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A. Executive Summary

Background
i. The scope of the evaluation covered the actions funded by DG ECHO in the health sector

to support Burmese refugees in Thailand, between 2004 and 2009. The objective was
double: to provide (i) a retrospective (ex-post) assessment of the appropriateness,
efficiency and effectiveness of the actions over the period, and (ii) a prospective strategic
assessment with a view to identifying practical options for both the continued funding of
health to the refugees and enhanced transfers towards sustainable solutions. [§1-2]

ii. The ToR included fourteen evaluation questions, which have been used for most headings
in chapters B.3 and B.4.of the report. The field visits and meetings were carried out by
two consultants between13 October and 5 November 2010, and covered five of the six
refugee camps as well as most of the relevant actors and stakeholders. [§3-4]

Key findings – Retrospective assessment
iii. The camps for Burmese refugees in Thailand are the result of the ongoing conflict

between the central Burmese regime and some ethnic minorities. This conflict comes with
bouts of overt armed violence, in particular in relation to the Karen, and virtually
continuous repression, exclusion and well documented human rights abuses. [§5-26]

iv. To the approx. 140.000 refugees in the camps –for some of them since 1984- should be
added at least 470.000 IDPs in Eastern Burma/Myanmar, including 110.000 who may be
hiding in remote areas frequently affected by military operations. There are also more
than 3 million Burmese economic migrants –mostly illegally- in Thailand. [§6-7]

v. The future of the refugees and their legal status remains bleak and uncertain. Return is not
currently an option. Thailand is not party to the 1951 Refugee Convention, and the work
of UNHCR has been significantly limited (no registration since 2005, no camp
management or coordination role). The position of the RTG (Royal Thai Government)
aims at maintaining the country’s traditional independence, security at the borders, and a
safe regional trading environment. Since 1997, severe restrictions have been imposed on
access and livelihood for the refugees. [§10, 17-18, 57]

vi. A resettlement process to third countries (mostly USA) has started in 2004, implemented
by IOM and UNHCR; it has so far accepted more than 69,000 Burmese refugees. Their
places in the camps have however immediately been filled by new arrivals. [§11]

vii. DG ECHO has been supporting food assistance to the refugees in Thailand since 1995,
and since 2004 it has funded the provision of basic health assistance in six of the nine
camps along the border, by three implementing partners. [§12, 27]

viii. Due to the RTG policy of containment, the camps are essentially dependent from external
assistance; healthcare is therefore highly relevant both at the general level, and by
subsectors. Outbreak control is a key issue. The main diseases are usual in refugee camps:
respiratory tract infections or water and hygiene related problems. [§14-6, 19-24, 36-7]

ix. Available statistics generally indicate a satisfactory health condition in all camps over the
concerned period, compared with standard reference indicators and even more so with
Burma/Myanmar. Visited medical facilities appeared efficient in their daily work and did
not report acute shortages other than imposed temporary buildings, some lack of space
during large outbreaks, limited capacity of laboratories, electricity shortages etc. All
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major health risks have been addressed, resulting in low mortality rates and appropriate
outbreak and disease control. The indicators used to measure mortality rates appear
however flawed and would probably need to be re-defined. [§28-31]

x. Gender aspects are adequately considered by the two partners who directly manage the
Mother and Child Health, although birth delivery facilities can be quite basic. All young
children were checked for weight, height and vaccinations. Traditional culture and faith
are not conducive to the use of condoms or family planning. Due to the same factors and
the camp containment, HIV figures are low. [§62-65]

xi. This situation reflects the effectiveness of health structures which have been organized to
the best of the partners’ abilities over a long period, despite the mentioned shortages and
some other constraints, e.g. uncontrolled population movements, fragmented health
responsibilities in some camps, a lack of policy on referrals, a ‘brain drain’ in trained
medical staff due to resettlement, or weak coordination between partners, donors, and
with the Thai health authorities. [§28, 32, 33-35, 48-50]

xii. While the overall political situation seems less stalemated compared to the past years, it is
still higher level politics that determine the fate of the camps and preclude any crucial
improvement. By and large, this situation has become one the most protracted and silent
“creeping” humanitarian crises. [§10, 25-6]

xiii. Surface figures for the camps indicate that, whereas the area ratio/beneficiary is generally
adequate in most camps, the smallest of them (Tham Hin) appears dangerously crowded,
which may impact on health, sanitation and fire hazards. [§31]

xiv. In this context, the CHWs (Community Health Workers) are the “ears and eyes” of the
partners in the camps, for preventive care and population headcount purposes. Efficient
networks are operated in all the camps except in the largest one, Mae La. [§32]

xv. Budget cuts carried out in the framework of the new strategy (below) have led to drastic
rationalisation efforts. One of the partners has e.g. decreased its operational costs by
nearly 30% over 2 years, and its expatriate staff costs by nearly 60% (partly compensated
by an increase of 10% of the costs of the national staff).

xvi. More worryingly however, the medical, training and rehabilitation costs have also been
decreased by a margin of 30 to 90% (including most CHWs in Mae la) whilst the number
of beneficiaries has reportedly decreased by 8% only over the same period. Such a
downward spiral needs to be carefully controlled by indicators of quality, to prevent
detrimental effects on the health condition of the population.

xvii. Efficiency and cost-efficiency of the partners are further undermined by the high and
often unpredictable costs of referrals to Thai hospitals. Since refugees are not covered by
the Universal Coverage or by a Thai insurance scheme, secondary healthcare are invoiced
at cost. A partner stated that they have reduced referrals to “live-saving cases only, to the
bare essential”, to cope with ECHO budget restrictions.

xviii. A partner has repeatedly presented low overall cost-efficiency ratios. Reasons could be
found in the small size of the camp which impacts on possible economies of scale, but
also e.g. in the higher salaries paid to the Burmese camp staff, combined with the
proportionately larger number of such staff per beneficiary. The partner’s rationale is
based on the desire to ensure high quality standards of healthcare in a situation that is not
judged comparable to the conditions incurred by the other relevant actors. The findings of
the evaluation did not fully support the relevance of these claims.
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Key findings - Prospective assessment
xix. To end the stalemate, a new Commission strategy aiming at gradually shifting assistance

from humanitarian aid to development, in conjunction with other major donors, was
proposed in 2007-2008. A EuropeAid-funded study has stressed that “as the largest
financier, the EC should lead this process”. [§39]

xx. By reducing its budget from to €3,25 million in 2009 to 3 million in 2010, the health
sector has contributed to the proposed strategy. Budget cuts by DG ECHO have so far
been mostly compensated by a corresponding increase of EuropeAid’s AUP funding (Aid
to Uprooted People budget line). [§39-42]

xxi. As acknowledged, sometimes reluctantly, by all stakeholders, the strategy has
significantly contributed to start changing the paradigm. Approaches have been shifted
where feasible towards sustainable activities and integration, as demonstrated by the
“Five Year Strategic Plan” prepared in 2009 by the CCSDPT1 and UNHCR, and the
proposals submitted by all the ECHO health partners to AUP. As such the strategy has
been favourably perceived, although much less so the budget cuts. [§43-47]

xxii. Available documents however do not provide much detail about the strategy, except by
outlining the need for budget cuts while still continuing to provide assistance. Cuts seem
to have targeted all sectors rather indiscriminately, without focusing e.g. more specifically
on some crucial “pull factors” which continue attracting newcomers into the camps (poor
access to livelihood and education for illegal migrants). Funds for health, which appears
mainly as a secondary pull factor and an ‘added value’, should be adapted to the number
and needs of the beneficiaries, following a “Do No Harm” approach. [§44, 58]

xxiii. The LRRD rationale, which authorizes competitive bidding to AUP by actors not
previously engaged in the ECHO-funded assistance, is not clearly understood by some
partners (essentially emergency-oriented) who lack experience in such procedures and
have not always received appropriate feedback regarding rejected proposals. The
proposals presented a number of apparent disparities in their approach; only one of them
has so far been adopted by AUP. [§52-54, 103-109]

xxiv. A crucial issue is whether LRRD is fully applicable in the current situation. The main
driver, the chronic conflict inside Burma/Myanmar, is still at work. The restrictions
imposed by the RTG are the other key factors that prevent any meaningful sustainable
solutions for the refugees. [§102]

xxv. At the policy and central levels, the resistance by the RTG to the proposed changes has
been illustrated by the rejection of the Five Year Strategic Plan. To maintain their efforts,
the aid agencies are preparing a new one-year “Strategic Framework for Durable
Solutions”. [§80-87]

xxvi. At the field level, some key Thai health authorities driven by practical concerns for
communicable diseases and possible outbreaks in the camps have expressed the desire for
better strategic coordination with the partners. At the provincial level, the current fee for
service payment for referrals could also be changed into DRG (Disease Related Group) as
in the Thai health system, which may much improve the predictability of budget planning.
Concerns about livelihood and dignity of the refugees have been expressed privately and
publicly by authorities, although without impact on policies so far. [§81, 91-97]

1 The Committee for the Coordination of Services to Displaced Persons in Thailand
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xxvii. Nonetheless, there are currently no specific health services or subsectors that could be
transferred to the Thai health system, due primarily to the containment and non-
intervention policy, a perspective which has been confirmed in all the interviews with the
relevant authorities. Under the present conditions, there does not seem to be any
alternative for financing healthcare for refugees than by the international community, with
a limited number of committed partners. Some lessons learnt by partners could however
contribute to synergies, such as phased projects corresponding to gradual engagement by
authorities, or the successful approach with Border Health Workers. [§71-79, 90, 105-
107]

xxviii. Future prospects should also be seen in the perspective of the key deadline of 2015 for the
RTG (establishment of the ASEAN Community and free-trade zone, health coverage of
all migrants etc). [§81]

xxix. At the global level, the IOM appears to be in a position to advocate with the RTG the
adoption of an overall migration management policy, in which the refugees would
become an integrated component. [§114]

Key recommendations
xxx. As also mentioned e.g. by a recent WHO evaluation, the recommended approach should

be global and two-pronged, at the policy and practical levels. §1228]

xxxi. At the overall policy level, the top-down approach should focus on the following. [§123]

 Globally, to improve coordination between donors, possibly through a more structured
mechanism, in order to approach consistently the Thai authorities.

 A representative of the EEAS (European External Action Service) could e.g. be
designated to negotiate with ‘one voice’ with the RTG on behalf of the Commission
and the EU, and coordinate approaches with USAID/BPRM and other key external
donors.

 In this framework, to use every opportunity for advocating and engaging dialogue on
issues that may contribute to enlarging humanitarian space and access for the refugees:
o supporting the new 1-Year Strategic Framework for Durable Solutions of CCSDPT;
o focusing on the relevant objectives for the 2015 deadline (ASEAN free trade zone);
o improving access to livelihood outside of the camps (daily passes, investments);
o improving access to education outside the camps;
o setting up a fully integrated outbreak control system;
o promoting a global approach to the management of migrations in Thailand (through

the IOM), including organizing a new overall screening/registration process.
 To further clarify/explain the Commission’s strategy to the relevant stakeholders.

xxxii. At the field operational level, DG ECHO should focus on the following. [§124]

 To pursue the current strategy of seeking opportunities for integration of the refugees
through cooperation with AUP, in coordination with the efforts at policy level.
o To continue funding local projects to facilitate coordination, improvement of living

conditions (health, education, livelihood) for vulnerable migrants and local
population around camps, and the possible integration of the refugees in this scheme.

o To advocate for subdividing AUP projects into successive phases, to correspond to a
more gradual engagement and acceptance by the Thai health authorities.



Evaluation and Strategy Orientation of DG ECHO-Funded Health Sector Activities in Burmese Refugee Camps in
Thailand (2004-2009)

Final Evaluation Report v

o To advocate for using approaches which have already proved successful (e.g. the
Border Health Workers2).

 To provide further feedback and guidance to the partners about the AUP process, to
contribute strengthening a strategically consistent approach among them.

 To further focus the joint strategy on reducing key pull factors into the camps:
education, blanket distribution of standard food baskets, resettlement criteria.

 To use as a benchmark one of the partners who has consistently presented the best cost-
effectiveness levels (referrals, ratio staff/beneficiaries) in a full set of health services.
Other partners could be requested to find other sources of funding for any additional
levels of quality services that they would like to provide.

 In this perspective, DG ECHO should continue the assessment on cost-efficiency
initiated by this evaluation, by launching a survey/ audit which would focus on
determining accurately the ratios to be used as references.

 Also in this framework, to do a careful risk analysis on any further budget reduction in
the health sector; to possibly consider increasing slightly some specific components
(compensation of exchange rates, adequate network of CHWs) if required, and
decreasing the health budget only in function of the corresponding decrease of the
numbers of refugees in the camps and their relevant needs.

 To support the development of more generic, Public Health oriented programme
activities for all funded camps; to define a set of updated indicators to be used jointly.

 To take steps to avoid further fragmentation of healthcare responsibilities in camps. In
particular, to find a solution for Mae La, which may include:
o to promote establishing a clear lead NGO for health. If that NGO cannot provide all

services, it should focus on ‘essential key services’ while other functions may be
fulfilled by other NGOs;

o to consider additional, smaller ‘primary care centres’ for each camp area on the
model of the Thai Health Centres, which may also subdivide the task;

o alternatively, to launch a call for proposal (using results from the above cost-
efficiency survey) among FPA partners and possibly other field actors.

 To fund a study to assess the feasibility, costs and other benefits of introducing a DRG-
based payment system for referrals, and apply the results if these are positive.

 To advocate for the use of a single population headcount (for healthcare and food
distribution purposes) in all camps, based on the home visits by CHWs.

 To advocate for the dissemination of good practices among partners (Code of Conduct
to postpone resettlement of trained medical staff and mitigate brain drain, joint
committees with neighbouring villages for solving mutual sanitation and garbage
disposal issues, etc).

2 Note that this does not refer to cross-border activities. SHIELD cooperated with concerned Thai authorities to train
Community Health Workers (CHWs) among the Burmese migrants in Thailand, to take care of other migrants duly
settled in the border areas of Thailand.  These CHWs have been named Border Health Workers in the SHIELD
project and are integrated in the Thai system – which would probably not encourage cross-border activities. Border
Health Workers were highly recommended by PHO and DHO in Tham Hin, and are also part of the project presented
by AMI to AUP for Tak province, reportedly upon suggestion by Thai authorities.
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Summary matrix

Main conclusions Key lessons learnt Main recommendations
Overall policy level

 This situation has become one
the most protracted and silent
“creeping” humanitarian crises.

 The future of the refugees
remains uncertain; it is still
higher level politics that
determine the fate of the camps;
any crucial improvement is
dependent upon the change of the
RTG policy.

 The new EC strategy has
succeeded in shifting the
approach of most aid
stakeholders from emergency to
sustainable activities. The
strategy needs however some
clarifications.

 Coordination is generally weak
among partners, donors, and with
the Thai authorities.

 To help overcoming this political
stalemate and using opportunities
for openings optimally, the
approach should be two-pronged,
at policy/ strategy and field/
practical levels.

 Despite its complex structure, the
RTG has been able to enforce so far
the containment policy among all
relevant levels of authorities;
coordination is acceptable, not (yet)
integration.

 A crucial issue is whether LRRD is
applicable in the current situation.

.

 The strategy must be seen in the
perspective of the deadline of 2015
(ASEAN Community etc) for the
RTG.

 IOM may advocate with the RTG
for an overall migration
management policy, in which the
refugees would become an
integrated component.

 To further explain the EC strategy
to the relevant stakeholders

 To improve coordination between
donors (esp. US) and negotiate
consistently with RTG through a
more structured mechanism and
‘one voice’ on behalf of EC/EU
(possibly through EEAS).

 In this framework, to use every
opportunity for advocating to
enlarge humanitarian space and
access for the refugees: supporting
the 1-Year Strategic Framework
for Durable Solutions; focusing on
the relevant objectives for the 2015
deadline; improving access to
livelihood and education (day
passes), etc.

 To promote a global approach to
the management of migrations in
Thailand (through IOM), including
a new screening/registration
process.

Field operational level
 Statistics indicate a satisfactory

health condition despite
constraints, but external aid for
healthcare remains highly
relevant at general and subsector
level.

 The LRRD rationale is not
clearly understood by all ECHO
partners.

 The proposals of partners to AUP
present a number of disparities in
their approach; feedback has not
always been appropriate.

 Some suggestions by experienced
partners (e.g. a phased approach,
to better correspond to a gradual
engagement and acceptance by
the Thai health authorities, or to
use the successful approach of

 To pursue the current strategy of
funding local projects to facilitate
coordination and improvement of
living conditions for vulnerable
migrants and local population
around the camps, in coordination
with AUP and efforts at policy
level.

 To advocate for subdividing AUP
proposals into successive phases if
relevant, and using approaches
which have already proved
successful.

 To provide more feedback and
guidance to the partners about the
AUP process, to contribute
strength-ening a strategically
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the Border Health Workers)
should be considered in AUP
projects.

 Budget cuts from the new
strategy have led to some
significant rationalisation efforts,
but medical costs have also been
much affected, which needs to be
monitored.

 One partner has recurrent lower
cost-efficiency ratios. His
rationale is based on ensuring
high quality standards in a
situation that is not deemed
comparable to the conditions
incurred by other relevant actors.

 Exchange rates have recently
impacted negatively on budgets.

 Mortality indicators appear to be
flawed; approaches are still often
focused on emergency response
rather than public health.

 Health responsibilities are still
fragmented in some of the camps
(especially Mae La, the largest
one), with detrimental effects on
coordination and possibly on
outbreak response

 There is no coherent approach to
face e.g. high referral costs.

 Budget cuts have affected all pull
factors to the camps
indiscriminately, whereas health
should be seen mainly as a
secondary pull factor and should be
governed by do-no-harm.

 The CHWs are the “ears and eyes”
of the partners in the camps, for
preventive care and population
headcount purposes.

 Scattered good practices included
Code of Conduct for mitigating
early resettlement of trained staff, or
joint committees with nearby
villages for sanitation and garbage
disposal issues.

consistent approach among them.

 To further focus the joint strategy
on reducing key pull factors into
the camps (education, food,
resettlement).

 To use as a benchmark one of the
partners who has consistently
presented the best cost-
effectiveness ratios in a full set of
health services.

 Above such ratios (to be confirmed
by survey/audit and risk analysis),
other donors should be found,
although ECHO should consider
increasing some components if
needed (exchange rates, CHWs).
Decrease of health budget should
reflect only decrease in numbers
and key needs.

 To support more generic, public
health oriented activities; to define
a set of updated indicators for joint
use.

 To avoid further fragmentation of
healthcare responsibilities by either
promoting a clear lead NGO for
health, funding non-essential
services by other NGOs, smaller
primary care centres on the Thai
model, or launching a call for
tender for Mae La.

 To support a DRG-type overall
financial agreement for referrals.

 To advocate for a single population
headcount by CHWs, and for the
dissemination of good practices.
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B. MAIN REPORT

B.1. Methodology

1. The scope of the evaluation covered the actions funded by DG ECHO in the health sector to
support Burmese refugees in Thailand, between 2004 and 2009.

2. According to the ToR (§ 16), the evaluation had a ddual, two-pronged objective:

 To provide a retrospective (ex-post) assessment of DG ECHO’s funded operations in the
health sector to support Burmese refugees in Thailand, based on the OECD/DAC
evaluation criteria of relevance/appropriateness, connectedness, coherence, coverage,
efficiency, effectiveness and impact; 3Cs, cross-cutting issues and LRRD should also be
considered

 To provide a prospective strategic assessment with a view to identifying practical options,
in order to facilitate (i) the continued funding of (parallel) health services through long-
term donor funding and national authorities cooperation, and (ii) the transfer of
responsibility for ECHO-funded health services to the Thai health care system

3. The evaluation has been carried out by a team of two consultants: Michel Van Bruaene
(Team Leader, retrospective/ex post assessment), and Dr Egbert Sondorp (prospective
strategy). The field visits were facilitated by a local consultant, Mrs Suwannee Promyarat.
The ToR (§24) included fourteen evaluation questions (ten for the retrospective part and four
for the prospective one), which have been used for most of the headings of the chapters B.3
and B.4 below. The key evaluation tool was a questionnaire which included, for all activities,
every key issue to be addressed, OECD/DAC criteria, and relevant indicators.

4. The main phases of the evaluation were subdivided as follows.

 A briefing / inception phase in Brussels, together with a documentary review/desk study
of e.g. the relevant DG ECHO Decisions and project documents; the Border Health
Strategy of the Thai MoPH; the UNHCR / CCSDPT Five Year Strategy Plan, or the
WHO/IOM Review of Financing Health Care for Migrants.

 A field phase which took place from 13 October until 5 November and included (i)
meetings in Bangkok with DG ECHO RSO, the EU Delegation, the implementing
partners, key stakeholders (MoPH, WHO, UNHCR, IOM, TBBC) and donors (USAID,
DfID); (ii) field visits to five of the six refugee camps with interviews of the camp
committees and beneficiaries whenever feasible, and discussions with concerned
Provincial and Districts Health Offices, as well as with the referral hospitals.

 A report drafting phase.

B.2. Background

B.2.1. The context of DG ECHO’s intervention
5. Burma/Myanmar is one of the poorest countries in Asia, ranking 138th out of 182 countries

in the 2009 UNDP Human Development Index. Among other very poor indicators, chronic
malnutrition rates (stunting) for children under 5 years of age reach 35-40 %; under five
mortality rate was 103 per 1.000 live births in 2007 (WHO) which is 7 times as high as in
Thailand. Only 30 % of the Burmese children get primary schooling. Burma/Myanmar has
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been in a almost permanent state of civil war with various minorities (40% of the population)
since its independence in 1948; the situation has further deteriorated since the taking of
power by a military junta in 1988 (the State Law and Order Restoration Council – SLORC,
which became in 1997 the State Peace and Development Council – SPDC). It is generally
thought that the general elections of 7th November 2010, the first in 20 years, are not likely to
bring crucial changes on the short or medium term.

6. Due to regular fighting in their tribal areas along the border, the nine refugee camps in
Thailand are mostly occupied (since 1984) by members of the Karen minority. The numbers
of refugees increased dramatically from 10.000 to more than 115.000 in 1997, in the
aftermath of the fall of the Karen capital Manerplaw in 1995. This was followed by periods
of cease-fire and low-level fighting which did not decrease the refugee population (currently
about 140.000), as the regime pursues its long-term objective of ensuring total control over
the country, by using military means whenever necessary.

7. Occasional fighting, forced relocation and labour of entire populations, various types of
violence and abuses are creating mass displacements and continuous needs for protection. At
least 470.000 people are currently estimated to be internally displaced in Eastern Burma/
Myanmar, including 110.000 who may be hiding in remote areas frequently affected by
military operations, often close to the border with Thailand. The numerous Burmese
“economic migrants” are discussed as a contextual issue below. By and large, this situation
has become one the most protracted and silent “creeping” humanitarian crises.

8. International aid to the camps has been able to maintain the health status of the refugees in a
much better condition than in Burma/Myanmar, but their future and legal status remains
bleak and uncertain. The situation of the refugees has consistently been driven by political
considerations rather than humanitarian or technical ones, which explains the protracted
stalemate and the apparent lack of solutions.

9. Voluntary return is unlikely with the current political situation in Burma/Myanmar. Despite
regular UN diplomatic missions, very little progress has so far been made.

10. The attitude of the host country Thailand is very cautious, and generally aims at maintaining
its traditional independence, security at the borders, and a safe regional trading environment.
Since 1997, the Royal Thai Government (RTG) has imposed severe restrictions on access
and livelihood to the refugees, who are usually not allowed to e.g. leave the camps or
cultivate land plots. Thailand is not party to the 1951 Refugee Convention, and UNHCR’s
work is significantly restricted. Registration of new arrivals by the UN refugee agency has
been suspended since 2005. A brief period of opening occurred in 2005 – 2006, when the
RTG envisaged supporting training, education, income generation and employment
opportunities for the refugees, although this ended with the coup d’état of September 2006.
For most of the concerned period since 1984, the terms of a ‘gentleman’s agreement’ which
has informally governed the relations between the RTG (and more particularly the Ministry
of Interior) and the agencies providing aid to the refugees are that the government would
allow the ‘displaced persons’ to remain on Thai soil without accepting social or practical
responsibilities for them, while international agencies would provide the necessary supplies
such as food, sanitation and health services. This situation is however increasingly
challenged by the rapid socio-economic development of Thailand, spreading concerns about
possible outbreaks, and the prospects of the ASEAN Community in 2015.
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11. A resettlement process to third countries (mostly USA) has started in 2004, implemented by
IOM and UNHCR; it has so far accepted more than 69,000 Burmese refugees. Their places
in the camps have however been immediately filled by new arrivals.

12. DG ECHO has started helping vulnerable groups in Burma/Myanmar in 1994. Activities
were extended in 1995 to the refugees in Thailand. Until 2003, ECHO’s assistance focused
on food aid to 3 of the 9 refugee camps3; this was subsequently extended to healthcare in 6
camps4, implemented by three NGOs: AMI, IRC and Malteser International.

13. In 2007, in order to find a solution to the stalemate and introduce “an inclusive collaborative
process for a major change in the current paradigm” by donors and major humanitarian
agencies5, a new strategy was defined in coordination between DG ECHO and EuropeAid
(Aid to Uprooted People budget line) to progressively decrease emergency humanitarian
funds and initiate LRRD. In 2009, prompted by the new strategy, a “Five Year Strategic
Plan” has been prepared by UNHCR and the Committee for Coordination of Services to
Displaced Persons in Thailand (CCSDPT), which aimed at providing more opportunities for
the refugees to become more self-reliant. This plan has however been rejected by the RTG,
since it promoted too boldly the integration of the refugees in Thailand.

B.2.2. Some key contextual issues
The camp paradox

14. While the chronic conflict, as discussed above, continues to be a breeding ground for
potential new refugee arrivals, over time the camps have also developed their own dynamics.
Several important players are thought to have an interest in the continuation of the camps’
existence for political or financial gains.  These dynamics result, over the past couple of
years, in the camps remaining roughly of equal size, irrespective of substantial resettlement
in third countries. Apart from a natural population growth of around 1,7% per year, empty
places get filled up by new arrivals, which may have been people who already lived as illegal
‘migrants’ in the ‘shadows of the camps’ as well as new arrivals from inside
Burma/Myanmar (as it happened on 7th November 2010, the elections day).

15. Higher level politics will determine the fate of the camps, politics that can hardly be
influenced by the great majority of the people who are trapped inside the camps. The health
sector will not be of much influence, if at all, on these political dynamics. Health services in
camps are rarely a substantial pull factor, and poor health conditions in a camp have never
been a sole reason for people to leave a camp.

16. The highly artificial nature of the camps, with their density of population, their restricted
movements and very limited livelihood opportunities, leads to the ‘camp health paradox’,
frequently seen in resource poor environments. When no proper health services (and food
and watsan) are being provided, the population’s health status will rapidly deteriorate.
However, if health and other services are being provided, for instance up to SPHERE’s
minimum standards, the health status can not only be expected to improve, but may exceed
the health status of the same population prior to arrival in the camps. Darfur/Chad and
Northern Uganda are well known examples of this phenomenon. And unlike the situation in

3 Nu Po, Mae La and Umpiem in Tak province
4 The 3 new camps are: Tham Hin in Ratchaburi province, Mae La Oon and Mae Ra Ma Luang in Mae Hong Son
province.
5 “Strategic Assessment and Evaluation of Assistance to Thai-Burma Refugee Camps”, funded by EuropeAid FWC
Lot 13/EC Delegation, final report by Agrer Consortium dated May 2008
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Thailand, in those areas there was the added complexity of better health inside the camps
compared to surrounding host populations.

The Thai authorities perspective
17. A second major determinant regarding the development of the Burmese camps inside

Thailand has been and continues to be the position taken up by the Thai authorities vis-a-vis
the refugees. According to the above-mentioned “gentleman’s agreement”, no assistance is
being given to the refugees and any hint, including the use of certain language in discussions
with the Thai authorities, towards integration of the Burmese refugees in Thailand, usually
immediately meets resistance.

18. Informally, though, some assistance is being provided, in particular by the health sector
where many Thai health professionals follow the principles of medical ethics which calls for
treatment of all the sick encountered. Some discussions are also taking place between e.g.
DG ECHO or WHO and MoI, to engage MoPH on a more formal level. For the health sector
the current position of the Thai authorities has a number of specific consequences:

 The restricted movement and lack of livelihood opportunities means virtual total
dependence on health care provision from external sources, including the financing of
these services.

 The restricted movement makes it mandatory that all basic health care is being provided
inside the camps6. And, as long as the Thai authorities will not provide those services, will
have to be provided by others.

 UNHCR, with its usual overall camp management role, was not allowed to play a role in
the camps until relatively recently. While international NGOs have taken on health care
provision in the camps, none of them has a clear mandate, as could only be provided by
UNHCR or a similar body, to be responsible and accountable for the health sector
performance inside the camps.

Thailand’s health sector and link to the camps
19. The Thai health system is quite well developed and remarkably equitable, in particular since

the new health policy on Universal Coverage (UC) came into place, in 2001, which extended
health care coverage to almost 20 million uninsured people (out of over 60 million total
population). Up to then these 20 million people had to pay fees for care from public or
private providers. The other ca 40 M people were covered by insurance schemes (one for
civil servants and one for formally employed workers7) and a low income card scheme for
the very vulnerable. The new UC scheme subsidizes health care for all (except the two
insurance schemes) against a co-payment8 of 30 Baht per hospital visit. The new UC scheme
also came with more emphasis, including financial distribution, on primary health care, away
from the hospitals.

20. As further detailed under B.4.2 (Financing Modalities), Thai hospitals receive income from
different sources, including from the government under the UC scheme and from the two

6 Technically, of course, it also makes sense to provide basic health care inside the camps, where the people are
concentrated, and not at some distance away from the camps.
7 The ‘social security scheme’
8 This co-payment has recently been abolished. So, care is now fully free of charge.
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insurance schemes - based on capitation for outpatient visits and payments for in-patients,
the so-called Disease-Related Group (DRG) system.

21. The UC scheme initially only covered people with Thai nationality, excluding stateless
people like some of the hill tribes and (legal) migrants from surrounding states. The scheme
has gradually expanded to include these groups of people, but this comes with a quite
lengthy process of registration and issuance of cards. This is still ongoing.

22. The start of the UC scheme did come with more emphasis on primary health care and, more
recent, inclusion of people in the periphery. But there is still a clear backlog in terms of
available health services in the periphery. Not only in terms of infrastructure but in particular
in terms of staffing. It proves difficult to attract staff from more central Thailand into these
areas.

23. Thai health authorities are not in any way involved in direct health care provision inside the
camps. The only involvement is through the referral of refugees to the Thai hospitals, which
are accessible for the refugees provided fees are being paid.9 However, there are links around
communicable diseases and potential disease outbreaks. Such outbreaks are potential threats
to the Thai population and therefore of direct relevance to the Thai health authorities. Thai
health authorities receive (weekly) report on notifiable diseases and they could potentially
play a direct role in outbreak response inside the camps through rapid response teams.
However, capacity in the areas of the camps is still limited. For all camps there are clear
guidelines on reporting and response coordination with the Thai health authorities.

24. Finally, it is worth mentioning that health care provision in Thailand is decentralised to the
Provinces. So, while the central Ministry of Public Health (MoPH) sets policies and has a
regulatory function, it is the Provincial Health Offices (PHO) that are implementing the
services. And the Provincial health offices fall under the Provincial authorities – and
therefore the Ministry of Interior -, not under the central MoPH.

The migrants
25. The number of Burmese “economic migrants” currently seeking often poorly paid jobs in

Thailand is estimated at more than three million. 1,3 million of them are being registered and
have work permits. The others are ‘undocumented, illegal migrants; some are there for years,
others only arrived recently or stay for limited periods; some are ‘pure’ economic migrants,
others may have well founded fears to leave Burma/Myanmar – and are therefore in need of
protection - and yet others will have mixed motives10. Most of these migrants will belong to
the more vulnerable people inside Thailand, living on poor wages and subject to
harassments. In the border areas with Burma/Myanmar, their numbers outweighs the number
of refugees in the camps. However, they are dispersed and much less visible. Access to
health care will often be limited due to a variety of reasons, including lack of facilities within
reach, poor capacity of those facilities that can be reached, and financial barriers.

26. Overall, there is a tendency among Thai authorities to include migrants in the health care
system, as outlined on the MoPH’s Border Health Master Plan 2007-2011. For some
categories, there are ways to get formally registered, but also unregistered migrants will be

9 With the exemption of the district hospital in Umphang that caters for Umpiem and Nu Po refugee camps.
10 A research made by the US-funded SHIELD project indicates that up to half of all Burmese in Thailand left Burma
as a result of political persecution, forced labor or armed conflict. The survey findings suggest that as many as fifty
percent of Burmese people in Thailand merit further investigation as to their refugee status, and may qualify for
international protection and assistance if they were able to participate in Refugee Status Determination procedures
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looked after in the government health facilities without necessarily being forced to pay. This
is obviously a financial burden to the (district) hospital with many migrants in their
catchment area. In Tak Province 6 of the district hospitals close to the border each receive
annually 4-5 M Baht from the government on top of the regular budget to cater for migrant
health. This does not seem to be the case in the other provinces with ECHO supported camps
(Ratchaburi, Mae Hong Son).

Inclusion of the migrants into the health care system is a slow process, not only marred by
registration processes, but also by the poor capacity in terms of infrastructure, staff and
managerial capacity in these peripheral areas and issues related to the geography (thinly
populated areas, poor roads, distances etc). Several recent developmental projects, including
the USAID funded SHIELD project (see B.4.1) and project under AUP aim to increase the
capacity of the Thai health system to improve care to the migrants.
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B.3. EX-POST EVALUATION

The section B.3 will address the first objective of this evaluation, which is to provide a
retrospective assessment of the activities funded by DG ECHO to support the Burmese refugees
in the health sector. The analysis will review successively the OECD/DAC evaluation criteria.

B.3.1. Past Effectiveness

To what extent have DG ECHO's funded activities in support of the Burmese refugee camps been
effective?

27. DG ECHO is supporting the provision of basic health assistance (see description in B.4.1) in
six of the nine camps along the border, by three implementing partners: AMI (Aide Médicale
Internationale) in Mae la, Umpien and Nu Po, IRC in Tham Hin, and Malteser Internationel
(MI) in Mae Ra Ma Luang and Mae La Oon. Outbreak control is a key recurrent issue, and
the main diseases are the usual ones in refugee camps, notably respiratory tract infections
and water and hygiene related problems, like diarrhoea and skin diseases.

28. The available statistics generally indicate a satisfactory health condition in all the refugee
camps over the period, compared to standard reference indicators and even more so with
indicators for Burma/Myanmar (table 1). This situation logically reflects the effectiveness of
health structures which have been organized to the best of the partners’ abilities with
adequate funding over a protracted period, despite a number of constraints (below). All
major health risks have been addressed, resulting in low mortality rates and appropriate
outbreak and disease control.

Table 1: Some health and nutrition indicators in Burma /Myanmar (source: WHO)

Indicators 2005 2007
Under-five mortality rate (per 1000 live births) 106 103
Prevalence of underweight children (< 5 years of age) 36% 36%
% of children <2 vaccinated against measles 75% 75%
Proportion of births attended by skilled health personnel 56% 57%
Tuberculosis prevalence (per 100,000) 183 171

29. Table 3 shows some key indicators mentioned by the implementing partners in the 2009
reports, compared to the reference indicators listed both by SPHERE and the UNHCR health
information system11. In particular, the crude mortality rate (CMR) and the mortality rate for
the children under 5 years old U5MR) in the refugee camps have remained stable or have
steadily declined over the concerned period, as shown below. The indicators were
significantly higher before (e.g. CMR at 4,9 and U5MR at 9,2 in the year 2000), which also
demonstrates the effectiveness of the healthcare assistance provided.

11 It should be noted that that UNHCR uses common CMR and U5MR values, whereas SPHERE uses a more
detailed table by region of the world and type of country (page 261 of the standards). In the SPHERE table, Burma/
Myanmar would definitely qualify as a “least developed country”, and Thailand should be found between “South
Asia”, “East Asia”, “Developing countries” and “industrialized countries”. Furthermore, SPHERE indicates the
CMR and the U5MR in “deaths/10,000/day”. Such indicators have been converted into 1000/year in table 3, for
consistency purposes.
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Table 2 (source: TBBC)

(2000) 2004 2005 2006 2007 2008
Crude mortality rate (CMR) /1,000 / year (4,9) 4,1 3,9 3,6 3,5 3,3
<5 Mortality Rate (U5MR) / 1,000 <5 / year (9,2) 6,5 5,3 6,0 4,7 5,8

30. Upon examination, these mortality rates, which are globally consistent with those collected
by the partners over the concerned period (see table 3), seem however far too low and should
probably be amended.

A recurrent finding in most refugee camps is that mortality surveillance (usually by UNHCR)
only captures a part of the deaths. A study12 was carried out in 2008 to test a new method of
doing mortality estimates and gain a 'true' picture of the number of deaths, including in Mae La
(the other camps were in Afghanistan, Tanzania, etc). Cross-checked and apparently highly
reliable figures indicated a CMR of around 8.4/1000/yr and an U5MR of 18/1000/yr for Mae La
camp, which is about at the level as one could expect for this population (see e.g. AMI statistics
for 2006 in Annex M). The CMR ratio for Tak province during the same period was 6.2/1000/yr.
This means that there is no 'excess mortality' among this camp population, which can be seen as a
result of the combined influence of the various interventions, in particular food, watsan and
health services. It also shows that the HIS as used in the camps does not pick up this mortality
and should therefore not be used as to indicate the true mortality figures.

31. Even considering the proposed amendments above, the U5MR in the Burmese refugee camps
in Thailand are significantly better than what would be found e.g. in refugee camps in Sub-
Saharan Africa (41,6) and are even approaching the level of Thailand. The U5MR in the
camps is also at about half only of the average “world emergency threshold” set by SPHERE
at 36,5 (the threshold for the least developed countries is 76,6) and confirms the appropriate
health situation in the camps. In the absence of involvement of the Thai authorities, the
currently controlled situation is however entirely based on external assistance, including
public health and medical support, and these figures would undoubtedly increase rapidly
again to unacceptable levels without such assistance. Some other comments should be made
regarding table 3:

 The figures shown for the camp areas and shelter surfaces are based on indications by
TBBC (Thailand Burma Border Consortium); the shelter surface includes the living areas,
but also all the common facilities to be found in a refugee camp (roads, public spaces,
offices, schools, hospitals etc). The living areas (SPHERE mentions a minimum of 3,5
sqm of covered area per person) seem adequate, since the houses in all the camps have
been built on the model of what should traditionally be found in Burmese rural villages.

 The figures indicate that, whereas the area ratio is more than adequate in Mae La Oon and
Mae Ra Ma Luang, almost so for Mae La, Umpien and Nu Po, it appears dangerously
crowded in Tham Hin -even more so than the 14 sqm/pers usually mentioned in the
reports- which may impact on health (outbreaks etc). In these very cramped conditions,
fire hazards must also be seen as a key risk in Tham Hin – although this issue was not in
the evaluation’s mandate. IRC stated that it is “in the process of revising the Fire Safety
Plan, in coordination with the Thai authorities and camp commander”, but that “enhanced

12 Roberts et al, A new method to estimate mortality in crisis-affected and resource-poor settings: validation study,
Int. J. Epidemiol. (2010) doi: 10.1093/ije/dyq188
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procedures for fire fighting and preparedness would require additional resources”, which
are not currently funded.

 According to SPHERE, the proposed ratio of CHWs (Community Health Workers or
home visitors) is a “useful reference” only, which “may need to be adapted according to
the context”. In the Burmese refugee camps, this ratio seems (for unexplained reasons –
there may be unknown factors) not to have been applied for the CHW planning which
should, to be effective, visit every household (HH) at least once per month: Malteser’s
CHWs could reportedly carry out an average of 25 HH visits/week, against only 15 visits
for IRC’s in Tham Hin. Solidarités in Mae La has however set up a network of 40 CHWs,
which corresponds to SPHERE but has not been assessed (see cost-efficiency).
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Table 3

SPHERE indicators (MR for least
developed countries)

UNHCR health
information system

AMI IRC Malteser Intl

target actual target actual target actual

Shelter >45 sqm/pers - Mae La: 40
sqm/pers
(1.840.000
sqm/45.000 pers)
Umpien: 44 sqm
(788,800
m2/18.000 pers)
NuPo: 37 sqm
(640,000
m2/17.500 pers)

- Tham hin:
9 sqm/pers
(70.400
sqm/8.000 pers)

- Mae Ra Ma Luang
and Mae La Oon:
71 sqm/pers
(2X1.280.000 sqm /
18.000 pers)

Health CMR <13,9/1000/yr CMR <10/1000/yr =<18 3,75* <10 4,7* <10 3,4*

U5MR <37,6/1000/yr U5MR <40/1000/yr =<36 6,98* <25 5,8* <30 5,1*

<50 visits/
day/clinician

<50 visits/
day/clinician

<50 30 ? (32.522/ 2
doctors) = 44,5?

<50 38

>95% immunization
for <5yrs

>90% immunization
for <5yrs

=>90% 93,8% >85% 97,4% >95% 98%

Wat san >15 lt/pers/day >20 lt/pers/day - - >20 39 20 20

<500m to nearest
water point

- - >200 <50 <150 <150

<20 pers/latrine 100% family latrines - - <10 <10 <10 <10

CHWs 1/500-1000 - 1/388 (cut to 1/860
in 2010)

- 1/400 - 1/485

* see remark on revision of mortality rates in the frame above.
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32. Notwithstanding the above mentioned achievements, a number of concerns must be listed,
which have impacted on the past effectiveness, and which will be further developed in other
chapters.

 The lack of firm population monitoring over most of the concerned period, which have
made the collected data for indicators - and therefore the calculation of effectiveness -
somewhat unreliable. The agendas of some of the stakeholders (lack of involvement of
RTG, political control of the camps by the refugee organisations, strong support to the
refugee cause by some aid actors) and the “porosity” of the camps (frequent visitors from
Burma, non-identified newcomers, unregistered deaths, work opportunities outside the
camps) have combined in denying the necessary transparency to the fluctuating camp
population figures. Until the introduction of a headcount by CHWs for health-related
reasons and a comprehensive HIS (Health Information System) in 2008, the aid figures
were mostly based on the registration made by TBBC for food distribution purposes,
which has often been criticised. To this date, and despite the reportedly much more
accurate CHW headcount (at least by IRC and Malteser), the most widely used of the
sometimes competing figures is still the food headcount..

 The fragmented health-related responsibilities in the camps supervised by AMI, an issue
which was already mentioned in the 2004 reports, and which dilutes significantly the
attribution of the effectiveness. AMI implements only the curative heath care in Umpien
and Nu Po (the prevention is covered by ARC), and shares the responsibilities in Mae La
with Solidarités (in charge of WASH).

 Also in Mae La, the largest (45.000 refugees) and most challenging of the camps, AMI,
which is the leading health agency, does not have a formal corresponding mandate; this
lack of strategic leadership remains a risk factor and is a main issue of concern for the
Thai health authorities.

 Despite the improved monitoring by CHWs (the “ears and eyes” of the partners), the
visits of the households are made once a month at best, and the detection of potential
outbreaks remains therefore more passive (usually waiting for someone to report an
anomaly) than pro-active.

 The lack of overall framework agreements with provincial health authorities on the issue
of referrals, which have become a major budget item to be subjected to rationalisation.

 Poor logistical supply lines to some of the camps, which reduce the cost-effectiveness of
transportation. There is e.g. only one narrow and long dirt road leading through the
mountains to Mae Ra Ma Luang and Mae La Oon (total population of 35.000). Despite
partial rehabilitation by UNHCR, the road is quite challenging during the rainy season.

 Since 2007, the large resettlement programme of Burmese refugees to the US has resulted
in a “brain drain” of  heath staff (medics, nurses etc) which had been trained by the
partners among the suitable refugees, creating some problems of quality (e.g. in filling in
the HIS statistics).

 Weak coordination structures among partners (the CCSDPT –see 3.4.1- appears rather
more as a forum for discussions between NGOs than as a standard, UN-led coordination
mechanism) and among donors.

 More globally, the complete and continued dependency of the camp refugees on external
assistance, which precludes any crucial improvement in effectiveness - and even more so
in impact - as long as the current RTG policy of containment is not changed.
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B.3.2. Prospects for Future Effectiveness

What conclusions can be drawn as to how DG ECHO and its partners have worked together so
far and how they should work together in the future?

33. In accordance with the findings of the previous chapter, the issues pertaining to future
effectiveness and improved cooperation between DG ECHO and its partners should be seen
in terms of overcoming some of the key constraints.

34. At the overall strategy level

 Improving access for the refugees to livelihood. The main obstacle is the current policy of
containment by the RTG, which is further detailed in chapter B.3.7.

 A key common prerequisite to reach the objectives listed below is to achieve better
coordination between donors (e.g. through a designated representative, and/or a more
formal structure and timetable) and partners (within a re-structured CCSDPT). This would
allow the donors to speak with one voice with the RTG and use jointly every opportunity
for opening humanitarian space within a global policy framework for the management of
migrants in Thailand (as proposed by IOM); the partners should agree e.g. on a common
headcount and other relevant approaches (leadership, indicators, referrals, CHWs, etc).

 Promoting, carrying out and using the results of a new comprehensive screening /
registration exercise of the refugees, according to appropriate criteria.

 Putting an end to the fragmentation of health tasks within camps or sections of camps (for
Mae La), in particular regarding the responsibilities of AMI towards ARC (Nu Po and
Umpien) and Solidarités (Mae la). Discussions are reportedly being held already between
AMI and ARC to re-organize responsibilities in Nu Po and Umpien. Recommendations
for Mae La are provided in chapter B.5.2.

 Achieving a more predictable and common approach to referral costs, which would also
ensure potential integration into the Thai health and social security systems (see chapter
B.4.2).

35. At the operational level

 Disseminating the examples of good practice in the use of CHW networks and household
health files (MI). The decision by AMI to lay off most of their CHWs in Mae La is likely
to undermine the capacity to respond pro-actively to outbreaks, and should be reversed.
The plan to increase again the number of CHWs from 30 to 40 and to establish synergies
with the 40 CHWs of Solidarités could be an option, although the tasks - which are
different - would have to be clearly defined.

 Finding solutions to mitigate the detrimental turnover of health staff in the camps, a main
concern of the partners. As suggested by the Camp Committee in Mae La Oon, a “Code
of Conduct” could be envisaged, to be signed on a voluntary basis by the trained medical
staff in order to carry out their functions for a given period. Suggested compensations
could include a priority on the resettlement list or a certificate, even though either options
would be difficult to implement (agreement needed with BPRM and others, and lack of
recognition of certificates by Thai authorities).
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B.3.3. Appropriateness at General Level and by Subsector

To what extent has DG ECHO assistance to the health sector been appropriate, both at a general
level and by health subsector?

36. As already stated, camp refugees are almost completely dependent from external aid due to
the policy of containment, which has so far prevented sustainable livelihood solutions and
integration into the Thai health system. Healthcare assistance is therefore highly relevant at
the general level.

37. As a consequence of the lack of integration perspectives, the continued assistance of DG
ECHO to all health subsectors is similarly still appropriate, although it should be
increasingly focused on a public health approach rather than a purely medical one. The
analysis by subsectors is as follows (see also B.4.1).

 The prevention and response to outbreaks of epidemics and communicable diseases (TB,
malaria, diarrhea etc) are the main potential health risks in the camps due to the cramped
conditions, lack of sanitation and unscreened newcomers from Burma. The prevention of
outbreaks is also the main issue of concern for the Thai health authorities, the main focus
for cooperation and therefore also the main potential area of integration. Coordination
structures between authorities and NGOs are being set up (ad hoc working groups, forums
etc), visits to the camps are taking place, and the authorities would most probably take
over the overall response management in case of serious outbreak and/or new devastating
pandemic in the aftermath of SARS, Avian Flu and H1N1.

 Due to the traditional culture (mostly Karen families of rural origin, following the
Christian dogma) which generally prevails among the camp populations and the lack of
communication with the outside world, STIs and HIV/AIDS have been relatively easy to
control in the camps until now. The number of identified victims of the pandemic is quite
limited (see B.3.8). This is however probably not the case among the numerous economic
migrants who are living outside the camps, and who may regularly trickle inside – either
under the form of newcomers or commuters returning to the camps after a period of work
outside.

 The curative healthcare provided in the camps has been appropriate and effective (see
indicators in Annex M) considering the constraints, including the OPDs, IPDs, the
reproductive and Mother and Child Health (by IRC and MI), the treatment of non-
communicable and chronic diseases (hypertension, diabetes etc), of mental health cases
(including contiguous effects such as attempts of suicide and SGBV). Following budget
restrictions, rationalization efforts are being pursued in the management of OPDs and
IPDs, as well as in the referral policies.

 The continuous rehabilitation of (imposed) temporary health infrastructures, mostly built
in wood, is a necessity, as is the continuous training of new medical personnel due to the
high rate of turnover during the resettlement programme.

 The Health Information System (HIS) which was first established in 2001 by the
CCSDPT, has much benefited since 2008 from the funding by UNHCR of a HIS
specialist and should be considered as a model in refugee situations.

 Support to the contiguous water, sanitation and hygiene sector has also been highly
appropriate, considering the prevailing lack of sanitation for waste water (as in traditional
local villages), of hygiene (no spoons), of soap, old latrine systems and some recurrent
lack of water (Mae La Oon, Tham Hin).
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B.3.4. Engagement in Decision-Making Process

With regards to the health sector, to what extent has DG ECHO engaged in the decision-making
process with other stakeholders and successfully influenced outcomes?

B.3.4.1. The key stakeholders and decision-makers
38. The main stakeholders of the complex and atypical framework of assistance to the Burmese

refugees can be listed as follows. Some key strategies, policies, programmes and concerns
are further mentioned in B.4.1. It should be noted that the health sector of DG ECHO RSO in
Thailand has been able to maintain good relations with nearly all of them.

 The Royal Thai Government (RTG) is the major stakeholder in the refugee situation,
although it is not a monolithic institution. The components of the RTG which interact
with the refugees and the international community include, by order of influence:
o the National Security Council (NSC), which sets the policies that concern the

refugees;
o the Ministry of Interior (MoI), which implements the NSC policies and takes part to

meetings with international actors at the central level. The MoI also controls the Camp
Commanders in each camp, and the Provincial Admission Boards (PAB) which assess
all cases of new Burmese asylum seekers applying for admission in the camps;

o the Army (local commanders);
o the Ministry of Public health (MoPH), in particular the Policy and Strategy and the

Disease Control departments. The relations between MoI and MoPH at the provincial
level are complex: the direct lines of command of the Provincial and District Health
Officers (PHO and DHO) are e.g. linked to the MoI, although they are supervised at
the technical level by the MoPH; and

o to a lesser extent, the Ministries of Education and Justice.
 Most NGOs which provide assistance to the refugees (including all ECHO partners for

healthcare) are members of the CCSDPT (Committee for the Coordination of Services to
Displaced Persons in Thailand), which was set up in 1975, during the Vietnam war. The
CCSDPT is chaired by the Executive Director of TBBC (the DG ECHO partner for food
aid), shares the TBBC offices, and is co-chaired by the Country Director of IRC (one of
the three partners for health). It is currently composed of 18 members and subdivided into
3 pillars: relief (food, shelter and NFI, co-chaired by TBBC), primary health and
sanitation (co-chaired by ARC), and education. The CCSDPT has also four sub-
committees, including for health. It is the main forum for discussion, information sharing
and advocacy with the Thai authorities. CCSDPT conducts monthly meetings attended by
the members, the representatives of the concerned Thai authorities, international agencies
(UNHCR, IOM etc), donors and embassies. In the health sector, CCSDPT has been
publishing since 2008 a monthly HIS (Health Information Service) update, which is filled
in by the implementing partners in the camps and electronically disseminated to all
concerned actors and stakeholders, including the Thai health authorities and DG ECHO.

 UNHCR, which was only invited in 1998 by the RTG to become operational in the
Burmese refugee camps and has been authorized to register the refugees until 2005, is
leading neither the coordination efforts (which had started long before under CCSDPT),
nor the camp management (by MoI). UNHCR has a very limited mandate in Thailand,
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further weakened by the fact that the country is not a signatory to the Refugee
Convention. The agency’s activities are mainly focused on supporting the PAB, providing
some legal advice in the camps, and managing (together with IOM) the large resettlement
component of protection.

 IOM’s resettlement activities include medical screening and treatment, cultural orientation
and travel/logistical assistance for the refugees. The agency operates also a Migrant
Health programme aiming at building capacity and increasing access outside refugee
camps for displaced persons and migrants. At the overall level, IOM carries out advocacy
with the RTG for setting up a comprehensive system of management of migration in
Thailand, in which the refugees would become a component.

 Among donors, USAID was specifically mentioned in DG ECHO’s Decisions for 2009
and 2010. It was stated e.g. that joint inter-service advocacy with DG RELEX and DG
AIDCO towards (among others) USAID would “contribute to putting relevant issues on
the international agenda and promoting durable solutions”. During the meetings with the
evaluation team, USAID has also put forward a request for more coordination with DG
ECHO.

 Finally, the refugees in the camps are represented by the camp committees, which are
their administrative and management bodies. The camp committees are elected every
three years, and can have a variable structure of sub-committees (education, health, food
and NFI distribution, population monitoring, security, finance, social affairs, justice,
women’s issues, etc). They work closely with the Thai authorities (MoI), the NGOs and
UN agencies, and with the Refugee Committees (Karen or Karenni, according to the camp
population), who are the overall representatives of the refugees living in the camps.

B.3.4.2. The DG ECHO Strategy
39. By reducing its budget from to €3,25 million in 2009 to 3 million in 2010., the health sector

has contributed to the proposed gradual shifting from humanitarian aid to development
assistance. This strategy was proposed in 2007-2008 in a EuropeAid-funded study, the
“Strategic Assessment and Evaluation of Assistance to Thai-Burma Refugee Camps”13,
which stressed that “as the largest financier, the EC should lead this process” (chap 3.2,
recommendations). The 2008 Operational Strategy of DG ECHO accordingly emphasised
that a sustainable solution “will be pursued in conjunction with other major donors” (chap
4.4.2).  An overview of the budgets for the concerned period is provided below.

Table 4, figures in million € (source: ECHO Decisions)

2004 2005 2006 2007 2008 2009 2010
Humanitarian
aid budget

6,8
(incl. food)

8,6
(incl. food)

9,4
(incl. food)

9,5
(incl. food)

3,25 3,0

Food aid budget 5,5 5,0
Primary
healthcare

3,33 3,23 3,4 3,5 3,195 3

40. The strategy mentioned that the budget cuts by DG ECHO were to be compensated by a
corresponding increase of EuropeAid’s AUP funding (Aid to Uprooted People budget line),
although the ratios are not entirely clear. As shown in table 5, between 2003 and 2005
funding for the AUP projects has amounted to €9 million in Thailand. In 2007, the AUP

13 Study funded by EuropeAid/EC Delegation in Thailand under FWC Lot13; final report by Agrer dated May 2008
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assistance to Burmese refugees in Thailand amounted to €3,3 million14. Amounts were
significantly increased as from 2007-2008, to compensate ECHO reductions. The overall
budget compensations appear to have been mostly appropriate (the ECHO budget decreased
by €1,25million from 2009 to 2010 whilst AUP budgets have increased by €1 million
between 2007-8 and 2009-10).

Table 5

AUP in Thailand 2004 2005 2007 2007 -2008 2009 - 2010
all sectors: protection,
health, environmental
health, watsan, education,
livelihoods, camp
management

€ 2 million € 2 million € 1.3 million €8 million €9 million

41. It should be noted that figures are somewhat difficult to reconcile due to the fact that project
cycles are not similar (AUP calls for proposals run over 2 years) and the sectors are not
clearly separated (no specific health sector for AUP, some food actions in Burma/Myanmar
for ECHO).

42. Furthermore, as also discussed below, the AUP procedures which readily authorise
competitive bidding by “external” actors not previously engaged in the ECHO-funded
assistance to the camps (e.g. WHO), are not being perceived as conducive to a “continuous,
smooth” LRRD process by some ECHO partners (AMI, IRC – see B.3.6 and B.4.4).

43. As acknowledged (sometimes reluctantly) by all stakeholders, the new strategy has
significantly contributed to start changing the stalemate which had mostly prevailed since the
beginning of ECHO’s intervention in 1995 (and sometimes since 1984). Approaches have
been shifted where feasible towards sustainable activities and integration, as demonstrated by
the drafting of the “Five Year Strategic Plan” by CCSDPT and UNHCR, and the proposals
submitted by all the ECHO health partners to AUP. As such the strategy has been favourably
perceived, although much less so the budget cuts, which have led e.g. to the drastic
rationalisation of the AMI staff policy or more stringent referral policies by all implementing
partners.

44. It should however be stressed that the documents provided to the evaluation by DG ECHO
regarding the strategy (mainly the annual Decisions) do not provide much details about the
proposed approach, except by outlining the need for cuts while still continuing to provide
assistance. The 2009 Decision (chap 4.5) stated e.g. that “DG ECHO will start the gradual
phase-down of its financial support to Burmese refugees in Thailand in close coordination
with DG RELEX and DG AIDCO as well as other donors15. As highlighted above a
paradigm change will be requested from DG ECHO partners active in the camps to better
target the most vulnerable refugee groups”. The 2009 and 2010 Decisions further outline that
it is “vital to integrate (the provision of basic health assistance) as much as possible with the
MoPH services”.

14 Health interventions financed through this mechanism included the training of health workers, reproductive health
services, assistance to people with physical disabilities (Handicap International) and environmental health (sanitation
and vector control) activities in Mae La camp. Other projects funded by AUP concerned education programmes and
the Migrant Health project.
15 Discussions have been held with USAID, but have not led so far to any consistent joint approach.



Evaluation and Strategy Orientation of DG ECHO-Funded Health Sector Activities in Burmese Refugee Camps in
Thailand (2004-2009)

Final Evaluation Report 17

The strategy documents did not provide analysis on e.g. the appropriateness of cutting funds
more specifically on some crucial “pull factors” which continue attracting newcomers into the
camps (e.g. coping mechanisms for the lack of access to livelihood and education for illegal
migrants), or on promoting such approaches among concerned donors, while focusing
coordination efforts towards the RTG on building corresponding bridges to improve access, and
establishing in parallel some key “safety nets” with AUP and others. Budget cuts seem to have
targeted all sectors rather indiscriminately, whereas health is generally only a secondary pull
factor (see  B.3.7), whose funds must be adapted to the number and needs of the beneficiaries
(“Do No Harm” approach) – and not the contrary.

45. Some elements of the evaluation’s ToR pertaining to the strategy were also found to have
been rapidly superseded by events. The 2010 Decision mentioned repeatedly the “pilot
screening exercise initiated by UNHCR16 in 4 refugee camps in 2009” and a key expected
output of the strategy, the Five Year Strategic Plan which was presented as an “important
step forward” and a “good basis for dialogue with the RTG on finding durable solutions”.
These documents were mentioned in the ToR, which also stated that the new (LRRD) AUP
call for proposals has prioritised projects that are in line with the Five Year Strategy.

46. The 2010 Decision included in its LFA a risk factor about the non-endorsement by the RTG
of the draft Five Year Strategic Plan. The consequences or the mitigation actions to this risk
were not further detailed.

47. Both initiatives were however short-lived. The screening exercise was not conclusive, and
the Strategic Plan has in effect been rejected by the RTG shortly before the field visits of the
evaluation (see B.4.1). Furthermore, another key document of reference flagged for the desk
review, the IOM/WHO case study on “Financing Healthcare for Migrants” essentially
concerns the large numbers of economic migrants living and working in Thailand and their
access to the National Health Security and the Universal Coverage Schemes, rather than the
refugees in the camps.

16 This is not correct, the exercise was carried out by the PABs, with UNHCR as an observer only.
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B.3.5. Coordination and Complementarity with other Donors

To what extent is DG ECHO assistance coordinated and complementary with other donors?

48. The importance of the coordination with other donors such as USAID in the implementation
of the new strategy has been duly mentioned in the corresponding DG ECHO Decisions, as
already evoked in chapter B.3.4.2. Field meetings confirmed that relations are generally good
but happen mostly on an ad hoc basis, an approach which may not be adequate to avoid some
misunderstanding and inconsistencies (e.g. some supplementary funding by USAID to
sectors in which ECHO is trying to apply pressure for rationalisation by cutting funds).

49. Effective coordination generally requires continuous and structured efforts, in particular if
the international community would want to confirm its declared willingness to speak with
“one voice” while facing the RTG/MoI. As stated in a recent WHO report17: “There is
acceptance – indeed enthusiasm – to join forces to speak with one voice in addressing health
services for migrants and refugees in a way which will ensure access to appropriate curative
treatment for illness, disease and injury, preventive services such as vaccination, and health
promotion services including access to appropriate health education.” The same should apply
to the key remaining pull factors of livelihood and education, once the appeal for
resettlement will have decreased after the last call for group resettlement to the US.

50. Coordination issues should also be summarised at this stage for the implementing partners,
rather than in the already dense previous chapters on efficiency and effectiveness.

 AMI duly takes part to CCSDPT coordination activities and stated that daily relations in
the camps with other NGOs are good (this could not be assessed, ARC was absent in
Umpien, and Solidarités or SMRU could not be met in Mae La).

 However, reports from the Thai health authorities concerning coordination with AMI are
mixed. Ad hoc working groups and coordination structures have been set up in case of
outbreaks with the concerned DHO and PHO, and the director of Umphang (the first line
referral hospital for Nu Po) is reportedly very cooperative, providing free care for referred
cases. Provincial authorities appeared concerned about possible gaps in coordination in
Mae La between AMI and Solidarités in case of outbreaks, or the lack of a clear focal
point for discussions on health.

 In their reply to the evaluation’s findings, AMI indicated that corrective measures have
been taken. An updated MoU has been concluded with ARC to formalise the coordination
framework and processes in Umpien and Nu Po, and “after discussion with other NGOs”
it has been decided that “AMI would be the lead agency to implement a project with the
objectives to (e.g.)… foster collaboration between all health stakeholders in the camps in
order to promote synergies… and to support the involvement of Thai health authorities
through a partnership and the development of a system adapted locally”.

 IRC is very actively involved in the NGO coordination and indicated that it leads the
health sector coordination within CCSDPT “chairing the multi-agency health sub-
committee, serving as vice-chair of the environmental health and infrastructure sub-

17 Improving access to health for migrants and refugees, M. Burns, September 2010
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committee”18.  As already stated, IRC has been able to establish very good relations with
the local health authorities (DHO and PHO).

 Malteser International is also taking part to the monthly CCSDPT coordination meetings
and has developed good working relations with the relevant local authorities of the Mae
Hong Son province for humanitarian activities. There is however a need for internal
coordination with the separate Malteser department which implements the AUP project.

18 This statement is not in complete accordance with the indications found on the CCSDPT website.



Evaluation and Strategy Orientation of DG ECHO-Funded Health Sector Activities in Burmese Refugee Camps in
Thailand (2004-2009)

20 Final Evaluation Report

B.3.6. Complementary to other EC funding instruments and LRRD

To what extent is DG ECHO assistance complementary to other EC funding instruments and
what could be the options for long-term development support from the European Commission?
How can European Commission funding instruments (ECHO and AUP) be most efficiently used?

51. The common strategy and the complementarity of funding allocations between ECHO and
EuropeAid /AUP have been described in chapter B.3.4.2.

52. According to the guidelines prepared for the AUP call for proposals, the objective of the
AUP programme in Thailand is to support the Burmese (among others) uprooted people in
Thailand in their quest for a better quality of life and sustainable livelihoods. Priorities and
eligible activities are: to improve access to livelihoods, health services, water and basic
sanitation facilities, basic and non-formal education of Burmese refugees and displaced
persons, including to improve level of protection to refugees and decrease incidence of
gender - based violence. These activities are in line with the DG ECHO strategy and with the
Five Years Strategic Plan, which was annexed to the guidelines for submission.

53. As also mentioned however, two of the partners who had submitted proposals to AUP and
had not been considered for funding, have expressed requests for additional guidance and
feedback regarding the selection procedure and the applied criteria of quality. The activities
proposed by AMI and IRC to AUP, and which are still “on hold” will be commented in
chapter B.4.4.

54. Furthermore, as stated, the two partners declared to have perceived a certain lack of LRRD
connectedness with ECHO, probably due to a more open and competitive bidding process
than usually applied in the FPA, but also to the difficulty of establishing linkages with an
environment (the camps) that is kept deliberately closed – see B.3.7. AMI stated e.g. that
they “are still waiting further clarifications on the selection process and on the strategy that
was applied to it, in particular, when it was argued that AUP would compensate ECHO
funding reduction, and given the fact that few candidates having participated to the
CCSDPT-UNHCR strategic plan were selected…” (see also B.3.4.2 and B.4.4).
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B.3.7. Impact

To what extent has DG ECHO aid in the sector contributed towards generating a better health
status of the refugee population?

55. The assessment of an impact, which is generally a long term effect of an intervention19,
hence a change for good or worse as compared to before the intervention, is typically a
difficult question to assess in the framework of humanitarian interventions which aim at
saving lives and relieving suffering, rather than changing the original situation (this task is
generally left to development assistance which is supposed to have the appropriate timeframe
and resources).

56. Impact should not be confused with effectiveness, which has already been assessed.
However, by and large, the consistent reaching over the period of target indicators which are
much higher than in many other refugee situations (see B.3.1) demonstrate that the level of
health which has been achieved in the camps is appropriate to sustain the type of living,
which is an impact in itself. Tables 1-3 also demonstrate that the level of health of the
refugees in the camps has been significantly improved compared to what they would have
incurred in Burma/Myanmar itself.

57. It should be stressed that the achievement of any further measurable and sustainable impact
for the refugees is highly dependent upon changes to the current policy of containment by the
RTG, which mostly controls access to and from the camps. The policy is defined by a series
of regulations which set the parameters for camp management. The most important can be
summarized as follows (notwithstanding some limited arrangements that can be reached
through negotiation or corruption);

 no one may be admitted to the camp without the permission of the Camp commander;
 once admitted, residents may not leave the camp without his permission;
 residents may not work outside the camp;
 residents cannot buy, rent or cultivate land outside the camp;
 no one may visit the camp without the permission of the Camp commander;
 international and national staff are not allowed in the camps between 18:00 pm and 08:00

am; and
 residents may not have a cell phone, a TV set or access to newspapers.

58. The impact of health services as a key pull factor for newcomers into the camps could not be
substantiated. Health was regularly mentioned in the interviews among the pull factors, but
there was no evidence that it attracted large numbers of displaced as e.g. resettlement
prospects or free education have most probably done. Migrants in Thailand can generally
have free access to health services if they cannot pay: many Thai health professionals follow
the principles of medical ethics which calls for treatment of all the sick encountered,
although some hospitals were also reportedly denouncing illegal migrants to the police.
There was anecdotal evidence that a number of people from inside Burma/Myanmar have
used the camps as a (free) entry point into the Thai health services. This was the case e.g. in
Nu Po (where up to 30% of the patients were reportedly coming from across the border), as
long as existing referral policies from the camp facilities to the Thai hospitals were not well

19 “positive and negative, primary and secondary, direct or indirect, intended or unintended” – OECD/DAC
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adhered to. There is however no evidence that these patients elected to stay in the camps
after the consultation.

59. The contribution of the camp health facilities to the health situation of the neighbouring Thai
villagers (some of them are coming to the camps) and to the “visitors” from Burma/
Myanmar cannot be quantified, despite a few anecdotal remarks by DHOs (a few isolated
visits in Po Phra, ethnic relationships in Sop Moei).

60. Regarding the mental health of the refugees, anecdotal evidence only (HIS statistics may not
be complete) suggest a strong negative impact of the living conditions on the refugees, such
as depression, SGBV and suicides. The services provided e.g. by AMI in Mae La seem to
have been effective to mitigate the effects for those who chose to refer themselves to these
services.

61. At a more global level, the humanitarian health assistance has furthermore contributed to
achieving some indirect types of impact, such as:

 sustaining the traditional Karen (mostly Christian) culture, which includes high birth rate,
the absence of family planning, and the lack of use of condoms;

 as a secondary pull factor only (primary factors are the prospects of resettlement, free
education for the children, food and protection from violence), the favourable health
conditions have contributed to attract a newcomers into the camps, which has led to a
slight increase of the overall refugee population, despite the large resettlement process.
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B.3.8. Cross-Cutting Issues

To what extent have DG ECHO's partners included gender as a cross-cutting issue in the
implementation of their interventions?

62. The gender aspect is adequately considered by IRC and MI, which both manage the Mother
and Child Health (MCH) in their camps, whereas in Mae La, Umpien and NuPo (AMI
camps) the  normal delivery care is done by others (ARC, SMRU). MCH spaces in IPDs
were mostly occupied during the visits, due to the seasonal outbreaks of ARIs among the
children – although there was no overcrowding. Delivery facilities can be quite basic (a
space in the middle of the IPD, closed by curtains), and referrals have to be organised in case
of problems. Traditional culture would often prevent reporting of SGBV, although in Mae La
AMI is running an efficient-looking mental health service, which is reportedly attracting
such cases in confidentiality.

63. In Mae La Oon (MLO) and Tham Hin, vaccinations were ongoing, with reportedly sufficient
coverage (table 3). All young children were followed by the standard chart showing average
growths in weight, height and vaccinations. In MLO, the vaccination was monitored by the
tally sheets of the efficient network of CHWs, who would go individually to the households
(each vaccination session concerns a specific section of the camp) to fetch the mother and
her children, should these not show up as required.

64. There is a high birth rate in the camps, and many young children. In Tham Hin, the number
of under–fives was estimated at some 1.250 for a population of 8.202 (average over 12
months, between October 2009 and September 2010), or slightly over 15%. 252 births have
been registered over the same period, which amounts to 30,7 live births/1.000 persons/year.
This is slightly more but not much dissimilar from the expected figures for the region (26
live births/1000/ year), which is not sufficient to substantiate the possibility of future mothers
coming to the camps from Burma/Myanmar or among the illegal migrants for deliveries.
Most of the 137 referrals sent to the Suang Phueng hospital over the period concerned
neonatal or delivery cases.

65. Sizes of families are reportedly variable, from 2 children (the younger generations tend to
have less children) to up to 7-8 in some cases. Traditions and Christian religion are not
conducive to the use of condoms. Family planning is carried out by a Thai NGO with a
reportedly weak, passive, approach, which could not be met during the visits.

66. It should be noted that the mode of deliveries in the nearby camps of Mae Ra Ma Luang
(MRML) and MLO are somewhat different. Whereas at MLO birth deliveries happen mostly
at the IPD, in MRLM they are mostly made at home, and the more traditionalist Camp
Committee opposes any changes for unclear reasons, among which a fear of control by MoI
mixed with the wrong statement that only the children of UNHCR-registered refugees would
themselves be registered (even though all babies born in Thailand have now the right to the
Thai citizenship).

67. AMI is handling HIV counselling in its three camps; figures are low (e.g. for the 3 AMI
camps, 125 patients under ARV treatment and 170 under observation; in Tham Hin: 11 under
ART, 9 under observation), due to the isolation of the camps and traditional culture followed
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by most refugee families, which is arguably not the case for the numerous migrants outside
the camps.

68. The figures for the chronic diseases do not always appear consistent; In Umpien (AMI),
chronic patients could go to the OPD every day and accounted for approx. 20% of the total
OPD visits. At the opposite, in the OPD1 of MRML, statistics indicated only a very low 1%
of chronic diseases (9 out of 1.087visits in September 2010 and 13 out of 1.310 in October).
In MLO, figures for chronic diseases vary between 2.5 and 5% of OPD visits, although MI
stated that such statistics may not be reliable due to inadequate registration by some new
staff. Deaths of the elderly are properly recorded by the health CHWs but reportedly not by
TBBC’s food distribution lists (some deceased may reportedly still benefit from food
rations). The disabled are being taken care of by Handicap International in all of the camps.

69. An unusual cross-cutting issue in this case, since it appeared as a key “pull factor” to the
camps, is the free and quality education for the destitute Burmese migrants (school fees are
asked but children can still attend if they cannot pay). As outlined in the Review of aid to
refugees and IDPs on the Thailand–Burma border published by DfID in July 2008,
“…numerous NGOs manage education programmes, from nursery level to ‘post-10’…
Standards are high. As a result, the camps have become attractive places to receive a good
education and therefore a pull factor for students. About 4,400 students live in the camps
only during term times, receiving food and other assistance from TBBC”. Education
crucially provides hope of a better life for the future generations; 5.700 “outside students”
from Eastern Burma/Myanmar were e.g. registered in the camps, according to the Karen
Refugee Committee20. Although this matter is not directly within the mandate of this
evaluation, a strengthening of education facilities around the camps in order to contribute
lessening their (relative) attractiveness should be considered. Thailand has ratified in 1992
the Convention on the Rights of the Child, and better access to education opportunities for
refugee children should be promoted in discussions with the RTG. Art 26 of the Convention
further specifies that “States Parties shall recognize for every child the right to benefit from
social security, including social insurance”.

70. In this respect, the example of the education component of Dr Cynthia’s efforts (mainly
focused on the Mae To clinic near Mae Sot21), could be further assessed for the Burmese
migrants settled in Thailand. Of note is that SHIELD, along with others, also gave support to
Mae Tao Clinic, which provides free health care to people from Burma/Myanmar, and is
reported to conduct more than 150,000 consultations each year. The “Children’s
Development Centre” run by the clinic is a school for children of migrant workers in
Thailand. According to their website, during the school year 2007-2008, there were roughly
500 children attending either the day care centre, nursery school, or primary school up to 6th
standard; the school provided boarding accommodation for about 160 boarders. According to
the USAID, this system has now significantly expanded to some 62 schools with 300
teachers, who take care of up to 10.000 children.

20 Source: KRC Newsletter and Monthly Report of September 2010.
21 http://maetaoclinic.org/services/child-protection-education.html
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B.4. FUTURE STRATEGY ORIENTATION

This section aims to address the second objective of the evaluation, i.e. to provide a prospective
strategic assessment with a view to identifying practical options and recommendations in the
context of DG ECHO's current strategy to facilitate:

 the continued funding of health services through long-term donors and national authorities;
 the transfer of responsibility for ECHO-funded health services to the Thai health care system.

B.4.1. Possible Transfers of Health Services to the Thai Health System

What specific health services can be transferred from the existing refugee health care system to
the Thai health care providers in the specific provinces/districts; What resources would be
needed by the provincial/district health authorities for these transferred services; What practical
steps can be taken to nurture ownership of the transferred services by the Thai MoPH? (It is
expected that answers to these questions will depend on the Thai government's involvement and
response to the health study evaluation)

71. As expressed in the ToR, the issue of a possible transfer of specific refugee health services to
the Thai health system has emerged as one of the options contributing to a possible exit
strategy or, at least, reduction of financial support to camp health services. To address this
issue, it is good to start with an overview of what current health services for the refugees
consist of, and see if these could be transferred. The second sub-chapter will briefly review
the strategies, plans and positions of the main stakeholders.

B.4.1.1 Health services provided to the refugees
72. Health services could be differentiated in partly overlapping categories: curative services,

preventive activities, community based activities, and disease control, including disease
outbreak preparedness, alert and response.

73. Curative services

 Curative services primarily consist of regular out-patient services where the great majority
of ‘day to day’ illnesses like diarrhoea, malaria, respiratory tract infections, skin disease,
minor injuries etc can be dealt with. Most of these cases can be dealt with in the camp
OPDs (Out Patient Department).

 Some cases will need more extended expertise and diagnostic opportunities and will be
referred to one of the Thai hospital in the vicinity of the camps.

 The camp IPDs (In Patient Department) can cater for cases that need more close
observation and treatment, including intra-venous fluid application.

 For any slightly more advanced procedure, including all surgery, patients will have to be
referred to a Thai hospital.

 Delivery care is first of all the monitoring of a normal physiological process with the aim
to prevent complications, early detection of complications would they arise, and referral if
need be. The camps only cater for uncomplicated, ‘skilled birth attendant’ assisted
deliveries. All complications, including relatively mild obstructed labour has to be referred
to the Thai hospitals.



Evaluation and Strategy Orientation of DG ECHO-Funded Health Sector Activities in Burmese Refugee Camps in
Thailand (2004-2009)

26 Final Evaluation Report

 Some more specialised curative care can be provided inside the camps, because of their
relatively high prevalence. However, all given examples need specially trained staff, that
will not always be available. Examples are TB treatment, HIV/AIDS counselling and
treatment, and Mental Health and psychosocial care. Dental and eye care would also fall
into this category.

74. Preventive services

 Preventive services are not that well defined, but would typically include immunisations
and Vitamin A distribution, that can all happen inside the camps through the OPD
facilities.

 Health promotion activities, in particular health education, can also be mentioned here.
These activities typically take place in the OPD (health education sessions), but more so in
the community through CHWs.

 Water and sanitation are of course also major preventive services, and watsan activities
can only take place in the camps and maybe led by the same health NGO, or by a
specialised NGO as is the case in Mae La camp.

 Antenatal and postnatal care for pregnant women could also be brought under the category
of preventive care and is typically provided in the OPD (often in a separate building).

 Care for chronic diseases also has largely a preventive character in aiming to prevent
complications from the chronic disease (like hypertension and diabetes mellitus). This type
of care can also mostly be provided at camp level.

75. Community based services

 SPHERE standards prescribe a relatively dense network of CHWs (1:500/1000), providing
more active outreach than is possible under most ‘normal’ health service conditions.
Rationale is the vulnerability of most refugee populations, early detection of disease,
including potential epidemic disease, health promotion and education to assist the
population to adjust to their new environment (e.g. increased need to pay attention to
hygiene), implementation of simple home treatment or preventive action, and, usually,
registration of births and deaths.

 These community based services are very much the “ears and eyes” of the health sector in
these densely populated camps providing essential services in both the curative, preventive
and disease control area.

76. Disease control

 All activities that are primarily geared towards prevention of, early detection of, and
adequate response to outbreaks (both epidemics or diseases usually not present, e.g.
cholera) as well as substantial increases in prevalence of ‘normal diseases’ (e.g. ordinary
diarrhoea) would fall under disease control. In particular the high density of the
population, with a minimum of infrastructure, makes these camps highly prone to rapid
spread of disease, would cases appear.

 Disease control measures range from set up of a surveillance system, adequate case
detection, including laboratory confirmation, a range of measures related to water and
sanitation, and timely and adequate response once an outbreak has been confirmed. The
latter includes preparedness, for instance availability of emergency stocks and equipment.
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 Most of these activities take place inside the camp, and are part of day to day activities,
including watsan activities, the CHWs, and facility based disease surveillance. Outsiders
may play a role in case of an identified or suspected outbreak, through special laboratory
facilities, expertise, control measures etc. In case of an outbreak, good information and
coordination are also needed with health authorities in the area because of the potential
spread of an outbreak outside the camps.

77. As will be clear after this description, the great majority of specific health activities has to
take place inside the camps. There are no relevant facilities in the immediate surroundings
of these camps that could take on any of these activities. It is only the referral cases that
can take place and do already take place outside the camps, in the Thai hospitals. The
coordination around outbreaks, with possible input from outsiders, is an area where direct
contact is needed with the Thai authorities, although even around outbreaks the brunt of
activities will take place inside the camps.

Upon sub-sectors reviewing, it does not appear to be any ‘specific health service that can
currently be transferred from the existing refugee health care system to the Thai health care
providers in the specific provinces/districts’.
As long as refugees reside in the camps, the only alternative to NGO/international community
provision of health care would be provision of this care by the Thai authorities. It is highly
unlikely that they will ever do this. Primarily because of the ‘principled’ reasons as described
above regarding the Thai position towards the refugees, and the clear stand not to provide
assistance; the interviews with Thai health authorities all confirmed this perspective. Other
reasons to consider this a very unrealistic scenario would be the lack of finance in the Thai health
system that could be freed up for this purpose and, more importantly, the inability of the Thai
health authorities to attract sufficient and sufficiently qualified staff to provide the health services
in the relatively remote areas along the border.
This assessment also makes the other issues raised - as to resources needed by the Thai
authorities to get services transferred and the nurturing of ownership - rather superfluous. Areas
for potential improvement can nevertheless be found in referrals and coordination.

78. The current arrangements whereby the Thai health sector quite liberally ensures treatment
of referred cases from the camps in the hospital need to commended and maintained. As
with everything in health, ‘someone has to pay’, and it is not unreasonable for the Thai
hospitals to require payment for the treatment of the refugees as they would from anyone
who does not fall under the Universal Coverage (UC) scheme or one of the two insurance
schemes. Hospitals in Thailand are responsible to cover their costs from income acquired
from different sources, as described in B.4.2.

79. Primarily driven by their concerns for communicable diseases and outbreaks in the camp,
but not limited to these aspects, both central MoPH and Provincial Office (in Tak
province, where this is most relevant) expressed the desire to come to improved strategic
coordination between Province (and district) health authorities and health providers in the
camps. There were some more or less concrete ideas to establish a provincial coordination
platform that could meet a few times a year and discuss issues of strategic importance. It
is hoped that the AUP funded project led by WHO Thailand22 may play a facilitating role

22 Budget of €1.946.514 over 36 months for “strengthening health security in Thailand by improving health statuses
of Myanmar refugees and displaced persons in Thailand”.
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to make this happen. A prerequisite, in particular in relation to Mae La camp will be that a
single NGO will be mandated to take overall responsibility for health in the camp and act
as the focal point for outsiders.

B.4.1.2. Strategies, plans and positions
The Thai authorities

80. The evaluation team took every opportunity to discuss with the concerned Thai authorities
where feasible (see B.3.4.1), at all relevant levels. Only the PHO in Mae Hong Son and
the DHO/hospital in Umphang could not be met, although valuable indirect information
was collected.

81. As a conclusion to this comprehensive review, some consistent patterns have appeared,
which have mostly already been evoked in previous chapters and have probably
contributed to the rejection of the Five Year Strategic Plan (see below).

 The Thai health authorities, both at central and local levels, were highly concerned by
the prevention of potential outbreaks, and second by environmental protection around
the camps. Concerns about livelihood and human dignity of the refugees were
expressed privately and also publicly (speech by the Ministry of Foreign Affairs in Mae
la, meeting of the evaluation with the MoI), although this has not been translated in
policies so far.

 Key issues of concern included the regular trickle of newcomers from Burma/Myanmar
(the camp of Mae La Oon is e.g. located only 800 meters from the border, and regular
traffic could be seen coming by speedboats across the Salween river) who need to be
screened against e.g. TB, the lack of coordination of some NGOs, and the
overcrowding of the camps as an additional factor of risks.

 In this framework, Thai health authorities are providing the necessary vaccines and are
performing direct visits to the camps in case of outbreak. Ad hoc emergency
coordination mechanisms and working groups have been set up at the district and
provincial levels, although these would themselves often need additional support.
Should some other high risk epidemics be declared (like SARS, Avian Flu or H1N1),
authorities would probably step into the camps to exert the necessary emergency
measures as required, considering the lack of control by NGOs over e.g. the presence of
poultry or undeclared visitors.

 Notwithstanding the above, the authorities consider that the situation is by and large
under control of the NGOs, and that there is neither a need to take over any specific
sector or activity, nor urgently to join health resources with the camps. The usual
control is demonstrated by the HIS which is shared with the Thai authorities23. Some
neighbouring villagers are reported as regularly going to the camps for medical
treatment since the Thai local medical facilities often do not provide doctors, although
this is often played down by the concerned DHO (small numbers, visits to ethnic
cousins etc). Some shortcomings in financial resources, budget burdens for the
hospitals or the lack of medical staff in the border areas are regularly mentioned, but
these constraints do not appear detrimental enough to request for external assistance.

23 The HIS accuracy depends however much from the frequency of the CHW visits and the expertise of those who
are filling in the information, a situation which has been undermined by the high rate of turnover.
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 Despite complex organigrams which tend to blur some responsibilities (the PHO and
DHO have e.g. their lines of command reporting to MoI, but are technically supervised
by MoPH), no major dichotomy could be found between the central “policy” level and
the local “practical” concerns. In a nutshell, coordination is accepted, although not
integration or transfer of competences.

 Underpinning the positions of the Thai authorities (and the Five Year Strategic Plan
attempted approach), the year 2015 appears as a key deadline for the RTG. The
combined objectives for that year include e.g. the achievements of MDG n°824, a stated
national health coverage to all migrants (registered or not) by the MoPH, and the
establishment of the ASEAN Community which includes the protection of human
rights and fundamental freedoms, as well as a free-trade zone (a single market with free
flow of goods, services, workers etc). These various objectives are all bound to have an
influence on the situation of the Burmese refugees.

The Five Year Strategic Plan of CCSDPT and UNHCR
82. The plan, which was stressed in the ToR of the evaluation as an ‘opening’, had the

following objectives for the health sector: “sustainable, integrated, comprehensive health
services for refugees and nearby Thai populations, managed by the MoPH, assisted by
international and Thai NGOs, at a standard of service comparable to that provided to Thai
citizens and migrant workers in Thailand”.

83. The corresponding strategy focused on “supporting (in close partnership with RTG and
MoPH) development of frameworks and policies as well as increased funding for
integration of refugee health services with MoPH border systems, including access for
trained refugee practitioners to practice in border areas; supporting and expanding
existing pilot programs and other initiatives leading to increased integration”.

84. Indicative interventions and activities included very relevant approaches, among others:
capacity building and joint training, collaboration on outbreak preparedness and response,
converting camp health services on the model adopted by the Thai authorities at village or
district level, offering camp health services to neighbouring villages, establishing
common strategies regarding drugs or referrals, exploring alternative health care financing
models etc.

85. Upon analysis, it appears that, despite some highly appropriate proposed activities, the
ultimate effectiveness of the plan depended entirely on the willingness of the RTG (in
particular NSC and MoI) to cooperate in the ambitious vision of fully “integrated health
services for the refugees... managed by the MoPH”, whereas the politically-driven
situation was not (yet) conducive.

86. According to reports, the plan has been rejected for being too prone to ‘self-reliance’ for
the refugees. A new 1-year “Strategic Framework for Durable Solutions” should be
finalized by the end of 2010, together with an operational plan.

87. Another expected ‘opening’ initiative, a pilot screening exercise of some refugee camps,
has  recently been carried out by the PABs (the Provincial Admission Boards which had

24 “To have halted by 2015 and begun to reverse the incidence of malaria, tuberculosis, and other major diseases”:
this has not yet achieved in Thailand for TB, a major issue on the border areas with Burma.
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been established in 1998 by the RTG for the status determination of Burmese asylum
seekers), although this was not conclusive either25.

The US-funded SHIELD project
88. Sometimes evoked in the conversations as an example of successful approach and

specifically mentioned in the Five Year Strategic Plan, SHIELD (Support to Health,
Institution building, Education and Leadership in policy Dialogue) is a six-year project
funded by the United States Agency for International Development (USAID) that aims to
improve access to and the quality of health care and education services for displaced
Burmese, and find local solutions to migrant and refugee concerns and problems. A key
objective has been to strengthen linkages between Thai health service providers and
migrant communities.

89. Beginning in 2005, SHIELD has been jointly managed by the IRC (one of the ECHO
health partners) and World Education, a private US voluntary organization, with health-
related technical assistance from PATH (a US NGO specialized in sustainable health
solutions). It has been implemented in collaboration with the MoPH, the relevant PHOs,
community and civil society partner organizations, in six northern and central provinces
of Thailand, among which two are of relevance for DG ECHO (Mae Hong Son and Tak).

90. Although information about its impact could not be obtained (only a description of
activities and outputs), SHIELD was repeatedly mentioned by Thai health authorities as
an example of good practice, e.g. for coordination. Relevant health activities concerned
the selection and training of Burmese CHWs (as in camps) in border provinces (or
‘Border Health Workers’ - see footnote 2), their increasing cooperation with government
health staff to control disease outbreaks among Burmese migrants, their accreditation, as
well as the use of SHIELD work plans as models for local Border Health Master Plans .
Possible linkages with AUP should be further explored, as proposed e.g. by IRC.

25 The exercise, which had been discussed since 2007, was carried out by the MoI through the PABs, with the
UNHCR as an observer. Local military commanders were however able to influence the results, and their opinions
were reportedly widely divergent according to the areas concerned. A majority of screened camp dwellers were e.g.
accepted as eligible refugees (defined as those fleeing from fighting or for political reasons) in the north, while the
opposite was true in the south. Since the MoI has no influence on the Army, the matter is now being examined by the
National Security Council.
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B.4.2. Financing Modalities

Consider and make recommendations for possible healthcare financing modalities such as
voucher system; insurance scheme as for migrants used; user fees lump sum subsidization to
hospitals for referrals among others.

91. Under the present conditions, as explained by the historic development of the camps as
described above, there does not seem to be any alternative for the financing of health care
for the refugees than by the international community. This includes the various health
activities inside the camps and the payment for cases referred to the Thai hospitals.

92. As outlined in the “contextual issues” under B.1.2, Thai hospitals run their own budgets
and receive income from e.g. the Universal Coverage (UC) scheme paid by the
government, or by the two main insurance schemes. The latter make payments based on
capitation for outpatient visits26 and payments for in-patients based on the so-called
Disease-Related Group (DRG) system. In such a system a payment is made for an
individual patient, based on the disease (diagnosis) at hand, for which a ‘fixed price’ has
been developed27. People who do not fall under any of these schemes, like the refugees
and unregistered people will have to pay ad hoc and unpredictable “fees for service”28 -
which is currently the case for all the referrals made by the three partners.

93. The Thai government is not likely to agree to pay for these services (apart from some
discretionary contributions to the concerned hospitals, to alleviate somewhat the budget
burden of the treatments delivered e.g. to the many migrants who cannot pay) and the
only other potential source, the refugees themselves, does not provide a realistic option
either. Without options to earn a livelihood pending day passes, the refugees cannot be
expected to contribute, in the form of user fees or the set up of an insurance scheme.

94. It is similarly difficult to see any scope or advantage to introduce a voucher system - as
mentioned in the ToR, since this would require as a precondition the free access of the
refugees to the Thai health system.

95. The costs for health per refugee, to take the example of Malteser in the Mae Ra Ma
Luang/Mae La Oon camps where both health services and watsan activities are
implemented, seem very reasonable and any substantial reduction should not be expected
(although some further streamlining may have to be achieved by AMI).

96. As discussed positively with the PHO in Tak and in some concerned hospitals, there may
however be some scope to change, at the provincial level, the current fee for service
payment for referred patients towards a DRG-system as is known in the Thai health
system. This may perhaps not lead to budget reductions (the use of the DRG system
would put the brunt of cost-containment on the hospitals instead of on the NGOs,
although a specific study should definitely assess cost comparisons beforehand), but the
advantage in the predictability of budget planning would certainly be appreciated by the
concerned partners, and by ECHO.

26 This is a fixed annual amount per insured person in the catchment population of a hospital
27 So, for all patients with the same diagnosis the same sum is being paid by the insurer, irrespective of inter-
individual variations in length of stay in hospital, complications, etc.
28 There is a clear price-list for services. Patients will have to pay for consultation, lab-tests, days in hospitals, etc.
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97. The introduction of contracts with NGOs or other third parties based on competitive
bidding to provide health services along well prescribed objectives and indicators is a
thought that could come up, but most probably must be immediately suppressed. Apart
from more principled, ethical and humanitarian considerations, requirements (a donor
willing to pay, with longer term commitment, set up of relatively costly M&E system,
identification of sufficient ‘competing’ parties, agreement with Thai authorities) would
most likely outweigh any potential cost-saving.
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B.4.3. DG ECHO’s Support to Partner’s Actions

How should ECHO’s support to partner’s actions evolve in the medium term?

98. The situation in Mae Ra Ma Luang/Mae La Oon camps where appropriate health and
watsan services are offered, of adequate quality, against a decent price by an NGO partner
that has overall responsibility for health in those camps, may act as a guide.

 In particular for Mae La camp, the issue of a fragmented approach needs to be
addressed and ECHO may be able to assist its partners to find a solution. Ideally a
single NGO would receive a mandate to be responsible for health in the camp and be
the focal point. This NGO would obviously also implement a number of health care
activities that are key to be able to take up this role, which would be in particular
related to disease control activities.

 However, some of the current activities could be run by other NGOs if the full
responsibility for all health related activities would create too much of a burden for
the capacities of the lead NGO. These ‘other’ NGOs could then run more or less
‘stand-alone’ activities like delivery services (as is currently the case), the TB village
and maybe even the IPD.

 Also for Mae La, consideration ought to be given to split up health provision into
smaller sections of the camp. The size of the camp seems to warrant 3-4 ‘primary care
centres’, where out-patient consultations can be integrated with community based care
and disease control. IPD and some of the other specialised care can remain
centralised.

 The difficulty to measure mortality routinely through surveillance, as described
earlier, makes it a less useful indicator to monitor the performance of the health
services in a chronic camp situation. ECHO may assist the partners to come up with
more useful indicators, which is probably best done by revising the various proposals
of the partners in future funding rounds. All proposals are still more or less based on
an essentially curative footing as may have been appropriate during more acute
phases. To the curative services other elements are then added, with some variations
between camps and partners. There may be scope to start formulating the proposal
more from a public health perspective that will come with somewhat revised
objectives. Overall, the activities will most likely remain the same, but revising the
objectives in a more public health oriented fashion may lead to formulation of more
meaningful indicators.

 These indicators should also be usable to measure the level of quality of the health
services provided in the framework of the current budget cuts, to detect and avoid a
detrimental lowering due to the possibly too drastic reductions of e.g. staff (adequate
home visits by CHWs) or training cycles (collection of quality HIS data).

99. In addition, DG ECHO should consider the following measures.

 Support efforts to improve coordination between NGOs (a new CCSDPT structure is
reportedly scheduled for January 2011).

 Advocate with AUP to provide rapid and relevant feedback indications to the partners
regarding their proposals (see also B.4.4).

 Help in designing a standardized referral policy (see B.4.2).
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 Advocate for the use of a single population headcount (based on home visits by
CHWs) for health and food distribution/nutrition purposes.

 Advocate with other donors to fund the revised Fire Safety Plan in Tham Hin.
 Promote a dialogue between partners regarding best practices, e.g. a jointly designed

Code of Conduct for camp trainees (medics, nurses) to mitigate brain drain for
resettlement. Those who would sign the code on a voluntary basis would commit
themselves to use their skills for a given period before being resettled. Compensations
should be discussed in a working group, such as the recognition of training through
certificates (already done by e.g. AMI – see report 2009 page 56) or the guarantee of
resettlement after the concerned period, even though both proposals may be difficult
to implement (certificates are not easily recognized in Thailand, and the US
government needs to be convinced – but this issue has already been discussed in
October 2008 between ECHO and the USAID/BPRM representative in Brussels, who
stated that that freshly trained personnel would not be eligible for resettlement for 2
years).

 Another example of good practice found with Malteser concerned the setting up of
joint committees with neighbouring villages regarding water adduction, sanitation,
and garbage disposal. Even though efforts and discussions must be continuous to
achieve win-win sustainable solutions.

100. Finally, in its upcoming budget calculations, it is suggested that DG ECHO takes into
account the variations of exchange rates between Euro and THB, which have been
particularly significant recently and which may continue for some time (the G20 summit
of November 2010 in Seoul could not do much to mitigate rapidly the present “currency
war”). According e.g. to AMI, their 2010 budget has already been undermined by 20%
(which roughly corresponds to the table below) due to variation of exchange rates. Should
the situation remain as such, AMI may need about 250,000 € more in 2011 only to
compensate the exchange rate on ECHO funding (the same problem applies also to other
donors funding in foreign currencies).

101. The InforEuro rates fluctuated as indicated in the table below over the period concerned
by the evaluation. The table shows exchange rates every 6 months for 2004 – 2009 and
quarterly changes in 2010, to reflect sharper changes (they were generally stable from
2004 to 2009, around 48 THB/Euro, but have fallen to 39,3280 THB/Euro in September
2010).

Table 12
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B.4.4. Ability of Partners to Engage into LRRD

To what extent are the health agencies able and willing to move from humanitarian aid to a
developmental approach (LRRD)?

102. The ability of partners to engage into LRRD may not be the crucial issue, but rather the
question if LRRD is really applicable in this situation. LRRD assumes at least some form
of concrete resolution to the humanitarian crisis that led to the intervention. This does not
seem to be currently the case in the camps in Thailand, since e.g. the key Five Year
Strategy Plan has been rejected by the RTG (see B.3.4.2). The main driver, the chronic,
creeping conflict inside Burma/Myanmar, is still very much at work and only the future
will tell if current developments will lead to a resolution. The restriction in movement and
the inability to become self-sufficient, as imposed by the Thai authorities, are the other
key factors that prevent any meaningful rehabilitation and development for the refugees.
As long as the virtual total dependence lasts and Thai authorities are not willing to take
over health care provision inside the camps, it is very hard to think of R&D in the health
sector.

103. The willingness of the ECHO partners to engage into LRRD does not seem to be an issue,
as all three of them have submitted proposals to AUP, which reflected their discussions
with the local health authorities and presented some tentative solutions to connect the
Thai health system to the camps. The capacity of the partners to present workable
proposals is however an issue, for various reasons; the proposals made by AMI and IRC
have not been adopted so far.

104. The activities proposed by AMI to AUP were as follows.

 To set-up, build the capacity and supervise in each camp a Camp Health Office
(CHO), to ensure coordination between the NGOs, the Camp Health Committee
(below) and the Thai health authorities in identifying and addressing the main health
issues. According to AMI, the setting-up of such a system in the camp has been
suggested by the Thai authorities.

 To set-up, build the capacity and supervise a Camp Health Committee (CHC) in each
camp. This would be a community-based health governance system that would
gradually take responsibility in health management in the camp as well as supporting
community financial and human participation in health projects.

 To establish coordination mechanisms between the camp (CHO-CHC) and the Thai
authorities, through a PHO dedicated public health liaison officer.

105. The IRC proposal to AUP concerned health promotion, prevention and control around the
Tham Hin camp, and was strongly supported by the Suan Phueng DHO and the
Ratchaburi PHO. The PHO described the objective as follows: “to take care of migrants
around camps, to recruit, train, do capacity building and empower migrant health workers,
taking Thai health volunteers as models”. It should be noted that the IRC proposal
included the replication of the model that had been used with success by the agency for
five years already under the US-funded SHIELD project with the Border Health Workers
(see §116). These would be trained and supported by IRC initially, then would gradually
be absorbed by the Thai public health system. The workers would have supported health
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services in camp and also in communities surrounding the camp, in two selected areas
close to the border, where numerous migrants are living.

106. The only proposal which has been submitted by an ECHO partner and accepted by AUP
was made by Malteser29. It has 3 objectives: 1) providing refresher training courses in the
camps (for the trained staff who has not been resettled); 2) building the capacity of the
Thai health system in the district of Sop Moei, and 3) to improve the practices of the
concerned population regarding health prevention. The key local implementing partners
of Malteser are two district Vector-Borne disease Control Units (VBCU) at the local
level, and the PHO in Mae Hong Son for monitoring. A KAP/B (knowledge, practice and
behaviour) survey was carried out, which revealed severe deficiencies in the district
system.

107. This nevertheless does not appear as a fully-fledged LRRD exercise, as the caveats which
may prevent smooth “continuity” and the “bridging of gaps” are numerous. The results of
the KAP/B survey were not formally acknowledged by the authorities, especially by the
Sop Moei DHO (there was only an informal “go ahead” by the PHO). “Joint” activities
with the camps are currently limited to some refresher training for the Malteser medical
staff. The capacity building of local health systems will at first directly benefit the
surrounding Thai population and the registered Burmese migrants, but much less the
camps which remain “contained” and closed to the outside world. It would still be up to
the Thai health authorities to decide what to do with the enhanced capacity. Further joint
actions are envisaged, but are also subject to Thai cooperation (below).

Upon analysis and despite being reportedly based on the same Five Years Strategic Plan, the
proposals present a number of apparent disparities in their approach (the quality of the full
proposals as they were submitted to AUP could not be assessed). This lack of consistency may
reflect either a lack of coordination and strategic discussions among the partners and with the
Commission, and/or problems of relations with the local health authorities.
- It is not entirely clear to what extent the system of “CHO” and “CHC” proposed by AMI in the
camps and reportedly suggested by the authorities would actually correspond to the standard
structure of e.g. the Thai Health Centres for OPDs30 (which would facilitate their ultimate
integration), or would rather reflect a participatory/community approach usually favoured by the
agency. Some other activities which were central in the proposals of the other agencies were
barely touched in AMI’s LFA: the Border health Workers (IRC) were merely mentioned as an
indicator, and the local capacity  building (Malteser) was only one of the four activities (without
details) listed under one of the three expected results in the LFA.
- Considering the level (the highest among all three partners) of commitment and involvement of
the DHO and PHO in the preparation of IRC’s proposal (again, the quality of the proposal itself
could not be assessed by the evaluation), it may arguably have presented the best chances to
initiate a workable “pilot LRRD project” aiming at building up capacity around the camps and
engaging the local Thai authorities in the process. The lack of feedback to the agency and
subsequently to the local authorities after nearly four months may amount to a lost opportunity.

29 EuropeAid/AUP project DCI-ASIE/2008/166-070 (36 months until 29/02/2012, budget 697.338€)
30 Due to the high density of population in the camps, the Thai model is roughly replicable but should be extended
(see Annex H). Camp OPDs would e.g. correspond to enlarged “Health Centers” (typically at sub-district or village
level, for a population of 1.000-5.000), and IPDs to “Community Hospitals”.
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Contrary to AMI and Malteser, there is however no indication that the proposal aimed also at
converting the heath facilities in the camp on the model of Thai health system.
- As explained above, Malteser was the only agency to carry out a comprehensive survey,
although the results were not readily endorsed by the Thai authorities. Due to a somewhat mixed
level of cooperation, the longer-term plans by Malteser for the joint training of camp/village
health staff by Thai authorities and the conversion of IPDs and OPDs in the camps into Health
Centres on the Thai model, can only be envisaged for the future, subject to the willingness of the
RTG. This approach is e.g. detailed in the chapter 5.2 (Continuum strategy/LRRD) of the
partner’s final report for 2009, which foresees successive phases until 2011.
It would therefore be recommended to use the necessary feedback from AUP to promote more
strategic consistency in the partners’ approaches.

108. An even more relevant part of the question seems to be whether all the partner health
agencies are able to move from a still overriding ‘refugee emergency approach’ to a
longer term public health approach. Some of the partners are typical emergency-oriented
health agencies, which may also have developed commendable experience in
participatory capacity building of local communities, but not necessarily in LRRD with
authorities and development actors. A crucial factor should be the capacity (and the
willingness of some of the Board members) for a change of culture and vision at the
agency’s central HQ level, which in turn would lead to a project acquisitions policy, an
appropriate human resources management (environment, support, salaries), and the
recruitment of people with right skill-mixes for LRRD and development work31.

109. Finally, some ECHO partners which are used to work in both emergency and
developmental projects may also benefit from the recruitment of more public health
oriented staff to increase their ability towards a longer term approach for the camps.

31 This recurrent problem in LRRD has been duly mentioned in the EC Communication, chap 4.1: “Implementing
partners, including NGOs, are often specialised and competent either in emergency or in development. This makes
ensuring continuity with a specific set of NGO partners difficult since partners and working methods may change
abruptly in the transition from emergency to development assistance... A change and broadening of implementing
partners may be required in the transition phase…(and)… a separate group of (partners may) put forward different
ideas for rehabilitation funding, with limited relevance to the ECHO programme”.
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B.4.5. Capacity of other Health Actors

Are there other health actors who have the necessary capacity and willingness to be engaged in
European Commission funded health projects?

110. There seems to be a scarcity of international NGOs willing to be engaged in health
projects for the refugees. With some more openings to operate inside Burma, most
humanitarian NGOs prefer to work inside Burma/Myanmar where they see huge needs.
The dwindling funding opportunities, which have been most outspokenly indicated by DG
ECHO through its recent budget cuts (but which are also followed by other donors),
combined with the low visibility of the situation and the apparent stalemate somewhere
in-between a protracted emergency and an elusive LRRD, makes it an even less attractive
environment for NGOs to get newly engaged in.

111. More developmental oriented agencies may be willing to take on developmental projects,
with capacity building and institutional strengthening components, for instance the kind
of projects that target migrants under the AUP funding. But these agencies may not have
the capacity or willingness to run the typical health project as are needed in refugee camps
that do require a specific expertise.

112. Another source of actors could be local NGOs, based in Thailand. Enquiries by the
evaluation team did not reveal any viable option. This includes the Thai Red Cross which,
although large, appears to be more involved in local charity actions than in structured
humanitarian operations (there have however been some interventions along the
Cambodian border in the past). Thai NGOs are not many and do not seem to have the
capacity to run health projects. Their willingness was not assessed, but may also be low
(there were e.g. no volunteers to take over the TB village in Mae la from MSF).

113. Should there be a need for an additional implementing actor, a open call for tender would
therefore be a solution to be considered.

114. Apart from WHO, which has already been contracted by AUP, the only other identified
actor which may potentially play a larger future role in defining solutions for the health
sector is the IOM – although this would be indirectly, on the longer-term and at the
overall level only, not specifically for DG ECHO. The International Organisation for
Migration appears to be in a position to contribute to implementing the “two pronged
approach” (at the policy and practical levels) already evoked in previous key studies32, by
promoting the adoption of an overall migration management policy by the RTG, in which
the refugees would become an integrated component.

32 The EuropeAid “Strategic Assessment and Evaluation of Assistance to Thai-Burma Refugee Camps” of May 2008
and the WHO evaluation on “Improving access to healthcare for migrants and refugees of Sep. 2010.
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B.5. Key Recommendations

B.5.1. Overall strategic approach
115. To consider a comprehensive framework of recommendations for the healthcare

assistance to the refugees33, this sector should be seen as a component of a more global
context. In this perspective, there is a need to pursue – and slightly re-orientate - the
strategy which has been consistently recommended in key previous studies (e.g. the
EuropeAid review of 2008 and the recent WHO evaluation of 2010, see footnotes 3 and
18), aiming at providing better access for the refugees in the camps (and for the migrants
in general) to the opportunities provided by the Thai socio-economic environment in
matters of health, but also livelihood and education.

116. The core idea underlying the strategy introduced by the Commission and aiming to end
the politically imposed stalemate which had mostly prevailed since 1984, has now been
integrated into the approach of most other stakeholders and has initiated a change process
to end ‘parallel systems’. Despite resistance –vividly illustrated by the recent rejection of
the Five Years Strategic Plan by the RTG- the “momentum” for further opening of the
humanitarian space around the camps should be maintained in the perspective of the 2015
deadline (establishment of the ASEAN Community and free-trade zone, MDG on health
issues), and a more structured dialogue should be put in place with the RTG at the
‘policy’ level to use every opportunity in an optimum manner.

117. In particular, a new screening exercise should be advocated after the end of the group
resettlement, to determine those among the camp dwellers who would qualify for
‘refugee’ status (e.g. those fleeing from fighting or for political reasons) from the Thai
perspective and could stay in the camps. Newcomers should similarly be screened prior to
their entry in the camps, to avoid a new influx of “business opportunists” (as they are
described by the Karen Refugee Committee). Advocacy should also concern the inclusion
of the eligible refugees within the framework of an overall management policy of
migration in Thailand, as well as their possible/gradual access to health, livelihood and
education around the camps, in a perspective of equal opportunities with the surrounding
Thai and vulnerable migrant population (registered or illegal). Working groups with the
RTG should discuss the fair sharing of the corresponding costs and budget burden
between the host country and the international community (e.g. DRG for healthcare
instead of UC – which would put entirely the costs on the shoulders of the Thai health
system, daily passes for livelihood, etc).

118. The driving force of the strategy – budget cuts in humanitarian aid and linkages with AUP
to favour activities towards integration of the refugees should also be maintained.

119. In this framework, the strategy for the health sector should however be cautious. Health is
generally only a secondary pull factor to the camps and an ‘added value’ compared to the
main pull factors of resettlement (now mostly over), protection from violence in Burma/
Myanmar (e.g. among the 110.000 IDPs who are reportedly hiding in remote areas of the
East), regular food and quality education. Health funds and activities must be adapted to

33 Art 15 of the ToR accordingly stated that « the evaluation…will feed into the elaboration of the next Global Plan
for Burma/Myanmar and Thailand” and will “primarily assist DG ECHO in elaborating its medium and long-term
strategy for support to the Burmese refugees…”.
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the number and needs of the beneficiaries, in accordance with the “Do No Harm”
approach, and should not be cut in order to decrease these numbers.

120. Furthermore, as assessed under B.4.1 and 2, it must be acknowledged that direct
possibilities to further integrate the refugees in the Thai society outside the camps are
scarce as long as the camps are kept as a (mostly) closed environment by the principled
RTG policy of containment. The main effort of LRRD at the ‘practical’ level should
therefore still be kept at coordination and joint capacity building of healthcare resources
wherever feasible and acceptable to the Thai authorities, but also on strengthening the
education facilities which would be ready to accept pupils from the camps with daily
passes, and promoting economic investments in the concerned districts, to improve
livelihood prospects.

121. To help decreasing the camp population, after the “last call” for group resettlement to the
US and a new screening/registration exercise, the strategy could furthermore consider the
following issues: (i) shifting from blanket distribution of food basket to assistance to
nutrition needs of the most vulnerable provided that access to livelihood is enlarged (day
passes etc), and (ii) focusing on the rights of refugee children, e.g. for better access to
education facilities either in the camps for migrants (there are already large numbers of
outside students) or outside the camps for the refugee children, provided that facilities
have been adequately strengthened. The right for children born in Thailand to Thai
citizenship should be applied. The Convention on the Rights of the Child (Art 26)
specifies that “States Parties shall recognize for every child the right to benefit from social
security, including social insurance”, which should also be advocated.

B.5.2. Specific recommendations
122. Since the situation is still driven by political rather than technical or humanitarian

considerations, and as also recommended by e.g. the recent WHO evaluation, there is a
need to follow a two-pronged approach, at the local/practical level, but also at the
overall/policy level.

123. At the overall policy level, the Commission’s top-down approach, to which DG ECHO
should contribute as feasible, should focus on the following.

 Globally, to improve coordination between donors, possibly through a more structured
mechanism (chairperson, agenda etc) in order to approach consistently the Thai
authorities.

 A representative of the EEAS (European External Action Service; there is already a
Special Envoy for Burma/Myanmar) could e.g. be designated to 1) negotiate with ‘one
voice’ with the RTG (MoI and NCS) on behalf of the Commission and the EU
Member States, and 2) coordinate approaches with USAID/BPRM (SHIELD,
resettlement etc) and other key external donors.

 In this framework, to utilize in an optimum manner every opportunity for advocating
and engaging dialogue on issues that would contribute to enlarging humanitarian
space and access for the refugees, such as:
o supporting the new 1-Year Strategic Framework for Durable Solutions of

CCSDPT;
o focusing discussions with the RTG on its relevant stated objectives for the 2015

deadline (ASEAN free trade zone, full health coverage by MoPH);
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o improving access to livelihood outside of the camps (daily passes, investments);
o improving access to education outside the camps;
o setting up a fully integrated outbreak control system;
o promoting a global approach to the management of migrations in Thailand

(through the IOM), including organizing a new overall screening/registration
process.

 To further clarify/explain the Commission’s strategy to the relevant stakeholders.
124. At the field operational level, DG ECHO should focus on the following.

 To pursue the current strategy of seeking opportunities for integration of the refugees
through cooperation with AUP, in coordination with the efforts at policy level.
o To continue funding, wherever feasible, local projects to facilitate coordination,

the improvement of living conditions (health, education, livelihood) for the
vulnerable migrants around the camps and the similarly still vulnerable segments
of the local Thai population, and the possible integration of the refugees in this
scheme.

o Following the approach suggested by Malteser in its 2009 final report (chap 5.2),
to advocate for subdividing AUP projects into successive annual phases which
would correspond to a more gradual engagement and acceptance by the Thai
health authorities (e.g. coordinated capacity building leading to joint training
sessions, transformation of camp IPDs and OPDs into health centres and
community hospitals on the Thai model, followed by joint health activities etc).

 To advocate for using approaches which have already proved successful. To provide
further feedback and guidance to the partners about the AUP process, to contribute
strengthening a strategically consistent approach among them.

 To further focus the joint strategy on reducing key pull factors into the camps:
education (Thai language for all concerned, day passes to nearby schools in
accordance with children Rights, contribution to school fees and infrastructures
around the camps), food aid (based on nutrition needs instead of blanket distribution
of standard food baskets, once access to livelihood is reinforced), resettlement criteria
(in cooperation with USAID).

 To generally consider Malteser International as a benchmark for defining eligible
levels of cost-effectiveness (cost of referrals, ratio staff/beneficiaries) and
corresponding budget in a comprehensive set of health services. Partners could be
requested to find other sources of funding for any additional levels of quality services
that they would like to provide.

 In this perspective, DG ECHO should continue the assessment on cost-efficiency
initiated by this evaluation, by launching a survey/ audit which would focus on:
o determining accurately the ratios to be used as references (including economies of

scale) before applying them to other health partners;
o comparing in details the accounts of IRC with Malteser’s;
o being safely able to ask partners to seek other donors for higher quality targets.

 Also in this framework, to do a careful risk analysis on any further budget reduction in
the health sector; to possibly consider increasing slightly some specific components
(compensation of exchange rates, adequate network of CHWs) if required, and
decreasing the health budget only in function of the corresponding decrease of the
numbers of refugees in the camps and their needs.
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 To support the development of more generic, Public Health oriented programme
activities for all funded camps.

 To set up a working group to define a set of updated Public Health based indicators
(to replace e.g. the current flawed mortality rates), to be jointly applied to measure
effectiveness and quality of services.

 To take steps to avoid further fragmentation of healthcare responsibilities in camps. In
particular, to find a solution for Mae La, which may include:
o to promote establishing a clear lead NGO for health in Mae La. If that NGO

cannot provide all services, it should focus on ‘essential key services’ while other
functions may be fulfilled by other NGOs;

o to consider additional, smaller ‘primary care centres’ for each camp area on the
model of the Thai Health Centres, which may also subdivide the task;

 alternatively, to launch a call for proposal for a comprehensive health coverage of
Mae La (using results from the above cost-efficiency survey) among:
o ECHO FPA partners, and if not satisfactory
o other field actors.

 To fund a study to assess the feasibility, costs and other benefits of introducing a
DRG-based payment system for referrals (fixed prices per capitation and by type of
illness, as in the Thai system), and apply the results if these are positive.

 To advocate for the use of a single population headcount (for healthcare and food
distribution purposes) in all camps, based on the home visits by CHWs.

 To advocate for the dissemination of good practices among partners (Code of Conduct
to postpone resettlement of trained medical staff and mitigate ‘brain drain’, joint
committees with neighbouring villages to define mutually acceptable solutions for the
usually difficult issues of sanitation and garbage disposal, etc).

 To advocate among donors for the funding of the Fire Safety Plan in Tham Hin.




