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Population and Health Policies in Thailand and the Philippines:

A Comparative Study

Diwata A. Reyes

Introduction

The major objective of this research is to identify important lessons and policy strategies from the Thai experience that Philippine authorities can adopt in addressing problems related to population and reproductive health.   These two Asian countries have contrasting levels of “success” in its population programs. Thailand’s fertility rate in the 1995-2000 period is 1.7, much lower than the 1970-1975 level of 5.0.  On the other hand, the fertility rate in the Philippines during the 1995-2000 period is 3.6, just a slight improvement from the 1970-1975 level of 5.5 (UNDP 2000). 

The following are the objectives of this research: 

(1)identify the important population and reproductive health policies the two countries   

     implemented in recent years;

(2) analyze the success of these policies in achieving the stated goals;

(3) identify the factors that contributed to the success or failure of a particular policy; and

(4) propose strategies that Philippine authorities can adopt in crafting a more effective       

      population and   reproductive health policy.

Methodology, Scope and Limitations

This research is primarily a qualitative comparative study of the population programs of Thailand and the Philippines.  Relevant documents, research reports, other materials and publications were analyzed.  

The background research was focused on the history of the family planning and population programs of Thailand.  Particular attention was given to programs that were successful in integrating family planning projects with the community-based health delivery system.  In addition, programs that integrated family planning and agricultural development were explored.

In the analysis of the literature gathered, the factors that made Thailand the “success” story of Asia with regard to population control were identified.  Based on the lessons learned from the Thai experience, strategies that Philippine authorities can adopt in crafting a more effective population program for the country were proposed. Although fertility in the Philippines continues its gradual decline, the country’s total fertility rate remains high in comparison to the level achieved in the neighboring Southeast Asian countries.

Several factors have constrained the formulation and implementation of an effective population policy in the Philippines.  Danguilan (1997; 1993), for example, documents the role the Catholic Church has played and notes that Church pronouncements influence the manner in which the government executes its population policies.  Another factor may be the devolution of the Department of Health, a move that shifted the responsibility of planning and implementing health programs to the local government units (LGUs).  An evaluation study for the United Nations Population Fund by Reynolds and others (1999) mentions that most LGUs still have to gain the capacity to integrate population and development programs into their plans.  Lack of effective mechanisms to improve access to reproductive health services is another area of concern.  Demographic survey shows that the Philippines still has about 26% of unmet need for family planning (National Statistics Office [Philippines] and Macro International Inc. 1994). 

Thailand was chosen as a possible “role model” for the Philippines because of its remarkable level of success in reducing its fertility rate.  As discussed above, it was able to lower its 5.0 fertility rate in the 1970-1975 period to 1.7 in the 1995-2000 period (UNDP 2000).

In addition, Thailand’s social condition is also relatively similar to that of  the Philippines.  In the year 2000 human development index (HDI) ranking of the United Nations Development Programme, Thailand ranked 76, the Philippines, 77.   (HDI is “a composite index based on three indicators: longevity, as measured by life expectancy at birth; educational attainment, as measured by a combination of adult literacy [two-thirds weight] and the combined gross primary, secondary and tertiary enrolment ratio [one third weight]; and standard of living, as measured by GDP per capita” [UNDP 2000]).

Lessons could also be learned from Thailand’s successful experiment in integrating its population program with the community-based health delivery system.  The first project was carried out in the Potharam District in 1964-66.  During the eighteen months of clinic and field activities, more than 30% of eligible women accepted family planning (United Nations 1979; Chulalongkorn University 1971; Hawley and others n.d.).

Another example of a successful Thai experiment is the 1977-1980 “Songkhla Integrated Development Model,” also known as the “Jana Project” in reference to the district within the Songkla Province where the project was operational.  The project aims “to create an integrated model of health, education and agricultural development focused on family planning” and “to expand the model to nationwide coverage as a development system of family planning and rural development.”  This field experimental study was designed by the National Family Planning Programme of the Ministry of Public Health to promote community development through integrated development activities involving the health care, educational and agricultural systems (Sepulveda and Mehta 1980).

With the devolution of the Philippine Department of Health, a similar community-based approach to population issues may prove to be effective for most local government units.  The challenge for this research proponent will be to identify the most helpful and adoptable policies and strategies, taking into account the peculiarities of contemporary Philippine communities.  Furthermore, the more recent population and reproductive health programs in Thailand may give additional valuable lessons for Philippine policy makers.

Admittedly, the contribution of this research will primarily be to the Philippine population program.  However, the comparative nature of the study highlighting the adaptability of some of Thailand’s population policies may still give some modest contribution to the Thai literature.

To clarify the context of fundamental policy changes in population programs in recent years in both Thailand and the Philippines, the next section will discuss the shift from family planning to reproductive health.

The Shift From Family Planning To Reproductive Health: An Overview

Excessive population growth, the United Nations Secretariat explains in Family Planning, Health and Family Well-Being (1996), has often been considered a major hindrance to rapid progress in economic development and hence the betterment of people’s lives.  This view raised great concern in countries categorized as having high population growth.  Population policies for reducing fertility were formulated and family planning programs were considered as the best means of achieving this goal.

Through the years, awareness of the importance of population factors in development planning increased continuously among governments. In the 1974 Bucharest World Population Conference, 55 countries considered their fertility level too high and 40 had formulated a policy for fertility reduction.  By 1991, those that considered their fertility too high increased to 80 and 70 were already implementing policies to lower that level (United Nations 1996).

In the early years of the population program history, the focus was on fertility regulation to achieve demographic targets.  Governments of developing countries in Asia, Africa, and Latin America were urged to propagate the use of birth control methods.  The Philippines in the early 1970s, for example, established quotas for health personnel and required number of pills, IUDs, tubal ligations for women and vasectomies for men (Danguilan 1997).  India, on the other hand, vigorously promoted sterilization in the mid-70s as a means of population control (Visaria et al 1999).

In the 1974 UN World Population Conference in Bucharest, some countries criticized the narrow concentration on population control and argued that inequitable structures in societies must be addressed. The Catholic Church delegation, on the other hand, opposed the draft document’s focus on population growth as the main obstacle to economic and social development (Danguilan 1997).

Other countries supported India’s position that population programs would have to be “integrated” into development programs.  The World Population Plan of Action adopted at the end of the conference recommended reductions in infant and child mortality, basic education, improved status of women, better living conditions in rural areas, promotion of social justice, provision of old age security, and establishment of a minimum age of marriage (Danguilan 1997).

Post-Bucharest policies reflected a shift in focus “from population control, or how to reduce numbers immediately at the least cost, to population planning, or how to best reduce numbers by looking at the different influences that make couples decide to have children” (Danguilan 1997).  Population planners advised governments to integrate family planning into some broader program like maternal and child health or primary health care.

In the 1980s and 1990s, women’s groups started to make their presence felt in population issues. Women’s organizations criticized sterilization programs as a violation of human rights and lamented some governments’ lack of respect for women’s health and rights.  They argued that women should not be treated as mere passive recipients of birth control methods and that their capacity to make rational choices should be recognized  (Visaria 1999; Danguilan 1997).

Changes in policies and attitude are reflected in documents of international organizations in recent years.  In the 1992 UN Expert Group Meeting on Family Planning, Health and Family Well-Being held in Bangalore India, the United Nations emphasized that family planning needs to be viewed in a larger social context.  The UN further explained that access to family planning is not solely a demographic and economic issue but also a question of individual and national health, of preservation of the environment and the well-being of the family and the population at large.  In addition, it is also concerned with improving women’s status and the recognition of human rights, and through them, greater equity for all people (UN Secretariat 1996).

However, it was the adoption of the Programme of Action in the 1994 Cairo International Conference on Population and Development (ICPD) that marked the turning point in health and development concepts and policies.  As Godfrey Walker (1998) explains, “the fundamental conceptual shift was from emphasizing fertility reduction as a key end in itself and family planning programs as critical to achieving this, to articulating the more holistic concept of reproductive health rights and fertility regulation as one of many rights linked to improving levels of reproductive health.”

Reproductive health (RH) became a key concept in the ICPD’s Programme of Action.  It was defined as “a state of complete physical, mental and social well being and not merely the absence of disease or infirmity, in all matters relating to the reproductive system and to its functions and processes.” RH implies that people are able to have a satisfying and safe sex life and have the ability to reproduce and the freedom to decide if, when and how often to do so.  The ICPD document elaborates that implicit in this is the right of men and women to be informed and have access to safe, effective, affordable and acceptable family planning methods of their choice, as well as other fertility regulation methods of their choice which are not against the law.  Included is the right of access to health-care services that will enable women to go safely through pregnancy and childbirth and provide couples with the best chance of having a healthy infant (ICPD 1994). 

Reproductive health care is defined in the document as “the constellation of methods, techniques and services that contribute to reproductive health and well-being by preventing and solving reproductive health problems.”  ICPD adds that it includes sexual health, the purpose of which is the enhancement of life and sexual relations, and not merely counseling and care related to reproduction and sexually transmitted diseases (ICPD 1994).

 The 1994 ICPD and the 1995 Beijing World Conference on Women catalyzed population policy shifts in various countries.  Visaria (1999) asserts that these two meetings helped generate additional pressure from the global community for changes in the focus and approach of population programs.  In these conferences, women’s groups from around the world shared their experiences and developed a solidarity that empowered them to successfully petition their own governments to better address women’s needs.  

The Philippine experience in recent years also illustrates fundamental changes in government population programs. Reflected in the Commission on Population (POPCOM) Philippine Population Management Program 1998 Implementation Plan is the Population-Resources-Environment (P-R-E) framework. The document explains that the PPMP follows a conceptual framework that sets as an ideal a balance among the following: population growth and distribution; human, fiscal, and economic resources; and environmental conditions.  In addition, it maintains an expanded framework showing how RH and gender come into play within the P-R-E concept (POPCOM 1998).  The PMPP’s program components include the following: population and development integration; gender equality and women empowerment; adolescent health and youth development; reproductive health and family planning, and migration and urbanization (POPCOM 1998).

By June 1998, POPCOM was already distributing to health workers in different municipalities throughout the country the Information Kit for Population Program Workers on Gender and Reproductive Health Concepts, Issues and Concerns (Letter of POPCOM Executive Director, Tomas Osias, 16 July 1998).  The kit contains fact sheets on topics which government considers as its priority areas.  The list includes adolescent sexuality and fertility, maternal health, fertility management, reproductive tract infections including STDs and HIV/AIDS, violence against women, health and other concerns in the middle and older years, male participation and responsibility in reproductive health, and some relevant laws and policies (ISSA 1998). 

Thailand’s Population Program

As earlier mentioned, Thailand’ population program has been recognized for its dramatic success.  As the country’s Ministry of Public Health (1998) points out, “In only 25 years the country moved from a pronatalist stance, during which the fertility level hovered between 6.3 and 6.6 births per woman and a few married couples used contraception, to a contraceptive friendly society with fertility levels at nearly replacement level.  In 1997, the fertility rate stands at just below replacement level at 1.95 births per woman.”  This section gives an overview on how government policy with regards to population changed through the years.

Thailand’s health care situation during the 1950s and early 1960s is comparable to most underdeveloped countries.  It has a high fertility rate.  Infant and maternal mortality rates were also high.  The country maintained an essentially pronatalist policy throughout the 1960s (MOPH 1998).

The first national census which was conducted in Thailand in 1911 recorded a total population of 8,266,000 people.  In 1960, the population jumped to about 26.3 million. As early as 1959, the World Bank Economic Mission already expressed its concern to the Thai government that the country’s rapid population growth might have an impact on its social and economic development.  The government created a number of committees to study the problem but “little else transpired until 1963 when a first of a series of national population seminars was held in which a number of Thai intellections in the fields of medicine, the social sciences and economics discussed their concerns about the high rates of population growth” (MOPH 1998).

After the first seminar, a small research project was conducted from 1964-1966 in the rural district of Potharam, about an hour and a half away from Bangkok.  Results of the baseline survey showed that only about 3% of married women aged 15-45 were using contraception.  It also revealed that more than 70% of the women in the study did not wish to have more children.  Because of this “unmet need,” an 18-month “action program” was implemented.  Over 30% of eligible women accepted family planning, with the majority choosing the intrauterine device or IUD (Chulalongkorn University 1971; MOPH 1998; United Nations 1979, Hawley and others, n.d.).

In 1966, the Institute of Population Studies was established at Chulalongkorn University.  The following year, the Institute for Population and Social Research was established at Mahidol University.  “Future research by both institutions made comprehensive information available to population planners which aided in the effective development and improvement of programmes over time” (MOPH 1998). 

In late 1967, the newly appointed Undersecretary of State of the Ministry of Public Health initiated plans to train MOPH staff in family planning. The “Family Health Research” project was later established.  Its aim was to train at least one physician and one nurse for each of the 84 provincial hospitals and all rural based doctors, nurses and auxiliary midwives (MOPH 1998).

The following year, Thailand’s National Economic and Social Development Board (NESDB) created a small population unit.  Among its initial tasks was to study the population problem and make recommendations to the Cabinet.  The government’s declaration of a new population policy in 1970 is considered as the culmination of efforts of dedicated individuals from universities, the Ministry of Public Health, and the National Research Council, led by the new unit of the NESDB (MOPH 1998).

On March 1970, the government of Thailand adopted the National Population Policy which states that “It is the policy of the Thai Government to support voluntary family planning in order to help resolve various problems related to the very high rate of population growth, which constitutes an important obstacle to the economic and social development of Thailand” (MOPH 1998).  The Ministry of Public Health’s Family Health Research Project officially became the National Family Planning Programme (NFPP).  During the five year period from 1970 to 1975, the country’s contraceptive prevalence rate rose from 14% to 34% (a 20% increase).  Corollary to this, total fertility rate decreased from 6.2 children per mother in 1969 to 5.1 in 1975 (MOPH 1998).

The Ministry of Public Health (1998) explains that four important factors have contributed most to the rapid acceptance of family planning in the country.  These are: 

(1) The policy of “de-medicalizing” birth control methods.  The  government permitted auxiliary midwives to prescribe contraceptive pills thus making these available to more women.  Three years later, drugstores were also permitted to sell oral contraceptive pills even without prescription.  Eventually, nurses and later auxiliary midwives were trained to insert intra-uterine devices or IUDs.   This move reduced the cost of the procedure in addition to making it more available.

(2) The policy of involving the private sector.  Thailand’s government encouraged the participation of the private sector in family planning and did not interfere in their projects.  Among those that greatly contributed to the success of Thailand’s family planning program are the Planned Parenthood Association of Thailand (PPAT), the Community-Based Family Planning Service Project, and the McCormick Hospital (known worldwide for its pioneering work in contraceptive injectables).  (These and other organizations will be discussed in more detail in the next section of this paper.)

(3) The effective information campaign using printed materials and radio.  It rapidly created a national awareness on the importance and advantage of using family planning.  The use of radio was particularly significant in reaching the rural population.  Family planning information was integrated in music programs, documentaries, and programs which answers letters from listeners with health concerns.

(4) The MOPH’s institution of a management information system.  The monthly data on new users of family planning services allowed the MOPH to adjust and improve its program.

 From 1976 to 1984, Thailand’s contraceptive prevalence rate increased from 34% to 62%.  The total fertility rate further decreased from 5.1 to just around 3.5.  The country continued to develop and expand its family planning infrastructure.  Attention was also given to the improvement of the quality of service (MOPH 1998).

During this period, emphasis was also given to extending family planning services to groups that have been unresponsive to the program.  Four target groups were identified: inhabitants of remote rural areas, the southern Muslim religious community, the ethic minority hill tribe groups, and unmarried adolescents.  Mobile family planning units were sent to remote rural villages.  Creative strategies were used by these mobile units to attract the attention of the rural population.  Among these are giving movie screenings, music, and special campaign programs for each contraceptive method. With regard to the southern Muslim population, research showed that the low family planning acceptance rate was mainly due to cultural and religious reasons.  To address this problem, a birth spacing program began implementing culturally sensitive strategies.  The ideas of local leaders and researchers regarding the obstacles to the program were sought to make it more effective (MOPH 1998).

Thailand’s policy makers also recognized that hill tribes need specially designed family planning services.  Members of this population were recruited for basic medical and health care training, including family planning.  In addition, medical supply links with the lowland areas of Thailand were created.  This assured hill tribe couples of regular supply of modern contraceptives.  These strategies increased the contraceptive prevalence rate among the hill tribes from about 5% in 1981 to 41% in 1988. (MOPH 1998).

In the late 1970s and early 1980s, the demand for permanent sterilization from couples who have attained their desired family size also gradually increased.  Sterilization rate among contraceptive users in 1975 was 7.5%.  By 1984, the number rose to 23.5%.  The development of the minilaparotomy technique or “mini-lap” helped Thailand meet the high demand for sterilization.  This procedure requires only local anesthetic and a small incision.  Thus, female sterilization just became an out-patient procedure that can be done cheaply in a hospital operating room (MOPH 1998).

It was also during this period, more specifically from 1970-1980, that the Songkhla Project was implemented.  Considered as another successful Thai experiment, the “Songkhla Integrated Development Model,” is also known as the “Jana Project” in reference to the district within the Songkla Province where the project was operational.  The project aims “to create an integrated model of health, education and agricultural development focused on family planning” and “to expand the model to nationwide coverage as a development system of family planning and rural development” (C. Sepulveda and N. Mehta [eds], 1980).   This field experimental study was designed by the National Family Planning Programme of the Ministry of Public Health to promote community development through integrated development activities involving the health care, educational, and agricultural systems.

In Thailand’s Sixth National Economic and Social Development Plan  for 1987-1991,  the population target was to reduce the rate of population growth from 1.7% to 1.3% by the end of 1991.  The use of permanent contraceptive methods was emphasized.  The country’s family planning program also paid special attention to adolescents to decrease their fertility levels and rate of abortion.  Among the strategies adopted was the production of IEC materials specifically targeting this group.  Seminars for more than 5,000 rural youth on family planning and AIDS prevention were conducted (MOPH 1998).

The country’s Seventh National Economic and Social Development Plan for 1991-1992 is described as pursuing a similar path as the Sixth Plan.  With regard to population targets, the goal was to raise the contraceptive prevalence rate to 77% and the use of sterilization to 34%.  Target groups for family planning services during this period include the “difficult to reach” groups like the hill tribes, Southern Muslims, out of school children, urban poor, and construction workers (MOPH 1998).

In the middle of the country’s Seventh Plan, the 1994 International Conference on Population and Development (ICPD) was held in Cairo.  The shift of emphasis from family planning to reproductive health in the Cairo conference was also adopted in the population program of Thailand in the succeeding years.  To illustrate, the country’s Eighth National Economic Plan of 1997-2001 did not set the target for population growth rate.  Instead, emphasis was given to the concept of appropriate family size.  The Ministry of Public Health’s family planning program became a component of the new reproductive health program (MOPH 1998).  On July 10, 1997, the country adopted a National Reproductive Health Policy which declared that “All Thai citizens, at all ages, must have good reproductive life” (Wilairat and Rabiabloke 2002).  

 Thailand’s present population policy prioritizes the qualitative dimension of population development. It also shifted its focus “from an emphasis on achieving demographic goals for reduced population growth to meeting the basic reproductive health needs and well-being of individuals through improving the accessibility, equality, equity, right and choice for reproductive health services.  The scope of its reproductive health services covers the following ten areas: (1) family planning, (2) maternal and child health, (3) HIV/AIDS, (4) reproductive tract infection, (5) malignancy of reproductive tract, (6) sex education, (7) abortion and its related complications, (8) adolescent reproductive health, (9) infertility, and (10) post-reproductive age and old age care (Wiliarat and Rabiabloke 2002).

A recently launched project that merits special attention is “Friends’ Corner” project of the MPOH’s Adolescent Reproductive Health Program.   It aims to address the problems of today’s Thai youth, including reproductive concerns.  While it may be too early to assess its effectiveness and impact (since it is still in the initial phase of implementation), the project has a lot of promise. 

Population Programs and Thailand’s Private Sector

Even Thailand’s Ministry of Public Health and other government agencies acknowledge the role of private and other non-government organizations in the success of the country’s population program.  In this section, the two organizations that have contributed greatly to the country’s population and reproductive health program are discussed.
 The Population and Community Development Association (PDA)

Established in May 1974 as the Community-Based Family Planning Services (CBFPS), Thailand’s Population and Community Development Association had pioneered innovative projects in the country’s family planning program.  Considered as among the most successful is their community-based contraceptive distribution system that was supported by an effective publicity campaign led by their founder, now Senator Mehai Viravaidya (Hulse and Viravaidya 2001; D’Agnes 2001).

Because PDA regards family planning as only the initial step in improving the quality of life of the Thai population, this organization also provides assistance to people who wish to improve their standard of living.  They have provided help to various communities in the building of rainwater catchment tanks for safe water supply, crop production, animal husbandry, skills development, and the marketing of products.  Their guiding philosophy is to build the capabilities of people to have healthier and more prosperous families (Hulse and Viravaidya 2001; D’Agnes 2001).

.  

The Planned Parenthood Association of Thailand (PPAT)

In 1964, Thailand’s Ministry of Public Health piloted family planning projects in some selected rural areas.  Also during this period, some concerned government officials, businessmen, social workers and physicians formed a group and volunteered their services “to draft an operational structure that would be able to provide family planning information education and services to the interested public even in the absence of government policy approximately two years prior to the government’s acceptance of voluntary family planning as a principal population policy instrument.”  On April 14, 1970, the working group of the volunteers was registered as the Planned Parenthood Association of Thailand or PPAT (IPPF n.d.).

PPAT, up to this day, continues to engage in reproductive health activities.  Among its priority areas at present is teenage pregnancy.  PPAT addresses this challenge by training peer educators.  At present, they have around 600,000 youths affiliated with this program.

Lessons From the Thai Experience
Several important characteristics of the Thai population program could be identified: (1) the presence of a strong national population policy at every period of their development since the 1970s; (2) the effective involvement of non-government organizations in the implementation of family planning and population programs; (3) the effective choice of strategies for the implementation of particular projects; (4) the presence of effective information and advocacy campaigns; and (5) the availability of reproductive health services in most communities.  In other words, Thailand was able to effectively address the three important elements necessary for a successful population program, namely, a sound national policy, an effective information and advocacy campaign, and service availability.


Population problems in the Philippines could also be addressed if the country can effectively implement a strong national population and reproductive health program.  (As of this writing, House Bill No. 4110 entitled “An Act Establishing a Reproductive Health Care Act, Strengthening Its Implementing Structures, Appropriating Funds Therefore and For Other Purposes” is still pending in Congress.)  However, a sound national population and reproductive health policy needs to be backed by effective implementing strategies as well as strong information and advocacy campaigns.  Philippine policy makers and health care professionals may find valuable insights in the strategies that Thailand adopted in implementing its various population projects from the 1970s to the present. 
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