and niore than 85 per cent tested positive. Also in community hospitals
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along the border in Kanchanaburi and Chumphon, half of patients are from Myanmar,
The increase of foreign workers is a financial burden because most cannot pay medical
costs out of the pocket.

Number of Myanmar Patients in Hospitals in Prachuap Khirikkan (1995)

Community - No of Myanmar Paticnts _ No. of
Hospital ' | Malaria Cases

Burmese | . Peguan i Karen | Total _
Hua Hin* - - - 223 3 -
Kuiburi 8 - 7 5] o2
Thapsakac 88 ' P 116 4 208 . - 164
Barig Saphan 81 - 199 - 180 -
BangSaphan-Noi 5 14 - 19 1

* 1994 data : '

" (4) Opportunistic Infections in AIDS Patients

' The incidence of infectious discases has fallen in Thailand, but mortalily and morbidity. .
- from tuberculosis and other infectious diseases are increasing in the WSB because of -
opporiunishc infections in AIDS, patients. “Thus, mortahty rates from these mfectious
d;seascs have started to mcrease agam in Ratchaburi, Pétchaburi, and Chumphon

'3.2;3 HIVIAIDS

_ Accordmg to the HIV sentinel survelllauce carried out by the MOPH every six months
Phayao and Chicng Mal in the North, Rayong along the: Easlern Seaboard and

Petchaburi and Prachuap Khirikhan in the WSB are the most critical provmces in the
HIV epldennc. ‘These data a provide valuable indication of the levels of mv infection
among five different groups in all- 76 provinces in Thailand. The results of the sentinel
sutveillance for June 1995 showing the top seven provinces in three grollpé are shown in
the following iable, . which indicates that S0me provmces in the WSB have very. hlgh_

“infection tevels. The country médians of each group are 17.8 per cent for prosmutes 8.1
per cent for male STD, and 2.3 per cent for prcgnanl women :
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Top Sevea Provinces in MV Infection in Specific Groups
(Sentinel Surveillance, June 1995)

Prostitules Male STD* paticnls Pregnant woinen
1 | Karchanaburi (49.33 per Phayao (42.86 per cent) | Phrae (9.86 per cent)
cent)
2 | Phayao (44.58) Petchaburi (25.00) Phayao (8.38)
3 | Nan {44.00) Chiengmai (24.47) Maehongsorn (7.98)
4 | Ratchaburi (34.71) Pathumtani(23.53) Rayong (7.82)
5 | Lampang (34.21) ] Nakonratcahseina (23.1) | Chiengnai (6.95)
G | Nan {33.95) Nan {19.00) PrachuapKhirikhan (6. 00)
7 { Prachuap Khirikhan (32.86)} Ratchaburi (18.52) Petchaburi (4.38)

* STD (sexually transmitted discases)

Table 2.3.6 shows the number of A1DS patients in the WSB. In 1995 there were 544
~ patients in Ratchaburi, 501 in Phetchabusi, 418 in Kanchanaburi, 239 in Prachuap
Khirikhan, 218 in Chumphon, and 147 in Samut Songkhram. The data on the number of
AIDS patients per population indicate that the WSB ranks as the third highest ‘i

o prevalence of lhe d;sease

Neof A‘IDS Paticats per Popu!aiio’n by Region (as of Apr. 1996) :

~_Rank - Regiont No. of AIDS Patients per Populallcn
-1 Nomth _ L17
2 " Bast (ESB) .83
3 WSB : 10.72
1 BMR o 046
5 South o : 0.33
6 Northeast a 0.21
Average of Kingdom _ _ 0.58

Analysis of the number of AIDS patients by risk factor (Table 2.3.7) shows that 79.5 per
cent of HIV infections in the Study Arca are allributed to sexual fransmission. Although
dccreasﬁng, infections among Injection Drug Users (IDU) remains high in the region.
The average percentage of IDU in the region is 9.6 per cent, which is higher than the
national average of 7.1 per cent, espéciall_y in Chumphon, where it accounts for 20'per
cent of total cases. A rapid increase in HIV infections has also been nated for vertibal '
transmission from mothers to children (5.2 per cent in the WSB). A large number of |
Thal housewwes face the risk of Hv mf‘ecuon frot sex with their husbands or sex |
partiers. . Women Oﬂen lack control over their- ‘sexual life and have dlﬂlculty in
. persuading their husbands to use a condom. - Since the plll aiid injection have been the
most popular contraception methods in Thailand for several decades, couples still dislike -
use of the condom even though they have knowledge of AIDS.

Table 2.3.8 indicates that genesal fabor (including factory workers and construction
~ workers) and farmiers are the majorily oceupations of AIDS patients in the Study Area.
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The customers of low-priced prostitutes and 1DUs come from these occupational
groups. It is noted that brothels are often located near construction sites and factories.
The WSB region is absorbing a high number of migrants from other regions such as the
North and the Northeast who work as wage laborers and have low educational levels,
Fisherfolk are also among the high risk group in the WSB because they often go to
low-priced brothels after working offshore for a long time. Tt is likely that more than
half of the fishermen in the WSB are from Myanmar,

: 3.2.4 Occupational Health

The Thai economy has undergone a dramatic _structurai change from an agricultural

economy with moie people now involved in industrial sectors such as textiles,
“electronics, and food processing. As a result, the number of repo'n_ed cases of -
*_occupational injuries and diseases has increased sharply year by year. in 1993 mor¢ than
! 156,000 accidents occurred in 34,772 workplaces in the whole Kingdoni. ' The rate of

industrial accidents was 40 per 1 ,000 workers, while the fatality rate is 25 per 100,000

\.\}'orkers In fact, as many as 5 to 10 tnmes more accidents are said 10 occur, w1th '

underreporting due to the limited coverage of the Workmens Compensation Fund
~(WCF). The general industrial accident rate in Thailand i IS also high. Serious accidents
such as chemical explosions, the overturning of construction cranes, and the collapse of
buildings and construction scaﬂoldmg havc become social problems

g Tivo thirds of the total Thai labor foi‘ce' engaged in agriculture are outside the scope of
 the protective provisions of labor laws, although the incidence of pesticide poisoning is
much greater than that of occupational diseases in the industrial sector.

In the WSB, as Table 2.3.9 shows, Ratchaburi and Kanchanaburi have a larger number
of labor accidents because they have more factories than other provinces. More than 95
per cent of the factories in the region have fess than 50 workers. In Ratchaburi, the most
_ ? potentially dangerous lndustnes are steel, ceramics, - and food . proceqsmg In -
" Kanchanaburi, the food processing, constmcuon ‘and hotel mdusmes often have serious
accidents. Among many kinds of causes of labor acmdents machines are onc of the .
- worst causes because they often lead to_senous accidents such as those mvolw_ng organ
losses.

Table 2.3.10 indicates the number of fatalities and disabililies by labor accidents in the
region.  Aftention should be paid to work scheduling because there are many night



~ workers in a three-shift system. Risks relating to safety at work such as sleepiness or
difficulty in machine repair are oflen observed at night. However, due to the severe
shortage of labor inspectors, who assess the importance of occupational hazards and
improvement of working conditions, the number of inspected establishments is less than
10 per cent in the Western region (Table 2.3.11).

Most factories in the region are small-scale enterprises which do not have well-
organized safety control measures. Sincé managers have paid little attention to health
and safety, more than half in the WSB have rejected inspection by provincial health
 officers. " Although there is little data on environmental health, the negative impact on

heaith of air and water pollution is already a great concern for people living near
“industrial areas. In some areas, residents near industrial estates have stopped drinking
" rain water because they consider it polluted, but the provincial health oftices have no

authority 1o force enterprises to improve the situation. In addition, the number of

occupational doctors is definitely short, though diagnosis of occupational diseases
 requires technical knowledge. |

3.2,5 Heaith Services and Manpower
(1) l{ealth Personnel -

Provinces in the WSB lack health personnel, especially doctors, in compa:rison with
other regions. ' ‘ L

- .'_Dnciors per populélion by province and re.gion_

- Province Dactors per Popnlation Regibn "Doctors per Population
Kanchanaburi 1: 9,615 Northeast 1: 10,‘740
Ratchaburi - 1384 - WSB L 740
‘Samut Songkhram 1: 6,323 _ North L 6318
Petchaburi - 1:9,209 South 105968
_Prachuap Khirikhan 1: 7,050 : Central 15,548

: Chusiaphdn ’ : N e 8,655 : Bangkok 1: 913

~ Average in the WSB I: 7;44:1 o Average in Thailand I 4;295

The number of hospitals in the WSB is sufficient because atrost all districts have one
* communily hospital (Table 2.3.12). However, as the table above shows, the Study Area
has significantly lower levels of health personnel in comparison with other regions (Table
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2.3.13). Even in Ratchaburi, the only province in the region whose figure is better than
the national average, the number of docters in community hospitals is insuflicient at the
district level, The standard for doctors in comnwnity hospitals, given by MOPH,
indicates that a community hospital with 30 beds should have five doctors while in reality
only one to three doctors work in one community hospital. The target number of doctors
© for community hospital in Chumpon, for example, is 66, but they have only 27 doctors in
* the province. Doctors in community hospitals have to see about 200 out patients per day;
in addition to inpatients and a night shift every few days. The shorlage of phy3101ans in
the Sludy Areais cnttcai ' '

The new graduates from public medical schools are now obligated by MOPH to work in -
rural public hospila'!s for three years. However, after working for three yearé, they tend
to move to urban areas like Bangkok or to private hospitals. The WSB has no medical

~ schoots and only three public nursing colleges. The distance from Bangkok is another
~* obstacle in attracting doctors, especially in the southern part of the WSB.

' (2) Private/Public Mix .

 The Thal hea]lh care syslem has a plurahsuc pubhc!pnvate mix in both the delivery of :
care and financmg The govcmment adopts a laissez-faire policy toward private
providers. Private prowdcrs, which already account for 21. 9 per cent of total bedsin the
WSB, are increaéin’g rapidly (Table 2.3.14) aﬁd_pebpl_c prefer to use private hospitals if
they can aftord it. Tn terms ‘of quality of sewiécs the common compiainls related to
: public hospitals are (i) slowness {11} long queues (m) poor services, (lv) impoliteness,
“and (v) apathetic stafl. Complaints about prices and medical skills are more frequently -
found in private hosplta_ls. The growth of the piivate sector gives more choice to patients
in health care and relieves the over-burden of public sector. However, a coordination
- and referral system between the two sectors has not been working yet.

The number of health personnei that have left the publlc seclor for the private séctor is
not clear because MOPH does not have precise data on the prwate sector other than the
number of hospitals and hospual beds. In Chumphon 4.2 per cent of the doclors O.tper

cent of the dentists, and 4.7 per cent of the nurses in pubhc hospltals r€:5|gned in 1995, -

' These figures seem very low, but many health personnel in the public sector w ork pa:t- _ E
llme in private hospitals. '
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3.2.6 Health Financing System

The coverage rates of health insurance in the WSB are 58.4 per cent in Kanchanaburi,
91.8 per cent in Ratchabuii, 80.0 per cent in Samut Songkhram, 77.3 per cent in
Petchaburi, 57.9 per cent in Prachuap Khirikhan, and 78.0 per cent in Chumphon, Those
" who are not covered by any schemes seem to be the very rich and the near poor.

* Léss than half of the recurrent cost of public hospitals is provided directly by MO_PH. In
addition, they can relain all user fees and donations from the community.  There are
farge variations in financing among different MOPH hospitals. The percentage of a
" hospital's total revenue coming from the government budget ranges from 20 to 60 per
" cent in the Study Area. User fee revenue is callected from patients on a fee-for-service
basis (mostly the sale of medicine) and reimbursements from insurance plans. Often a
" major portion of user reimbursement comes from patients covered by the civil servant
“benefit scheme, which pays hospitals their full charges. Also, hospitats are able to
increase their revenues by making contracts with patients who work'in the formal sector, |
~ covered by the social security scheine, which pays a 800 Baht silbsidy per patient to - .
_cach hospltal Howevcr in most commumty hospitals located in rural areas, more than |
I_ hal[‘ of paticnts are covered by free medical care schemes which reimburse only a simall
- portion of hospital's real expcndtlurcs The lmprovement of financial managemcm isa &
“critical issue in hospilai services. ' |

3.3 Objeclwes and Strategy for Pubhc Hea!th Deve!opmem in the WSB

3.3.4 Public Health Problems in the WSB

The following figure explains important !'aclors and main mterrehuonshlps among
' pubhc heallh prob!ems in the WSB ' |
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Figure 33,0 Problem Strueture of Public Health in the WSB
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: Ahhough the Study Aréa has achleved relatively good health status in companson wnh
the natlonal average, there are several problems caused by the factors illustrated above.
“These factors may be classified into two types: factors specific to the WSB and factors in
fcommon with the rest of the ngdom ' L

Factors such as distance from the BMA, labor shortages and significant in-migration are
specific to the Study Area. Distance from the BMA aggravates the shortage of medical
personnel, which worseiis the inequity of health services provnsmn Fspec:atly district-
level health facilities suffer from insufficient manpower, equ1p111enl and budgct
Significant in- -migration caused by the labor shortage in the region poscs serious social
problems. “These :mgrants who are in general poorly educated have high moblhty-
because the WSR is at the crossroads between other regions in Thanland and between
Thaitand and other Asian countries. Thus identifying their number  and giving thein an
education are difficult. High-risk groups in terms of HIV/AIDS prevatence in the WSB
are migrants such as fisherfolk, factory workers, tnick drive_:rs, prostitutes, and foreign
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workers such as those from Myanmar. The increase of these groups may change
communities and the social structure as a whole in the region, :

~Other factors causing problems such as the lack of higher education and the negative

impact of industrialization are common in Thailand. As a result, major health problems
in the WSB are: (i) insufficient health services, (i) inequity in health resource
distribution, (iii) prevalence of non-communicable diseases including accidents; (iv)
difficulty in health education, and {v) rise in medicat costs,

~ 3.3.2 Objectives for Public Health Development in the WSB

(1) Existing Plans for Public Health Development

Eighth Plan for Nélional Development : _
The NESDB has set the main p’olidy of the 8th National ‘Economic and Social
Development Plan (1997—2(}01) to emphastze human quality development Accordmg

to this plan, the govemment aims

- to increase human potemlals in terms of physical well-being, health
mtellect and vocational skills; - _ '
- to strengihen family and community, support human development 1ncrease

- quality of life, and i increase community dcvelopmem in nauonal
devclopment and . _
to improve the national fesources and emlronment such that they can
© - advance econon_uc and social development and gLalllmfl[g_. '

NESDB also prepared the "Direction for Thailand's Public Health Devciopme'nt_ in the
Next Decade” in 1994 The core concept is to reform the national health system by
placing hlgh pnonlies on disease preventlon and health promotion, upgradmg public
health services, reformmg the financial system,’ and’ reformmg the health insurance
. syslem as well as ref‘ormmg the heallh personnel pmducuon ard development system.

' ighlh Plan for Pubhc c Health Devglopmen;

In 1995, MOPH put emphas:s on the followmg heallh issues:
- universal coverage of health security,
- - improvement of quality of health services;
- health lﬁanpow'ef development;
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- promotton of health education and public relations; and
- consumer protéction concerning foods and drugs.

The 8th National Health Development Plan (1997-2001), which will be implemented by
MOPH, focuses on human development as well. Since the remarkable economic
development in recent years has caused setious health problems, the development of
human potential will be the main target of the 8th Plan. The seven main policies of the
8th Heaiih‘Development Plan have been formulated as follows : - '

.

improve the efficiency of health administration, management and ﬁnancing:;
-+ improve the quality and efficiency of health services at all fevels including the
-~ private seclor, o
* o upgrade health promotion and communicable discase controf including
AIDS and occupational health; | '
'« improve consumer protection; . _
. dc#clop health personnel to be s_ﬂfﬁcient in number and capability;
~ + - improve communi'ty participation in PHC (primary health care), and health
© . behavior; and | S : -
+ “upgrade medical technology.

- (2) Public Health Development Objectives for the WSB

The overall objective of public health development is to provide appropriate and
adequate health care, relevant to local nceds, with equal access so that local people can
enjoy a higher quality of life. Development fobjeéli:ve_s for the WSB have been defined
based on the problem analysis, in line with the existing plans, to achicve this overall
~ objective. ' ' 2 '

“The objectives for public health deveiopnient for the Study Area are:

(i) To narrow the gap with the national average in terms of provision of
adequate aiid high-quality health services; '

(i) To empower local people and proinpfc people’s participation by giving
appropriate health education through a community-based approach; and

{iii) "To improve health status by improving the quality and efficiency of health -
services in both curative and preventive care.
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3.3.3 Strategy

Public health development strategy for the WSB, which aims at solving each of the five-
~ public health problems analyzed in Section 3.1, is addressed below.

; (1} To Improve Health Services by Mobilizing More Resources

" To coordinate the private_and the public sector to expand health services

" The region already has an adequate number of public hospitals. The number of beds in
most provincial and some community hospitals in the WSB will increase as a result of a
project to upgrade hospital facitities blidgetcd by MOPH. MOPH will implement

“another project in line with the 8th Five Year Planto upgrade existing public hospitals in
selected industrial areas to provide adequate occupational and chvifom_nental health.

‘Bang Saphan (community) hospital has already been nominated for this project. In

.~ addition, OECF will initiate a project 1o prdvide medical equipment in each provinéiai

hospital in 1997 " The facilities of public hospltals will be improvcd through these

projects.

Theref‘o're; the primary issue in the Study'A.rea is the severe shertage of heal.th:p'er:sonnél
and maldisteibution of health 'res'ourc'es MOPH has already"dccided'to implement two
national- level programs: i) to increase the numbcr of ‘medical school graduates from: '
1,000 to 2,000 per year, and n) to subs:dlze public health facdmcs to increase phys:cmn s
salaries. However the concentration of health personnel in the BMA aid urban areas
cannol be expected {o be revised due to the increased demand for private medical care . :
and the large salary differentials between the _pnva_te and the public sector.

To establish coordination and a network between the public and the private sector would -
be md\spemable because the number of private ho<pnals and doctors working in the
private sector will definitely increase in lhe region. Sirice the resources of the public
sector are linited in ter_ms of budget and manpow er, utilizing private resources would be
the most efficient choice for !he‘reg’smi According to the scenario for WSB social
‘ development the middle class will increase as urbanization in the region increases. The _
WSB should have policies on private hospnal investment in order to integrate the private
sector into a comprehensive health developmcm plan for the region. Otherwise, an
~appropriate public/private mix in the provision of health services cannot be established.
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To improve the health manpower development system

To stréngthen deployment of health personnel, the supply and quality of health personnel
are important. As for deployment, priority should be put on under-served arcas to
guarantee equal access to health services for the whole population in the Study Area.
More incentives should be given to health staff working in reniote areas. Anincrease in
the number of students in institutions in the region such as public nursing schools would
be desirable. The training program for teachers in these schools should be upgraded and
- policies to increase the number of teachers are also necessary. ' The establishment- of
- private medical, nursing, and pharmacy schools may improve the shortage of niahpower. :

Additional technical training for health personnel both in hospitals and provincial _héalllh
offices is recommended. Training programs should be considered to cope with changing
health needs. Programs for occupational health, environmental health, mental health,
hoime visiting for the elderly, and self-care to prevent non- commumca‘ole diseases will
become more important. '

(2) “To Revise Health Promotion Programs

To improve heallh behavnor and the selfreliance of neooie

- A lack of adequate health knowledge due to low educational levels isa cntlcal issue in

the whole ngdom Although MOPH and each provincial health oﬂlcc already have
carried out many health’ education programs, the effectiveness and'quolity of health
'educatlon seem insufficient to tackle changing health issues. - For example, although -
most Thais- undersland how to prevent H1v mfecuorls as a result of the national AIDS
control campalgu the number of HIV infections ‘is still increasing cspecmlly among
:persons with little education. Since the lack ofhlgher education is a most scnou‘: social
issue, innovation in health education programs should be pursued.

Food bome and non-communicable diseases could be prevented to some extent by
increasing health awareness” Health promotion should emphasize encouragmg public
participation so that they can solve health problems m_accordanc_e with social changes.
" Knowledge of traditional medicine, consumer protection, and self-care would be
fundamental. Moreover strengthening the self-reliance of people may address  the
escalation of medical costs. o

To involve non-governmental sectors
Health promotion should not be pursued only by the public sector, private and non-

governmental sectors such as the mass media, industiy, universities, NGOs, and
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communities should be involved. As shown by a recent successful anti-tobacco
campaign in Thailand,. tetevision and newspapers have much influence and effect in
changing health behaviors. - Heahh cducation, for instance, for workers especially in
small and medium size domestic enterprises is essential to prevent occupational injuries
and discases. Collaboration with industries is also expected to develop effective and
non-discriminatory measures for AIDS control. The program on living with AIDS could
be expanded through community-based care that can be carried out by strengthening
existing primary heallh care organizations.

~To miobilize more qualified personnel for health education _
More budget should be spent for health education because implementing effective health
educalion requires highly qualified personnel who have much experience in education.
Restructuring training programs for staff involved in health education is also necessary.

. (3) To P‘rovide'a Healthy Environmeﬁt |

Since the Study Area is expected m become nore mduslnahzed and’ urban17ed the
.detenorallon of natural resources and environment w:}l affect the health of the local
‘population through air pollution, water pollution, and toxic substances.  Industrial
wastes disposed from industries can have long-term effects on health such as insecticide
poisoning, lead poisoning, and sificosis. At the same time, urbanization will inevitably
increase the number of traffic accidenks. o ' :

_ -;Lessons of the ESB (Eastern Seaboard) should be Ieamed 1o safeguard health in thc
'WSB After the rapid lndusmahzauon of the ESB, many types of social problems
' raptdly increased: occupational accidents, deterioration of health’ through air pollution .
'and_ waste waler, tr_aﬂlc fatalittes, and AIDS cases.

In addition to environmental surveillance and health education, broad collaboration

among ‘other government agencies such as the Ministry of Interior, Mlmstry of Labor .
and Social Welfare, and BOI will be essentlal to Icsscn the ncgatlve imipact of .
1nduslnahzauon on health m the region.

: (4) To Strengthen Management Capaci_tyihth'e Health:Sector_ _

To improve efticiency in hospital management both in the public and private sectors

Since most public hospitals suffer from budget'shortages, the efficiency with which
hospital managements use limited resources is important. Each hospital director should

3-20



try to increase the efficiency of hospital management both of finance and personnel
through activities such as increasing donations from the community, providing
education on self-care to decrease the number of patients with minor diseases, ~and .
minimizing waste as far as possible to reduce expenditure.

Private hospitals that have aftfluent resources tend to abuse™ high-cost medical
technologies tm;_i to prescribe unnecessary drugs. Control of the oversupply of health

resources and cost containmenit should be mdde through a financing mechanism.

" To ungradc the hea!th information system

At present; a few provinces such as Ratchaburi have a LAN system in all healih facilities
down to health centers at the sub-district level. Investment in computerized mformanon
* system is necessary for better planning, monltormg, and evaluation of health serv:ces '
Epidemiological records and health information by provincial health offices do not cover .
private health facilities at present, but more effort should be made to involve the private
seclof in information sharing. This would strengthen the planning capability of each
héal_lh office to cope with changing health issues and health needs in the Study Area.

34 Projects

The‘WSB Master Plan estimates the total population .o'fthe region in 2011 wiltbe 3.3
million with growlh at 1.2 per cent per year. A major change anllclpatcd in the
, f'oilowmg decade is rapid urbamzallon Urban populahon is estimated to increase from
+25 per cent in 1995 to 47 per cent in 2011 Rapid urbanization and industrialization lead
to comphcated heatth problens such as traflic accidents, AIDS, environmental health,’
mental disorders, and consumer related problems, all of which will become miuch more
important in the region. Possible projects are listed below.

(l) Medical Res¢arch Laboratory with Hoqpnal

j'l he WSB reglon faces serious shortages in health persormel llow to atlract qual:ﬁed
~ health personnet is a key issue, " This project aims at upgrading medical research
‘ ;capabnlaly and medical technology wn!_un the region. | A‘network of health research
would be established linking existing medical and research facilities in the WSB and the
BMA. The central facility would be established within the proposed Science City at
Petchaburi, which would permit the realization of e¢conomies of scale in science and
techriology ventures. Alternatively, the Health System Research Institute in Bangkok
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may open a branch in the WSB so that more research on health systems could be more
actively promoted in the region.

(2) Regional Occupational Health Center

The number of industrial injuries and occupational diseases will increase with economic

:develop:ment in the region. ' An adequate number of occupational doctors and labor
inspectors will be necessary to protect workers' health and safety. The proposed
regional occupational health center would cover cases in the industrial and agricultural
' sectors.

(3) Emergenc’;y Medical Services Upgréding

Traflic accidents are one of three major causes of death in the WSB and the number of
fatalities is ekpecled to increase. Equipme.nt in the emergency room and ambulances in
each hospital should be upgraded and the emergency medical system should be
'rebrgahized to provide quick and adéquale first aid with impfo_ved local lranspoﬂalioh '
networks. In addition, a First Aid Center for Emergencies should be established at the
sub-district level. : |

(4) Integrated HIV/AIDS Control

The Study Area :s one of the critical regioﬁs affected by the HIV epidemic, and the
number of AIDS patients is expected to increase as the WSB will receive alarge number
of in-migrants with different backgrounds.’ Integrated HIV/AIDS Control includes
heailth cducation for factory workers and foreign workérs as well as a training program _
for village health voluntecrs to strengthen community-based care for AIDS patients. .

(5) Health Promotion Upgrading

Health development must encoﬁragc public participation so that people can solve health
~ problems by'thcméeives. This project aims at empowering people for: self-reliance .
utilizing local kiowledge of traditional ‘medicine, herbal ‘drugs, and community
participation  in consumer protection. Involvement of the brivat'e sector such as
universities and NGOs would be ericouraged. ' '

Profiles of the propoSéd projects are presented in Appeﬁdix e
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Pereentage Distributions of Households in the Western Seaboard
by Monthly Household Income and Expenditures

Table 2.1.4

1994

{Baht per Month)

Monthly Consumption
Peccentage  Cumnlative

Distribution Distribution

Percentage

Monthly Income
Cunulative
Distribution Distribution

“ 30,0600 and oves

1

Total Houscholds 790,430
Monthly Consutmption Exp.
Less than B 1,000 0.45
1,000 - 1,499 - 1.49
1,500 - 1,999 ©3.78
2,000 - 2,499 4.65
2,500 - 2,999 %
3,000 - 3,499 765
3,500 - 3,999 901
4,000 - 4,499 7.32
4,500 - 4,999 . 9.13
5,000 - 5,999 13.23
6,000 - 6,999 9.29
7,000 -7,999 6.53
8,000 - 8,999 477
© 9,000 - 9,999 292
- 10,000 - 16,999 2.75
< 11,000 - 12,999 3.31
13,000 - 14,999 175
- 15,000 - 19,999 L 232
. 20,000 - 28,999 S202

- 0.46
195
574

1038
- 16.08
23.73

3274
40.07

4920

62.43

ILmn

78.26

" 83.03
-85.95
83.70 .

92.01
9376
96.08

9820

99.91

138
3.47
4.68
7.6
6.8

6.4

597
7.03.

5.07
R.82
833

- 17

323

o 448
- 326

389

C 212

3.95
413
2.17

©1.38
© 484
- 952
i7.12
23.90
30.30
36.27
43.30
48.37

5719

65.52
72.69
75.92

8040
83,66

87.55
89.67
93.61
97.74
99.91

-Source! National Statistical Oftive, Preliminary Tabulations from /994 Income and E\;peﬂ&n’u.l’e Survey.



Table 21.5
Percentage Distribution of Househotds in the Wester Seahoard,
By Socio-Economic Characteristics, Monthiy Income
and Expenditure, 1994

{Baht)
Avcrage Average Average
Average No.of  Avcrage Houschold Household
Socio-Economic Household . Income - No.of = Consumption - Monthly -
Category Size ‘Recipients  Earners __-Expenditure Income
 All Households 335 138 208 6804 . 7,795
* Farm Operators 385 143 - 240 2019+ 7,009
Own Account, Non-Farm S N L - 1.68 214 - 8,961 11,145
" Employces: | " 3.89 2.08 2 16,824 7.729
Prof. Workess, Sales, ¢tc.)/ 387 2.05 2130 9,233 12,149
Farm, General Workers/ © 395 212 222 © 4,914 4,864
_ Econoinically Inactive 1.38 1.49 1.20 5653 5958

* Source: Nationat Statistical Office, Preliminary Tahulations from {994 [ncome and Erpéndfmre Survey,
17 Includes professional, technical and administrative workers, clérical, sales, and service workers.
2 Includes farm workers, general workers, production and construction workess.
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Table 2.3.1  Trends in Major Health Indicators in Thailand

Indicator Unit e Year
1988 1995
Life Expectancy Male 63 66.6
Female 68 71.7
Infant Mortality rate | “pet 1,000 live biths 350 259
 Crude Birth rate _per 1,000 population  17.0 16.5
Crude Death rate G per 1,000 population - 4.2 6.1
© Maternal Mortality rate per 1,000 live births 040 0.14
- Population over 60 years % intotal population 6.1 R
Family Planning rate - Y% receiving 705 74.0
Vaccination BCG % recciving 960 989
. measles vaCcine % receiving - 80.0 83.6
Households with safe drinking water % s 74.0 878

Source: Health in Thailand, Ministey of Public Health
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Table 2.3.6 No of AIDS Patients in the WSB from 19684 to 1995

1984-88 1980-93 1994 1995 | Total |No of Deaths
Kanchanaburi 0 6 161 188 | M8 | 133
Ratchaburi - 0 124 240 180 | 544 145
" Samut Songkram 0 30 53 64 147, - 40
Petchaburi 0 101 238 162 | se1 [ 122
PrachuapKhirikha = 0 - S8 104 77 | 239 | 76
Chumphon 0 38 85 95 | 218 | 62

Source : Regidnal CDC Cenler (Ratchaburi) 1995, Chumphon Provincial Health Office
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Table 2.3.9 No. of Labor Accidents In the Study Area

1991 1992 1993 1994

-

~ Total Employed Population na, 64,131 n.a. 71,619

Province _

~ 'Ratchaburi | 719 837 1,508 1,613
Kanchanaburi - 1,792 1,404 1,085 1,332
Samut Songkram : 122 228 278 541
Petchabudi ., . 132 361 255 380

- Prachuap Khitikhan : 744 558 889 252

. TOTAL | 3569 3388 4015 4,118

Source : Regional Cenler of National Institute for the Improvement of Worki'ng Conditions
" and Environmen, Ratchaburi



Table 2.3.10 No. of L.abor Accidents in Factories in the Study Area

1988 1980 1990 1991 1992 1993 1994

Fatalitics 20 38 32 34 40 254 58
Permanent Total Disability ' 3 1 3 4 1 1
Permanent Paitial Disability 119 140 153 120 356 498 464
Temporary Disability .

over 3 days © 2,129 2,664 3,087 4,035 5720 5,709 13,071 .

upto3days 3846 4,854 5632 7,135 ‘10,031 10,881 11,200
TOTAL 6,114 7,699 8905 11,327 16,151 17,243 24,794

Note : includes Nakhon Patom and Samut Sakhon pfa#inccs

Source : Regional Center of National Institute for the Improvement of Working
Conditions and Environment, Ratchaburi



Table 2.3.11 No. of Factories and Workers Inspected by Labor Office In 1994

o [nspection Targel No. of Inspections Per Cent Inspected
Pravince No. of Faclories No. of Workers  No. of Factories  No. of Workers] Faclory  Worker
Ratchaburi 2,996 47,038 181 15,846 6.04 33.69
Kanchanaburi 3296 39,899 4 7,359 225 2652
~ Samut Songkra 1,283 © 9,695 111 4,528 8.65 46.7
Petchaburi 1,873 26,534 85 4,001 454 1508

. Prachuap Khiri 1,566 40,531 240 16871 | 894 4162
"~ TOTAL 11,014 163,657 591 48,605 . 6.08 3272

Source : Regional Center of National Institute for the Improvement of Working Conditions and Environmient, Ratchaburi



Table 2.3.12 No. of Hospitals and Hospital Beds in 1995

Public Sector

- Private Sector

Province Regional Provincial Community Health Centers Maternal&Child Mititary Haospitals Clinics
Hospitals Hospitals  Hospitals Hospitals  Hospitalg with bed
Kanchanaburi 2(592) 11(250) 134 1 (150) 5(221) 59
Ratchabari 1(669) ~ 3(831) - 6(i90) 149 1{162} 14(548) 85
Samut Songkram - 1(260)  2(120) 49 2(110) 25
Petchaburi C1(365)y  7(159) 1o _ 2 '5{139) 44
Prachuzp Khirikhan 1(209)  7(290) 75 ; _ L 5(170) 37
Chumphoa C1(320)  10(260) 84 . i 4{174) 28

Source ¢ Provincial Health ifices



Table 2.3.13 Health Manpower in the WSB (1995)

Provinge No of Doctors_per populalion Dentists per population Pharmacists per population
Kanchanaburi 78 1; 9615 23 1: 32607 21 1:3513
Ratchaburi 201 1; 3804 34 1: 22491 58 1:13184
Samut Songkram 32 1;6323 10 1: 20233 12 1:16861
Pelchaburi 48 159202 11 1: 40153 18 1:24538
Prachuap Khirikhan 63 1; 7050 17 1:26126 18 1:27759
Chuniphon . S0 1; 8655 15 1:28851 20 1:21639
Total in the WSB 4 o 129

‘% inThailand = ' 25% . 2.3% e 1.3%

~ Average in the WSB 17441 1: 28410 ©1:23282
Thailand _ - 1; 4295 1:21561 1:12426
BKK . ' 1; 915 1; 4182 1;2070

Sourcé : Provincial Health Offices



Table 2.3.14 No of Beds in Private Hospital in the Study Area (1995}

Noof Bedsin  Noof Beds in  Total No of Beds % of Privale
Public Hospitals rivate Hospilals

Kanchanaburi 1016 221 1237 17.80%
Ratchaburi 1852 548 2400 22.83%
Samut Songkram 380 110 490 22.40%
Petchaburi 515 139 654 © 21.20%
Prachuap Khirikhan 499 170 669 25.41%
Chmphon 580 174 754 23.00%
Total(Average) in W " 4,842 1,362 6,204 C o 21.95%

Source : Provincial Health Offices, Ministry of Public Health






Figure 2.1.4 Household Expenditures in W5B
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APPENDIX1

The HOusehold Perception Survey



APPENDIX 1

QUESTIONNAIRE FOR VIEWS ON QUALITY OF LIFE -
IN THE WESTERN SEABOARD

- Hdentifiers: Date of Interview  17-28 June 1996
Respondent Name:
- Changwat
- Amphoe

—  Rural _ Urban '
Rcspondent s Gender 70 (57.4%) Male 52 (42.6%) Female
. Age at Last Birthday__ . Number of Years of School Completed

~* Has respondent ever taken any vocational education courses? 31 (25.4%) Yes ¢ 91

© (74.6%) No
- Any other special trammg’? 56 (45.9%)Yes 66 (54 1%) No - For how many
months?____

- Main Activity: 1 Housewife 8 Teaching 3 Nurses lModtcal Doctor 4 Public -
Health Worker 7 Student 6 Study and Part-time work 1 Local Administration 11

- Local Administration and Business 6 Civil Servants (police, clerks) - 7 Civil Servant
and Family Business 6 Civil Servant and Agriculiure 15 Business, Commerce 6
Private Business Employee 11 Laborer and Casual Work 18 Farmer 5 Fishmg 2.
Not in Labor Force (Too old, reured) 4 Monk

' Employod 38 (31%} Self-cmployed

' 29 (23.8%) Sell-employed and salaried worker
24 (19.7%) Salaried worker.

12 (9.8%) Casual worker

6 (4.9%) Part-time worker (sludent)

_ Uncmploy‘cd. 7 (5.7%) Student
. -4 (3.2%) Monk

Not in Labor Force: 2 (1.6%)

‘Does respondent appear to be well of[? (lntervmwer shou[d look al mspondent 8
“housing, clothes) 17 (13.9%) Poor 76 (62.3%) Mlddlc 29 (23.8%) Wealthy

Views on Arca (Amphoe, Province, Neighborhood)

‘L. All things considered, how would you rate the quality of life in the area
- where y{)u now hvc {on a scale of 1-10, with l poor, 10= cxce]lem)'?

8.41 - Availabitity of food :
7.67 Availability of housing .
. 7.91 Neighbors '

- 7.79 - Natural beauty of arca ‘
©7.98 Proximily to family and friends -
04 Convenience to work »

5 Convenicnce (o shopping .
4 Cultural atmosphere
3 Religious environment
92 Family values in the arca
A8 Availability of income opportunities

Al-y



2 What are the features you most like about where you live?

(Number of responses = 213, as some respondents listed more than one
positive feature):

84 (39.4%) Environment, natural beauty
54 (25.4%) Cooperativeness and sincerity of residents
21 (9.9%) Reasonable cost of living
14 (6.6%) Good public wtilitics
12 (5.6%) Convenience to work
11 (5.2%) Tourist arca
5(2.4%) Accessibility to social amenities
4 (1.9%) Housing availability
4(1.9%) Sccurity of arca
3 (1.4%) Goox area for family life
1 (0.5%) Cultural aspccls

3 And what would be the lhmgs you least like about the arca in which you
hve‘P (Number of responses = 182, as some listed more than one featuse):

52 (28.6%) Crime/prostilntion/drugs
32 (17.6%) Lack of public wtilities
27 (14.8%) Pollution
21 (11.5%) Unsavory characters in area (gamblers, insincere)
- 17 (9.3%) Poor Government services
" 10 (5.5%) Lack of amenities
8 (4.4%) Presence of immigrants
7 (3.8%) Congestion .
7 (3.8%) Presence of gangsiers
1 (0.5%) Presence of AlDs

4.. Have there been any significant changes i in your arca in, say, the last five
ycars" 118 (96.7%)Yes 4 (3. 3%) No L

Sigmﬁcant changcs (N = 229 duc to mulhplc reaponses)

718 (34. 1%) Improved public utilitics (roads clcctncuy, water)

33 (14.4%) Housing avaﬂablhty
© 23 (10.0%) Availability of teurism facititics (hotels 250115, goif colrses, etc)

23 (10.0%) Improved economic conclmons (|0bs incomes)

13 (5.79%) Rising land values

12 (5.2%) Increase in job-secking immigeants

11 (4.8%) Increase in number of factories in arca

10 (4.4%) Incrcased congestion

6 (2.6%) Increase in shopping malls-

5 (2.2%) Increase in schools and playgrounds

4 (l 8%) Increase in health problems (AlDs, drug uultzauon)

4 (1.8%) Improved coopcration, honesty of ncighbors

3 (1.3%) Better services from Government officers
3 (1.3%) Environmental degredation
I (0. 4%) Erosion of fam:ly values

5 Are thére any changes which you would hkc to sce which have not yet taken
- place? (N=216 duc to multiple responses)

52 (24.1%) Improved public utilitics

32 (14.8%) More schools and institutions for higher leammg
31 (14.4%) More factories so people can work

24 (11.1%) Need to reduce pollution

Al-2



17 (7.9%) Need more jobs
12 (5.6%) Needed improvements in morality
11 (5.1%) Need to become tourist center
- 10 (4.6%) Better security and elimination of dmg utitization
8 (3.7%) Current conditions satisfactory, don't need more change
8 (3.7%) Need more shopping centers
7 (3.2%) Necd improved Government seyvices
2 (0.9%) Need to maintain family values
1 (0.5%) Need occupational training
1 (0.5%) Need to reduce congestion

6. Do you expeu to stay in this samc area for say, another 10 ycars or more?

194 (77.1%) Yes

13 (10.7%) Not surc

IS (12.3%) No  Why not?
6 {4.9%)Expect to move to get better job
- 3(2.5%) Expect to return fo honie area
* 6 (4.9%) Expect to move in with chlldren

. Vlcws of Nelghbors

7. Now, I would like to hear about your VIOWS of your neighbors. How do
you get along with your neighbors?

A Posilive Views about Ncaghbora n=112, = 10(}%)
- 41 (36.6%) Neighbors helpful, can be counted on for assistance
30 (26.8%) Neighbors friendly
. 24 (21.4%) Neighbors dependable, friendly, and rehglous :
7 (6.3%) Ericndly, rather like me
10 (8.9%) Fncndly, religious, reliable -

B Neganvc Vlcws about Neighbors (n = lO 100%)
4 (40%} Nenghbors mind their own business, keep to Lhcmselvcs
3 (30%) Don’t know each other, not helpful :
2 (20%)} Ncighbors arc sclfish _
1 (10%) Neighbors steal

- 8. lf you neoded help, do yon think you could count on your neighbors?
10{8.2%) No
112 (91.8%) Yes

9. How would you say you gcl along wnth your ncnghbors in companson with

:§ years ago? -
27 (22.1%) Better
82 (67.2%) Same
13 (10.7%) Worse -

10. How would you describe the youn:gcf peoplein the area?

48 (39.3%) Well-behaved

41 (33.6%) Addicted to drugs or amphclammcs

27 (22.1%) Most well-behaved, but some troublesome
3 (2.5%) Disobedient

3 (2.5%) Don’t know, no opinion

Al3



Vicws on Possible Improvements to Arca
11. How do you think your arca might be improved? (N==230)

82 (35.7%) Public utilities (roads, no black-outs, clean/potable water
33 (14.4%) More schools & institutions of higher leaming
28 {12.2%) Local administration
21 (9.1%) Environmental profection (garbage, water, and forests)
16 (7.0%) More factorics for job opportunities
13 (5.7%) Getrid of crime and drugs
11 {4.8%) Present situation is quite all right
10 {4.3%) Need to 1mprovc morahty
10 (4.3%) Occupational Lrammg
3 (1.3%) Government services _
3 (1.3%) ' Cut off migration to this area

12. If you wanted to improve the quality of your life, what would you improve
fist? (N= 148 due to multiple responses)

56 (37.8%) Income
26 (17.8% Education, professional courses
15 (10.1%) Housing -

12 (8.1%) Employment
9{6.1%) Family
7 {4.7%) Personality

- 2(1.4%) Ncighbors

© 3(2.0%) Personal health
1(0.7%) Need to move 16 find better jOb
9(6.1%) Prescnt situation is quite all right
8 (5. 4%) Noi response

13 Would you say that the elderly ane wcll cared for in the ama"
3 2.5%)No
3 (2.5%) Not so well :
116 (45 1%) Yes By who‘m'?

_ 106 @1 4%) Pamnly
7 (6.0%) Neighbors
3 (2.6%) Not specified

14. Have you cver heard of a Regional Plan for the Western Seaboard?

96 (78.7%) No-
26 (2] 3%) Yes

_Po!mca! Pfammpfmon

H Arc yon aware of rcccnt local elections (e. g ' Tambon Councni)'?

27 (22, 1%) No
95 (77.9%) Yes

-16. Did you padicipate in local elections? How?

' 54 (56.8%) Did not participate
33 (34.8%) Did not wish to participate

Al4



21 (22.1%) No cloctions in the arca

40 (42.1%) Participated
5 (5.3%) Paricipated as candidate
32 (33.7%) Yoted

3(3.2%) Served on commitices
1 (1.1%) No response

17.- Do you care about local politics?
36 (29.5%) Do nol cate
86 (70.5%) Care

18. Vicws on local administrators. Do you consider your local officials 10 be

competent? Honest? Effective? Helpful? What if you had a problem. Could your
“local officials be courited on 1o iry to help you resolve it?

~10(8.2%) Don’'tknow
© 36 (29.5%) Hold negative views B
- 73 (59.8%) Hold generally posilive views
-3 (2.5%) Lcaders helpful but not very effective

9. Is lhere anything in particular you would like to see changed in te:ms of
local administration? (N 137 duc to multlplc responscs)

53 (38 7%) No comiment’

26 (19.0%) Improve the admuﬁsiratwc process
21 (15.3%) Improve the fiscal process -
14 (10.2%) Prevent vote buymg

-~ 9(6.6%) Let people participate in decision- makmg process
5 (3.7%) Increase educational requirement for candidates
4(2.9%) Raise voling age above 18 years

3(2.2%) Exiend terms of local leaders from 4 to 7 years
21 .57%) Hection committee should be neutrat

_ 20, How about national-fevel politics? Arc you interested in national politics or
not? - ' . -

50 (41.0%) Not intetested
72 (59.0%) Interested

21. Do you mostly shop locally or do you go outsndc your local arca for your
shopping needs?

A. Houschold Consumption

53 (43.4%) Inlocal disirict -
. 37 (30.3%) Inlocal village
120 (16.4%) In town center : _
5 (4.1%) Anywhwc ‘does not matter -
- 4(3.3%) Shop in big citics (Bangkok of othcr urban’ are'ts)
- 3(2.5%) No rcsponse

B Houscwan,s

1 55 (45.1%) In local district
- 48 (39.3%) In town cenicr
13 (10,7%) In local village

3 (2.5%)} Shop in big city {(Bangkok or other urban arcas)

Al-S



3(2.5% Anywhere, docs not matter

C. Hardware & Equipment

52 (42.6%) In local district
44 (36.1%) In town center

15 (12.3%) Shop in big city (Bangkok or other urban arcas)
8 (6.6%) Inlocal village

2 (1.6%) Anywhere, does not matter
1 (0.8%) No response

22, Do you carc about the brand names of the products yoﬁ buy?

. 44 (36.1%) Buy any brand that is up to date
39 (32.0%) Carc about brand names
24 (19.7%) Care mostly about price
i1 (9.0%) Care about quality and price
4 (3.3%) No responsc

23. 1f you needéd credit, where would you borrow?

14 (11.5%) Never think of borrowing
108 (88.5%) I borrowed, would borrow from:

50 (41.0%) Commercial bank
20 (16.4%) Relatives . -
18 (14.8%) Other creditor
- 12 (9.8%) Cooperative :
5 (4.1%) Would take from personat savmgs
3 2. 5%) Government fund

24 Do you have any views of the Burmcsc in your arcal (N—l26)

40 (32 8%) Ncgauvc views:

17 (13.9%) Cannot be (mstcd cannot commumcalc :
23 (l8 9%) They are lllegal workcrs

15 (12 3%) Neutral vicws (Don t ming lhun)

67 (54.9%) Posilive views: '
39 (52.0%) Cheap labor, hard workmg, ddlgcnt
24 {19.7%) Necessary, because of labor scarcity

-~ 4(3.3%) No response

Social Concerns for the Fomsécablc Futire (ncict 10 years):

© 25. Whatare your conocms about the fuluru? (N= 268 due to multiple
n,sponscs) ‘

57 (21 3%) Erosion of environment, polluuon
45 (16.8%) Inflation, high cost of hvmg '

29 (10.8%) Populauon congcshon
28 (10.5%) Rising Jand prices

21 (7.8%) Crimc and prostitution

- 17 (6.3%) Poor health, sickness, accident, AlDs
17 (6.3%) Erosion of family values
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14 (5.2%) That I won’t be able to carn enough
13 (4.9%) Social conflicts
11 (4.1%) Indusirial development

8 (3.0%) Out-migration for job opportunitics
5 (1.9%) Migrant labor

2 (0.7%) Labor shortage

I (0.4%) Unemployment
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APPENDIX 11

EVALUATION DESIGN

Objective

‘In attempling to sct out an evaluation design for the various i;)\?e’stmcni' components
proposed in other sections of the WSB Master Plan , it is necessary to clarify first, what
" is to be evaluated, and second, in what terms. Development has both macro- and micro-
implications, and both economic and social dimensions. Clearly; the invesiments
* proposed in the Master Plan can be expected to increase Gross Regional Product (and per
capita GRP), the demand for labor, wagés, and other labor markel componerls, but
these, in turn, will likely impact on such social indicators as birlh rates, migration,
relations among family meri'_nb_crs, and political aspirations. Fo_r analytical purposes,
many of these macro c'onst'qucnccs must be deduced from micro considerations, $0 that
‘convention requires disaggregation of macro cffects into more manageable micro
- componenis. - o '

Macro effects are merely the aggregation 0'f_ impacts across individuals, familics,
ihsiilutions systcms, or proviliccs Micro-effects are defined in terms of direct effects of |
- individual investment projecis proposcd clscwherc in the Master Plan. Thus, the creation
of an indusirial estate will gencrate jobs and incomes in the immediate arca in which it is
'locatcd (micro-effect) and this, in turn, may lead to urbanization, congcshon, polluh(m,'
~weakening of family ties, and an increase in the Government budget devoted to social
‘services (macro-cffects). '

For purposcs of this evaluation design, macro effects will be subjeet to periodic
monitoring over hmc, whlle micro (mvcsimem) 1mpacls will be subject to more
systematic measurement with an cxpcnmcntal design, comparing Spw:ﬁcd dupcnclcnl
variables (say, air pollution, wages, or incomes) between * ‘trealment” and control groups. |

Monitoring Mac.'ro Effects

- The proposed monitoring systcm will gcncrally'follow proccdurcs indicated in the main
body of the text of this Volume. Both objective (secondary) and subjective {primary) data
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will b assessed over time. To permit this, baseline data must be collected on a varicty of

variables:
Population growth Availability of services:
(fertility, fecundity, {education/training, health,
number of still and ' © support services, transportation,
live births, migrants) housing, municipal services)
Labor force participation rates - Effectiveness of services _
(by age, sex, relation to family (birth weights, student test scores, -
head, education, etc.) - average time to get to work,
_ : : shopping, gross vs. net incomes,
" Labor market operations number of homeless)

{rates of employment,

unemployment, hours of work, The income distribution
productivily, wage rates, absenteeism, (poverty, average incomes,

~ tabor turnover, job vacancies) - relative incomes, consumption}.

“The above indicators can be analyzed with secondary data, sone of which (such as
_ “income and expenditure data) are alrcady being collecicd as a matter of course by national - -
“or provincial authoritics. Other _data_arc_ not now being collected but could be with very -
‘linde difficulty -- c.g., birth weights of new-born in.fants_, or test scores of students. -
‘However, some indicators would requite special samples, of the sort mentioned in the
main text of this volume; employer views on the productivily of new hires; individual -
views on q‘uzility'of l_i-_fc, social concerns, and aspirations.” For these ihdicatofs, the
questionnaire listed in the Appendix I would provide a usclul sianing point. It would,
however, require modification over time; for example, the questionnaire begins with
: rcspondchl rankings of their residential arcas. It will doubtless be necessary to ask

similar questions on respondc_nt rankings of the quality of their lives over time.

For these pctcéplion'{opinion) survcys.’an"expah'sii)h in sample size {relative to tﬁat
_ discussed in Appcndix I) will be necessary.  Twenty respondents per province is likely
too small to permit generalizations of the type desired. Rather than a sample size of IZO,’
a total of 500 respondents would be preferable, in order to permit a scries of cross-
tabulations lo be generated: incomes of female-headed or rural familics, respondent
views on the effectiveness of local administrators by low- versus high-income families,
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etc. Por certain questions, it might be possible to link into ongoing surveys, such as that
on the labor force, or income and expenditures. ' '

A very important potential source of information is local administratoss: physicians,
- teachers, police officials, NGO officials, etc. These officials are generally well apprised
of special problems in their fields of cogaizance. For example, provincial health officials
interviewed as reported in the main text, pointed out a growing problem of mfcchous
discases being transmitted by 1llcgal migrants, as well as deteriorating air quahly inthe
- Bang Saphan area. | "

Periodicily is an imporiant cons:dcratlon for momtonng activities. Idcally, opinion’
- (perception) data would be collected annuaily, as would be data on such social indicators
as health and municipal services. The Labor Force Survey is now being carried out at the
- provincial level three time per year. These data, however, will have to be suppiemeniéd
with direct interviews with cmplojrcfs 10 determine their views on the quality of their
workers, Irammg ‘needs, etc. The Income and Expcndnture Survey is carried out every
~ two years which should be sufficient for monitoring purposes There are significant lags
{currently about two years) in pracessing. ‘these survey data, however, §0 spccml funding
‘might have to be sought to speed up the work of the National Statistical Office.

Likely' Sources of Bias

. Standard intcwicw surveys will likel'y'fail to reflect the circumstanccs of itlegal migrants
and, perh'!ps the informal sector’. - Data derived from hospitals on' birth rates, for
“¢example, will not cover the situation of many mothers who prefer midwives to hospltals
“This may not b a paiticular problem when the intention is to reflect the situation of local
Thais during the dcvelopmcm process, but for other purposes, the exclusion of illegal
migrants may be more serious. In these cases, special-purpose surveys may be requm,d
and it might be necessary to rcuun cnumerators frora the ranks of those whose ICSPONSCs
“are desired. For example, SWIVeys, of crime among young people are llkely bcsl camcd _
out by youthful offenders, and sueveys of illegat mlgranw are probably nore accuratc
when the enumerator is an nllega] nugram

'Theorctically, houschold surveys should reffect carnings from tiu, informal
scclor, bul there may be problems of recall which limit the accuracy of dala
from this source.
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Measuring the Effects of Industrial Investments

In addition to the general monitoring of social progress during accelerated economic
development, it will often be desired to measure the costs and benefits of particular
project investments. In these cases, some sort of control group will be required; that is, a
group which is not subject to the tecatment effect to be measured. In some cases, control
groups can be drawn from provinces in which no investnent of the sort to be analyzed
have been made; in others, controls can be drawn from individuals (in (he same province)
who have not been deemed cligible for the treatment.

For cxamplc, suppose it is desired to measuce the impact of a secondary science school
on individual carnings. If entrance probabilitics to the new school were completely
random (i.c., al prlmary school graduates in the province where the school was located

* had equal opportunily to gain admission) and chances of success[ul completion of
' courses were also randomly distributed, then one could simply compare the futurc
earnings stream of graduates with other sccondary school gra'duatcs' to discern the impact .
of the special school. As such probzibili{ies ate not equally or r_andoinlj distributed, some
special adjustments will be required. | '

One possible procedure would be to 'tcs_l: primary schoo} graduates in a nearby provinee, .
and then to select those whose test réSults arc comparable (o those of students admitted to
lhc sccondaty school This would control for the * cn'(rancc cffcct”' However, it'is‘ :
known that students tend to respond to rcwards so that studeats in better schools are
o likely to progress more rapidly than students in less well-financéd schools. . This implics

the need for recurcent testing during secondary school 'years, with comparisons restricted

" to students with roughly equal scores at the completion of secondary school. Even here,
~ bias remains a strong possibility, so further correction for “selectivity biés"zmay be
required. A poteatially fruitful (but expensive) alternative would be to provide 1Q tests to
a large group of students and then to restrict compansons over lime to those who attcndcd
the spccnal sccondary school and those with similar le

Firding approp;i:gtc cdmrol_ groups aéains_l which te measure 1hé impact of physical
investments, such as industeial parks, may be yct more complicated.  Here, simple

'Sece James Heckman, “The Common Structure of Statistical Models of
Truncation, - Sample Selection, and Limited Dependent Variables and a Simple
Estimator for Such Models,” Annals of Economic and Social Measurement,
Volume 68, 1976,
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“before and afier” comparisons are casiest, but given the length of time for such
investments to come to fruition and the fact that the cconomic environment may be
changing rapidly, it is really very difficult to disentangle the effccts of investments with
any degree of precision, Unless authoritics are willing to invest a good deal of money in
project evatuation, simple monitoring of the sort mentioricd above may have to suffice.
Even in these cases, however, the use of control groups (such as neighboring provinces)-
remains & good idea. Tt is not particul'arly cosily and can provide a bcn‘ch_niark against
* whichto n_wasuré changing indicators. - o '
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Project No.

$S 1
$$ 2
$S3

CED 1

. ED2

ED3
- ED 4

PH1
PH2
PH 3
PH 4
PH S

 Experimental Schools and Curriculum Revision
: High-technology Universities :
‘ Iriduslry-base’d Training Cehlef
: 'Comput:er Auvailability Expansion

 Regional Occupational Health Center
- Emergency Medical Service Upgrading

APPENDIX Il

PROFILE OF PROPOSED PROJECTS/PROGRAMS

Title of Project/Program

Social Monitoring and Evaluation

Local Governance System Improvement...

Social Partnership Promation

Medical Research Laboratory with Hospital ..........c.c..e....

Integrated HIV/AIDS Control
Health Promotion Upgrading

R R L R R TR LT R

................................



Project No. SS 1

1 PROJECT TITLE Social Monitoring and Evaluation

2. LOCATION WSB as a whole

3. AGENCY NESDB

4.0BJECTIVES (1) to maximize social benefits and mininize social costs :

associated with the WSB development through regular
- and institutionalized monitoring and evaluation of
* - various social changes, and '
(2) to motivate local people to become actors of the
development through their pariicipation in monitoring
and evaluation activities.©

5. PHASING . ~ Phase I for deSIgn and initial establishment of the
R - monitoring and evaluation system; Full lmplementatlon :
- from Phase l[

6. DESCRIPTION

" The WSB Master Plan adopts a holistic approach to soctal and human development. The

~ holistic approaoh is to implement various measures sefectively and with caution, while
monitoring their eftects and constantly adjusting the implementation. This is a valid
approach -when significant social changes are expected as the WSB “development
proceeds.” 1t is also in line with the new development paradigm advocated by ihe Elghlh
Plan and the Thalland Vision 2020.

The followmg may be subject to momtormg and evaluatton '
« Social environment in general and changing social values (the family, child-rearing
~ and parental control, social deviancy such as crime or alcoholism, relations among
neighbors, political parumpauon participation in cultural or commumly events
eic);
+ Quality of life (culture, amemttes respondent rankmgs of the quality of life within
their areas) ; : :
« Patterns of migration ; and - :
_“» Changing social indicators: health, housing, education and training, inconie
distribution, social services,” “access o lhc legal system, polmcal participation, -
refations with local admlmst(ators :

7. RELATION WITH = 882 (Loca\ Goverﬁanée' Syéfem Iﬁ\prb\?em_erﬂ)
OTHER PROJECTS : S
8. COST (Approx.) Phase 1= $1 million
“Phase I = $2 million
Phase [ = $2 million
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Project No. §S 2

1. PROJECT TITLE Local Governance System Improvement

2. LOCATION All the WSB provinces
3. AGENCY Ministry of Intefior and Local governments
4.0BJECTIVES (1) to improve channels of communication between local

residents and government ofiicials, and
(2) to begin implementing "bottom-up" approach to local
governance. :

- 5.PHASING - | Phase I for improvement of provihciai governance and
: : strengthening of TAOs; further decentralization '
“subsequently

6. DESCRIPTION

The existing local governance system needs to be improved to achieve more effective
social and rural deveiopment General directions for such improvement should be based
on (l)ﬁunher decentralization of development admimslratlon and (2} newly instituted
stalus of Tambon Admmistrauve Orgamzahon

At the provmcral level, deve!opment budgetmg should be changecl from the present
“control oriented system into a planning oriented one by adopting the PPBS. A
_ prerequisite is to transform the provincial invesirient plans just prepared into a real

provincial development plan‘in line with the WSB: Master: Plan through intensive

communication/consultation at the province level based on !he two basic dOcuments :

_At the tambon level nore . Tambon Counc:ls will be mcorporated into’ the focal -
administration, and local participation institutionalized ‘with TAOS Th;s would
strengthen a bottom-up planning mechanism. '

7. RELATION WITH SS 1 (Social .Monitoring and Lvaluation)
OTHER PROJECT :
8. COST (Approx.) Phasc 1= $2 million as start-up cost
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Project No. 8§83

1. PROJECT TITLE " Social Partnership Promotion

2. LOCATION All the WSB provinces
3. AGENCY Private sector and BOI
'4.0BJECTIVES (Dto encourage private business and individuals to

participate in the provision of some social services or
“amenilies, or to support socio-cultural activities; and
*(2) to realize lively communities wnh amenities to attract
more investrents.

5. PHASING _ * Phase I for inittation; to be continued as long as judged
' ' recessary

© 6. DESCRIPTION

The WSB dévelopmem would be supported, among others, by more substantive roles of
the private sector in all phases of development and more active participation of loca
~ people. This strategy applies: pamcularly to somally-onented and . human-centered
- development. _ :

Roles for the private business and residents in the provision of broad social services
- should be expanded at the local level. ~This may be accomplished: through citizen
. oversight boards (e.g. for environmental protection), direct private sector contributions
(e.g. for establishment and operation:of schools and hospitals), and sub-contracting from
the Government to local services prowders or to NGOs. Private business may "adopt” a
local community for the provision of various social services with addnuonal incentives

~ provided by the Government such as fax rebales

_; 7. RELATION _WITH - f SS I (SOCIal Momlor_ing and Evaluation)
OTHER PROJECT - :
8. 'COS'_I‘ {Approx.} Phase | = $1 million
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* Project_No, ED 1

1. PROJECT TITLE

2. 1LOCATION
3. AGENCY

4 OBJECTIVES

5. PHASING

6. DESCRIPTION '

Experimental Schools and Curriculum Revision
All the WSB provinces

Private sector and Ministry of Education

(1) to increase transition from elementary to secondary

schools ;

': (2) toupgrade the teaching of science and technology at the

secondary level ; and

“ (3) to reduce the outmigration of students who now seek

~ secondary schooling in Bangkok or other urban areas.

: Phase I for desugnation of expen'menlal schools curricutum

for lmplemeniauon

To estabhsh a precedent of socially onented and human centered development
advocated by the Eighth Plan and Thailand Visicn 2020, the reforms in the education
- sector cusrently under discussion at the national level should be introduced first in the -
WSB region. In particular, experimental schools should be estabhshed either newly or
capitalizing on existing schools and curriculum revision undeﬂaken wnth einphasis on '

science and engmeermg

- Two secondary schoo!s may be dcsxgnated mmally in the WSB as the drop-out problem
" staris at this level. The schools may be operated as non-profit institutions, with fees from
“ students but scholarships for the rieedy. The schools would sclect students on the basis

of entrance examinations and would have residential facilities. Computer literacy would
“be expected of all students and encouraged by significant computer availability.

7. RELATION WITH
OTHER PROJECTS

8. COST (Approﬁ.)

ED 2 (High-technology Universities)
ED 4 (Computer Availability Expansion)

Phasel =  $1 million
Phase 1l = $10 million
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Project No. ED 2

1. PROJECT TITLE

2. LOCATION

- 3, AGENCY

" 4.0BJECTIVES

5. PHASING

6. DE scmmow

High-technology Universities

~ Petchaburi province

Private sector and Ministry of University Affairs

¢ to expand the availability of university education, thereby

- reducing pressures for outmigration from the WSB,

" (2) to establish and enhance the image of the WSB for -

speciatized and advanced education; and
(3) to expand the availability of science and management
1 graduates

~: Phase I for designation of vniversities, legislative’ measures,

and planning for facilities, followed by initial implementation

‘According to its vmon the W SB region will be eharaclenzed among others, by some
specialized social services and amenities for various people of different backgrounds
~ including immigrants. One of the specialized social services expected in the WSB is
advanced education. More important fields include science and technology to support -

~ high-technology - industrialization and hotel management to support tounsm
- development as well as overall development management.

Two universilies may be de51gnated mltlally in the WSB. One of them may be the
exisling Rajabhat Institute, Petchaburi with a hotel administration prograni. Legislative
measures need to be taken to develop it into full universily status. Another university
may be designated in relauon 10 lhe proposed Science Cily for science and techno!ogy

development.

7. RELATION WITH
"OTHER PROJECTS

~-8.COST (Appro:{,):. :

UD 2 (Specific City, Petchaburi)
- TO 2 (Tourism-related Improvements)

Phasel = - $5million
- Phase 11 = -$lOrhiI_l_ion :
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Project No.ED 3

| 1. PROJECT TITLE - Industry-based Training Center
2. LOCATION In or near any of the industrial estates in the WSB

3. AGENCY ‘Ministry of Labor and Social Welfare
and the private sector

 4.0BJECTIVES (1) to encourage skills development with private sector

' o initiative, and

(2) to expand and enhance human capital to suppon the :
WSB industrial development.

5. PHASING " Phase I for the establishment of a center asa démonstralion
project .

© 6. DESCRI PTION

~ Skills training holds a key for the accelerated industrialization envisioned by the WSB
~ Master Plan. Since on-the- -job trammg would be more effective for market responsive
' skllls trammg, the Govemment should support such efforts by private ﬁrms ' :

- To ehc;l prwate sector initiative, a training facility would be established in or around any. '
of the industrial estates planned by the WSB Master Plan, T raining plans should be
prepared jointly by the Government and employers. The Skills Development Fund would
be utilized to reimburse training costs for employers whose workers passed a generally
agreed competency-based examination. - The employers la}ce responsibilities - for
: zorgamzatlon and provision of‘iralmng L 5 :

7, RELATIQN WITH ID 3 (Industnal Core and Sate!hle}
: OTHER PROJECTS TR 1 (Frée Trade Areas)

8. COST (Approx.) - ‘Phase 1= $5 million
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Project No. ED 4

- 1. PROJECT TITLE

2. LOCATION

3. AGENCY

4.OBJECTIVES

- 5. PHASING

" 6. DESCRIPTION

'Most rural areas in the WSB are’ handlcapped by limited access to vital information
related to avaliabihty of various social services, education and training oppormmnes
marketing and others, Computer availability and use are also limited in rural areas. To
prepare for the forthcommg information age with computer-based information exchange

Computer Availability Expansion

Rural areas in the WSB

Local governments, and Comnmmcauons Authority of
“Thaitand

(1) to improve access to vital mformatlon in rural areas;
and o

(2) to prepare the rural populace for the fonhcommg
mformatlon age.

Phase 1 for dcsign of information network for a specific

- purpose; stepwise expansion in subsequent phases

- and Internet linkages, certain steps need to be taken in the nearest future

‘First, computer avalability should be cxpanded in schools hospitals, local templcs
. pubhc libraries and other public facilities. Second, computer literacy should be expanded
among local people. Local manufaclurmg of personal computers and involvement of -
industries in computer training would be instrumental for these: Eventually ﬁber-opl;c

'cables woufd be mstal!ed and linked to satelhte transmissions. -

7. RELA;ION WITH
OTHER PROJECTS

8. COST (Approx.)

ED 1 (Expenmental Schools) -
- TL 6 ({nformation Highway for Educal:on)

PhaS:eI = %2 million
: Phase II= $5 million
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Project No. PH1

1. PROJECT TITLE  Medicat Research Laboratory with Hospital

2. LOCATION Petchaburi province (central facitities within Science City)
3. AGENCY Private sector, and Ministry of Public Health
4. OBJECTIVES - (1) to upgrade medical research capability and medical

~ technology within the WSB, _
© (2) to enhance laboratory capability in the WSB, and
(3) to contribute fo better health conditions for residents of
Petchaburi and Prachvap Khirikhan with in- pauent
[‘acihnes

5. PHASING : Phase 1 for establishment of health research network and
“planning for advanced facilities to be additionally provided in
the WSB; Phase 11 for the provision of additional facilities .

6. DESCR]PTION

The WSB region at present has adequate health famlltxes compared wnh the avetage

-availability at national leve), but faces shortages in health personnel.” Therefore how to |

attract qualified health personnel is a key issue in the health sectof. Also, as the WSB
segional developmeént proceeds, needs will increase for more advanced medical
treatment and medical technology to deal with complex syndromes.

This' project aims at upgrading medical research capability and medical iechnology -
within the WSB to promote the health conditions of residents with a long term view.
First, a network of health research would be established linking existing medical and.
research facilities in the WSB, and the BMA, and needs for advanced facilities to be
additionally provided in the WSB clarified 'du'ring Phasé I, Of the additional facilities,
central ones would be established within the proposed Science City in Petchaburi during
Phase Ii. The health research network may be extendcd to link even with facrlltles in
other countries.

7.RELATIONWITH  UD 2 (Specific City, Petchaburi)
OTHER PROJECTS o o

8 COST (Approx)  Phasel=  * $20 million
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Project No. PH 2

t. PROJECT TITLE
2. LOCATION

3. AGENCY

" 4.0BJECTIVES

5 PHASING

6. DESCRIPTION

Regional Occupational Health Center

" Bang Saphan, Prachuap Khirikhan province

Ministry of Labor, and Ministry of Public Health

(Do estabhsh better working conditions in the region,
" (2)'to provide treatment for occupatlonal injuries and

diseases by occupational doctors,

(3) to disseminate necessary information to protect w orkers L

from industrial accidents and occupahonal diseases, and

(4) to implement effective labor inspection related to

indusirial safety and health.

Phase I to Phase 11

- The risk of workers getting involved in labor acadents or occupattonal diseases will
rapldly increase with industrialization in the WSB. However, neither employers nor
employees have recognized the necessity to control the risk. The promotion of industrial
safety, and industrial health control through training, publication and display of safety in
industrial estates will benefit enterprises by improving their productivily. Occupational
. doctors and nurs¢s who have practical knowledge can provide adequate first aid for

injuries and diseases.

Strengthening of safety mspectlon by labor inspectors,

- strengthening of pubhc relahons and research for major mdustnal hazards are also

- activitics of the center

1. RELATION WIT [I
“OTHER P_ROJEC’IS _

‘8. COST (Approx.)

 Phase H

1ID3 (lndustrfal Core and Satellite)
TR'1 (Free Trade Area, Bang Saphan)

" TL 4 (Medical Informauon System)

“Phasel = $2 million
Phase Il = $4 million
= §4 million
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Project No. PH3

1.PROJECT TITLE Emergency Medical Service Upgrading

2. LOCATIONS Public Hospitals in Al Arcas
3. AGENCY * Ministry of Public Health
4.OBIECTIVES (1) to upgrade equipment both in the emergency room and

ambulance of cach hospital, _
(2) to improve the emergency medical system utilizing loeal
“transportation and telecommunication network, and
© (3) to implement training for health personnel to cope  with
- - occupational injuries and hazard through first aid.

5. PHASING Phase I to Phase II
6. DESCR]PT[ON |

Traffic accidents are among !he three leading causes of death in the WSB The mor!ahty
© rate per population is especially high in Prachuap Khirikhan and Chumphon, provinces
~ atong Route 4; because a majomy of accidents occurs on highways. The number of
fatalities from traffic accidents is expected to increase with sapid motorization, but
emergency medical services are’ not sufficient. . Upgrading of medical equipment is
necessary for both emergency rooms and ambutances.

~ Ambularices in each public hospatal have been used mainly for the 1tansportation of the
Jinjured to a larger hospital in the region or special hospitalsin Bangkok. - Thus
improvement of emergency medical services utitizing an improved transportation and
telecomnisnications network would be desirabte in order fo transport the wounded to
the nearby hospital as qmck as possnble :

: ATso training for prowdmg adequate trealnicnt of occupational hazard such as chemical
explos:ons and poisoning is necessary as the number of occupational i m_:uncs has been
increasing in the WSB.

7.RELATION WITH RT3 (Road Safety)
OTHER PROJECTS : -

8.COST (Approx)  Phasel = - $2 million
: L  Phasell= . $3 million
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Project No. PH4

1. PROJECT TITLE  Integrated HIV/AIDS Contsol

2. LOCATION All areas
3. AGENCY To be operated joinily between Ministry of Public Health,
~ Provincial Health Offices, and non-profit organizations
(Universities, NGOs)
-4, OBJECTIVES (1) to providé more effective health education to prevéni :lil;V -

infection especially in high risk groups, and
© (2) to implement cominunity-based care for AIDS pauents

5. PHASING  Phasel

6. DESCRIPTION

The Study Area is one of the most critical regions in the HIV epidenic, where infectious
" levels of HIV among prostitutes, male STD patients, and pregnant women are much -
higher than the country medians. Desplte the nation-wide campaign against AIDS, the
number of AIDS cases is expected to increase in the WSB due partly to a targe number
of poorly educated in-inigrants. Also, very few measures for treatment of AIDS patients
have been taken as the national campaign has focused mainly on prevention. Due to the
limited number of hospital beds, community-based care should be promoted.

This mtegratcd HIV/AIDS control pro;cct includes followmg

(i) - health education for hlgh -risk occupauonal ‘groups such as f"ictory workers
fishermen, and truck drivers in cooperation with industries and associations,
e (u) health education for foreign workers (e.g., from Myanmar) in their languages,
- (iit) a mass media campaxgn to change sewai behavnor of residents mc!udmg migrants,
' and
(iv) training of home—bascd care for district-level health personnel and v1|1age health
volunteers. :

7. RELATION WITH
OTHER PROJECTS

8. COST (Approx) . - Phase = $5 million
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Project No. PHS

. PROJECT TITLE  llealth Promotion Upgrading

2. LOCATION - All areas

3. AGENCY “Ministry of Public Health, and Provincial Health Offices
4. OBJECTIVES © (1) 1o increase health awareness of people, thereby improving
health behavior,

- - {2) to enhance self-care and community-based care through
community parlicipation, and
(3) to support the people and non-governmental
organizations in health developmeat .

5. PHASING Phase |
6. DESCRIPTION

Health development musi encourage people's participation so that they can solve health
problems by themselves. . Although the Government has implemented many health
ccducation programs, probléms such as high prevalence of diarrhca due to inadequate -
food practices are still &ghiﬁcant Communily participation is Immed because of
d:ﬂlcultles in dlssemmalmg expenences of model lmplemenialton

- Health promotton programs should be upgraded to empower people's self-reliance
uhh;mg the local knowledge such as traditional medical care, herbat drugs, community
* participation on’consumer protection, and environmental preservation.  Scveral
programs would be prepared for different age groups for maternal and child health,
~ school health; and clderly care. lnvolvcment of NGOs may be useful. Since health
promotion programs must be relevant to local needs, evatuation of existing projects in
each province is necessary.. -

7. RELATION WITH
OTHER PROJECTS

- 8. COST (Approx.) ~ Phase k= $1 million
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