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Abstract

Suwannachat B, Chompikul J, Mongkolchati A, and Keiwkarnka B. Factors influencing the performance of
village health posts in Kalasin Province, Thailand. J Pub Health Dev. 2019;17(1):75-86

A descriptive study was conducted to identify factors influencing the performance of village health posts
(VHPs) at Kalasin province, Thailand. Stratified sampling was used to randomly select a sample of 92 VHPs which
responded to the structured questionnaires. Chi-square tests and multiple logistic regression were used to examine
associations between independent variables and the performance of VHPs.

The response rate was 74.2%. Thirty-five VHPs (38 %) were categorized into the high level of the performance
and 57 VHPs (62 %) into the low level of the performance using the mean activities (3.58 visits per day) done by
each VHP as the cut-off point. In the Chi-square tests, community health group, community health fund, distance
from a VHP to a health center more than 3 kilometers, financial support for village health volunteers and
participation of community leaders in VHP execution were found to be significant association with the performance
of VHPs (p-value < 0.05). Multiple logistic regression revealing significant predictors for the performance of VHPs
composed of financial support for village health volunteers and participation of community leaders in VHP execution.
When controlling other factors, VHPs with financial support for health volunteers were 5.9 times more likely to
have the high level of the performance than those with no financial support. VHPs with high level of community
leader participation in execution of VHPs was 10.2 times more likely to have the high level of the performance
than those with the low level of participation.

The findings of this study suggest that providing of financial support for village health volunteers and
promotion of community leader participation in VHP execution can boost the performance of VHPs.

Keywords: village health posts, performance, village health volunteers




MSHENTHIBITUFULAENITWAIUN
YN 17 aiuin 1 VNSIAN-LNYIYU 2562

1
a aa a 1

UJa9NNanSwananan1sa i IuguA1an
Tudwndaniwaus Uszindlng

d a a a a q v
UIINIU qITIUVIA" 39105 U’ oA WINAIA® Haz Ygea MeInsm’

" MPHM. antiuimungunmendeu uyamenasuiina Uszinalne
> M.D. lsangnunaniwdug dszimalne

° Ph.D. aniuiangunInengey uniangaeuing Uszinalne

* Dr.P.H. aniuiungunmenday umanendeuiag tszimalng

UNAALD

USTNAY gAITUA V3T ¥UANa DAAT WINAIA LAY Heamsm adehiidninadena
o A [ (Y] a 4 [
msaniunugumarludanianwedus dszmelneg 2. assaguiazmsian 2562;17(1):75-86

Y
= o = 4

msanpuunIsaniituienieeiisninadenamsduiuauvesqumarlusimianmdus
Tﬂﬂduﬁaadmmu%uqﬁ I§uenan 92 ursfineununaounm Fmsdinney doyalasldmanaey
lnaunlsuazmsnanosandaAnnn

Sasimsmeunduuudeuaniu 74.2% msdnmuimsliuimsmasae Tuvesquenaiiy
3,58 A% quenan 35 una (38%) saifluguenanfifinamsduiunugs 57 urs (62 %) gnialdiduguenan
fifinamasuiudlagldaundomslivsmaidunaal namsnagevlasuaisnud msfingunsesusy
aguamluguru mslasuadszmnaaivayulassmsguain szezmannguemarlllsmeinia
duasugunmdrwaninniiz dlawas MslasumaeuunuaiuayuMItIILYeIe @Al T A 1515
wagm3idusamvesiihurulumsduiunuvesgumanianuduiusedaiiivddaiumamsaniuny
VosqUANa HAvINMI AT IZHannesaniann thisiaunsainnenamssuiunuvesquemanlszneuds
m3lasumapsuumuaiuayumsauvesomalnsasTuguiazmsiauswvosdihyuruluns
sufluauvesquena Tasquenarilgsumasuunulunmssuiunuvesiaainsassuguilona
5.9 11 fezfinansduingudefisusunguitlldsumsatvayy vazqumandiigusy
farwsamlumsduiumunailema 102 shigiimamssuivnugaiefioufunguiiidiusmitos

mﬁ?iﬂ‘y1f§1ﬁlﬁua'maiﬁﬂ’uauuﬁmammuudmmﬁﬁmmmimqﬂumaﬁmuiuqmmmuaxmi
fawsmveadihnprulumsduiunuvesgumal Fnzdeduasumamssuiuauvesquenaifisaria
waugla

aidngy: quenal wamssuiuay ermadnsasisugulse s




Journal of Public Health and Development

Vol. 17 No. 1 January-April 2019

Introduction

In order to achieve the better performance of health
systems, Primary Health Care (PHC) was implemented
in Thailand. Primary Health Care according to the
Alma-Ata Declaration is an essential care based on
practical, scientifically sound and socially acceptable
methods and technology made universally accessible
to individuals and families in the community through
their full participation at a cost that the community
and country can afford to maintain at every stage of
their development in the spirit of self-reliance and
self-determination. It forms an integral part both of
the country’s health system, of which it is the central
function and main focus, and of the overall social
and economic development of the community. It is
the first level of contact of individuals, the family
and community with the national health system
bringing health care as close as possible to where
people live and work, and constitutes the first element
of a continuing health care process'”.

Implementation of comprehensive care as
advocated by the Alma-Ata Declaration is essential in
PHC. However, in practice, outcome of this strategy,
is not easy to achieve. There are two main reasons:
1) role of physicians in many countries, training for
medical doctors is focused on medical sciences and
technologies. As a result, their competence, attitude
and behavior are not toward public health. So their
focus in delivering care is biased towards medical
care and 2) limited resources for health, particularly
in human and financial resources'. Other factors
included insufficient political prioritization of health,
structural adjustment policies, poor governance,
population growth, inadequate health systems, and

scarce research and assessment on primary health

care’. Lessons learned from Alma Ata Declaration all
countries need nationally agreed package of prioritized
and phased primary health care that all stakeholders
are committed to implement, pay attention to district
management systems, and consistent investment in
primary health-care extension workers linked to the
health system’.

In Thailand over the past two decades the
government has adopted an incremental approach
to extend health-care coverage to the population. In
October 2001, the government decided to embark on
a programme to provide universal health-care cover-
age’. The emphasis on primary care in the Universal
Coverage scheme represented a bold departure from
the traditional, hospital-dominated Thai healthcare
system’. Initial problems with this new scheme included
a shortage of doctors to staff of primary care units,
necessitating the use of hospital doctors who rotated
out to the clinics. The doctors were too few in number
and they lacked of both the skills and introduction
to the integration of prevention and health promotion
with medical care. Nurses and health workers serve
as the backbone of service delivery at primary care
level’. The use of community health workers (CHWSs),
which is known as village health volunteer (VHV)
in Thailand, has been identified as one strategy to
overcome the shortage problem of health workers,
particularly in low-income countries, to render certain
basic health services’. There is robust evidence that
CHWs can undertake actions that lead to improve
health outcomes, especially, but not exclusively, in
the field of child health®. CHWs can also make a
valuable contribution to community development and,
more specifically, can improve access to and coverage

of communities with basic health services. They are
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the backbone of the health care delivery system,
supporting the concept of community involvement
as the heart and soul of PHC activities™.

The CHW is part of both the formal health service
and the social setting of the health system, providing
a bridge between the community and the country's
organized health system. Having trained health workers
in every village eliminates distance, time and travel
costs to PHC clinics, thereby increasing the numbers
of people served. The mobilization of CHWs thus is
a way to bring services to people in areas that the
official health services cannot reach®’.

In 2009, Kalasin provincial health office declared
Kalasin village health posts (VHP) project. The
objective of Kalasin village health posts is to increase
health service distributions to community especially
outreach areas to improve and close gap of health
services between sub-district health centers and
communities, to facilitate community participation, to
establish health information and learning centers and
to be village health volunteer's offices. This service
may improve access to care, quality of care, health
outcomes, patient satisfaction and use of hospital
services' ",

In 2011, 698 VHPs had been established, due to
diversified variety of general characteristics of VHPs,
resources supplied to VHPs, various management
style in VHPs, caused a wide range of the perform-
ance of VHPs. Therefore, the aim of this study was
to examine factors influencing the performance of
Kalasin village health posts. The findings suggested
further strategies for improving the performance of
VHPs which would be implemented to strengthening

health system in rural areas.

Methods

A descriptive study was conducted to examine
the association between general information, material
and financial support, management in VHPs with the
performance of VHPs. The target population consist
of 698 assembled village health posts in Kalasin
province, Thailand. A sample size was estimated using
a confidence interval of 95%, an acceptance error of
5%, and proportion of the high performance of 0.89
in 2011". The required sample size of 124 VHPs
was drawn from all 18 districts of Kalasin province
using stratified random sampling. The data collection
was conducted during June 2012 to December 2012
after getting the permission from Ethic committee of

Kalasin hospital (HEB-01 Puh-5501-01).

Research instruments
Self-administered questionnaire was used for
the data collection. There were three parts of the
questionnaire. The first part for health officers which
was about information of village and village health
posts, composed of general information, resource
available in VHPs and summary of activities done in
VHPs during last 12 months. The second part was for
village health volunteers consisted of training received
and experienced time as a village health volunteer.
The third part was for community leaders consisted
of participation in VHP execution and planning.
The performance of the VHP was an operating
result of VHPs composed of activities done in a VHP,
basic medical care, which included first aid care, health
promotion and disease control. The performance of
VHPs was categorized into two levels: 1) high level
of the performance if the mean number of cases per

day who received activity done from a VHP more
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than the mean of activity of all VHPs, and 2) low
level of the performance if the mean number of cases
per day who received activity done from a VHP less
than the mean of activity of all VHPs.

Participation of community leader in VHP execu-
tion community leader composed of local government
executives, member of local government committee,
village headman and village headman assistant, and
leader of community health group in village. The level
of participation in VHP execution was evaluated by
five- point rating scale question as follows:

5 = a lot of participation

4 = quite a lot of participation

3 = moderate participation

2 = a few participation

1 = no participation

The mean of all community leader participation
was used to be the cut off point for levels of
participation. The levels of participation of community
leader in VHP execution was categorized to

1. High participation group: mean level of
community leader of in the village was more than
the mean level of all community leaders.

2. Low participation group: mean level of
community leader of in the village was less than the
mean level of all community leaders.

All questionnaires were checked with content
validity by 3 experts in field of health system for the
suitability of questions, using language, relevant to
objectives of the study. After editing the question-
naires, a pretest was conducted among 30 participants
to test for reliability of questionnaire. Cronbach’s
Alpha for participation in VHP execution and

planning was 0.877.

Data analysis

Univariate analysis was used to describe the data
using number and percentage of each independent and
dependent variable. For Bivariate analysis, Chi-square
tests were used to identify the association between
each independent variable and the performance of
VHPs. Multiple logistic regression was used to
determine associations between independent variables

and the performance of VHPs.

Results

One hundred and twenty four VHPs were
randomly selected from total 698 VHPs. Questionnaires
in Thai language were completed and returned from
92 VHPs. Therefore, the response rate was 74.2 %.
Table 1 shows 41.3 % were located in the irrigation
area. 84.8 % had community health group. 77.2 %
received community fund. 80.4 and 71.7 % were
remote and constructed VHPs respectively.

Table 2 shows number of VHPs in relation
to the levels of community leader participation in
village health plan development and VHP execution.
Approximately 94 % and 87 % of VHPs were
categorized as high participation group for village
health plan development and VHP execution
respectively.

Table 3 shows the percentages of the health
care activities provided by village health volunteers
in VHPs: 41.9 % for the first aid care, 58.1 % for
health promotion, prevention and disease control. An
average activity per day for first aid, health promotion
and disease control, and total activities was 1.5, 2.08
and 3.58 cases respectively.

Mean activity per day (3.58 cases per day) was
used as the cut-off point. Table 4 shows 38% and
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Table 1  Distribution of village health posts by general characteristics

Variables Number Percent

Village topography

Irrigation area 38 41.3

No Irrigation area 54 58.7
Community health group

With community health group 78 84.8

No community health group 14 15.2
Community Fund

Community fund received 71 77.2

No community fund received 21 22.8

The distance from a VHP to a health center

Remote VHP* 74 80.4

Close by VHP 18 19.6
Construction

Constructed VHP 66 71.7

Under or no construction VHP 26 28.3

Experiences as a VHV

High ** 87 94.6

Low 5 5.4
VHYV training

Complete trained 59 64.1

Incomplete trained 33 359

*Distance to sub-district hospital or district hospital > 3 kilometers

**working duration as VHV was = 5 years
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Table 2 Distribution of VHPs by levels of community leader participation in village health plan

development and VHP execution

Levels of participation Developing village health plan VHP- execution
Number (%) Number (%)
High participated VHPs 86 (93.5)* 80 (87.0)**
Low participated VHPs 6 (6.5) 12 (13.0)
Total 92 (100.0) 92 (100.0)

* Mean of participation > 3.74

**Mean of participation > 3.69

Table 3 Health care activities provided by village health volunteers in VHPs

Performance Total Percent Cases per day

First aid care 19,168 419 1.5

Health promotion, prevention and disease control 26,616 58.1 2.08
45,784 100.0 3.58

Total

Table 4 Distribution of VHPs by levels of the performance

Performance levels Number Percent
High * 35 38.0
Low ** 57 62.0

* average activity > 3.58 cases per day

** average activity < 3.58 cases per day

62% of VHPs were categorized into high and low
levels of the performance respectively.

Table 5 shows factors influencing the performance
of VHPs. There were five significant factors: com-

munity health group (p-value 0.047), community

fund received (p-value 0.041), remote VHPs (p-value
0.037), financial support for village health volunteer
(p-value = 0.021), and participation of community

leader in VHP execution (p-value = 0.023).




MSHENTHIBITUFULAENITWAIUN
YN 17 aiuin 1 VNSIAN-LNYIYU 2562

Table 5 Factors associated with the performance of VHPs

Performance
Independent variables n Crude OR p - value
High (%) Low (%)

Having community health group

Yes 78 42.3 57.7 4.40 (0.92 - 20.99) 0.047*
No 14 14.6 85.4 1

Receiving Community Fund
Yes 71 43.7 56.3 3.92 (1.01-10.78) 0.041%
No 21 18.8 81.2 1

Distance from VHP to health center
Remote VHP 74 43.3 56.8 3.81 (1.01-14.29) 0.037*
Close by VHP 18 16.8 83.3 1

Financial support for village health

volunteer
Supported 16 49.7 50.3 5.36 (2.04-9.88) 0.021%
Not supported 76 43.5 56.5 1

Experience as a VHV
High 87 39.1 60.9 2.57 (0.27-23.94) 0.393
Low 5 20.2 79.8 1

VHYV training
Complete training 59 32.3 67.8 0.51 (0.21-1.21) 0.123
Incomplete training 33 48.5 51.5 1

Participation of community leader

in village health plan development
High 86 38.4 61.6 1.25 (0.22-7.138) 0.806
Low 6 33.7 66.3 1

Participation of community leader

in VHP execution
High 80 42.6 57.5 8.13 (1.00-66.03) 0.023*
Low 12 8.4 91.6 1

* Significant at p-value < 0.05
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Table 6 Multiple logistic regression for predictors of the performance of VHPs

95% CI for OR

Factors Adj. OR p-value
Lower Upper

Having community health group
Yes 4.39 0.82 3.65 0.085
No 1

Receiving community health fund
Yes 3.23 0.87 11.97 0.079
No 1

Distance from VHP to health center
Remote VHP 3.18 0.75 13.52 0.116
Close by VHP 1

Financial support for

village health volunteers
Supported 5.90 1.16 30.11 0.033*
Not supported 1

Participation of community leader in

VHP execution
High 10.19 1.17 88.67 0.035%
Low 1

* Significant at p-value < 0.05

All significant variables from the Chi-square Discussion

tests were included in the model of multiple logistic
regression to define significant predictors for the
performance of Kalasin VHPs, VHPs with financial
support for village health volunteer (p-value = 0.033)
and VHPs with high participation of community leader
in VHP execution (p-value = 0.035) were significant
associated with the performance of VHPs as shown

in Table 6.

In this study, the performance of VHPs was an
operating result of VHPs which composed of activities
done in VHPs. Only 38 % were categorized into the
high level of the performance. Factors influencing the
high level of the performance of VHPs were general
characteristic factors, material and financial support

factors and management factors.
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For general characteristic factors, community
health group, community fund received, and remote
VHPs were significantly associated with the high level
of the performance of VHPs (p-value < 0.05). This
finding was consistent with study of Somsop'®. There
was significant association between community fund
received and the performance of VHPs. However,
this factor was not significant association in
multiple logistic regression. This may be the amount
of health fund was too small. There was no significant
association between VHP construction and the
performance of VHPs. The reason to explain this
finding may be VHVs have capability to adapt other
places for working such as their home, a temple, village
hall etc. About seventy- one percent of VHPs were
constructed in Kalasin province and it was Kalasin
health policy to encourage to increase number of
VHPs. This finding was consistent with the finding
of Limpawitthayakul'” which suggested to assemble
and locate a VHP in an appropriate area.

For the financial factor, there was significant
association between financial support for health
volunteers and the performance of VHPs. In the
final model of multiple logistic regression found
financial support for health volunteers was a signifi-
cant predictor for the high level of the performance
(p-value=0.033). When controlling for other factors,
VHPs with financial support were 5.9 times more
like to have high performance than those without
support. This find was consistent with the studies of
Limpawitthayakul'” and Suwannarong'®.

This study found community leader participation
in VHP execution was a predictor for the perform-

ance of VHP (p-value=0.035). High participation of

community leader in VHP execution was 10.2 time
more likely to have the high performance than those
having low participation. This finding was consistent
with study of Sritavong'" and study of Somjitskul®.
There was no significant association between VHV
factors and the performance of VHPs. Eighty-one
percent of VHVs were trained in the course for
VHVs.” The reason for non-significant may be most
of VHV had well trained experience from on the
job training instead of formal training. This finding
quite inconsistent with a study by Inbute™ which
found that the performance of VHV was depended
on education level, position in the village, training
and supervise regularly.

The low response rate of the questionnaires was
the major concern of the limitation of this study, this
may reduce the power of prediction of this study
and also fail to detect some significant factors. The
village health posts are very unique for health system
in North East of Thailand; the finding may not be
generalized to other village health posts at the national
level and other countries.

In conclusion significant predictors for the
performance of VHP composed of financial
support for village health volunteer and participation
of community leader in VHP execution. VHPs with
financial support for health volunteer were 5.9 times
more likely to have the high performance than those
with no financial support. The VHPs with high level
of the community leader participation in execution
of VHPs was 10.2 times more likely to have the
high performance than those with low participation.
Therefore, the strategies for increasing the perform-

ance of VHPs in Kalasin province should consist
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of a strategy to provide financial support for village
health volunteers and a strategy to promote community

leader participation in VHP execution.

Recommendations

The strategies to increase the performance of
VHPs in Kalasin province should consider financial
support and promoting community leader participation
in VHP execution. The strategy to provide financial
support for village health volunteers. To remunerate
VHVs for working in VHPs there may be two ways
to do. Firstly, remunerate by non- financial way;
giving renowned VHVs, prestige certificate for VHVs
who donate their time in VHPs. Secondly, financial
remuneration; sources of financial remuneration may
from the local fund which yearly distribute from
national health security and may come from village
fund which receive the budget from member in the
village.

The community leaders should be more encouraged
to have high participation in VHP execution, the
strategy may consist of four issues: 1) giving village
health information from health officers to make
awareness in community health problem, 2) Training
community leaders to understand concept of health
security, social security, and economic security which
are interdependent, 3) promoting more involvement
of community leaders in developing village or
community health plans, and 4) concerning about
results of monitoring community health plans and

feedback.
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