ns of Thailand are

geographically mount ud dvea. | Sce \ dely in this area are

small communities of aul ‘ \ ) Iu. They constitute a

minority groups commouly Mkubws 1' ! i. s, Some tribes such
J‘dda i

as Karen, Lua and K I
g 1;;1’

Thailand for many centug ea.-ﬂ The

W
\\ northern region of

ablighed their communities in
the wvalley and the low 1 - J bout seven centuries ago the
northern Thai 8 | } moved into this
area and establis 'r w" tribal people

were driven wup ima the foot hill and higheBup land. Nowadays,
some of the :fj m rural mnorthern
Thai and havﬂan aﬁﬂﬂﬁl r )]Ifl'iad with the main
nurtheQ ﬁ ﬁl ttled in
i.sulatu:qt in a m Hre& ﬂﬂﬂ uggr mountain

terrain. Historically these tribes neither cultivate opium poppy

nor know of opium use.

About a century ago, there were another waves of migration
of highlander from china and Myanmar into this mountain area. They

are the Hmong (Meo), Lisu, Lahu, Akha and Yao (Mien). These tribes



are nomadic and prefer to live in high attitude above 1,000 meters.
They traditionally either cultivate opium poppy or use opium. To
inhabit in the same mountain area, the social and economic
interaction between the early and late migrants has induced the
spread of opium poppy cultivation, opium use and opium dependence to

Suwanwela and Poshyachinda,

/ especially in the wupper

provinces; Chiangmai wai is known to be the

part of the Guld( - of the major opium

producing areas ' ] '. the opium and its
derivatives, morphin : rea are transported in

the traffic rout wart ofl -‘ d lead to the global

all tribes (Suwanwela et al,,

1980). The opium poppy

drug dependence pr ' ) } , .'_\ der is consumed by the

v ;1;
local hill tribe people Sum‘ﬁJ : ?E: Suwanwela et al.,1978).

=""““‘—"'"K on September 1989,
fi !
the hill tribal Tﬁp , clﬁling 9 hill tribes
Karen, Hmong, Lahu Lisu. Yao, Akhn Lua, H'tin and Khamu. These

people are rﬂ;%ﬂ ’J&ﬁ-&]a%'ﬁ {5 |€hk TabrBhern region, 5 in

the central only 1 in the nort,heaat, rn [H;mstrr of Interior,

sener S P<A GINFIR U A ’@ Sl TbiBe, 00

This pupulatmn data are shown in Table 1.

For all Zﬂlpn}vinces, the population is distributed over 96
districts for 3,492 hamlets and 96,766 households (Ministry of
Interior, Department of Public Welfare, Tribal Research Institute,
1987). The provinces with the highest population are Chiangmai

(25.62 percent of the total population), followed by Chiangrai



(17.42 percent) and Mae Hong Son (15.28 percent) respectively
(Table 2).

Of the total population, 64.45 percent are 14 years of age
or older and 56.1 percent were female. The annual population

increase rate 1is 3.62 percent {Hinistrr of Education, Offices of

Special Activities, Task Tribes & Minority Groups in

Northern Thailand, 1987

Table 1 Hi

Region/ Karen a H'tin Khamu Total

Province I \\\\\ t

reg
Chiangmni 89,111 15,01 2, 098, 2TV LadRan &, SON ..HT - - 144,328
Chiangral 5,483 13, 1?1 8, 382 81191006 - 1,691 98,105
Mae Hong Son 70,080 . - - 86,040
Tak 49,8]8 ‘H.HE'I' - - 69,269
Nan - 13,528 8,516 &5, 135 55,078
Lamphun 21,672 - - 21,672
Phayno - - - 12,263
Eamphaengphet 874 - - 9,086
Lampang 3,351 - - 140 9,566
Phrae 7,720 Vi - - 9,378
Phetchaburi 3,003 =& - - 3,003
Phitsanulok - 5, i - - 5,240
Sukhothai 592 - - 2,751
Uthai Thani 2,036 lﬂl - aiae 2,455
- retion HEJ’JVIEJVﬁWH’]ﬂ
Hunchanahuri IB - - l:.:g:
Hutchuhurl - - g

tehaburi - & - 8,305

Buplmnhu - 1,292
Prachuab

Khiri - 748
Northeastern

region
Loei - 194 - = - - - = - 494

Total 279,852 84,057 60,822 25,086 36,108 32,537 9,016 28,516 7,284 563,748




Eventhough the population size of hill tribal people is not
terribly large in comparison with the National population, but there
are a number of problems related to them, such as national security,
destruction of forest and water resources, opium cultivation, opium

use and dependence (Buruspat, 1983; Thongrom, 1983).

Table 2 Hill tribal H“ is Chiangmai, Chiangrai
¢ Sen o .’ .
Son ,

and Mae Ho

Province Karen Hmo H'tin Khamu All tribes
x X x 4
Chiangmai 31.84 Lia0® w2/ 49050 340 6.70"98a23 - - 25.62
Chiangrai 1.98 ; i G129, 48 4 15.01 23.22 17.42
= - 15.28

Mae Hong Som  25.04

Sub total of 68.84 36 - 23.22 58,32

3 provinces

Table 3 Hill Tgiba , sehold, Population
summary n-The

Tribe Village Percentage
Karen 2, 49.68
Hmong el v 14.92
Lahu 4U f ' 10,80
Lisu 4.45
Yao IBD ‘a i TBE 36,108 6.41
Akha 5.78
Lua ﬂﬂ*ﬂ?ﬂﬂ%‘ﬁﬁmﬂ‘i 1.60
H'tin 5.06
Khamu 1 %“ A, 28B4 Q11.29

The most populous tribe is the Karem with 49.68 percent of
the total hill tribal population, followed by the H'mong (14.92
percent), Lahu (10.80 percent), Yao (6.41 percent), Akha (5.78
perceﬁt}, and Lisu (4.45 percent) consecutively. The six tribes all

together constitute 92.04 percent of the total population (Table 3).



Apart from having the largest population of the hill tribes,
Chiangmai also has the largest population of the Karen. The
household per wvillage are small in every tribes especially the
Karen and the Akha, with -the exception of the Lua (Table 4).

Table 4 Hill tribal village, household and population in
Chiangmai Pravinge classified by tribes,

Karen \\"\.i LA/ Yao  Akha Lua Total
Village 733 B . . T 22 18 3,492
Household 15 102 ll 3 395 671 96,766
Population 2,200 3,537 563,278
Population/Village 121 ET 100.00 196.50 161.30
Population/Household 5.57 5.27 5.82

Household/vi1lage 219 17.95 37.28 27.71

The officgl o . \\\ inistry of Education
surveyed the hill trdbe iﬁku d and reported in 1987

ks

that 45.37 percent of :_rt:"?-- were Buddhist, 36.85 percent

Animist, 14.75 percen percent Muslim (Ministry

k Forces on Hill

of Educﬂtiﬂﬂl "y o m

\9

tribes & Hinaritr ﬁnu ﬁau stated that there

are only 621 prilgr schools or pmn-atelr 1 for each 3.5

villages. Tﬁuﬂﬂua wﬂﬂﬁwqﬂ‘}f 55,969 or 42

percent of the school age popuylation. Le than the p ary school,
R TAG AT RIS PHRIREE) e rne
numher uf villages. The Department of Nonformal Education provides
child and adult education programs in additional 439 villages (20
percent). All of these have contributed to the following literacy
skills among the hill tribes:

- fluent in listening, speaking, reading and writing 15.45

percent.



- fluent in listening, speaking and reading 10.37 percent.

and - some fluency in listening and speaking 31.83 percent.

J. Socioceconomic background.
The hill tribes live in small villages, scattered

throughout the mountain ranges and valleys. Each tribes have

1975). Most are agric an

food and is grown in everypwvills i in dry field of flooded
paddy fields. Ri consumg and also be exchange

for the Hmong, rice

different languages, custo d Huys of living (Buruspat,

the most important staple

for other commod
production is not . Q ,' i ption and they have to
buy rice form the | sécupies the lower altitude
and use the better ¥vi i ace rice field Some of the
tribes grow opium pop A f eash income which is used
to buy supplementary rice Of itiea (Suwanwela et al.,
1978). Maize :
distill whiskey . m rice become short.
Other complementary ?upa such as chilies. potatoes, bean, tobacco,

cotton, nelﬂ unﬂ ag%ﬁ}%zﬁ} WE] ’qxﬂuﬁ' but mainly for

household cnmunptmn the excess of th{:h can be so d to other
”“ﬂsﬁ Wﬂfﬂ*&ﬁi%}mﬂ’}ﬂm@ﬂm their
lwestoc such as cows, pigs, chicken and horses. Pigs and chickens
are used mainly for spirit sacrifice as well as for food (Siripool,

1983).

Children contributed to the economy of household as labour
force. Older children helped in the farm and young ones took care

of younger brothers and sisters. The social custom of extended
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family helps provide the required labbur force which create the
wealthy households. These households usually have large farm, and
therefore, they had reserve against unpredictable situation such as

crop failure (Suwanwela et al., 1980b, 1980c).

Nature has much effect on the hill tribal economy. Their

and rainfall patterns. In
some years, their p : for their living. In
certain years, which damage their

livestock (Suwanw

In general, - nre poor with very low

income. The survey Hé: \\\ Development Division,
i

Department of Public ﬁﬁ@é : 'L“ erior, among the hill
W WA

tribes in 16 provin rentrted the average annual income per

household was 14,191,40 b .}-f:, ~the income per person was 2,515.80
i _',{,J - ,._'

baht. The majon & of income 1 row agriculture (58,36

percent) followes 510 percent) (Ministry

of Interior, E" rtment of Public Helfﬂ Tribal Research

Institute, ﬁ“ﬂ?ﬂﬂﬂj“ﬂqﬂj

p_r.g_ljg ¢
q RARIPFH UNTR YR e
Chulalongkurn University made a health survey at seven villages of
the Hmong, Karen, Lahu and Lisu., From the health survey, the health
problems in these villages in general were not much different from
remote villages in other parts of the undeveloped area, that is high
birth rate, high infant mortality rate, poor hygiene and sanitation,

malnutrition, parasitic infestation and prevalent communicable
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disease. The endemic diseases were goiter, opium dependence and for
some villages, malaria (Suwanwela, 1978; Suwanwela et al., 1978).
The rate of opium dependence among the hill tribes varies from 6.6
to 16.8 percent of the population above 10 years of age. The
disease such as upper respiratory tract infections and

gastrointestinal disorders = ill tribes are frequently the

result of poor genera n _or hygiene (Suwanwela et

al., 1980b). The sbudy ol ﬁme Treatment Research

ulalongkorn University,

u \\\ 83 includes each of 2

f e | & A\ - . I‘\
< u, "’fl‘, ' \ h r 5
villages of the Karea" anpf ~"hmong at Mae '-\ district, Chiangmai

province. Mild anefialwith haemoglob Was common

Center, Institute o

among the children. STle pravale stomatitis varied

between 5-30 percent amc ong children and adult

respectively. Parasitic in s highly common particularly

among the Karen, ¥po ost common parasite

found. The presai \J required curative

service were &iam
o e B A TN
thuaeqmﬂwﬁ?ﬂj ﬂﬂﬁﬁﬂ;ﬂjﬁ among the

Hmong. §All the pneumonia cases occurred d October.

hoea, common cold, hmlﬁnitia and pneumonia.

Traditionally ‘the Hmong commonly carries their young children with
them to work in the field while the Karen leaves their at home

(Chulalongkorn University, Institute of Health Research, 1984).

Since 1977, The Ministry of Public Health had laid out the

Health Development Plan under the IV National Economic and Social
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Development Plan, B.E. 2520 - 2524 (1977 - 1981). The policy of the
Ministry was to extend the health services into the hill tribal
communities. It was only the early health development phase so
there were no clear models of the optimal health service. The

activities were carried out only to train the basic health care and

The health dewelSpment| model seesmigd to be clearer in the V
National Economi ‘ Plén, B.E. 2525 - 2529
(1982 -1986). The . Security Project was
laid out for the 1 he early phase of the
V MNational Plan, - 1 -7 roject searching for the
appropriate health sefvi ‘tribal people in Mae-Cham
District, Chiangmai Pre project was supported by

United Nations Fund foi feuple Ativities (UNFPA) and aimed to

establish and T" :;-, ripe i {‘ system and develop

al%md family planning

.

an appropriate IE
programme . After .ftge project wag e valuated as successful, the

SN E Y YT S

Chiangrai, Hae Hong Son, Phagao and Lampang in the late period of

e v il B 13 T UAIINYIAY

At present, the VI National Economic and Social Development
Plan, B.E. 2530 - 2534 (1987 - 1991), the Ministry of Public Health
adapted the Health Development Plan and gave the policy to fight
against the 4 major health problems of the hill ‘tribal communities
(Ministry of Public Health, Office of the Permanent Secretary, Hill

Tribe Health Development Center, 1987a, 1987b) as follows:
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1. Opium use and dependence.
2. Maternal and child health.
3. Malnutrition.

4. Communicable diseases.

Apart from being the
» ultivation area. Opium is

ough most of the people

4.1 Opium use

principal cash crop in t

widely used by all t

know the harmful effgei 2 a real need for opium

as medicine to sup al illnesses as well
as psychological appropriate health
care services has = opium as medicine
and depend upon it uiphoric effect of opium
is also well known chological stresses of
depression as well as 41_- : pose. These main reasons

bring about opiuq dependence it ;_.f_ i nities. Prevalence among

the Raren, B {' than other tribes
(Suwanwela, 1976; ﬁuau ~and | h n.zgﬂsﬂa!. The Northern
Drug Dependence Tre nt Center i cated that in the year 1989,

he percent. ] U ABINTHIADS e ver

for tLhe I[nren, followed by the Lahu (2ls4 percent)gs Hmong (19.5
FEI'CEHa wlﬂ a‘a ﬂﬁm u-ﬂﬂlmﬂm EJI percent)
and Yao (0.8 percent) respectively (Ministry of Public Health,
Department of Medical Services, Northern Drug Dependence Treatment

Center, 1989).

Incidence of opium dependence varies widely. In opium poppy
cultivating area the prevalence of opium dependence is certainly

high. In some hamlets, as much as 25-30 percent of the villagers
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are opium dependents. Nevertheless, most communities do not have
the rate of opium dependence higher than 10 percent (Ministry of
Public Health, Department of Medical Services, Northern Drug

Dependence Treatment Center, 1986).

Differences among the tribes related to the causes of their

use and dependence. For who had grown opium poppy

for generations, there "was & ng cultural rejection
against opium use, igid custom of not
allowing children '-:;{_aiul until they are
over ten years old. jle only for treatment
of physical illnessg and diarrhoea. The
majority of opium fdepe . "‘;j‘} s\ in ong villages are,
therefore, the consequé s f’i;J  At for chronic illnesses
such as pulmonary tub”.cu ffE?;?3,A leer, urinary stone and

injuries.

In contrast4 AT 7 *\‘ al taboos against

opium use, Opium HE unknown until the inigrmion of poppy growers

into the sa \quju ylgﬂoﬂnf] ed years ago.
Tobacco snnkimiﬂ ce tﬂﬂ en for siX or seven year-old girls.
¢ s
" IR j’ﬂp‘ﬂﬁ'@ﬂ Ny~ e
Bq:}king as aq icine is wide spre EJW,]

Opium as well as its wuse for
social and recreational purposes. The poverty among the Karen
related to the reasons for opium use, namely physical illnesses,
poor health, overwork and psychological streas. The mild attitude
towards tobacco and opium uses together with the availability of
opium in the society led to the high rate of opium dependence among

the Karen which in turn aggravate the poverty (Suwanwela and
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Poshyachinda, 1980a; Suwanwela et al.,1980b).

During the last two decades, the Golden Triangle area has
become the seat of heroin production. The illegal production of
heroin and trade had brought about the contact of heroin with the

hill tribes in some area. About 10 years ago, few heroin dependence

emerged in some hill tri In 1976 and 1977 the hill

tribal heroin depend Treatment Center for
hill tribes (the Treatment Center at
present) was B case treated addicts of
1,382 (Suwanwela ei f heroin hill tribal
dependent is below e treatment center
who were opium dependent
was 52.4 percent and 8. e f {:c; Il-y ibal heroin dependent
(Ministry of Pﬁblic Heal'thy il ‘::7‘_ £ Medical Services, Northern
Drug Dependence Tpeatle-,,égig;?‘}';lnﬂﬂ In some hamlets the known
“_‘“-"'":T‘—"'?;:’ han 50. Most of
im a:ldicts (Visudhimark,

the herein depenqﬂrt;-
1987).

ranfy AN INI0 L

Source : ﬂffipe of Hnrcn ic Cuntrul ﬁgprd.

.u :
Yeay s Area (rai s i filogram)
1983/1984 43,333 35,950
1984/1985 54,853,82 34,674.88
1985/1986 25,790.38 25,896.32
1986/1987 23,472.76 24,291.42
1987/1988 28,443 27,191.3

The effective control of opium (Table 5) without solving

the underlying causes of opium use is the major cause forcing some

016369
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hill tribal opium dependents to switch from opium to heroin
(Ministry of Public Health, Department of Medical Services, Northern

Drug Dependence Treatment Center, 1986).

4,2 Maternal and Child health. In 1986, the Family

Planning Center for Northern Region, Department of Health, Ministry

%ﬂlﬁtiﬂn growth rate of the

hill tribes varied t Ministry of Interior,

of Public Health reportec

Department of Publi h Institute, 1987;

Ministry of Educati ties, Task Forces on

Hill Tribes & Minosity @Fofiye; 1987), as showniin Table 6.

Table 6 Birth rate . h and growth rate by tribes
e ‘ \\‘ ailand in 1986,

LAY

Tribe Birth rate uuﬁ ';*@"‘_u Growth rate/100
Hmong 66 I Jaasd- 2 4,3
Akha 53 22 3.1
Yao 56 “-,../-“’ N 3.0
Khamu LI 2.7
Lua 44— = 2.5
Karen i : N 2.4
H'tin it | m -1.1

e LB ARSI WG s

varied from ll‘l -66 per thousandsand the deal th rate ur from 17-23

per il |igbie AR NBIIN &Wﬁsﬂw highest

death rate of 23. 1t is interesting to note that while +the Hmong
has a very high birth/death ratio of 66/23 and the Karen a low ratio
of 40/21, the H'tin has a negative ratio of 10/21, suggesting that

the H'tin appears to be dying out.

The population growth rate of the hill tribes is fairly high

because of various reasons (Tasanapradit, Pernparn and Poshyachinda,
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1986) such as:

- The need of labour forces : Agriculture is the staple
work of the hill tribes. To earn enough livings the villagers have
to produce various kind of rices for consumption. In the remote

area without outside communication, the need of consumed rice is

higher because of they canno H1E’ other rice or food from the
: Agriculture. No labour

saving devices, limitedwrice mited water resources

make most hill triba er in dry fields and in

flooded paddy fields hill tribes have to go

various places for ri af nature and lack of

agricultural technolog n rate. All of these

factors are the reas Vreed for labour forces
- Lack of health know and _health services: as mentioned

before, most hil here they hardly

“' e the traditional

belief on health s 'ﬂ

by inl‘luenceﬁ ﬁ mlotft ut the health
care and diseage preventiun which contributes to their pour hygiene
= ‘“ﬂWﬁﬁ‘ﬁ‘ﬂﬁm“’]‘mﬂﬁﬂﬂ"“"’"t“’“

infe§tious diseases and promotion of the immunization among the

communicate with®

Most believe thst the diseases occur

‘ disease.

infant and children leads to high death rates especially among the
infant which is reflected in the unacceptability of the family

planning.

The need of labour forces drives most of the hill tribes to

wish for many children and early marriage. The lack of health care
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services makes the infant mortality rate very high. The situation
complement with the need of labour force is stimulating the desire
for children. The hill tribal communities commonly do not practice

family planning.

The Ministry of Public Health reported in 1987 that the

infant mortality in the hill 73.3-90.2 per thousand,

growth rate 2.5-4.6 percént anning could cover only
10-40 percent of the .7771- hal women (Ministry of
Public Health, Office v, Hill Tribe Health

Development Center

and other food
supplements in most off tiie hill tribalk ties are not enough
for consumption. 'f il }.: aret there is hardly any

communication with the ont 2 nmsportation of food is too

difficult. AL1™ t“'inn of food which

gives rise to -;;, and the  parasite

infestation are o the factors aasaciatig with malnutrition.

I’;;:;:;:“"'ﬂ:ﬂ:ﬂ?mﬁﬂmﬁ - I Y
e I AR Y -

Developmq

4.4 Communicable diseases. Among all infectious and
communicable diseases, the diseases of the uppe; respiratory and
digestive tract are the most common among the hill tribes. There
are various symptoms and signs of these diseases; such as cough, low

grade fever, common cold, stomachache and diarrhoea etc. These
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illnesses appear to the villagers almost everyday and are seen to be
the ordinary matter in daily life. Many factors are caused of these
diseases (Ministry of Public Health, Office of the Permanent
Secretary, Hill Tribe Health Development Center, 1987a, 1987b) such
as:

- Living in the high -]" the hill tribes expose to the

wet and cold weather ‘fc 13 ‘  eapecially in the long
duration of rainy

common cold, bronc ara widespread in this

season. Sharing sl // \Qﬁh 1itates the spreading
of the diseases,
= The lack of ¢

and - The sanitatlion A

Between Janua the wvillage health

volunteers under the he Institute of Health
Research, il _.___._...__,____.,_...____ : ;‘:' 1th services to 7
Karen villages of Mae » ESEF subdistrict, Mae La
Noi district, Mae Hq’%a?““ prﬂvince d 1 Hmong and 2 Karen villages

or e L4 Y FHEIATIS cre atstricn,

Chiangmai pruvince. The majgrity of i esaes were vided into 3
ot R 0 15 AT IR B
the gastrointest:n&l system illnesses. Gastrointestinal system
illnesses were nearly as common as the respiratory system illnesses.
Together the two illnesses constituted over 65 percent of the total
illnesses. Common cold was the most common among the respiratory
system illnesses while stomachache, diarrhoea and parasite was the

most common illnesses among the gastrointestinal system illnesses.
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The Karen had more gastrointestinal disorders than the Hmong.
Respiratory disorders were more common among the Hmong than the
Karen (Chulalongkorn, University, Institute of Health Research,
1988). Most of the illnesses among the hill tribes have strong
predisposing factors related to the sociocultural and economic

(Chulalongkorn University,

conditions and natural enyi

Institute of Health Researc

5. Traditiop a
The hil s which commonly lack
modern health ca lieved to be induced
by the wishes and g itual means are used
to prevent and tr , 50 1de ogk are sacrificed to the
gspirits in order to | In the treatment of
illnesses hill tribes mimal parts-such as turtle

shells and porcupine physical means-such as

A

cupping and pressufe—tSii. 8378} . of
o !f.f i "‘*

The tradlmonal treatment of the 'mnren and the Hmong

—)’}: jﬁﬂﬂi’ﬂ‘ﬂﬁﬂ“’a‘?ﬁiﬁi;.:“iif“i;.
*““‘*"a"w'rmmmﬂmﬁ eI -

certain{ rites can prevent the spreading of the iseases.,

example, the F:aren prepares a special fence across all the path lead
into their village to warn outsiders against going into their
village during the outbreak of disease. The Karen traditional
healer also treats chronic stomach pain with blessed water
containing suspension of lime. For the Hmong tradition, after

delivery of child for one month, the mother has to remain strictly



inside the house and eats one chicken daily. Visitors are generally

not allow to go inside the house too.

The herbal medicine are used extensively among the Karen
and the Hmong. Some of the herbs are found to contain
pharmacological active ingredients and correctly applied by the

hich can make the community

tribes. They are the loc %ﬁ’
_
more self sufficient fg t is clearly applicable

— —
for many of common 7 | wach, flatulence, and
burn (Chulalongkor ] >§35 ol alth Research, 1984).
. L, :
Among the v ésy L, is known to be effective as

medicine in relievi
cough. For adult, pitim WAS Smo with a special pipe or
incorporated into tobacco Gi _;;‘ lls and taken by mouth.
For young children, puff of?é%ﬁf

CEoN

nose by adult in:]_prdet_t to treat child ' arrhoea. Oral intake

of opium could beé-dang ‘ gJinﬁr ) ;osage. In village

survey, it was fou

¢ o
cause mightﬁ”gngt?j ﬂﬂ\%ﬂﬁwl:ﬂ nﬁven an overdose
er child (Suwanwela and Dha

amount of opigm to armkrong-At, 1982).

EIAIATAIRATN N

given for opium smoking. For acute illnesses which subside

d that one case of mild diarrhoea died and the

spontaneously, opium may be used once or a few times. For chronic
illnesses such as peptic ulcer, pulmonary tuberculosis, injuries and
urinary stones, opium is use over a long period and result in opium
dependence (Suwanwela, 1976, 1978; Suwanwela et al.,1978, 1980a,

1980b; Suwanwela and Poshyachinda, 1980a, 1980b).
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Several studies in the hill tribes villages reported that
the main reason for opium use among the hill tribes is due to
physical illnesses (Komkampan and Chaipikusit, 1972; Uneklabh, 1974;
Suwanwela, 1978; Suwanwela et al., 1978, 1980a, 1980b; Suwanwela and
Poshyachinda, 1980a, 1980b). Among 1,350 hill tribe patients who

were admitted from 1 October 1876 31 December 1977, 62 percent

gave the physical illnes;;u‘.; e for addiction (Suwanwela

Statiaticaj/ ’ al opium dependents
\QQT\\ thern Drug Dependence

who were admitte dtment,
Treatment Center i th€ ;. 14 - ’ \ ed more than half of

' opium as medicine to
treat physical illne £ -;__:;;';=3 oblem of opium dependence.
Among them, the Kar Ef{ T;;V‘, it followed by the Lahu,
Hmong, Akha and Ligu Fe z inistry of Public Health,

Department of Med S :_;u,.-_r.._....._.—7.,-_.....—-;'..'..]!l pendence Treatment

Eﬁmammmm
N MO 0r 110y 0ie (11015

villagers accept these burdens as a normal state of life, unaware

Center, 1989).

that their condition could be greatly improved if they merely pulled
their community's resources and organized themselves with a

practical strategy to attack and prevent these problems.

The Government has concentrated its efforts on establishing
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a system of high quality, hospital based, western oriented medical
care in the district area. Consequently, when a hill tribe becomes
ill, he has the choice of several types of modern health care
facilities and providers, in addition to the traditional ones. The
problem with visiting the hospital is that the villagers often find

himgelf in an unfamiliar or

Jufgrtable situation. Many health
care providers have and do not properly

communicate with these

unpleasant experiences, o

care services; ie.

seller.

In order to/brimg uE' facilities closer to the hill
tribal people, the de¥elopmen th in hill tribe villages is a
national policy under I bty of the Ministry of Public

Health. The primary pts have been use as the

strategies for he '__-_‘_-_-_-_ wpment of Lhe rur ‘ 'hai people as well

pﬂumd in 1977, the

health care sernceg has been star providing to the hill tribe

ﬂumwﬂmwmm
ﬁm,., JART P RPN A1,

tribe problem were drug dependence, maternal and child health

as the hill1 triﬂs E:

problems, malnutrition, and communicable diseases. To cope with
that prnbleug. the Ministry of Public Health have four strategies
(Ministry of Public Health, Office of the Permanent Secretary, Hill
Tribe Health Development Center, 1987a) as follow.:

1. Develop the structure of health care delivery system.
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2. Develop the structure of primary health care and
community organization.

3. Develop the administration system.

4, Recruit the available resources to develop the

appropriate health technology.

11 tribal community is also
a part of a National ry H tem. Village volunteers
are trained as hea h communicators (VHC)
deliver basic cu ion and preventive
measures and sani ction is linked to the
provincial health network of monthly
visit by communit in turn report to

health worders are the
= been trained in the six-

months training cnqﬁﬁgggﬁﬂai_ ‘wfiiﬁ‘- e the supervisor of the

village health “'Erf STa—aod-—conmEE e {;H:ir other works are

to provide basic£9m1:5' tuﬂ]ihe district health

office, to stimulategsthe village of health promotion and to provide

mmmnﬂu%?ﬂﬂﬂ§Wﬂﬂﬂﬁ
mmmmwwwmé’ gete ™

Tuhle 7 Government health services system.

Level Health services

Province Provincial hospital, Specialized hospital
District Community hospital, District health office
Subdistrict Health center i

Hamlet cluster Community health worker

Hamlet Village health volunteer, Village health

communicator
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When the tribal people gets some illness, he could go to the
VHV's house for simple treatment. If the VHV cannot treat, the
patient would be referred to the CHW's station if he lives in the
main hamlet where the CHW's station is located. In the case that
the patient lives in the satellite hamlet he would either be

referred to the CHW's hamlet c for the visiting of the CHW who

usually comes to the aatj te vi )t:e or twice a week. The

CHW will provide the epurt to the health

erious for the CHW to

center. Some diseases ope
\

handle, he will consu ro

un: y hospital or to the .

r of the diseases.

om the health center,
and the patient may bg

provincial hospital depe

In response Public Health Policy,

besides providing the > local government health
services should glsn proxi and cild health care as

well as family plenoing Ser. o the Bt trdbe villagers.
W, X

This study E intended to provide the mfnrlatiun about the

i’?iiillflﬂﬁﬂﬁ?] /1) S
) AR e L Wi (1)
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