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ABSTRACT

Diabetes is the third leading cause of total life years lost among the Thai. This
research consisted of 3 phases. A cross- sectional descriptive study was conducted in
phase | among 300 samples from 72 Tambon Health Promoting Hospitals (total 310)
with simple random sampling in Ubonratchathani province. This phase aimed to
determine the influential conditions of the Tambon Health Promoting Hospitals for
policy implementation. Phase Il, in-depth interview in 13 health personnel at all levels.
This phase was conducted to confirm the influential conditions from phase 1. Phase 11,
a quasi-experimental study aimed to identify the benefits of using the Tri-linked model
which was developed and applied the result of phase | focusing on social support, self-
efficacy, self-care activities and Tambon Health Promoting Hospital policy implementation
for health service system to decrease the Diabetes complication among type 2 diabetic
patients in Ubonratchathani Province. The outcome of the implementation was assessed
in terms of level of knowledge on Diabetes among participants, self-care activities, self-
efficacy, social support, Diabetes management system of Tambon Health Promoting
Hospital, fasting plasma glucose level, and Hemoglobin Alc before and after the program.
In addition, dietary intake and change in life styles pattern had been observed. The study
was conducted from March to December, 2011. Data were collected using questionnaire
interview. Both descriptive and inferential statistics including frequency, percentage,

mean, standard deviation, Pearson correlation, t-test were used for analysis.
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The results from a cross-sectional survey revealed that most of the participants
were females (71.3 %), aged between 41 — 50 years old (58 %), married (65 %),
bachelor degree graduates (85.3 %). There was similar proportion of positions of
directors, public health staff and register nurse (20.7 %, 29.7%, 30.3 % respectively).
Most of health personnel perceived Diabetes management was complicate, hard to
implement and was not fit the local context ( 87%).Pearson correlation indicated that
social support was highly positive correlation with Tambon Health Promoting Hospital
policy implementation on Diabetes management in community (r = 0.927, p< 0.01). It
was congruent with In-depth interview of 13 Tambon Health Promoting Hospitals
health personnel at all levels. The most important set of variables to drive this policy
was social support that was developed to be the new Diabetes management in community
system of Tambon Health Promoting Hospitals. Therefore researcher applied policy
implementation theory to drive the important dynamic of individual improvement (self),
environment improvement (social) and service delivery system improvement (System),
namely Tri-linked model to be the intervention in phase I11. The result from Quasi-
experiment in phase Il illustrated that the majority of the participants were females,
aged > 55 years, graduated primary school, were farmers, and had been diagnosed as
Diabetes for 6-10 years. Comparison of Diabetes knowledge, self care activities, self-
efficacy, social support, Diabetes management system of Tambon Health Promoting
Hospital, Fasting plasma glucose, and Hemoglobin Alc before and after intervention
showed improvement of Diabetes knowledge, self care activities, self-efficacy, social
support, Diabetes management system of Tambon Health Promoting Hospital, Fasting
plasma glucose, and Hemoglobin Alc in the intervention group when compared to the
comparisons. The mean scores of Diabetes knowledge, self care activities, self-efficacy,
social support, Diabetes management system of Tambon Health Promoting Hospital in
the intervention group was statistically significant higher than for the comparisons at the
12" week. In addition, mean Fasting plasma glucose levels and Hemoglobin Alc of the
intervention group were statistically significant lower than for the comparison group at
the 12" week (p< 0.01).80% of experimental group had Diabetes complication decreasing.
The satisfaction of the members of the intervention groups was moderate and high.

It can be concluded that the new Diabetes management in community system

of Tambon Health Promoting Hospital or Tri-linked model program facilitated
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collaboration of all sectors, using non-MD team, change the roles of health personnel to
be the facilitators to support and encourage the patients overcome their barrier by
themselves. This program affected policy implementation of which at the beginning was
top-down, but finally, It was applied according to the real situation by local implementers
(bottom —up). This Tri-linked model resulted in successfulness in term of patient
behavioral modification and development of Diabetes management in community of

Tambon Health Promoting Hospital which could reduce complications.

Key Words : Tambon Health Promoting hospital ; Tri-linked model ;

Diabetes management system.
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CHAPTERI
INTRODUCTION
1.1 Background and rationale

1.1.1 Diabetes mellitus and Complications

Diabetes mellitus (DM) represents one of the most important challenges
facing health care systems. Coupled with the increase in the prevalence and incidence of
DM is an increasing burden of death and disability associated with DM. The prevalence
of diabetes for all age-groups worldwide was estimated to be 2.8% in 2000 and 4.4%
in 2030. The total number of people with diabetes is projected to rise from 171 million
in 2000 to 366 million in 2030 (World Health Organization and International Diabetes
Federation, 2004 ).The latest figures from the International Diabetes Federation revealed
that currently 366 million people have diabetes and 4.6 million deaths are due to diabetes.
The number is expected to rise from 366 million in 2011 to 552 million by 2030,
The most significant, demographic change to diabetes prevalence across the world
appears to be increasing in the proportion of people between 40 to 59 years of age.
(International Diabetes Federation, 2011).The rapid global rise in diabetes occurs more
than estimation because of population growth and ageing, and because of increasing
trends towards an unhealthy diet, obesity, and sedentary lifestyles.

Heart disease accounts for the majority of diabetes-related deaths because
people with DM exhibit heart disease at two to four times the rate of those without DM.
DM women are disproportionately affected and exhibit an age-adjusted risk of
cardiovascular disease similar to that of men with DM. Vascular diseases in general,
including stroke and peripheral vascular disease, account for more than 65% of deaths
among diabetes.(Center for Disease Control and Prevention, 2005). Microvascular
complications of DM, such as, eyes, kidneys, and nerve diseases, contribute substantially
to the burden of disability. DM is the leading cause of new cases of blindness among
adults age 20-74 years. WHO has estimated that diabetic retinopathy is responsible for
4.8% of the 37 million cases of blindness throughout the world, or DM are 20 times
more likely to develop blindness than non-diabetics. (WHO, 2005) . Diabetes is the
leading cause of end-stage renal disease, accounting for 44% of new cases in the United
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States. In 2001, more than 42,000 people with DM began treatment for end-stage renal
disease and more than 140,000 DM patients were maintained on chronic dialysis or with
a kidney transplant. (Center for Disease Control and Prevention, 2003). Most studies
suggest that 60% of patients with a 20-year history of either type 1 or type 2 diabetes
have one or more forms of diabetic neuropathy associated a wide range of symptoms.
(Apfel, 1999; Feldman, 2001). Severe peripheral neuropathy is the major contributor
to diabetic foot ulcers and amputations; the majority of non trauma-related lower-limb
amputations are performed annually among DM patients. Amputations are at least 10
times more common in people with diabetes. (WHO, 2005). The death rate is as high as
50% at three years after diagnosis of overt autonomic neuropathy (King’s Fund Policy
Institute Report, 1996). Musculoskeletal disorders associated with decreased mobility
and pain are more common in DM patients than in the general population.(Crispin,
2003) DM is even associated with an increased risk of many forms of cancer as well as
overall cancer mortality.(Jee, 2005) .In the elderly, DM is associated with double the
risk of dementia than in the general population.(Enggelgau, 2004) The severity of
cardiovascular complications in diabetes accounts for about 70% of all deaths in
patients with diabetes (Laakso, 1999) and diabetics are 2 to 4 times more likely to have
a stroke or die of heart disease than non-diabetics. (Khaled, 2010) , the risk of
cardiovascular mortality is two to three times higher in men and three to five times
higher in women with diabetes than in non-diabetic subjects (Barrett-Connor EL,
1991). It has been established in a more recent report that heart disease is the leading
cause of diabetes-related deaths in the United States alone (CDC, 2005)

The costs of DM care in US was approximately $132 billion. The direct
medical costs of DM attributable to the disease and its complication were estimated to
be $ 92 billion, with an additional $40 billion in indirect costs due to disability, work
loss, and premature mortality.(CDC, 2002; 2003) This estimated is certainly a
substantial underestimate because it omits costs incurred in persons with undiagnosed
DM., intangibles such as pain and suffering, the cost that provided by family members
and friends, and spending for other health care services. (Hoggan, 2003). In fact,
approximately 25% of the total Medicare budget is used for the treatment of DM and its
complications (Finkelstein, 2003; 2004). Currently, overall health care cost for global
DM patients are US$ 465 billion; 11% of total healthcare expenditures in adults
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(20-79 years) (International Diabetes Federation, 2011). Diabetes has become the
leading causes of morbidity and mortality among Thai people. Such an increasing trend
results from unhealthy consumption behaviors and physical inactivity, as evidently
demonstrated by the following hospital admission rates. The admission rate per 100,000
population of Diabetes also rose from 33.3 in 1985 to 91.0 in 1994 and 736.5 in 2009
(MoPH, 2009)

The prevalence of diabetes of age 15-59 in Thailand increased from 4.6 %
in 1997 to 5.6% in 2004 and to 6.9% in 2009, the prevalence of diabetes in men was
6.0%, women 7.7 %. The diabetes type | was 1% of all diabetes, the diabetes type 1l
with insulin injection was 10% of all those diabetes type I (MoPH,2009)

Death rate of diabetes was 12.3 per 100,000 population (7,665 cases), men
was 9.5 per 100,000 population (2,941 cases) and women was 15 per 100,000
population (4,724 cases). Ratio of men: women equaled 1: 16

Morbidity rate of diabetes was 444.16 per 100,000 population (247,165
cases), in the northern region was 422.02 per 100,000 population (50,496 cases), in the
north-eastern region was 441.97 per 100,000 population (90,710 cases), in the central
area region was 501.10 per 100,000 population (73,624 cases) and in the southern
region was 381.93 per 100,000 population (32,335 cases). Ratio of northern: north-
eastern: central: southern equaled 1.10: 1.16: 1.31: 1 (MoPH, 2005).

Recently, the overall resources allocated to health care have markedly
increased. The total health expenditure has steadily increased, at a faster rate than the
growth of the gross domestic product (GDP). In 2007, the total health expenditure
equaled 3.5% of the GDP, of which a higher proportion (64.4%) was covered by the
public sector rather than by the private sector (35.6%) (MoPH, 2004)

According to surveys on the registered diabetes patients in Ubonratchathani
Pprovince,2006, it was revealed that the number of diabetes patients was 30,694 cases
and it had a rising trend. The risk group who had FBS 100-125 mg/dl 9.49% or 49,000
cases .The Behavioral Risk Factor Surveillance System report (BRFSS) between 2004 -
2005 conducted by the Center for Chronic disease information, MoPH found that the
prevalence of diabetes rose from 3.53 per 100,000 population to 4.8 per 100,000
population in 2005, and the estimated population was 61,355 cases, with prevalence in

the women group, compared to the men group.
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Besides, morbidity rate of diabetes had also a rising trend .1t rose from
10.25 per 100,000 population in 2005 to 13.89 per 100,000 population in 2007 and
14.06 per 100,000 population in 2009

Moreover, the rate of hospitalizations of patients with diabetes had a rising
trend; the admission rate per 100,000 population rose from 345.47 per 100,000
population in 2004 to 606.93 per 100,000 population in 2006, and to 716.30 per 100,000
population in 2007

Also, the crude mortality rate of diabetes had also a rising trend .It rose from
13.33 per 100,000 population in 2003 to 15.24 per 100,000 population in 2006 and
20.66 per 100,000 population in 2007

Besides, Blood sugar controlling in diabetes patients in Ubonratchathani

was 7.1., representing half proportion of the whole country (Thailand). (Table 1.1)

Table 1.1 Comparison of Blood sugar controlling in diabetes patients between

Ubonratchathani Province and whole country

Area Percent
Thailand 17.0
Ubonrachathani 7.1

Source: Ubonratchathani Provincial Public Health Office.

The most diabetes complication in Ubonratchathani was diabetic
nephropathy, 56%, followed by diabetic retinopathy (17.5%) (table 1.2)

Table 1.2 Percent of diabetes complication, Ubonratchathani Province, 2007

Complication Percent
Diabetic retinopathy 17.5
Diabetic 56.0
Myocardial infarction 4.33
CVA 4.04
Foot ulcer 1.97

Source: Ubonratchathani Provincial public health office.
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Besides, the medicine cost per visit of diabetes patients in community
hospital in Ubonratchathani has steadily increased. The medicine cost per visit of
diabetes patients rose from 122.55 baht per visit in 2004 to 150.59 baht per visit in 2006
and to 228.71 baht per visit in 2008. (Figure 1.1)

Cost 250 - 228.71
200 4
150 1

100 4

50 +

2004 2005 2006 2007 2008 Year

Figure 1.1 Medicine cost per visit of diabetes patients in community hospitals,
Ubonratchathani Province

1.1.2 Diabetes care management system in community
The Diabetes care in community is provided by primary care level; Health
center, Primary Care Unit (PCUs), Community Medical care Unit (CMU). The health
personnel ran DM program according to the standard operational procedures established
by the MoPH, under the technical supervision and support of the community hospital.

The DM program is illustrated as in figure 1.2 (in theory) and figure 1.3 (in practice)
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Figure 1.2 Diabetes care service system in community of THPH (in theory).
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Figure 1.3 Diabetes care service system in community of THPH (in practice)

At present, The Tambon Health Promoting Hospital(THPH) have been
established to provide basic or primary care to the people, with a linkage in a holistic
manner as well as referral system with higher-level of health care facilities. THPH is
one of the government health policies. It was top-down policy that challenged the

implementers at all levels to perform, and achieve its intended objectives.
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Previously, The Ministry of Public Health tried to develop the potential of
primary care in order to be the first place where people should go to when they have
health problems. In other words, people should have easily access the quality health
care services. It was called under various names, such as, PCU (Primary Care Unit),
CMU (Community Medical Unit) etc., and eventually, the Tambon Health Promoting
Hospital (THPH).

The concept of the Tambon Health Promoting Hospital (THPH) is proposed
to solve the severe health problems as above. The THPH policy was introduced by pilot
project in April 2009 and it was expanded to1,001health centers on September 2009
(MoPH, 2009) This policy is imposed by the government; in other words, it is top-
down implementation policy. It is presented as the innovation of primary care
developing in various settings, for example, the Lomsak Tambon Health Promoting
Hospital, the Srithan Tambon Health Promoting Hospital, The Siprasarn Tambon
Health Promoting Hospital, Ratchaburi province.This idea is congruent of the health
policy of present government. The Health policy states that:

1. To develop health care service delivery at all levels and upgrade health
centers to be the Tambon Health Promoting Hospital (THPH), especially, to enhance
chronic disease management in community of health personnel.

2. To encourage Tambon Administrative Organization (TAO) in
participation to health personnel production.

3. To devel op infrastructure and medical equipment of the Tambon
Health Promoting Hospital(THPH).

Moreover, community hospitals, general and regional hospitals are expected
to closely coordinate for effective care and continuity. The participation of all stakeholders
is requested for quality of life. (Prakongsai, 2009)

Thailand has 9,810 health centers with a personnel average of 2.9 persons /
health center. In 2009, the Tambon Health Promoting Hospital has 1,001 locations,
within 2012, there will be 4,500 places, and in 2019 all of health centers will be the full
option of Tambon Health Promoting Hospital. After the THPH policy was performed,
some THPHSs achieved their intended objectives, but some THPHs could not conduct in

full option. However, because of THPH is the new health policy and will be conducted
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in short time, it has not been prepared to perfection. As a result, there are diverse
opinions that indicated as follows:

The contrary group argued that even though the government policy clearly
states that the main objectives of the Tambon Health Promoting Hospital is the health
promotion in the community rather than treatment, the government funded the
infrastructure and medical equipment aimed for treatment . This policy might be not
sustained and could not achieve its intended objectives. (Chunharasmee, Kornsilp,
Thamrongwarangkul, 2009), while the promontory group argued that treatment is the
method to win the trust from the community in primary care while health promotion is
paralleled. Finally, this policy will be successful. (Sriluk,Wongmanee, 2009)

1.1.3 Pre-survey

Ubonratchathani province is the third largest provinces of north —east of
Thailand. There are 319 health centers. The population within their responsibility are
around 3,000-20,000 population with a personnel average of 2.5 persons/health center.

According to a pilot study performed in December 2010 for causes analysis,
in-depth interview and focus group discussion were used to study about socio-demography,
Opinion of THPH policy and health personnel’s attitude of THPH policy. The finding
as follows:

1. The 30 THPH health personnel at one of 25 districts in Ubonratchathani
province, it was found that most of the respondents were females (80% and 20% males),
approximately half were aged 41-50 years. The majority of them were Bachelor degree
graduates (70 %). For position of the number of directors, Public health Scholars and
RNs were alike (20 %, 24.7%, 25. % respectively) and Length of working of less than
10 years, 11-20 years and more than 20 years were alike (35%, 34.7%,30.3% respectively).

2. The health personnel gave their opinion about THPH policy as follows:

2.1 Understanding of the THPH policy: The health personnel at all
levels of THPH (65 %) did not clearly understand the THPH concept, and most of them
thought that it is similar to the previous concepts, such as, PCU, CMU. But, THPH was
supported with a greater budget by government than before.

2.2 Resources: 80% of the health personnel realized that the resources
were sufficient. The health personnel were divided in two sections, primarily full time.
Secondly, part time that was supported by Contracting Unit for Primary Care (CUP).

~ Mahasarakham University



10

The government, through the Ministry of Public Health and National Health Service
Office (NHSO), directly allocated budget to THPH for the health facilities, medical
supplies, and equipment. Although the budget is sufficient, it was rather late.

2.3 Organization: 75% of the health personnel agreed that this policy
was little changed compared to the previous policy. Therefore, it was not difficult to
perform.

2.4 Social support: 90% of health personnel realized that every sector
in community was excited and paid more attention to have THPH. They supported both
funding and labor for THPH.

3. Attitude of the health personnel: 85% of the health personnel had a
good attitude towards this policy because the government supported all of infrastructure,
health manpower, budget, and other support more than the previous policy.

4. Collaboration of the patients: 90% of the patients realized that they
want to control plasma glucose level in order to prevent complications. They try to take
care of themselves according to health personnel suggestion. But, the fasting plasma
glucose level did not decrease because they did not know how to control it.

5. Diabetes care management system in community

The Ministry of Public Health created the chronic care management system
for THPH to perform in the same way throughout the country. But, most of health
personnel (87%) gave their opinion that it was too sophisticate to perform and too
difficult to conduct in the real situation because of the differences in each area. Moreover,
DM has a rapid increasing trend in the community. Besides, it was found that

Percentage of complications was high all of THPH (Table 1.3)

Table 1.3 The percentage of complication in Diabetes of four THPHs, Ubonratchathani

Province
THPH name Number Percent
Tungkasem 87 60.5
Kor 75 58.0
Huikayung 95 76.8
Tungbon 84 63.2

Source: Report 504
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As the result of pre-survey above, it was found that the understanding of THPH
policy and DM care management were the causes of this problem. Therefore, it is the
interest of the researcher to study the successful conditions of THPH policy
implementation and develop the proper DM care management system for THPH
according to local needs. The suitable DM care management system should prevent or

delay the onset of both DM and its complications

1.2 Research Questions

How to develop diabetes care management system in the community for
Tambon Health Promoting Hospital (THPH) to decrease complication in diabetes

patients.

1.3 Purposes of the research

1.3.1 General purposes.
To develop diabetes care management system in the community for Tambon
Health Promoting Hospital (THPH) to decrease complication in diabetes patients.
1.3.2 Specific purposes
1.3.2.1 To find out the successful conditions of the Tambon Health
Promoting Hospital (THPH) that influenced on diabetes care management system in the
community
1.3.2.2 To develop a model from those influential conditions to be the
proper program for diabetes care management system in the community in order to
decrease complication in diabetes patients.
1.3.2.3 To examine whether the program has an effect on decreasing
complications in diabetes patients. Research idea, research questions, and research

objectives were illustrated as in table 1.4:
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Table 1.4 Research questions and objectives

Research Idea Research question Research objectives

How to decrease How to develop diabetes 1. To find out the successful
chronic disease problem | care management system | conditions that influenced the
in the community. in the community for the | policy implementation of the

Tambon Health Promoting | THPH for Diabetes care

Hospital (THPH) to management in the community
decrease complications 2. To develop model from
in diabetes patients. those influential conditions to

be the proper program for
diabetes care management
system in the community in
order to decrease complication
in diabetes patients.

3. To examine whether the
program has an effect on
decreasing complication in

diabetes patients.

1.4 Hypotheses

1.4.1 After the program, the experimental group have better self-care behavior
and there are reduction in the levels of fasting plasma glucose (FPG), HbAlc level and
DM complication than before the program.

1.4.2 After the program, the experimental group have better self-care behavior
and there are reductions in the levels of fasting plasma glucose (FPG), HbAlc level and
DM complication than in the comparisons.

1.5 Scope of the research

This research aimed to study the effects of the Tri-linked model (TLM) which
study on the properly self-care behavior of DM patients of type 2 diabetic patients who
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attended diabetic clinics at the Tambon Health Promoting Hospital (THPH) in

Ubonratchathani Province. The study was conducted from March to December 2011.

1.6 Variables

1.6.1 Independent Variables: The Tri-linked Program (TLM) including:
1.6.1.1 Individual improvement of DM knowledge and skills for self-care
Activities.
1.6.1.2 Environmental improvement: Social support or care collaboration of
Family and community.
1.6.1.3 Health care delivery system improvement (THPH DM management
System).
1.6.2 Dependent Variables:
1.6.2.1 Behavior
1.6.2.2 Individual laboratory indicators
1.6.2.3 DM management system in community
1.6.2.4 DM complication

1.7 Operational definition

1.7.1 The Tri-linked model (TLM) refers to the intervention introduced to
enhance proper self-care behavior of DM patients (Diet controlling, physical exercise,
medication, and complication observation)by applying the social support, the most
influential condition of THPH policy implementation, and self efficacy. It consists of
these activities: individualized feedback about DM, DM knowledge class, daily self-
report, home visit, individual counseling, and monthly exchange experiences class.

1.7.2 The Tambon Health Promoting Hospital (THPH) is upgraded from health
center, primary care unit or community medical care unit for capacity building of
primary care level to develop holistic care, health promotion, and solving health care
service delivery problem.

1.7.3 Chronic diseases refers to conditions or diseases that are not cured once

acquired and long duration must have been present for 3 months or longer.
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1.7.4 Diabetes Mellitus is a clinically and genetically heterogeneous group of
disorders characterized by abnormally high levels of glucose in the blood.

1.7.5 Type 2 Diabetic patients refers to patients aged 30-59 years, who were
diagnosed by medical doctors as suffering from type 2 diabetes mellitus and receiving
treatment by oral glycemic medication for controlling blood sugar levels.

1.7.6 Policy refers to a range of action, laws, regulations, official guidance
and administrative guidelines.

1.7.7 Policy process is composed of agenda setting, policy formulation, policy
Implementation, and policy evaluation.

1.7.8 Policy implementation is a process of interaction between the setting of
goals and actions geared to achieving them.

1.7.9 DM care management is composed of continuity of care, home visit,
medication, nutrition, physical exercise, referral system, and prevention of complications.

1.7.10 The influential conditions refers to a description of the major skills and
resources required to be successful in policy implementation of the THPH policy.

1.7.11 Primary Care is provided by health personnel and general practitioners
(GPs), including those services provided in health centers, primary care unit (PCU), and
community medical care unit (CMU). And, in general, there are no holistic care services
at the family level. The universal coverage of health care policy of the present
government aims to develop a holistic primary care system for all families across the
country.

1.7.12 Fasting plasma glucose (FPG) refers to levels of monosaccharide
glucose dissolved in the blood. Blood glucose concentration in healthy people, after an
overnight fast, will normally be lower than 100 mg/dl, and this is referred as normal
blood glucose. A person would be diagnosed as having pre-diabetes if his/her blood
glucose after an overnight fast falls from 100-125 mg/dl, and as diabetes if 126 mg/dI
and above (Department of disease Control, Ministry of Public Health,2005)

1.7.13 HemoglobinAlc (HbAXc) refers to a marker of long-term glycemic
control in patients with diabetes mellitus (DM), and it is directly related to the risk of
diabetic complications. Lowering HbAlc close to the normal range has been associated
with a markedly decreased frequency and extent of micro vascular and neuropathic
complications in diabetic patients. VVarious diabetes associations have advocated HbAlc
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targets below 7% or 6.5%. (American Diabetes Association, 2009; European Association
for the Study of Diabetes, 2007). This study used HbA1c target below 7% according to
MoPH guideline
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CHAPTER I
LITERATURE REVIEW AND CONCEPTUAL FRAMEWORK

This chapter presented an integrative review of theoretical and empirical
literatures and empirical literature describing the concepts of interest and interrelationship
among them. The following review of literature focused on studies that were relevant to
this research. Eight topics were included as follows:

1. The health policy process
. The Tambon Health Promoting Hospital (THPH)
. Self efficacy

2
3
4. Social support
5. Chronic diseases
6. Diabetes Mellitus (DM)
7. Related researches

7.1 Health policy

7.2 Social support and self efficacy
2.1 The health policy process

Policy can itself be defined in many different ways, in the literature the term
‘policy’ to has been used to refer to a range of related matters, including expression of
purpose or intent, decisions, government alternative guidelines, courses of action, laws,
regulations, official guidance and administrative guidelines (Walt, 1994 ; Koenig, 1976 ;
Hogwood and Gunn, 1984 ; Dye, 1966 ; Caldwell, 1970 ; Lasswell and Kaplan, 1970 ;
Sharkansky, 1970 ; Jacob, 1966 ; Greenwood, 1965 ; Easton, 1953). Although, there is no
single definition of ‘policy’, one shared element in many definitions is that policy is not
simply about intent but involves arriving at a working consensus that will allow planned
changes to impact on the health care system, or other social systems that affect health
(Barker, 1996 ; Walt, 1994). The point here is that policy is not only an initial ‘idea’ or
‘blueprint’, but also the steps that are taken to put the initial idea into effect, and the

changes in the idea that may occur as this process unfolds.
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There are many definitions of policy, with implications for this study. It can be
useful to think of health policy as embracing ‘courses of action (and inaction) that affect
the set of institutions, organizations, services and funding arrangements of the health
system * (Busse et al., 2004)

In short, health policy is a set of (hopefully evidence-based or at least
experience based) courses of action intended to achieve the health objectives of a group,
society, etc.

Walt and Gilson (1994) presented a model for health policy analysis that has
four dimensions of policy that affect development and implementation as follow:

1. Content what the policy states
2. Context the environment in which the statements were made
3. Process the steps involved in developing the policy

4. Actors individuals and groups involved in developing the policy

Context

Actor

Content Process

Source:Walt, G and L Gilson (1994)

Figure 2.1 Basic framework for policy analysis: the policy triangle

The most influential frameworks for understanding the policy process —
particularly among American scholars —has been the “stages heuristic”, or what
Nakamura (1987) termed the “text book approach”, as developed by Jones (1970),
Anderson (1975), and Brewer and Deleon (1983), it divided the policy process into
a series of stages — usually agenda setting, policy formulation and legitimating,
implementation and evaluation-and discussed some of the factors affecting the process
within each stage. The stages heuristic served a useful purpose in the 1970s and early

1980s by dividing the very complex policy process into discrete stage and by stimulating
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some excellent research within specific stages — particularly agenda setting (Cobb, Ross
and Ross, 1976 ; Kingdon, 1984 ; Nelson, 1984) and policy implementation (Pressman
and Widavsky,1973 ; Hjern and Hull, 1982, Mazmanian and Sabatier, 1983). Various
authors have outlined a number of stages in the development of policies. (Lasswell, 1956 ;
Jenkins, 1978 ; Lindbolm, 1980; Anderson et.al, 1984; Hogwood and Gunn, 1984;
Walt, 1994; and Barker, 1996).In an attempt to clarify the policy process, the stages of

policy development are summarized in the following table 2.1

Table 2.1 Stages of policy development

AUTHORS STAGES OF POLICY DEVELOPMENT
Lasswell 1. Intelligence 2. Reccomendations 3.Prescription 4. Invocation
1956 5. Application 6. Appraisal 7. Termination
Jenkins 1.Initiation 2. Information 3. Consideration 4. Decision
1978 5.Implementation 6. Evaluation 7. Termination
Lindblom 1. Policy Formation 2. Policy preparation 3. Policy formulation
1980 4. Policy implementation 5. Policy evaluation

Anderson et.al

1984

1. Ploblem or policy formation or policy agenda 2.Policy
formulation 3. Policy adoption 4. Policy implementation
5. Policy evaluation

Hogwood and

1. Deciding to decide 2. Deciding how to decide 3. Issue

Gunn definition 4. Forecasting 5. Setting objectives and priorities
1984 6. Option analysis 7. Policy implementation, monitoring and
control 8. Evaluation and review 9. Policy maintenance
10. succession and termination.
Walt 1. Problem identification / issue recognition 2. Formulation
1994 3. Implementation 4.Evaluation
Barker 1. Issue definition 2. Setting objectives 3. Priorities setting
1996 4. Defining options 5. Options appraisal 6. Implementation

7.Evaluation

Sources Leethongdee (2007)

In short, the stages of policy development processes are similar and all of

these author are no conflicts between the identified stages of policy development.

As a result, the stages of policy development compose of agenda setting, formulation,

implementation and evaluation.

In the past decade, however, the stages heuristic has been subjected to some

rather devastating criticisms (Nakamura, 1987; Sabatier, 1991; Sabatier and Jenkins-

Smith, 1993):
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1. It is not really a causal theory since it never identifies a set of causal
drivers that govern the process within and across stages. Instead, work within each stage
has tended to develop on its own, almost totally without reference to research in other
stages. In addition, without causal drivers there can be no coherent set of hypotheses
within and across stages.

2. The proposed sequence of stages is often descriptively inaccurate. For
example, evaluations of existing programs affect agenda setting, and policy formulation/
legitimating occurs as bureaucrats attempt to implement vague legislation (Nakamura,
1987).

3. The stages heuristic has a very legalistic, top-down bias in which the
focus is typically on the passage and implementation of a major piece of legislation.
This focus neglects the interaction of the implementation and evaluation of numerous
pieces of legislation — none of them preeminent within a given policy domain (Hjern
and Hull, 1982; Sabatier, 1986).

4. The assumption that there is a single policy cycle focused on a major
piece of legislation oversimplifies the usual process of multiple, interacting cycles
involving numerous policy proposals and statutes at multiple levels of government. For
example, abortion activists are currently involved in litigation in the federal courts and
most state courts, in new policy proposals in Washington and most states, in the
implementation of other proposals at the federal and state levels, and in the evaluation
of all sorts of programs and proposed programs. They're also continually trying to affect
the conceptualization of the problem. In such a situation which is common focusing on
“a policy cycle", this makes very little sense. The conclusion seems inescapable: The
stages heuristic has outlived its usefulness and needs to be replaced with better
theoretical frameworks. Parsons (1995) is more sympathetic to the ‘stages’ approach ,
she argued that it provides a way of analyzing the multiplicity of contextual factors that
affect decisions doing the policy process and provides a useful way of conceptualizing
what influences enter the picture at different steps along the road from policy idea to
rollout and evaluation. Hill and Hupe (2002) see the stages framework as a heuristic that
can be useful as long as it is not applied too rigidly to what are likely to be complex and
messy real world events.The approach applied in this thesis holds that the content of
policy is usually not fixed at the time when an initial policy blueprint is devised, and
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allows the possibility of further significant policy development. Hill and Hupe (2002)
have proposed a useful distrinction between ‘policy formation’ and ‘policy making’
which points to the way in which policy revision can continue over a period of time.

‘What is needed is a way of combining the analytical benefits offered by the
“stage” model with a recognition of the interaction between the stages. We consider that
this is best achieved by talking of policy formation (rather than making).This is then
distinguishable in most cases, from an implementation process within which policy will
continue to be shaped. If the term “policy making” stands for the policy process as a
whole, then both implementation and policy formation refer to respectively “late” and
“early” sub-processes to that process’ Hill and Hupe (2002)

2.1.1 Theoretical perspectives on implementation

2.1.1.1 Policy implementation

Policy implementation is a process of interaction between the setting of
goals and actions geared to achieving them. (Williams, 1971 ; Pressman and Wildavsky,
1973 ; Van Meter and Van Horn’s, 1976 ; Mazmanian and Sabatier, 1989 ; Bardach, 1977).

An influential piece of research into implementation was carried out by
Pressman and Wildavsky (1973). They investigated the relative failure of the Economic
Development Agency (EDA) in the city of Oakland in California, USA to achieve its
key objective of providing jobs for ethnic minority groups. The EDA sought to achieve
this by financial aid schemes for public works and local businesses. The results were
very disappointing. A great deal of money was spent, few jobs were created yet there
was no apparent participant conflict or resistance to contend with.

Pressman and Wildavsky found that the main obstacle to success was
poor coordination between all the various agencies involved in carrying out the policy.
Therefore, the chain of command has to be capable of assembling and controlling
resources, and the system able to communicate effectively and control those individuals
and organizations involved in the performance of tasks (Parsons, 1995) . Pressman and
Wildavsky later modified their original analysis towards a less top-down model of the
implementation process, but they initiated a flow of literature that focused on the
complex nature of policy implementation.

2.1.1.2 Policy implementation model
Various scholars proposed their model in many ways:
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Green and Kreuter proposed the factors influencing implementation that
composed of Staff commitment and attitudes, Program Goals, Rate of change, Familiality,
Complexity, Space, Community circumstances, Quality assurance, Training, and
Supervision. (Green and Kreuter, 1999) Dye (2001) admitted that bureaucrats may affect
policy in implementation, and suggesting that all decisions are monitored to ensure they are
not altered significantly. On the other hand, some scholars describes implementation of
policy as highly influenced by ‘street level bureaucrats’—front-line staff who can change
policies significantly (Lipsky, 1980 ; Hjern and Porter, 1981). Much of the literature focuses
on the gap or deficit between policy objectives and actual implementation (Hill and Hupe,
2002).

1) The top-down model

This model assumes that the process of implementation follows
from decisions made at the top tier of any organization. These decisions then have to be
implemented by personnel lower down the hierarchy.

Van Meter and Van Horn’s (1975) proposed a model that
influence on the implementation: standards for assessing performance; the resources
and incentives made available; the quality of inter-organizational relationships; the
characteristics of the implementation agencies, the economic, social and political
environment; and the response of implementers (figure 2.2). Bardach’s (1977) stated
that implementation is a political process which will often require higher level actors to
anticipate the ‘games’ that must be played with lower-level implementers and
themselves to work actively to remove obstacles encountered during the implementation
phase (figure 6) Hood (1976) and Gunn (1978) adopted the thesis of Pressman and
Wildavsky that stressed a quasi-military approach to ensuring that policies were
implemented as intended, and that as a result, the targeted goals were attained. Gunn
added to these items, and later, in his collaborative work with Hogwood (Hogwood and
Gunn, 1984), a list of ten prerequisites for perfect implementation was compiled:

1. The circumstances external to the implementing agency do
not impose crippling constraints;

2. That adequate time and sufficient resources are made
available to the program;
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3. That not only are there no constraints in terms of overall
resources but also, at each stage in the implementation process, the required
combination of resources is available;

4. That the policy to be implemented is based upon a valid
theory of cause and affect;

5. That the relationship between cause and effect is direct and
that there are few, if any, intervening links;

6. That condition of ‘perfect implementation’ requires that
there is a single implementing agency that need not depend up on other agencies for
success, or, if other agencies must be involved, that dependency relationships are
minimal in number and importance;

7. That there is complete understanding of, and agreement
upon, the objectives to be achieved, and that these conditions persist throughout the
implementation to be performed

8. That in moving towards agreed objectives it is possible to
specify , in complete detail and perfect sequence, the tasks to be performed by each
participant;

9. That there is perfect communication among, and co-
ordination of, the various element involved in the program;

10. That those in authority can demand and obtain perfect
compliance.

These ten conditions for perfect implementation in the “top-
down” model of the policy process may be summed up under three broad headings:

1. Change. Has the extent of change been made clear and
accepted by all interested and powerful groups affected by the policy ?

2. Control. Can the policy — makers control the resources
required in order to implement the policy and also control and, if necessary, direct all
participating groups and agencies?

3. Compliance. Does the top level of decision-makers have
complete confidence that those people who have the task of putting the policy into
effective do so without resistance?
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Sabatier and Mazamanian (1980) proposed that the crucial role
of implementation analysis is to identify the factors which affect the achievement of
statutory objectives throughout this entire process. These can be divided into three
broad categories: (1) the tractability of the problem(s) (2) The ability of statute to
structure Implementation and (3) Non-statutory variables affecting implementation It
distinguishes the three categories of independent variables from the stages of
implementation, which constitute the dependent variables. (Figure 7)

1. Tractability of the Problem(s) Addressed by a Statute.

1.1 Difficulties in measuring changes in the seriousness of
the problem, in relating such changes back to modifications in the behavior of target
groups, and in developing the technology to enable target groups to institute such
changes. The absence of a valid causal theory and/or the requisite technology in turn
poses a number of difficulties for the successful implementation of statutory objectives.

1.2 Diversity of behavior being regulated. The more
diverse the behavior being regulated, the more difficult it becomes to frame clear
regulations and thus the less likely that statutory objectives will be attained.

1.3 Percentage of population within a political jurisdiction
whose behavior needs to be changed. In general, the smaller and more definable
(isolatable) the target group whose behavior needs to be changed, the more likely the
mobilization of political support in favor of the program and thus the more probable the
achievement of statutory objectives.

1.4 Extent of behavioral change required of target groups.
The amount of behavioral modification required to achieve statutory objectives is a
function of the (absolute) number of people in the ultimate target groups and the amount
of change required of them.

2. Ability of statute to structure Implementation

2.1 Validity of the causal theory underlying statute.
Explicitly or implicitly, a statute implies an underlying causal theory: Given a stipulated
objective and the assignment of certain rights and responsibilities to various
implementing institutions, the target groups will behave in the prescribed fashion and
the objective will be attained.
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2.2 Precision and clear ranking of statutory objectives.
Statutory objectives which are precise and clearly ranked in importance serve as an
indispensable aid in program evaluation, as unambiguous directives to implementing
officials, and as a resource available to supporters of those objectives.

2.3 Financial resources available to the implementing
agency. Money is obviously necessary to hire the staff and to conduct the technical
analyses involved in the development of regulations, the administration of permit
programs, and the monitoring of compliance.

2.4 The extent of hierarchical integration within and
among implementing institutions. Numerous studies of the implementation of regulatory
and social service programs have demonstrated that one of the principal obstacles is
the difficulty of obtaining coordinated action within any given agency and among the
numerous semi-autonomous agencies involved in most implementation efforts.

2.5 Extent to which decision rules of implementing
agencies are supportive of statutory objectives. In addition to providing clear and
consistent objectives, few veto points, and adequate incentives for compliance, a statute
can further bias the Implementation process by stipulating the formal decision rules of
the implementing agencies

2.6 Assignment to implementing agencies/officials
committed to statutory objectives. No matter how well a statute structures the formal
decision process, the attainment of statutory objectives which seek to significantly
modify target group behavior is unlikely unless officials in the implementing agencies
are strongly committed to the achievement of those objectives.

2.7 Extent to which opportunities for participation by
actors external to the implementing agencies are biased toward supporters of statutory
objectives. Just as a statute can bias the implementation process through design
characteristics of implementing agencies, it can also affect the participation of two
groups of actors external to those institutions: a) the potential beneficiaries and target
groups of the program and b) the legislative, executive, and judicial sovereigns of the
agencies.

3. Non-Statutory Variables Affecting Implementation
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3.1 Variation over time and among governmental
jurisdictions in social, economic, and technological conditions affecting the attainability
of statutory objectives.

3.2 The amount and continuity of media attention to the
problem addressed by a statute. The mass media are important for the implementation
process for at least two reasons. First, they are generally a crucial intervening variable
between changes in socio-economic conditions and perceptions of those changes by the
general public and political elites.

3.3 Variations over time and jurisdiction in public support
for statutory objectives. The previous discussion has suggested that interest among the
general public in a statute or the problem it addresses tends to be cyclical which, in turn,
makes it difficult for any program to receive sustained political support

3.4 Changes in the resources and attitudes of constituency
groups toward statutory objectives and the policy outputs of implementing institutions.

3.5 Continued support for statutory objectives among
sovereigns of implementing institutions

3.6 Commitment and leadership skill of (supportive)
implementing officials.

4. The several stages process (dependent variable):

4.1 The policy outputs (decisions) of the implementing
agencies.

4.2 The compliance of target groups with those decisions.

4.3 The actual impacts of agency decisions.

4.4 The perceived impacts of those decisions.

5. The political system's evaluation of a statute in terms of
major revisions (or attempted revisions) in its content. All of these stages are often
lumped together under the rubric of “feedback loop."
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Figure 2.2 Model of policy implementation of Donald S.VVan meter and Carl E.Van Horn

Policy implementation
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Disagreement of stakes involved
in policy implementation
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Figure 2.3 Model of policy implementation of Eugene Bardach
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Tractability of the problems
1. Valid technical theory and technology
2. diversity of target group behavior

3. percentage target group
4. extent of behavioral change

A 4

A 4

Ability of statute to structure
implementation

1. Validity of causal theory
underlying statute

2. Precision and clear ranking of
statutory objectives

3. Financial resources available to
implementing agency

4. The extent of hierarchical
integration within and among
implementing institutions

5. Extent to which decision rules of
implementing agencies are supportive
of statutory objectives

6. Assignment to implementing
agencies/officials committed to
statutory objectives

7. Extent to which opportunities for
participation by actors external to the
implementing agencies are biased
toward supporters of statutory
objectives

Non-statutory variables affecting

implementation

1. Variation over time and among
governmental jurisdictions in social,
economy, and technological conditions
affecting the attainability of statutory
objectives

2. The amount and continuity of media
attention to problem addressed by a
statute

3. Variations over time and jurisdiction
in public support for statutory
objectives

4. Changes in the resources and
attitude of constituency groups toward
statutory objectives and the policy
outputs of implementing institutions

5. Continued support for statutory
objectives among sovereigns of
implementing institutions

6. Commitment and leadership skill of
implementing officials

A 4

A

y

A 4

—— major revision in statute

Policy output—> Target group compliance— Actual impacts — perceived impacts

Figure 2.4 Model of policy implementation of Sabatier and Mazmanian

2) The bottom—up model

This approach has been described as a process of consultation

and negotiation that takes place between those implementing policy, and as an approach

that might at times be the only means by which resistances and suspicion on the part of

individuals and groups with entrenched interests might be overcome and the policy

successfully implemented. A useful contribution to recognizing the influence or
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potential influence of lower-level “actors” in the implementation process is that of
Lipsky (1980), who coined the expression “street level bureaucrats” to describe those
people who lie at the interface between the organization and members of the public.
People such as school teacher, nurses, social workers and social security officers all
play a crucial role in the kind of service that people receive. According to supporters of
the bottom-up model of policy implementation, these relatively low-level personnel
may have more discretion to act in the way they think appropriate than they are given
credit for. Consequently, they may mediate policy imperatives in the light of competing
pressures such as limited resources.

Professional and administrative practices might not actually
sabotage or even undermine policy but they may certainly slow down the process of
implementation. Health and social care policies, for example, that rely heavily on inter-
professional collaboration might not be very effective “on the ground” because,
intentionally or unintentionally, a range of practitioners often find it difficult to work
together, particularly in preplanned teams. Baggott (1998) has remarked Thai joint
planning between health authority and local authorities in Britain failed to achieve a
“seamless service” in relation to implementing community care policy and legislation
because of the contrasting organizational cultures and structures. As a result, certain
needs were defined in different ways. For example, the majority of health authorities
regarded care of the elderly mentally ill as a duty of the psychiatric services, whereas
local authorities preferred to view them as clients catered for by generic services for the
elderly. Compounding the problem of implementation at “street level” are the professional
rivalries between health services and local authority staff, the different planning
timescales, differences in accountability and management structures, and the fact that,
in many in trances, the geographical jurisdictions of the two types of authority were not
co-terminus.

3) Combinations of two perspectives of implementation

One group of researchers has proposed different ways of
combining the two formats within the same model (Sabatier, 1986;1988;1991 ; Sabatier
and pelkey, 1987). Similarly, Elmor ‘s concept of forward and backward mapping
(1982,1985) is an early attempt to combine top-down and bottom-up perspectives.
Forward mapping consists of stating precise policy objectives, elaborating detailed
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means-ends schemes, and specifying explicit outcome criteria by which to judge policy
at each stage. Backward mapping consist of stating precisely the behavior to be changed
at the lowest level, describing a set of operations that can insure the change, and
repeating the procedure upward by step until the central level is reached. By using
backward mapping, policy designers may find more appropriate tools than those
initially chosen. This process insures consideration of microimplementaters’ and target
groups’ interpretations of the policy problem and possible solutions. Goggin (1990)
proposed his model of intergovernmental policy implementation that state
implementation was in turn a function of inducement and constraints provided to

(or imposed on) the states from elsewhere in the federal system above or below as well
as a function of the states’ own propensity to act and their capacity to effectuate their
preferences. Moreover, state choices were not those of a single rational actor but may
have been the result of bargaining among parties above them (the national level) as well
as those below them (the local level) who were involved in state policies. Thus, this
approach assumes that state implementation of federal program ultimately depends on
both top-down and bottom-up types of variables (figure 2.5).

Kla Tongkao (1991) proposed a model that influence on the
implementation: Policy’s goal & objectives; Mission & authority; Social support;
Evaluation & Regulation; Organization characteristics.(figure 2.6). Similarly, Voradej
Chandarasorn (1997) proposed his model: Competency of organization; Efficiency of
Evaluation & Regulation; Leadership and collaboration; Politic and Exogenous
environmental administration; Policy implementation 3 dimension of evaluation
(figure 2.7)
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Figure 2.5 Model of intergovernmental policy implementation policy

implementation of Malcom L.Goggin
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Figure 2.6 Model of Policy implementation of Kla Tongkao (1991)
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Figure 2.7 Model of Integrative Policy implementation of VVoradej Chandarasorn (1997)

The approaches of policy implementation are concluded in the
following table 2.2

Table 2.2 Chronology of policy implementation approaches

year Top-down Bottom-Up Combinations of Top-down
and Bottom-Up

1973 | Pressman and
Wildavsky

1975 | Van Meter
and Van Horn

1977 | Bardach

1980 | Sabatier and Michael Lipsky
Mazmanian Richard F.EImore
1981 Barett and Fudge Hjern

1984 | Brain W.Hogwood
and Lewis A.Gunn.

1986 Sabatier O’tool

1990 Gogggin

1991 Kla Tongkoa

1997 Voradej Chandarasorn
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Some scholars prefer to discuss when a model is appropriately
applied rather than to try to build a combined model. The two perspectives should apply
to different times in the implementation process depending on a set of parameters that
describes the policy context. Top-down perspectives are more appropriate in the early
planning states, but a bottom-up view is more appropriate in later evaluation stages
and another group has searched for conditions under which one approach is more
appropriate than the other (Dunsire, 1978 ; Saetren, 1983 ; Berman, 1980)

2.2 The Tambon Health Promoting Hospital (THPH)

Primary care is provided by health personnel and general practitioners (GPs).

In the Thai primary care system, except for to those services provided in health centers
and community hospitals, there are no designated geographical areas. And in general
there are no holistic care services at the family level. The universal coverage of health
care policy of the present government aims to develop a holistic primary care system for
all families across the country. In the near future, the entire holistic primary care system
will be more effective and stronger.

Formerly, a health center was a sub-district (tambon) or village level health
service unit - a first - line unit, covering a population of about 1,000 - 5,000, with health
staffs including a health worker, a midwife and a technical nurse. Services provided at
this level include health promotion, disease prevention, and curative care. Health center
staffs run health programs according to the standard operational procedures established by
the MoPH, under the technical supervision and support of the community hospital. Since
2002, under the universal coverage of health care scheme, Primary Care Unit (PCUs)
have been established to provide basic or primary care to the people, with a linkage in a
holistic manner, as well as referral system with higher-level of health care facilities.

At present, The Tambon Health Promoting Hospital (THPH) is upgraded from
health centers, primary care units (PCUs) or community medical care unit for capacity
building of primary care level to be the first line health service and solving health care
service delivery problem, that is:

1. Equity for accessibility and quality of health care service

2. Limitation of resources .especially, manpower.
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3. Participation of all sectors.
2.2.1 Chronology of The Tambon Health Promoting Hospital (THPH)

Table 2.3 Chronology of The Tambon Health Promoting Hospital (THPH)

Year

Situation

March 20, 2008

- Established Tambon Health Promotion Hospital (2009-2013).
Mega project investment in health.

March 20, 2009

Policy implementation by Ministry of Public Health.

September 4, 2009

Prime Minister advocated Tambon Health Promotion Hospitals
policy in Tambon Health Promotion Hospitals festival at Impact

Exhibition and Convention Center.

October 1, 2009

- Upgraded 1,000 health centers, primary care units (PCUSs) to be

Tambon Health Promotion Hospitals

September 30, 2012

- Coverage 5,000 health centers, primary care units (PCUs) to be

Tambon Health Promotion Hospitals.

October 1,2012 -
September 30, 2019

- Continuity development of Tambon Health Promotion Hospital
to be full option of services as well as evaluation according to its
standard.
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Figure 2.8 The connecting mechanisms of development and support system of
THPH policy

2.2.2 The main Characteristics of the The Tambon Health Promoting
Hospital(THPH)
2.2.2.1 Proactivity
2.2.2.2 Permanent health care services and continuity
2.2.2.3 Network and participation of all sectors.
2.2.2.4 Appropriate catchment area
2.2.2.5 Provider are polyvalent or skill mix and team work in four dimensions
(treatment, health promotion, prevention, rehabilitation and health behavior modification
of the people of all the risk group, the patient group and the well-being group.)
2.2.2.6 Management
2.2.2.7 Supporting system by community hospital, such as,
1) IT system and health information system (HIS)
2) Real time consulting system
3) Referral system
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4) Emergency medical services (EMS)
5) The items and quality of medication similar to community hospital.
6) Community participation and empowerment
2.2.3 Classification of The Tambon Health Promoting Hospital (THPH)
2.2.3.1 Small-size: 5-6 people / 3,000 population
2.2.3.2 Medium-size: 6-8 people / 3,000 - 6,000 population
2.2.3.3 Large-size: 8-10 people / more than 6,000 population
(1 person / 1,250 population)
2.2.4 Key performance indicators
2.2.4.1 Outcome indicator
1) Quantitative
Proportion of clients in primary care level increase (25% from previous)
while OPD patients in large hospital decrease.
2) Quialitative
(1) Clients satisfaction of primary care service delivery.
(2) The referral patients are appropriately refer with practice
guideline of all chronic diseases, emergency case and dental care.
2.2.4.2 Output indicators
1) The Tambon Health Promoting Hospital (THPH) has an infrastructure
and medical instrument for preparedness in health care service within 4 years.
2) The Tambon Health Promoting Hospital (THPH) has a sufficient
personnel and provide health care service.
2.2.5 Function of THPH
2.2.5.1 The main service, such as curative, health promotion, prevention,
and rehabilitation of all people groups in community.
2.2.5.2 The complementary service, such as medical science, food and
drug and Thai traditional medical service.
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Table 2.4 Comparisons of the activities of the health center, PCU, and the Tambon
Health Promoting Hospital (THPH)

Population /target group | Activities of health center, PCU Activities of THPH
General population - Basic medical care - Basic medical care
- UC core package - UC core package
- Screening risk factors in target | - Screening risk factors in
group target group
- Family folder - Family folder

- Basic dental care

- Basic dental care

- referral systems

- Rehabilitation

- behavioral modification in
risk group

- self care in first care and
continuity

Adolescent

- Sex knowledge and
consultation

- safe sex and responsibility

- HIV and sexually transmitted
diseases

- Risk behavior surveillance
in adolescent in community
and school or university

Chronic disease group esp.
DM, HT and stroke

- Follow up by DM and HT clinics
- Home visit
- Screening

- Follow up by DM and HT
clinics

- Home visit

- Screening

Continuity of primary,
secondary, and tertiary care.

Children

-well baby clinic
-vaccination

-Breast feeding and
complementary feeding
-Nutrition

-well baby clinic

-vaccination

-Breast feeding and
complementary feeding
-Nutrition

- Care givers

- growth monitoring

-special care in special health
problem children

Female and pregnancy

- ANC&PNC
- lodine salt
- Family planning

-Reproductive health

- CA cervix screening by Pap
smear

- Breast cancer screening by
health personnel.
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The THPH Primary care award (PCA) evaluation are summarized as figure 2.9

7 criterias of The Primary
care award. (PCA)
1. Leadership
2. Strategic planning
3. Customer and market
CRITERIA focus.
4. Measurement, analysis,
and knowledge management

5. Workforce focus
v 6. Process management

SELF ASSESSMENT | 7- Result.

>
€

v

THPH PRIMARY CARE AWARD EVALUATION

l l

YES NO

|

GAP ANALYSIS

l

IMPROVEMENT

THPH PRIMARY CARE AWARD EVALUATION

}

YES

Figure 2.9 Process of THPH quality award evaluation
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2.3 Self-efficacy

Self-efficacy refer to Beliefs about personal ability to perform behaviors that
bring desired outcomes (Bandura, 1997). In other word, beliefs in one's capability to
organize and execute the courses of action required to manage prospective situations.
beliefs in one's capability to organize and execute the courses of action required to
manage prospective situations. In essence, self-efficacy is the confidence that one has in
one's ability to do the things that one tries to do.

Self-efficacy is the concept for which Social Cognitive Theory (SCT) is most
widely known and which has been integrated into other models and theories. It consists
of a person’s beliefs about her capacity to influence the quality of functioning and the
events that affect her life.

The foundation of Bandura's conception of reciprocal determinism consists of:

1. Personal factors create in the form of cognition, affect, and biological events,
2. Behavior

3. Environmental influences create interactions that result in a triadic

reciprocality.
BEHAVIOR
PERSONAL ENVIRONMENTAL
TACTORS M FACTORS
{Cognitive, affective,
and biological events)

Figure 2.10 Triadic reciprocal causation (Bandura, 1997)
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Since Bandura introduced the construct of self-efficacy to the psychological
literature, numerous studies have shown that the performance of many behaviors is
determined by both outcome expectations and self-efficacy beliefs, with the latter
becoming more important for behaviors of progressive complexity or difficulty.
(figure 2.11)

Person vy »Behavior vy » QOutcome
Efficacy beliefs Outcome expectation
- Level - Physical
- Strength - Social
- Generality - Self-evaluation

T

Sources of self-Efficacy (Factors affecting self-efficacy)

- Performance accomplishments (Enactive mastery experience)
- Vicarious experience (Modeling)

- Verbal persuasion (Social Persuasions)

- Emotional arousal (Physiological factors)

Figure 2.11 Self-efficacy theory (Bandura, 1997)

Self-efficacy theory composed of 2 important elements
1. Efficacy beliefs
2. Outcome expectations
2.3.1 Efficacy beliefs: persons with strong efficacy beliefs are more confident
in their capacity to execute a behavior.
Bandura indicate that efficacy beliefs consist of:
2.3.1.1 Level
2.3.1.2 Strength
2.3.1.3 Generality
2.3.2 Outcome expectations: If the ones have more efficacy beliefs, they will
change their behavior. As Bandura (1986) proposes,* Outcome expectations can be
dissociated from self-efficacy judgements when either no action can produce a selected
effect or when extrinsic outcomes are loosely linked to level or quality of performance”
(p-393)
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Outcome expectations include:

2.3.2.1 Physical
2.3.2.2 Social
2.3.2.3 Self-evaluation

Self-efficacy has been shown to be a powerful influence on individuals’
motivation, achievement, and self-regulation (Bandura, 1997 ; Multon, Brown and
Lent, 1991 ; Pajares, 1997 ; Stajkoric and Luthans, 1998)

Self-efficacy is predicted to enhance human accomplishment and well-being
in many ways (Bandura, 1986, 1997).

Self-efficacy can influence the choices people make and the courses of
action they pursue. Individuals tend to select tasks and activities in which they feel
competent and confident and avoid those in which they do not. Unless people believe
that their action will produce the desired consequences, they have little incentive to

engage in those actions. (Figure 2.12)

Outcome expectations

Efficacy beliefs High Low
High Strong trend to perform Trend to do not perform
Low Trend to do not perform Strong trend to do not perform

Source : Tassanee Prasopkittikul, 2551 : 2

Figure 2.12 Relation of Outcome expectations and Efficacy beliefs

Self-efficacy also helps determine how much effort people will extend on an
activity, how long they will persevere when confronting obstacles, and how resilient
they will be in the face of adverse situations. People with a strong sense of efficacy are
apt to approach difficult tasks as challenges to be mastered rather than as threats to be
avoided. They set challenging goals and maintain strong commitment to them. Heighten
and sustain their efforts in the face of failure, and more quickly recover their sense of
self-efficacy after setbacks. Conversely, people with low self-efficacy may believe that
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things are more difficult than they really are — a belief that can foster anxiety, stress,
depression, and a narrow vision of how best to solve problems.

Self-efficacy can influence one’s ultimate accomplishments and lead to a
self- fulfilling in which one accomplishes what one believes one can accomplish

2.3.3 Sources of self-Efficacy (Factors affecting self-efficacy) (Bandura, 1997)

2.3.3.1 Performance accomplishments (Enactive mastery experience) are one’s
personal mastery experiences, defined as past successes or failures. These experiences form
expectations that are generalized to other situations which may be similar or substantially
different from the original experience. For example, strong efficacy expectations are
developed through repeated success of a behavior, and reduced efficacy expectations can
result from failures. We can increase personal mastery for a behavior through participant
modeling, performance exposure, self-instructed performances, and performance
desensitization, the process through which aversive behavior is paired with a pleasant or
relaxing experience.

2.3.3.2 Vicarious experience (Modeling), which is observing others perform
threatening activities without adverse consequences, can also enhance personal self-efficacy
by demonstrating that the activity is “do-able” with a little effort and persistence. Vicarious
experience can be enhanced through live modeling (observing others perform an activity),
or symbolic modeling.

2.3.3.3 Verbal persuasion (Social Persuasions). People are led to believe they
can successfully accomplish a task or behavior through the use of suggestion, exhortation,
or self-instruction. However, because verbal persuasion is not grounded in personal
experience, it is a weaker inducer of efficacy and may be extinguished by histories of past
failures.

2.3.3.4 Emotional arousal (Physiological Factors). We can enhance perceived
self-efficacy by diminishing emotional arousals such as fear, stress, and physical agitation
since they are associated with decreased performance, reduced success, and other avoidance
behaviors. Emotional arousal can be mitigated with repeated symbolic exposure that allows
people to practice dealing with stress, relaxation techniques, and symbolic desensitization.
Perceived self-efficacy also affects how successfully goals are accomplished by influencing
the level of effort and persistence a person will demonstrate in the face of obstacles. That is,
the stronger the perceived self-efficacy, the more active our efforts. Higher self-efficacy is
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also associated with more persistence, a trait that allows us to gain corrective experiences

that reinforce our sense of self-efficacy.

2.4 Social support

Social support is a concept that is generally understood in an intuitive sense, as
the help from other people in a difficult life situation. The term social support has been
defined and measured in numerous ways.

Cobb (1976) defined social support as ‘the individual belief that one is cared for
and loved, esteemed and valued, and belongs to a network of communication and
mutual obligations’.

Social support is defined as ‘the perceived availability of people whom the
individual trusts and who make one feel cared for and valued as a person’ (Mindful, 2008)

Social support refers to Aid and assistance exchanged through social relationships
and interpersonal transactions (Berkman, Glass, Brissette and Seeman, 2000).

Social support is the functional content of relationships that can be categorized
into four broad types of supportive behaviors or acts (House, 1981):

2.4.1 Types of social support:

2.4.1.1 Emotional support generally comes from family and close friends
and is the most commonly recognized form of social support. It includes empathy,
concern, caring, love, and trust.

2.4.1.2 Instrumental support is the most concrete direct form of social
support, encompassing help in the form of money, time, in-kind assistance, and other
explicit interventions on the person’s behalf. It is provided by close friends, colleagues
and neighbors.

2.4.1.3 Informational support is the provision of advice, suggestions,
information or directives that assist the person to respond to personal or situational
demands.

2.4.1.4 Appraisal support involves transmission of information in the form
of affirmation, feedback and social comparison. This information is often evaluative and

can come from family, friends, co-workers, or community sources.
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In essence, social support is aid and assistance that one is received from
people whom one trusts and who make one has the confidence to overcome a difficult
life situation

2.4.2 Sources of social support There are 5 groups as follow:

2.4.2.1 Natural support system : family that is the primary support

2.4.2.2 Peer support system: this group had a same experience that had
severe affect to their life and they could be successful to adaptation. As a result,
They can be a counselor in the same situation to the others.

2.4.2.3 Organized Religious support system

2.4.2.4 Organized Religious support system of care giving or helping

2.4.2.5 Organized support groups not directed by health professional

This study using number 1,2,3,4 to apply for intervention

Cohen and his colleagues (S. Cohen and Syme, 1985 ; S. Cohen and Wills,
1985) proposed a distinction between structural and functional support measures. Structural
refers to measures describing the existence of and interconnections between social ties
(e.g., marital status, number of relationships, or number of relations who know one
another). Functional measures assess whether interpersonal relationships serve particular
functions (e.g., provide affection, feelings of belonging, or material aid). House and Kahn’s
(1985) social network and social relationship category would be classified functional.

The most common measure is a structural index of social ties that is often
termed social integration (SI). A prototypic Sl index includes marital status, close family
and friends, participation in group activities, and church/ religious affiliations. Functional
measures used in the physical disease literature include network satisfaction and perceived

availability of material aid or psychological support.
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Structural Aspects of support

Group / activity
Family / Peers

Specificity of support

People
Network member

Functional aspects of support

S Ability

A

Perceived

support

- Emotional
- Information
- Instruments
- Appraisal

Figure 2.13 Coherence of between structural and functional support measures:
Uchino, 2004

2.4.3 Effect of social support to health
Social-cognitive views of social support are concerned primarily with the
perception of support. A major premise is that once a person develops stable beliefs about
the supportiveness of others, day-to-day thoughts about social support are shaded to fit these
preexisting beliefs. In comparison to those with low levels of perceived support, those with
high levels should interpret the same behaviors as more supportive, have better memory for
supportive behaviors, display greater attention to supportive behaviors, and be able to think
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about support with greater ease and speed (Baldwin, 1992; Lakey and Cassady, 1990;
Lakey and Drew, 1997; Mankowski and Wyer, 1997)

2.4.4 Theories of social support's links to health Several theories have been
proposed to explain social support's link to health. The dominant theory is stress and
coping social support theory (Cohen and Wills, 1985), which is designed to explain
stress buffering effects. Life-span theory (Uchino, 2009) is designed to explain how the
trait-like aspect of social support is linked to physical health. Relational regulation
theory (Lakey and Orehek, 2011) focuses on the relational aspect of perceived support
and is designed to explain the main effect between perceived support and mental health.

Stress and coping social support theory (Barrera, 1986; Cohen and Wills, 1985;
Cutrona and Russell, 1990; Thoits, 1986) dominates social support research. According to
this theory, social support protects people from the bad health effects of stressful events
(i.e., stress buffering) by influencing how people think about and cope with the events.
According to stress and coping theory (Lazaraus and Folkman, 1984), events are stressful
insofar as people have negative thoughts about the event (appraisal)and cope ineffectively.
Coping consists of deliberate, conscious actions such as problem solving or relaxation. As
applied to social support, enacted support promotes adaptive appraisal and coping.
Perceived support reflects a history of receiving effective enacted support. Evidence for
stress and coping social support theory is found in studies that observe stress buffering
effects for social support (Cohen and Wills, 1985). One problem with this theory is that, as
described previously, enacted support is typically not linked to better health outcomes
(Barrera, 1986; Uchino, 2009).

Life-span theory (Uchino, 2009) focuses on how trait-like aspects of perceived
support and social integration can explain links to physical health. According to this theory,
social support develops throughout the life span, but especially in childhood attachment
with parents. Social support develops in tandem with adaptive personality characteristics
such as low hostility, low neuroticism, high optimism, as well as social and coping skills.
Together, support and other aspects of personality influence health largely by promoting
health practices (e.g., exercise and weight management) and by preventing health-related
stressors (e.g., job loss, divorce). Evidence for life-span theory includes that a portion of
perceived support is trait-like (Lakey, 2010), and that perceived support is linked to
adaptive personality characteristics and attachment experiences (Uchino, 2009).
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Relational regulation theory (RRT; Lakey and Orehek, 2011) is designed to
explain main effects between perceived support and mental health that result from
relational influences. As described previously, perceived support is primarily relational
(Lakey, 2010). Other research has shown a weaker than expected correlation between
perceived support and enacted support (Barrera, 1986). Lakey and Orehek (2011)
interpreted this weaker link to mean that perceived support's correlation with mental
health is based on processes other than stress and coping. Thus, RRT hypothesizes that
people regulate their emotions through ordinary conversations and shared activities.
Yet, this regulation is relational in that the providers, conversation topics and activities
that help regulate emotion are primarily a matter of personal taste.

2.4.5 Two main types of social support effects

There are two key ways by which social support is linked to health: stress
buffering and main effects (Cohen and Wills, 1985).

2.4.5.1 Stress buffering, social support protects people from the bad

effects of stressful life events (e.g., death of a spouse; job loss). Evidence for stress
buffering is found when the correlation between bad events and poor mental or physical
health is weaker for people with high social support than for people with low social
support. The weak correlation between stress and health for people with high social
support is often interpreted to mean that social support has protected people from stress.
The supportive actions approach predicts that received support enhances coping, which
buffers the relation between stress and health outcomes. (Figure 2.14)

\i‘ Coping

Stress v

Received support

Health

Y

Source : Cohen & Wills, 1985

Figure 2.14 Stress buffering effect of social support
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Main effects; people with high social support are in better health than
people with low social support regardless of stress. Stress buffering is more likely to be
observed for perceived support than for social integration (Cohen and Wills, 1985) or
enacted support (Barrera, 1986). Perceived support also shows consistent main effects for
mental health outcomes (Lakey and Cronin, 2008) and both perceived support and social
integration show main effects for physical health outcomes (Uchino, 2009). Enacted
support rarely shows main effects (Barrera, 1986; Uchino, 2009.) The social-cognitive
perspective predicts that perceived support promotes self-esteem, which leads to health

outcomes. Perceived support also leads directly to health outcomes. (Figure 2.15)

Self esteem

\

Health

\ 4

Perceived support

Source : Cohen and Wills, 1985

Figure 2.15 Main effect of social support to health

2.5 Chronic disease

2.5.1 Definition of chronic disease
There are various definition as follows:
1) Chronic diseases refer to diseases of long duration and generally slow
progression (WHO, 2008)
2) Chronic diseases refer to conditions that are not cured once acquired
are considered chronic. Additionally, other conditions must have been present for 3
months or longer to be considered chronic. (the United States Centers for Disease
Prevention and Control, 2008).
Therefore, in this thesis; chronic diseases are conditions or diseases that are
not cured once acquired and long duration must have been present 3 months or longer.
The most common chronic diseases are heart disease, stroke, cancer, respiratory disease,

diabetes, mental health problems, and cancer. Laboratory, clinical, and population-
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based studies suggest that a few risk factors are responsible for most chronic diseases:
unhealthy diet and high energy intake, lack of physical activity, and tobacco use.
Alcohol intake, environmental pollutants, age, and hereditary factors also play a role.
2.5.2 Chronic disease management
The Kaiser Permanente care triangle has commonly been used to
conceptualize chronic care at three main levels (underpinning by population-wide
disease prevention and health promotion):
1) supporting self-care for people with a chronic disease who are at low
risk of complications and hospitalization;
2) disease management for people who need regular routine follow-up
and are at high risk; and.
3) case management for people with complex needs who are high-
intensity users of unplanned secondary care.
For this brief, disease management is defined as the coordination of care at
all levels.
2.5.3 Chronic Care Model
One of the most widely applied is the generic chronic care model, originally
developed in the United States. The model suggests that six interdependent components
are essential for chronic disease management: health care organization, delivery system
design, community resources and policies, self-management support, decision support,
and clinical information systems (Bodenheimer et al., 2002). Denmark, England,
France, Germany, Ireland, Italy, Scotland, Sweden, and Wales have adopted policies
based to some extent on this model focused on service delivery. The approaches in these
countries are very different, but they share an emphasis on disease management at the

level of service delivery.
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Figure 2.16 The chronic care model

In the Netherlands, the government has been implementing components of
the chronic care model for at least 10 years (before the model was formally
conceptualized).Tran mural care programs aim to bridge the gap between hospital and
community care (an intermediate care approach), but some research suggests that this
approach is not broad enough to have a long-term impact (Temmink et al., 2001).

One meta-analysis (Tsai et al., 2005) found that no single element of the
chronic care model was essential for improving outcomes but that changing the design
of the delivery system significantly improved processes and outcomes, as did self-
management support. On the other hand, the RAND Corporation set up a formal
evaluation of the chronic care model with more than 40 organizations in the United
States. The evaluators found that this policy option can lead to better processes and
outcomes of care, including clinical outcomes, satisfaction and costs (Pearson et al,

2005). Four components of the model were most likely to be associated with sustained
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change: organizing practice teams, collaborative decision-making with people with
long-term conditions, encouraging provider participation in improvement efforts, and
wider patient education methods. All focused on communication, involvement, and
engagement — core aspects of policy options that take a population health or system-
wide approach. Such findings are important because they attempt to analyze exactly
which components of the policy framework may have most benefit and whether the
entire model or just some components are necessary. Much of the research evidence
about these frameworks is observational and cannot be used to draw causal inferences.
There are trials and reviews of specific policy components, such as patient education or
self-management, but few high-quality studies have assessed the effects of the overall
framework of focusing policy at the level of service delivery. The few studies that do
investigate this area tend to have relatively small numbers of participants, are industry-
sponsored or do not investigate health care resource use and costs (Walsh et al., 2002,
Feifer et al., 2001).

WHO’s Innovative Care for Chronic Conditions Framework, which focuses
on community and policy aspects of improving chronic care rather than the primary care
focus of the chronic care model (Fig. 2.16), is also a system-wide approach. It suggests
that it is important to target disease management at the micro level (individual and

family), meso level (health care organization and community) and macro level (policy).
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Figure 2.17 The Innovative Care for Chronic Conditions Framework

Another system-wide policy approach is the ecological or public health

model for chronic conditions. The principle is that influencing the burden of chronic

conditions requires intervention in population-wide policies, community activities and

health services. This perspective includes the continuum of prevention and care.

It emphasizes the determinants of disease as well as social, cultural and economic

factors that might affect the quality and quantity of care. Policies based on an ecological

perspective emphasize the interaction between and interdependence of factors within
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and across all levels of health policy, including people’s interactions with their physical
and socio cultural environments. It takes account of inequality in health and its causes
(Schwartz and Brownell, 2007)

Evaluations of individual initiatives using this model have found benefits for
service users and service provision (Gemson et al., 1990; Gritz etal., 1992; Stewart etal.,
1997) Evaluations also suggest that leadership, epidemiology and surveillance, partnerships,
government plans, targeted interventions, evaluation and good program management are all

critical to implementing chronic disease management across care programs (CDC, 2003)

2.6 Diabetes Mellitus

Diabetes mellitus is a major problem worldwide, affecting approximately 180
million people (WHO, 2006). Diabetes has a major impact on the global burden of
disease through its detrimental impact, if not controlled, on the heart, blood vessels,
eyes, kidneys and nerves, so accelerating death and disability from other conditions.

The prevalence of diabetes worldwide in 2000 was estimated to be 2.8% and is
expected to increase to 4.4% by 2030 (Wild et al., 2004). In the United States, the age-
adjusted prevalence is already 6.3% (Engelgau et al., 2004), with one in three persons born
in 2000 anticipated to develop diabetes at some point in their life (Narayan et al., 2003).
This increase is mainly in type 2 diabetes although type 1 diabetes is also increasing swiftly,
at approximately 3% per year. There is a strong association between obesity, increasingly
affecting children, and incidence of type 2 diabetes (Haines et al., 2007). Large relative
increases in diabetes prevalence are expected to be seen in countries undergoing economic
and nutrition transition. (International Diabetes Federation, 2003).

2.6.1 Historical background

Definition:

Diabetes mellitus (DM) is a clinically and genetically heterogeneous
group of disorders characterized by abnormally high levels of glucose in the blood.
The hyperglycemia is due to deficiency of insulin secretion or to resistance of the
body’s cells to the action of insulin, or to a combination of these. Often there are also

disturbances of carbohydrate, fat, and protein metabolism.
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It has been centuries since this syndrome was first recognized. Credit for
the initial observation that diabetes is not a single disorder rests with two Indian
physicians-Chakrata and Susruta (600 B.C.)-who differentiated two forms of the
disease, althought most of the descriptions in the classic literature probably relate to
what we know today as type 1 (insulin — dependent) DM. During the 18" and 19"
centuries, a less clinically symptomatic variety of the disorder, identified by heavy
glucosuria, often detected in later life and commonly associated with overweight rather
than wasting, was noted, which today we recognize as type 2 DM. In the 20™ century,
when screening programs for DM commenced, it became apparent that there were many
people who could be classified as having DM but who were in general “asymptomatic.”
It has subsequently become apparent that the term diabetes mellitus covers a wide
spectrum of disease, from those with acute and sometimes explosive onset to
asymptomatic people whose disease is discovered by screening.

In the mid — 1930s, Himsworth (Himsworth, 1936) proposed that there
were at least two clinical types of DM, insulin sensitive and insulin insensitive, the
former being due to insulin deficiency. Confirmation of his clinical observations came
with Bornstein and Lawrence’s (Bornstein and Lawrence, 1956) development of a
bioassay for insulin, and when radioimmunoassay for insulin became available a decade
later (Berson and Yalow, 1979), Bornstein and Lawrence,s observations were
confirmed. The widespread acceptance of the terms juvenile — onset and maturity —
onset DM at this time affirmed the concept that there were at least two major forms of
the disease.

During the last decades of the 20™ century, research has led to the
recognition that DM is a syndrome and comprises a heterogeneous collection of
disorders, and that the different types of DM have different etiologies, although their
pathologic effects after onset of disease may be similar.

2.6.2 Modern classification systems for diabetes mellitus
In 1979, a classification for DM and other categories of glucose intolerance,
based on scientific research on this heterogeneous syndrome, was developed by an
international workgroup sponsored by the National Diabetes Data Group (ADDG) of
the National Institutes of Health. This group recognized DM as being a syndrome,
a collection of disorders that have hyperglycemia and glucose intolerance as their
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hallmark characteristics, due either to insulin deficiency or to impaired effectiveness of
insulin’s action, or to a combination of these. The World Health Organization (WHO)
Expert Committee on Diabetes in 1980 endorsed the substantive recommendations of
the NDDG (WHO, 1980). These groups distinguished two major forms of DM in
Western countries, which they termed insulin — dependent DM (type 1 DM) and non —

29 ¢

insulin — dependent DM (type 2 DM). The older terms “juvenile—onset,” “maturity—
onset,” and “adult-onset ” DM were recommended to be abolished.
2.6.3 The American Diabetes Association classification system

In 1996 and 1997, an expert committee of the American Diabetes
Association considered the research findings of the last 20 years and proposed some
changes to the NDDG/WHO classification scheme. The main features of the changes in
the classification are:

2.6.3.1 Elimination of the terms insulin — dependent DM and non —
insulin dependent DM and their acronyms, IDDM and NIDDM. However, the terms
type 1 and type 2 DM were proposed to be retained.

2.6.3.2 Inclusion under type 1 DM of forms of DM involving pancreatic
B — cell destruction, including those cases due to an autoimmune cause and those cases
in which an etiology is not known.

2.6.3.3 More precise definition under type 2 DM of the form of DM that
is the most prevalent in the United States and is due to insulin resistance with insulin
secretary defects.

The exact causes of type 1 and type 2 DM, the subject of intensive research
for decades, remain unknown, although both can be accompanied by ketoacidosis,
blindness, kidney failure, premature cardiovascular disease, stroke, amputations, and
other diabetic complications. DM associated with other conditions may be strictly
secondary to the pathophysiologic consequences of these conditions. GDM may arise
from the physiologic stresses of pregnancy or it may be a degree of abnormal glucose
tolerance that precedes pregnancy and is discovered during the routine metabolic testing
that occurs during pregnancy.

2.6.4 Type 1 Diabetes Mellitus

This type of DM comprises approximately 5% to 10% of cases in the DM

syndrome. It is the most common form of DM among children and adolescents and was
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formerly termed juvenile — onset DM. In these people, the disease is usually characterized
by abrupt onset of severe symptoms, dependence on exogenous insulin to sustain life,
and proneness to ketosis even in the basal state, all of which are caused by absolute
insulin deficiency (insulinopenia).

Type 1 DM results from 3 — cell destruction that leads to virtually total loss
of insulin secretion and absolute insulin deficiency.Two subclasses are discriminated: an
autoimmune class and an idiopathic class. The autoimmune form is a chronic disease with
a subclinical prodromal period characterized by cellular — mediated autoimmune
destruction of the insulin — producing 3 — cell in the pancreatic islets. The etiologic agents
that initiate the autoimmune process and  — cell destruction are not established but are the
subject of intensive research. Environment factors may trigger initial 3 — cell damage and
subsequently accelerate the destructive process. The most likely environmental candidates
are viral infections. Genetic and environmental etiologies probably are heterogeneous, as
evidenced by the wide variability in the occurrence of type 1 DM. The incidence is highest
in Scandinavia, with more than 30 cases/year/100,000 people, of medium incidence in
Europe and the United States (approximately 10 to 15 cases/year/10,000) and populations
living in the tropics (Karvonen et al., 1993). The disease appears to be virtually absent in
some populations (e.g., North American Indians and Pacific Islanders).

Type 1 DM also includes cases in which causes of the § — cell destruction
are not understood but are thought to not be immune mediated. A minority of patients
with type 1 DM are in this category, which is strongly inherited but not associated with
histocompatibility genes. Patients experience episodic ketoacidosis and varying degrees
of insulin deficiency; most are of African or Asian origin.

2.6.5 Type 2 Diabetes Mellitus

This type of DM comprises approximately 90% of the DM syndrome and, in
certain groups such as North American Indians and populations in the South Pacific, it
is virtually the only form of DM (King et al., 1995). It is characterized by insulin
resistance in muscle, liver, and adipose tissue that probably begins at a preclinical stage
(possibly at the stage of impaired glucose tolerance). Type 2 DM may be unrecognized
for years because of lack of symptoms. Eventually, defect in insulin secretion leading to

decompensate hyperglycemia precipitate clinical onset of the disease.
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In contrast to type 1 DM, patients with type 2 DM do not depend on
exogenous insulin for prevention of ketonuria and are not prone to ketosis. However,
they may require insulin for correction of fasting hyperglycemia if this cannot be
achieved with the use of diet or oral agents, and ketosis may develop under special
circumstances such as severe stress precipitated by infections or trauma. In the basal
state, there may be normal levels of insulin, mild insulinopenia, or above — normal
levels of insulin associated with insulin resistance. In response to a glucose or meal
challenge, a range of insulin levels from low to supranormal has been found in the
group of diabetic patients in this subclass.

Although diagnosis in most patients with type 2 DM is made in adult years, the
disease also occurs in young people who do not require insulin and are not ketotic and
hence could not be considered to have type 1 DM (Scott et al., 1997; Neufeld et al., 1998).
In addition, the average age at diagnosis of type 2 DM is much earlier in very high
prevalence groups such as North American Indians and Pacific Islanders, and somewhat
earlier in medium prevalence group such as African Americans and Hispanic Americans,
compared with the U.S. white population (Harris et al., 1995).

Although the etiology of type 2 DM is unclear, the disease has a strong
genetic basis as evidenced by the frequent familial pattern of occurrence, its high
prevalence in certain ethnic groups, and genetic admixture studies. Virtually all race —
ethnic group in the United States are at higher risk than the majority white population
(Harris et al, 1995) probably because of a higher frequency of genes associated with
DM in the former groups. The genes causing most cases of type 2 DM remain obscure
but are the subject of intense investigation (Hanson et al., 1998,Cox et al., 1999).
Although type 2 DM is strongly associated with genetic factors, it is undoubtedly
heterogeneous in its etiology because a variety of lifestyle and environmental factors
have been identified as being risk factors for the condition (Haffner, 1998). In all
probability, the cause of type 2 DM lie in environmental and lifestyle factors
superimposed on genetic susceptibility. Prominent among these factors is obesity, and
approximately 50% to 90% of all patients with type 2 DM are obsess (Harris et al
,1995). A strong association between upper body obesity (central obesity) and type 2
DM prevalence and incidence has been demonstrated. Intraabdominal fat deposition is
the important site conveying enhanced risk for type 2 DM (Bergstrom et al ,1990).
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Other risk factors include increasing age, high caloric intake, sedentary lifestyle, and
low birth weigh. People with impaired glucose tolerance or GDM are also at increased
risk, probably because these conditions are preclinical stages of type 2 DM.
2.6.6 Diagnostic criteria for diabetes mellitus

The American Diabetes Association Expert Committee recommended
modification of the NDDG/WHO diagnostic criteria. Recognizing the difficulties
inherent in performing the oral glucose tolerance test, the criteria now essentially
exclude the oral glucose tolerance test as a diagnostic method in routine clinical
practice. Instead, the criteria rely on fasting hyperglycemia for the diagnosis of DM.
The current criteria for diagnosing DM are shown in Table 2.3. DM can be diagnosed
by the presence of the classic signs and symptoms of DM and unequivocally elevated
blood glucose levels; by elevated fasting plasma glucose; or by elevated plasma glucose
at 2 hours after a 75- g oral glucose challenge. The latter method, however, is not

recommended in clinical practice.

Table 2.5 Diagnostic criteria for diabetes mellitus, impaired fasting glucose, and

normal fasting glucose

Diabetes
Symptoms of diabetes plus casual plasma glucose > 200 mg/dL
OR
Fasting plasma glucose > 126 mg/dL, confirmed by repeat testing on a different day
OR
Plasma glucose > 200 mg/dL at 2 hours after a 75 — g oral glucose challenge, confirmed
by repeat testing on a different day. This method is not recommended for routine
clinical use.
Impaired fasting glucose
Fasting plasma glucose > 110 — 126 mg/dL
Normal fasting glucose
Fasting plasma glucose > 110 mg/dL

Symptoms of diabetes include such classic symptoms as polyuria,
polydipsia and other acute manifestations of hyperglycemia. Fasting is defined as no
caloric intake for at least 8 hours.

For people without the classic symptoms of DM, the fasting plasma glucose
should be measured after at least an 8 — hour fast, and a value of at least 126 mg/dL is

~ Mahasarakham University



58

indicative of DM. The diagnosis is confirmed if this elevated value is found on a repeat
test on a separate day.

The committee also considered whether hemoglobin A;. (HbA;c) might be
used or diagnosis of DM. This laboratory test can be measured at any time of the day. It
also has relationship with retinopathy that is similar to that of fasting and post challenge
glucose. The difficulty with using this as one of the diagnostic methods is that there are
many different methods to measure HbA that can yield different values even in the
same blood sample, and there is not a generally accepted measurement method. A
movement toward standardization is now under way, however, and use of HbA for
diagnosis of DM should be reevaluated in the near future.

The HBALc assay was introduced in 1989 as a replacement for the total
glycohemoglobin test. The HbAlc assay is the measurement of glycated hemoglobin
and is regarded as the gold standard method for assessing long-term glycemic control.
Erythrocytes are freely permeable to glucose, and studies confirm that the rate of
formation of glycated hemoglobin is directly proportional to the ambient glucose
concentration.( Bunn et al,1976) Because the average lifespan of an erythrocytes is 120
days, the HbA1lc assay reflects the mean blood glucose level over the previous 2 to 3
months.(Braunwald et al, 2001)

2.6.7 Complication of Diabetes

2.6.7.1 Diabetic Ketoacidosis and hyperglycemic (DKA)

DKA is a state of severe metabolic decompensation characterized by
hypoglycemia, metabolic acidosis, and increased total ketone bodies or ketoacids.
Ketoacidosis result from insulin deficiency and excess counterregulatory hormones
including glucagon, catecholamines,cortisol, and growth hormone. The insulin
deficiency of DKA can be absolute, as is usually the case in patients with autoimmune
type 1 diabetes, or the insulin deficiency can be relative, as in patients with type 2
diabetes in the presence of stress or intercurrent illness that causes sudden worsening of
insulin resistance and impairment of insulin secretion .

Symptoms and Signs: clinical features of DKA at presentation can be
non-specific, but in general, patients complain of polydipsia and polyuria for several
days prior to the development of ketoacidosis. Type 1 diabetes patients with DKA tend
to have a shorter prodrome before presenting for medical attention due to the absolute
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lack of insulin. Generalized weakness, weight loss, and gastrointestinal symptoms
including nausea, vomiting, and abdominal pain are usually present on admission.
Abdominal pain, sometimes mimicking an acute abdomen, is especially common in
children. (Guillermo, 2006)

2.6.7.2 Hypoglycemia in diabetes

Typically blood glucose levels are tightly regulated between 70 and 150
mg/dl in healthy persons.

Hypoglycemia, defined as blood glucose levels of less than 70 mg/dl,
occurs as a consequence of fasting for longer than 24 hours or in disease conditions
including insulinomas, galactosemia, hereditary fructose intolerance, Addison’s disease,
pituitary failure, chronic renal failure, and diabetes.

Allen Whipple first described the clinical diagnosis of hypoglycemia
when treating patients with pancreatic insulinomas.This clinical diagnosis has been
called Whipple’s traid, and includes the symptoms of hypoglycemia, low circulating
plasma glucose, and prompt relief of symptoms after glucose administration.

Hypoglycemic symptoms: The onset of hypoglycemic symptoms in
healthy subjects occurs at plasma glucose levels between 49 and 58 mg/dl. Symptoms
are categorized as neuroglycopenic or autonomic. Neuroglycopenic symptoms are
caused by low cerebral glucose levels and include confusion or difficulty thinking,
sleepiness, dizziness, weakness, fatigue, slurred speech, hunger, and eventually
(if untreated) seizures and coma. Autonomic symptoms result from activation of the
autonomic nervous system and include sweating, palpitations, tremulousness, anxiety,
and paresthesias. There is a gradual order of symptoms as the blood glucose declines.

Mild symptomatic hypoglycemia is usually easily recognized and treated
by the patient. However, if it is unrecognized, as in hypoglycemic unawareness, mild
hypoglycemia can lead to severe hypoglycemia, which can require external assistance
for treatment and could even lead to seizures, coma, or death. Therefore, although it is
critical to avoid severe hypoglycemia, the patient should be educated that asymptomatic
or mild symptomatic hypoglycemia should be taken seriously as well in order to maintain

awareness and prevent a more serious episode of hypoglycemia.( Guy et al., 2006)
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2.6.7.3 Diabetic neuropathy

Diabetic neuropathy encompasses a wide, heterogeneous group of
clinical and subclinical syndromes. It is one of the major long-term complications
associated with diabetes that can cause considerable morbidity and mortality. Although
the diagnosis diabetic neuropathy can vary significantly, the prevalence ranges from 5%
to 45% in the United States and other developed countries. Consequently, millions of
persons with diabetes are afflicted with diabetic neuropathy. Fifty to seventy-five
percent of all ulcerations and nontrauma amputations are a consequence of diabetic
neuropathy, and it causes more hospitalizations than all the other diabetic complication
combined. (Vinik et al., 2006)

2.6.7.4 Diabetic nephropathy

The natural history of diabetic nephropathy associated with type 1
diabetes is characterized by early presence of microalbuminuria, with subsequent
development of hypertension and declining glomerular filtration rate (GFR). In type 2
diabetes, hypertension and albuminuria are generally present on initial diagnosis.
Diabetic renal disease occurs with either type 1 or type 2 diabetes, particularly in
patients with poor glycemic control, elevated blood pressure (BP), and elevated blood
lipids. The pathology and the natural history are similar in both types, with the
exception that vascular disease is seen earlier and to a greater extent in type 2 diabetes.
Although patients with type 2 diabetes are less likely to progress to overt renal failure,
they represent the majority of patients with diabetes who receive maintenance dialysis
due to sheer population mechanics (90% of the diabetic population have type 2 diabetes).
(Chua and Bakris, 2006)

2.6.7.5 The Diabetic foot

Foot complications and amputation represent one of the most important
of all the long — term problems of diabetes, medically, socially, and economically.

The global term Diabetic foot refers to a variety of pathologic conditions
that affect the feet of people with diabetes. Neuropathy is a major contributory factor in
the pathogenesis of foot ulceration and of Charcot ’s neuropathic arthropathy (CN).
Often neuropathy can be implicated in the causal chain ultimately resulting in amputation.
(Boulton and Armstrong, 2006)

~ Mahasarakham University



61

Foot ulcer are lesions that involve a skin break with loss of epithelium;
they can extend into the dermis and deeper layers, sometimes involving bone and
muscle.

Amputation is the removal of a terminal, nonviable portion of the limb.
Foot ulceration is the end-stage complication of neuropathy and vascular disease, and
the risk of developing this end stage is much greater than the risk of reaching end-stage
sequelae of retinopathy or nephropathy.

Progress has been made in our understanding of the pathogenesis and
management of the diabetic foot since the 1980s. Publish research on the diabetic foot
has increased from 0.7% in 1980 to 1988 to at least 2.7% since 1999 as indexed in the
National Library of Medicine’s Pubmed database. Councils and study groups have been
formed in both the European Diabetes Association and the American Diabetes
Association, and the International Working Group has published an International
consensus booklet on the diabetic foot.

2.6.7.6 Diabetic retinopathy

Retinopathy is a major cause of morbidity in patients with diabetes. It
remains the primary cause of new blindness in most industrialized countries. After 20
years of disease, evidence of retinopathy is present in almost 100% of patients with
typel diabetes and 50% to 80% of those with type2 diabetes.

The incidence of blindness is 25 times higher in patients with diabetes
than in the general population. Diabetic retinopathy (DR) is the most common cause of
blindness in middle-aged people, accounting for at least 12 % of all new cases of visual
loss in the United States each year. The presence of severe retinopathy may also be a
risk factor for death due to ischemic heart disease.

The duration of the diabetes is the most important predictor of diabetic
retinopathy. Patients who have had type 1 diabetes for 5 years or less rarely show any
evidence of retinopathy. However, 27% of patients who have had typeldiabetes for 5-
10 years and 71% to 90% of those who have diabetic retinopathy. After 20 -30 years,
the incidence rises to 95 %, and about 30 % to 50% of these patients have proliferative
diabetic retinopathy (PDR)

Treatment of diabetic retinopathy is directed both at prevention, primary
by tight glycemic control, and at treatment of established ocular disease. Because the
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rate of progression may be rapid and therapy is at least partially effective, it is also
important to regularly screen diabetic patients for the development of retinal disease.
(Khan et al., 2006 )

2.7 Relevant researches

2.7.1 Health policy

Pithayarangsrith (2004), studied about in UC scheme in Thailand using
policy process approach to examine the four elements of context, content, process and
actors using qualitative method by interviews, documentary and media analysis,
focusing on group discussions . She suggested that Thailand has a tightly-knit,
medically-dominated policy community, which includes bureaucrats, professionals and
academics, and which continued to influence policy during both policy formulation and
implementation. The implementation was top-down policy process .With the limitation
of time and lack of preparation , policy implementation had problems, such as
understanding of health personnel at all level , management system , reliability of the
clients. But leadership is important to overcome the obstacles.

Jindawatana , Pipatrotechanakamon (2004), studied about policy
development of UC in Thailand.Using compound method such as policy process (in 4
elements; context, content, process and actors) , the stages heuristic ,cause and effect
after policy implementation, and model of policy. This research suggested that the UC
scheme is used as incrementalism policy model. This policy has three of well policy
criteria: legitimacy, congruency, and feasibility. In content of policy, there are more
benefits for people. However, the essences of the policy in some parts were changed
from the beginning phase. This policy is accomplishment because using the triangle that
moves the mountain strategy. However, there were not well-prepared health care service
reforms, such as organization system design, manpower system, system management,
network, etc. Therefore, this policy had many obstacles that had to overcome for
achieve its intended objectives.

Nathan.et al (2005) ,Using a childhood obesity summit held in Australia in
2002 as a case study, this paper examines how evidence was used in setting the agenda,
influencing the Summit debate and shaping the policy responses which emerged. The
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study used multiple methods of data collection including documentary analysis, key
informant interviews, a focus group discussion, and media analysis. The resulting data
were content analyzed to examine the types of evidence used in the Summit and how
the state of the evidence base contributed to policy-making. The Summit demonstrated
that policy action will move forward in the absence of strong research evidence. Where
powerful and competing groups contest possible policy options, however, the evidence
base required for action needs to be substantial. As with tobacco control, obesity control
efforts are likely to face ongoing challenges around the nature of the evidence and
interventions proposed to tackle the problem. Overcoming the challenges in controlling
obesity will be more likely if researchers and public health advocates enhance their
understanding of the policy process, including the role different types of evidence can
play in influencing public debate and policy decisions, the interests and tactics of the
different stakeholders involved and the part that can be played by time-limited yet high
profile events such as Summits.

Lin and Robinson (2005), Policy development in public health has never
been confined to a set of health programs, and in 2003/04, the lead was often taken from
outside the health sector. Most significant was the adoption of the National Agenda for
Early Childhood, pushed by public health advocates for child health since the mid
1990s. The National Public Health Partnership responded by coordinating a scoping of
child health strategies across Australia. Elsewhere in Government, "Promoting and
Maintaining Good Health" was adopted as one of the National Research Priorities.
Healthy ageing also emerged as a policy theme in Ageing Research.

Leethongdee (2007), examined the implementation of Thailand’s universal
coverage (UC) health care reforms, using a ‘policy ethnography’ approach which used
mixed method (documentary analysis, semi-structure interviews, focus group
discussion) to investigate the perspectives of local policy actors. He suggested that it
was generally actors at the higher levels of the provincial health administration who had
actual potential to influence the way the reforms were implemented. However, there
were interesting examples where middle-level provincial actors gained influence at
particular junctures of the implementation process , usually either when they were in a
strategic position with regard to the rool-out of particular policy, or if they could get
support from powerful allies higher up the MoPH hierarchy. The degree of engagement
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and knowledge of lower-level actors was more limited, and many at this level saw the
reforms as overly top-down. Over the period covered by the study, the relative influence
of top-down and bottom-up influences ebbed and flowed. There was cycle whereby
local adaptations usually led to a reaction at the center, and further policy statements
and top-down directions. Many problems arose in implementation the UC reforms,
including difficulties in achieving progress on the original objectives of reducing
geographical inequalities of funding and workforce distribution, problems in allocating
resources fairly within the local health system, lack of progress in developing primary
care, and tension between curative and preventive approaches.

Soonthornnonta, Meechart (2007), investigated and identified the influence
of dispositions or attitudes of implementers who are in public and private sector in the
policy implementation process by using the conception of framework of Van Meter and
Van Horn’s policy implementation theory and choosing the Skill Development
Promotion Policy for labor to be case study. The scope of study was the participation
between the Entrepreneur and Department of Skill Development in policy
implementation process. The results of the study were analyzed and developed to be a
model of policy implementation. In the research, sample groups were the high —level
bureaucracy of Department of Skill Development and the entrepreneur of industry,
commerce and service business in Bangkok area. Data collection was made by using the
in- depth interview and questionnaire. Soonthornnonta, and Meechart suggested that the
enforcement was the factor having most influences in policy implementation process .
The factor having positive relation to performance were enforcement, dispositions or
attitudes of implementers; and the enforcement factor is the most influence to the
performance in policy implementation process in case of the Skill Development
Promotion Policy for labor in Thailand.

2.7.2 Social support and self efficacy

Iso (2004), examined prospectively the association between social support
and risk of coronary heart disease and stroke incidence and mortality within a cohort of
44 152 Japanese men and women aged 40 to 69 years, free of previous diagnosis of
cancer and cardiovascular disease. A total of 301 cases of newly diagnosed coronary
heart disease, 1057 strokes, 191 coronary heart disease deaths, and 327 stroke deaths
occurred between the baseline questionnaire (1993-1994) and the end of follow-up in
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January 2004. The result illustrated that low social support was associated with a higher
risk of stroke mortality, especially for Japanese men. However, social support was not
associated with stroke incidence, suggesting social support may be more important in
promoting recovery than in preventing disease. The findings have health policy
relevance given the current decline in the marriage rate in Japan as well as the rapid
population aging in that society. Low social support was associated with higher risk of
stroke mortality in men. However, social support was not associated with stroke
incidence, suggesting social support may be more important in stroke prognosis than
preventing incidence.

Siriwattanapornkul (2007),investigated the relationships between selected
factors and blood glucose level among patients with diabetes mellitus type 11 received
health care services in Kaoleaw hospital, Nakhonsawan Province. The 249 samples who
had blood glucose level more than or equal to 126 mg% were selected by
simple random sampling. The research instruments were factors related to blood
glucose level questionnaires which were approved the content validity by 5 experts and
the reliability of dietary control behaviors, exercise behaviors, medicine taking
behaviors, family social support and receiving services, were .841, .842, .839,

.833 and .838, respectively. Data were analyzed by using percentage, mean, standard
deviation, Pearson’s Product Moment Correlation and Chi-square.The results indicated
that dietary control behavior was negatively related to blood glucose level among
patients with diabetes mellitus type Il at .05 of significance level. Moreover, family
social support was positively related to those of them with statistical significance(p<
0.005). This results suggested that dietary control behaviors and family social supports
were important related factors for controlling blood glucose level among patients with
diabetes mellitus type II.

Phalasarn (2011), studied the effectiveness of health education program by
application of theory of Planned Behavior and Social Support for prevention alcohol
drinking behavior among secondary level 4 in Khongchaiwittayakhom School,
Khongchaipattana Subdistrict, Khongchai District, Kalasin Province. The pretest-posttest
two groups design was used .The samples were 82 students and divided to be the
experimental group 40 students and comparison group had 42 students. The experimental
group received health education program that was applicated from the theory of Planned
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Behavior by Icek Ajzen and Social Support by House. The strategies used in the program
were role playing, watching the VDO clips, group discussion, providing a hand book of
alcohol prevention, exchanging experience, and receiving social support from teacher and
guardians. The duration of the experiment was 12 weeks. Data were collected by
questionnaires before and after experiment. Descriptive statistic used frequency, percentage,
mean and standard deviation. For comparing variables between groups the Paired Sample t-
test and Independent t-test were employed.The results reflected that this health education
program had enough effectiveness in alcohol consumption preventive and suggested to be
applicated in other areas.

Thongnoi (2011) This research study design was experimental education.
The research aims to study the application of the Health Belief Model with social
support to improve preventive behavior for cerebrovascular disease among hypertension
patients in Tumbon Nonpayom Chonnabot district, Khonkean Province. The sample
consisted of 74 hypertension patients, 37 of whom were in the experimental group and
37 in the control group.The Experimental group received interventions included VDO
presentations , demonstrations , guides and brochures, and home visits by our health
volunteers. Data were collected by questionnaire. The statistical analysis descriptives
included percentage, mean and standard deviation and analytical statistics included the
paried sample t—test, and the independent sample t-test. These differences were
compared before and after treatment of experimental group and between groups at the
0.05 level of significance. The main results were as follows : after the experiment
showed that the experimental group scored a higher mean than before the experiment,
and a higher mean than the control group for knowledge of cerebrovascular disease,
perceived susceptibility of cerebrovascular disease, perceived severity of
cerebrovascular disease, perceived benefits of procedure as instructed, and received
social support. These scores are statistically significantly higher than before the
experiment (p-value<0.001).

Mansin (2009) examined the effectiveness of health education teaching by
applying the self-efficacy theory and social support enhancing exercise-promoting
behavior among coronary artery bypass graft surgery patients in Siriraj hospital. Of the
58 cases. The samples were divided into 28 cases in the experimental group and 28

cases in the comparison group. This was a purposive sampling with designated
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qualifications. It was found that after the experiment, the experimental group achieved
higher averages score for the perception of self-efficacy related to exercise than before
the experiment, with statistical significance (p< 0.001) and higher than the comparative
group, but without statistical significance (p< 0.81). The average scores for positive
expectation regarding exercise were higher than before, but not significant (p=0.124),
and higher than the comparative group, but not significant (p=0.315). Exercise behavior,
in general, among the experiment group was significantly more frequent than among the
comparative group (p=0.011). The program of health education teaching, applying self-
efficacy theory and social support, appropriately encouraged exercise behavior among
coronary artery bypass graft surgery patients. Education providers serving patients in
the public health stations should, therefore, further apply this program appropriately
with this group of patients and other patient groups.

Layanun (2011) studied the benefits of using the PROMISe model to work
towards sustainable “3-self ” Health behavior changes(self-efficacy, self-regulation and
self-care) in a Weight and Disease Reduction program conducted for at Lerdsin
Hospital. The research, Cross-sectional study, was divided into two parts. Total of 302
people participated in the first part of this research and 173 people participated in the
second part. The results showed the relationship between the 3-self health behaviors,
BMI value and satisfaction after finishing the program and 6 months later. The
PROMISe model did indeed influence the sustainability of the 3-Health Behavior
changes, and subsequent weight loss. The most influential factors of PROMISe model
were result-based management, positive reinforcement, and optimism.

It could be concluded that this policy is top-down, the policy implementation
needs the essential factors to achieve success as the researcher could discover that social
support was the most efficient and successful factor in the preliminary part of this study.
The examination of this finding was undertaken by applying the social support
including self-efficacy to solve increasing complications in diabetes patients as the
researcher created the conceptual framework and the new diabetes care service system

as follows.
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Figure 2.18 Conceptual framework phase I
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Phase 11
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- Observation
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Figure 2.19 Conceptual framework phase 11
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Figure 2.20 Conceptual framework phase 111 of the research
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CHAPTER Il

RESEARCH METHODS

This chapter discusses the method used to explore the study questions. The
method included qualitative study and quantitative study which was organized in the
following way:

1. Research design
. Pattern of Research
. Study area
. Study Population and Samples
. Sample Size
. Intervention
. Methodology
. Instruments and Data Collection

© 00 N O O A W DN

. Ethical Considerations

10. Data analysis

3.1 Research Design

This research employed both quantitative and qualitative methods. It consisted of a
cross-sectional survey, in-depth interview, and a quasi-experimental (non —equivalent
pretest post test control-group) study design. The intervention had been tried out and
improved prior to introducing it to the intervention group.

The researcher contained a field practice. The intervention was developed after
analyzing the quantitative data, qualitative data, and information that had been gathered by
subject in-dept interviewing. In order to evaluate the effects of the intervention, this
research was designed as a quasi- experimental (non —equivalent pretest post test control-
group) study design. Two Tambon Health Promoting hospitals (THPHSs) from same district
in Ubonratchathani Province were purposively selected in order to solve the problem of DM
management system in community. The two Tambon Health Promoting Hospitals (THPHS)

are far from each other approximately 20 kilometers and have similar socio-economic,
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geographical, and local political contexts. The Nonkasem Tambon Health Promoting
Hospitals (THPHSs), Warinchamrap District was assigned as an experimental group, and
Ratsamran Tambon Health Promoting Hospitals (THPHSs),Warinchamrap District, as a
comparison group. The same intervention was provided to the comparison group after the
research had finished the intervention in the experimental group.

Phase | : Survey by questionnaires (a cross-sectional survey)

Phase Il : In-depth interview, Observation

Phase Il : Quasi-experiment.

3.2 Pattern of Research

The research design of phase 111 was a quasi—experiment; non-equivalent group
comparison design. This design is the counter part of Pre-test, Post-test control group
experimental design, with the difference that, here the comparison groups are not
selected by random allocation, but by the researcher using her subjective judgment.

Two unions with almost similar characteristics were selected.

The research design is shown as follows:

X
01 02:
Exp. Group
Non-equivalent cont. group 03 04

0103 Data collection before the intervention program.
02 04 Data collection after the intervention program.

X Intervention (successful conditions)
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Information as follow:

Exp. Group X wk2 wk4 wké wk8 wkl10 wkl2

I N I N N I O N B
O1 B1 B 2 B3 B4 B5B6 B7B8 B9 B10 B11 B12 02

Non-equivalent cont. group
Al  wk2 wk4 wké wk8 wkl10 wkl2

N N S T O B
03 C1 C2 C3 04

01 O3 refers to data collection before the intervention program by questionnaires;

individual information, DM knowledge, skills for self diabetes care and the opinion of
social support , and checking for finger plasma glucose and HbAlc.

02 O4 refers to data collection after the intervention program by questionnaires; DM
knowledge, skills for self diabetes care, the opinion of social support, and the opinion of
the new DM patients care system.

X refers to the new DM management system (Intervention). Activities are DM
knowledge class, weekly finger plasma glucose, home visit and checking daily self- report
and individual counseling for both the participants and their families or caregivers, and
exchange of the participant’s experiences, HbAlc examination.

B1 B2 B3 B4 B5 B6 B7 B8 B9 B10 B11 B12 refer to activities of the new DM
management system.

Al refers to regular practice of the Tambon Health Promoting Hospital (THPH).
Activities are DM knowledge class, home visit in uncontrolled plasma glucose level
cases, and checking for finger plasma glucose every month.

C1 C2 C3refer to regular practice of the Tambon Health Promoting Hospital (THPH):
checking for finger plasma glucose every month.

wk1 wk2 wk3 wk4 wk5 wk6 wk7 wk8 wk9 wk10 wk11 wk12 refer to the period of the
DM patients participated in program.

wk 1 refers to the period of the DM patients who participated in program first week.
wk 2 refers to the period of the DM patients who participated in program second week.
wk 3 refers to the period of the DM patients who participated in program third week.
wk 4 refers to the period of the DM patients whoparticipated in program forth week.
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wk 5 refers to the period of the DM patients who participated in program fifth week.

wk 6 refers to the period of the DM patients who participated in program sixth week.

wk 7 refers to the period of the DM patients who participated in program seventh week.
wk 8 refers to the period of the DM patients who participated in program eighth week.
wk 9 refers to the period of the DM patients who participated in program ninth week.

wk 10 refers to the period of the DM patients who participated in program tenth week.
wk 11 refers to the period of the DM patients who participated in program eleventh week.
wk 12 refers to the period of the DM patients who participated in program twelfth week.

3.3 Study Area

All of phase I ,phase Il and phase 11l were Ubonratchathani province
Study areas were purposively selected. The criteria for area selection were:
1 The two THPHSs, experimental group and comparison group, had
similarities in socio-economic status, geographical environment, and political context.
2 No intervention that could affect the research outcomes in the two
groups existed.
3 The total number of type two diabetic patients in THPH was at least
equal to the sample size.
There were 325 THPHSs in 25 districts of Ubonratchathani Province.
Nonkasem THPH was selected and assigned for the experimental group, and Ratsamran

THPH for the comparison group.

3.4 Study Population and Samples

3.4.1 Study population Phase I : A cross-sectional survey
The Tambon Health Promoting Hospitals personnel of 325 THPHSs in 25
districts in Ubonratchathani Province were purposively selected. The first part of this
study was the collection of the successful conditions of THPH which was done by the
implementers at all levels by survey. The second part of the study was conducted in
order to determine the successful conditions (factors) that influenced the policy
implementation of the THPH for diabetes care management in the community from
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both of THPH which succeeded in diabetes care management in the community and
those THPH which failed in diabetes care management in the community. Analysis of
data was carried out the influential conditions that influenced the policy implementation
of the THPH for diabetes care management in the community.

3.4.2 Study population Phase II: In-depth interview

The Phase 11 is the process of qualitative. 13 respondents were the health
personnel’s at all levels. Although the survey provide information a more detailed.

The previous instruments have difficulty to elicit more information, such as, the use of
successful strategies to achieve the objectives by implementers at all levels who were
involved in this policy together with stakeholders. Using the main data collection of
qualitative study is in-depth interview that should reveal which strategies; the successful
conditions were used by the implementers, and their viewpoint of those strategies.
(Each interview taked approximately one hour).

The data from this phase will be analyzed by the diabetes management of
THPH policy in four dimensions (context, content, process and actors). This method
should reveal the point of view of the implementers at all levels who were involved in
this policy. This should establish implementers’ understanding of the policy, provide
more detail about the strategies used by the different level implementers, and identify
the conditions they thought were the most influential conditions to achieve the
objectives in diabetes care management of THPH. In short, this phase was conducted to
confirm the successful conditions from phase 1.

After phase | and phase Il , it was the process of distinction and summary of
the most influential conditions of THPH to achieve the objectives in diabetes care
management. The conditions which were mentioned in both phase will be successful
conditions that the THPHSs needed to accomplish the objectives. These successful
conditions were built to be the intervention in phase I11.

3.4.3 Study population Phase I11: Quasi-experiment

The study population in this phase was type 2 diabetic patients attending
diabetic clinics at Nonkasem Tambon Health Promoting Hospital and Ratsamran
Tambon Health Promoting Hospitals. The participants were also residents there.
Samples for the present study were selected by using the following criteria:

3.4.3.1 Inclusion criteria for the selection of Diabetic Patients
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The Patients who participated in this study would meet the following
criteria.
1) Type-2 diabetic patients diagnosed by a medical doctor to have
the disease and treated by oral medication only.
2) Onset of DM illness was first diagnosed between 1-12 years.
3) Fasting plasma glucose was higher than 130 mg/dl at least two
consecutive times before entering the project.
4) Aged 30-65 years old.
5) Not being pregnant
6) Fully ambulatory.
7) Able to read and write Thai or had at least an offspring that was
able to read the hand book for them
Able to hear, see, and speak.
8) No DM complications, and other complications that might
disturb the participation in project activities and be able to participate in the program.
9) Living in study area (Tambon Nonkasem, Tambon Ratsamran)
3.4.3.2 Exclusion criteria
1) Receiving insulin therapy
2) Having diabetes-related complications
3) Not living in study area.
4) Not willing to participate in the study

3.5 Sample Size

3.5.1 Phase I: a cross-sectional survey

The phase | of this study will be the collection of the successful conditions
of THPH which will be done by survey from the implementers at all levels health
personnel of the 325 THPHSs in Ubonratchathani Province. The survey should reveal
classification, number of staff, and the opinion of health personnel which consisted of
8 sets: Policy, Mission & Authority, Attitude of Implementers, Social support,
Organization, Resources, Administrators, Evaluation & Regulation and diabetes care
management of THPH in the community in order to discover the successful conditions

~ Mahasarakham University



(factors) that have influenced on the policy implementation of the THPH from both of
those THPH which have been successful in policy implementation of the THPH and
those which have been failed in policy implementation of the THPH.

The sample size for finite population (Cohen, 1988) was employed.

N AR Ap)

Ri_A,B _Rf(.A R — »
(v )-(v)
A=A = (1NL)—(1NU)(kL _KU) """"""" (2)

When N = Sample size,
= Correlation value between number of independent variables and Power
(from Table 9.4.2, Cohen,1988) depend on the power, significance

level and variables.

Ry .A B = Coefficient of full model

2 2 2
Ry A = Coefficient of Reduce model (RY.A,B - Ry . B)
2 2
Ry.B = R change
W = number of independent variables which exclude from the tested-
variables
U = independent variables which need to test
V = N-U-1
N = 19.5(1-0.166) + 0
0.166 — 0.111

= 295.7 (used n = 300)

Simple random sampling was performed for the population of 325 THPHs

in 25 districts of Ubonratchathani province. Using 75 samples / district, from this 25)
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Province

Population

Simple random sampling

A 4 A 4

l Districtl District2 District 3 District 4
N n=75 n= 75 n=75 n=75
Probability

proportionate

to size
l 12 {31145 lell 7181910l 11 |12] 13

SO SV NN N N N O I ]

A 4

Simple random sampling
Total samples

\ 4 n= 300

Figure 3.1 Sample sampling of phase |

The survey instrument is a questionnaire and has three parts:

1. The first part will ask for the socio-demographic information including
age, gender, marital status, educational level, position, and length of working.

2. The second part will ask about the opinion of health personnel in
policy implementation such as Policy, Mission & Authority, Attitude of Implementers,
Social support, Organization, Resources, Administrators, and Evaluation & Regulation.

3. The third part will ask about the diabetes care management of THPH
in the community.

3.5.2 Phase Il
In order to estimate the sample size in the intervention group and the
comparison group, the formula for estimating independent samples for comparison of
means between two groups (one-sided test) in experimental study (Worapongsathorn,
1997 : 433) is employed.
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2 2
n=CZa+2p)2 O
(M1 - po)
Where Za = 1.645
Zp = 1.282
o = Standard deviation of DM knowledge among population
O = 0.466 (Chaveepojnkamjorn, 2008)

Ml - p0 = Difference of means of DM management between the study group
and the control group = 0.29 (Chaveepojnkamjorn, 2008)
2 2
n = (1.645+ 1.282) x 2 (0.466) =44.24
2
(0.29)

n =45 (adjusted for anticipated response rate and drop off rate)

3.6 Intervention

The Tri-linked Model (TLM) is the concept of self efficacy & self- care
activities, social support, and DM management system of THPH. The Tri-linked Model
(TLM) assigned consisted of these activities:

3.6.1 Individual improvement of DM knowledge and skills for self-care

management (self)

3.6.1.1 Individualized feedback about DM in terms of their meaning and
potential impacts on his or her health by registered nurses in the intervention group.
Evidence base assessment of DM, which included DM knowledge, skills for self —care
activities, fasting plasma glucose level and Hemoglobin A1C (HbA1C) level had been
conducted in both groups prior to the individualized feedback.

3.6.1.2 DM knowledge class was performed in the intervention group
after the individualized feedback.

The objective was to encourage good human relationships among

participants and researcher, research assistants, and improve DM knowledge and skills
for self — care activities.
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3.6.2 Environmental improvement: Social support or care collaboration of
family, community (social)
3.6.2.1 Explore and analyze the problem from patients and their family.
3.6.2.2 Daily self-report was performed in the intervention group by the
participants or caregivers in the case where the participants were not able to write or
read in Thai.This activity was conducted to analyze and dietary controlled of the
patients in order to plan on home visit.
3.6.3 Health care delivery system improvement (THPH DM management
system (system)
3.6.3.1 Finger Plasma Glucose examination was undertaken in the
intervention group by the trained village health volunteers (VHVs) before a one- day
home visit. This activity was conducted to analyze and monitor blood sugar level of the
patients in order to plan on home visit.
3.6.3.2 Home visit was performed as weekly home visit in the
intervention group by the village health volunteers (VHVs), Tambon health personnel,
researcher and research assistants. Training for the village health volunteers (VHVS),
Tambon health personnel and research assistants about home visit was conducted prior
to home visit activity. Daily self-reports were collected during home visit.

This activity was conducted to encourage good human relationships
among participants, caregivers and the village health volunteers (VHVs), Tambon
health personnel, researcher, research assistants, and to improve DM knowledge and
skills for self-care activities; Daily self - report were collected during home visit.

3.6.3.3 Individual counseling was conducted during home visit. The
participants who could not controlled diet, were physical inactive, were lacking self-
care activities, and had high level of fasting plasma glucose were given counseling
during weekly home visit on increasing dietary controlled, physical activity, self-care
activities, and proper fasting plasma glucose by well trained VHVs, Tambon health
personnel and research assistants.

3.6.3.4 Monthly exchange experiences class

The participants in the intervention group were invited to attend a
monthly exchange experiences class. The participants who had significantly dietary
controlled, self-care activities and proper fasting plasma glucose were invited to relate
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their experiences on how did they do.This activity was conducted to exchange the
participant experiences related to solving their illness and self-care activities.

3.6.3.5 HemoglobinAlc (HbAlc) examination was performed after the
intervention program both of intervention group and comparison group.This activity
was conducted to examine long-term glycemic control in patients with diabetes mellitus
(DM) in both groups.

3.7 Methodology

The research implementation was divided into 3 phase as follows:
3.7.1 Preparatory Phase
3.7.1.1 Identifying the successful and the unsuccessful conditions that
influenced on policy implementation of THPH. Both of quantitative and qualitative data
collection by the researcher and research assistants was conducted by questionnaires
and in-dept interview of the participants in the study group respectively.
3.7.1.2 Development of Tri-linked Model (TLM).

After the literature review, phase | and phase Il analysis, the
researcher derived the successful conditions that influenced on policy implementation
of THPH.

3.7.1.3 Training of research assistants

The researcher assistants were classified into 3 groups: facilitators,
home visitors and registered nurses. The facilitators were those who checked the finger
plasma glucose for the intervention group (VHVSs). The home visitors were the health
personnel in Tambon Health Promoting Hospital (THPH) Nonkasem. The home visitors
conducted not only home visit but also individual counseling. The registered nurses
played the roles of individual feedback, monthly exchange experiences class, and
checking HbA1lc. The mentioned researcher assistants were trained according to their
assigned roles and responsibilities.

Two weeks before the onset of the actual study, the researcher explained
the objectives and the procedure of this research to the participants of the intervention and
the comparison group, and the researcher collected relevant information by questionnaires,
checking for fasting plasma glucose and Hemoglobin A1C (HbALC).
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For the comparison group, normal practice of the Tambon Health

Promoting Hospital personnel was provided.
3.7.2 Operational Phase
The Tri-linked Model (TLM) was provided for the intervention group

(n=45). Those activities were: Individualized feedback, DM knowledge class, home
visit, individual counseling, and monthly exchange experiences class. For the
comparison group, normal practice of the Tambon Health Promoting Hospital (THPH)
personnel was provided. The followings were the activities intervened:

3.7.2.1 Intervention Procedure

1) The 1* Tri-linked Model (TLM) Program Activities
1% week : DM knowledge class
This activity was conducted to encourage good human

relationship among participants and the researcher, and her research assistants,and to
improved DM knowledge and skills for self-care activities. Activities were conducted as
follows:

(1) The researcher welcomed the participants.

(2) The researcher and the research assistants introduced
themselves and explained the objectives of the activities and roles of the participants.

(3) Goal setting and commitment was used for self-care
activities (e.g. controlling fasting plasma glucose, dietary control, physical exercise,
medicine compliance, and complication observation.)

(4) The researcher presented the flip chart explaining the
nature and problems of diabetes mellitus (e.g., causes, sign and symptoms, pathology,
complications, and diabetes care).

(5) The researcher demonstrated and participated in
practical dietary control on food exchange tables and menu to select appropriate food
for diabetic patients and how to prepare tasty dishes for them. Nutritional label
(ingredients) was taught and practiced.

(6) The researcher summarized what has been achieved so
far and encouraged the participants to go through self-care activities, especially, dietary
control, distributed illustrative material (DM handbook), daily self-report, and she
explained how to record it. Questions from the participants were answered.
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(7) The researcher made appointment with the participants

for the date and time of the second meeting.
2) The 2" Tri-linked Model (TLM)Program Activities
2" 3 5t 7™ 9 10" 11" week: Home visit & Individual
counseling
This activity was conducted to encourage good human

relationship among the participants, the caregivers, and the researcher, and the research
assistant, and to improved DM knowledge and skills for dietary control, Self report and
individual counseling were performed. Activities were conducted as follows:

(1) The researcher and the research assistants performed
weekly home visit in the intervention group and their caregivers.

(2) Checking for fasting plasma glucose and classified
participants:

(2.1) The participants who control their fasting plasma
glucose(FPG) less than 130 mg% : Home visit 2 times every 2 weeks and then home
visit every 4 weeks

(2.2) The participants who could not control their
fasting plasma glucose (FPG) more than 130 mg%: Home visit every week.

(3) Checking self report from DM handbook and
individual counseling both of participants and caregivers.
(4) The researcher summarized and encouraged the
participants and caregivers to go through self-care activities.
(5) Made Appointment with the participants for the date
and time of the next meeting.
3) The 3" Tri-linked Model (TLM) Program Activities
4™ 8™ 12" week: Monthly exchange experiences class
The objective was to exchange the participants experiences
related to solving their illness and self-care activities.
(1) Checking for fasting plasma glucose
(2) The researcher and the research assistants welcomed
the participants and asked them to discuss their problems and solutions, exchanged their
experiences on self care and how to solve their health problems

~ Mahasarakham University



85

(3) Introduced the participants who could well- self-care
activities And controlled their fasting plasma glucose less than 130 mg% to share their
experience how they were able to do it.

(4) Matching the participants who could well- self-care
activities and controlled their fasting plasma glucose less than 130 mg% to be the counselor
of the participants who could not control their fasting plasma glucose less than 130 mg%.

(5) The researcher explained about the importance of
monitoring blood glucose levels and encouraged those members whose blood glucose
level did not yet decrease to try harder to solve that problem.

(6) Giving a certificate to the participants who could well-
self-care activities and controlled their fasting plasma glucose to motivate and
encourage their DM self-care activities

3.7.3 Evaluation Phase
After Intervention Program, Post data collection by questionnaires,
checking for fasting plasma glucose (FPG) and hemoglobin A1C (HbA1C) were
performed in both intervention group and the comparison group

3.8 Instruments and Data Collection

3.8.1 Phase I: To explore successful conditions of THPH policy implementation.
Questionnaires were composed of 3 parts:
3.8.1.1 Socio-demographic characteristics of the health personnel and Tambon
Health Promoting Hospital (THPH), such as, classification and number of staff.
3.8.1.2 The opinion of health personnel; there were 8 sets as follows:
1) Policy
2) Mission & Authority
3) Attitude of implementers
4) Social support
5) Organization
6) Resources
7) Administrators
8) Evaluation & Regulation
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3.8.1.3 Diabetes care management of THPH in the community
3.8.2 Phase II: To confirm successful conditions of THPH policy implementation.
Using In-depth interview form
This study used a loosely structured sequence of opened-ended questions. An
interview aimed to cover a number of predetermined questions and/or special topics, but do
so in a flexible way. The questions were typically asked in a consistent order, following a
prepared ‘interview guide’, but the respondents were given freedom to response and
digress. The researcher as interviewer could probe beyond the prepared questions if answers
develop in interesting ways (Berg, 2001; Bryman, 2004). Some questions that were not
included in the guide may be added as the interviewer picks up on things said by
respondents. The questions of this study were mainly ‘how’ and ‘why’ questions concerned
with how local implementers interacted with the implementation of the DM management in
THPH policy. All of interviews were tape-recorded with the participants’ permission. The
researcher confirmed that all discussions held with them would be guaranteed the greatest
degree of confidentially. The advantage of tape — recording was that a verbatim
transcription of recorded interviews provides a good basis for analysis.
3.8.3 Phase IlI: To examine intervention that was developed from successful
conditions of THPH policy implementation whether it achieved THPH intended objectives.
Instruments: The instruments used to collect the data in this
research were as follows:
1) Glucose portable meter for fasting plasma glucose examination.
2) Home visit record
3) Daily self- report: for participants who recorded their dietary controlled.
4) Interview Questionnaires were composed of 7 parts:
(1) Part 1: Socio-demographic characteristics.
The socio-demographic information included age, gender, marital status, educational
level, monthly income, etc.
(2) Part 2: DM knowledge
The DM knowledge scales was cognitive measure of recognition
and understanding about diabetes mellitus.This part consist of 10 questions about
diabetic knowledge (such as importance and hazards of DM, cause of DM, DM

prevention and control, etc.)

~ Mahasarakham University



87

(3) Part 3: Self care activities
Skills for self care activities included 4 components: dietary
control, physical exercise, medicine compliance, and complication observation. A
higher score indicated greater skills for self care activities
(4) Part 4: Self- efficacy
This part contained questions of 8 items for examination self-
efficacy. A five- point scale (1-5 scores) was used for ranging from “very much agree to
do not agree at all”. The maximum score was 40.
(5) Part 5: Social support
This part contained questions of 10 items for examination social
support. A five- point scale (1-5 scores) was used for ranging from “very much agree to
do not agree at all”. The maximum score was 50.
(6) Part 6: DM management system in community of THPH
This part contained of questions of 10 items for examination DM
management system of THPH. A five- point scale (1-5 scores) was used for ranging
from “very much agree to do not agree at all”. The maximum score was 50.
(7) Part 7: Assessment of Tri-linked model
This part consisted of questions of 10 items for Tri-linked model. A
five-point scale (1-5 scores) was used for ranging from “very much agree to do not
agree at all”. The maximum score was 50, and semi-constructed in-depth interview for
Tri-linked model.
3.8.4 Data Quality Control
Four experts in health promotion, nutrition, and a specialist in endocrine
gland checked the validity and content’s coverage of the interview questionnaires. The
researcher revised and reconstructed the questionnaires according to the experts’ advice.
To improve the reliability of the data, 6 interviewers had been trained prior to the pre-
data collection. Instruction for interviewing had been constructed. The interviewers
were the same ones in both the intervention group and the comparison group. The
interviewers tried out the interview questionnaires in 30 respondents who had similar
characteristics to the samples. Inter —observer reliability was tested. The percent of
agreement between the 6 interviewers was 70 %. The interview questionnaires were

improved after 4 experts had commented. The interviewers should introduce himself /
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herself as a consultant. The informal climates and trust was created during the
interview. Listening more and leading question must be taken into consideration. Data
were also triangulated across data-collection methods: observation, semi-structured
interviews and survey looking for structure, and meaning and checking the validity of
the data.
Data collection
Data were collected through the following steps:

1) Instructions for interviewing were constructed and 6 interviewers
were trained, regarding the objectives of the research, the content of the questionnaires
and data collection procedure, including ethical issues.

2) The researcher coordinated with health personnel of THPH.

3) The researcher and the research assistants collected qualitative data

by in-depth interview.

3.9 Ethical Considerations

This study has been approved by the Ethics Committee for Research involving
human subjects, Mahasarakham University (Approval number: 0136 / 2011).
All subjects provided written informed consent.

Individual interview results had been kept completely confidential and destroyed.
The results of interview were reflected in an overall assessment, not as an individual view.
Consent to participate was voluntary. The participants could stop their interview at anytime
and were not required to give any reasons for the withdrawal of their consent. The
respondents had the right to refuse to give an answer. The research proposal had been
approved by the ethic committee for human research of the University. The comparison

group had been treated by the same intervention after six months of the research.
3.10 Data Analysis
The analysis of data corresponded to the research questions and the hypotheses.

Data were verified and analyzed by the statistical package in order to assure that there

was no error during process of coding and data entry.
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3.10.1 Phase |
3.10.1.1 Descriptive statistics: to explain socio-demographic characteristics
of the subjects in the form of frequency, percent, mean, and standard deviation, median,
min, and max
3.10.1.2 Analytical statistics: Multiple regression to describe the
relationship of several independents to a dependent variable in order to construct a
model for prediction of the relationship of independent and dependent.
3.10.2 Phase Il
The process of data analysis consists of three activities; data reduction, data
display, and conclusion.
3.10.2.1 Data reduction: This is the process of transcribing the interviews, and
then selecting relevant sections on which the analysis can focus. After the transcription is
completed, the textual data can be coded. The author wanted to identify all the key issues,
concepts and themes by which the data can be examined and referenced. This starts with the
questions derived from the original research aims, but also brings in emergent issues raised
by informants themselves or by other kinds of data such as documents (Pope, Ziebland and
Mays, 2000).
3.10.2.2 Data display: The next stage of analysis involves an organized
assembly of information to permit the formulation of generalizations and conclusion
drawing. This happened as preliminary accounts of events and perspectives in each case
study province were also written up as draft chapter sections. As the second and third cases
were also written up similar issues addressed comparisons and contrasts were explored.
It was then necessary to re-visit the earlier drafts and to add missing comparative
information, and think about possible explanations for differences of approach.
3.10.2.3 Conclusion drawing and verification: This is the process of drawing
conclusions from the case analysis used a cross —case analysis to determine commonalities
and differences across boundaries (Patton, 2002).This is what happened as the initial drafts
were revised to take account of differences similarities in findings and the ideas for the
different key themes. Attempts were then made to verify or test these conclusions by
checking that sufficient evidence has been produced verified, and in some cases looking for
corroborating information in documents or in a few instances by follow-up telephone calls

to a small number of key informants to check specific points (Miles and Huberman, 1994)
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3.10.3 Phase IlI
The design of this research was non-equivalent pre-test post-test with
control group study. The statistical analyses employed in this study were as follows:
3.10.3.1 Descriptive statistics to explain socio-demographic characteristics
of the subjects in the form of frequency, percent, mean, and standard deviation.
3.10.3.2 Analytical statistics:

1) The Paired samples t- test: This statistics was conducted to examine
the difference of mean score of DM knowledge, self- care management, DM
management system of SHPH , self-efficacy, social support, FPG, HbAlc within the
intervention group and comparisons group.

2) The Independent sample t- test: This statistics was used to examine
the difference of mean scores of DM knowledge, self- care management, self-efficacy,
social support, DM management system of SHPH (regular system and newly), FPG,
HbALc between the intervention group and comparisons group.

3) Ancova: This statistics was used to examine the difference of mean
scores of DM knowledge, self-care activities, self-efficacy, social support, DM
management system of THPH (regular system and new system), FPG, HbA1c between the

intervention group and comparisons group by control covariate of two group (pre-test).
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CHAPTER IV

RESULTS AND DISCUSSION

This chapter presented the results of the data analysis. The results of this

research were divided 3 phases as follows:

1. Phase | : Survey

2. Phase Il : In-dept interview

3. Phase 111 : Quasi-experiment

4. Base line data of the samples

5. Effect of the Tri-linked model (TLM) on the outcome and impact
variables related to the hypotheses

6. Assessment of the satisfaction of the Tri-linked model (TLM)

4.1 Phase | : Survey

The phase | of this study aimed to determine the influence conditions of the
Tambon Health Promoting Hospitals (THPHS) for policy implementation (dependent
variable). There are 8 sets of independent variable : Opinion of THPH Policy, Mission &
Authority, Organization, Social support, Personnel’s attitude, Resources, Administrators,
and Evaluation & Regulation. Phase | was performed in March 2011, using surveyed by
questionnaires of 300 Tambon Health Promoting Hospital personnel from 13 districts
(total = 25 districts) and the provincial, district administrators in Ubonratchathani Province.
Result of phase 1
Ubonratchathani Province is the third largest province of north —east of
Thailand.There are 319 health centers. The population of its responsibility are around
3,000-20,000 population, and the health personnel average are 2.5 persons/health center.
Thus, the researcher conducted a survey and found as follows :
The Socio-demographic Characteristics of 300 THPH personnel were
illustrated in table 4.1. Most of the participants were females (71.3 % and 28.7% males)

more than half were aged 41 — 50 years (58 %). Nearly all of the subjects were married

(65 %).The majority of them were Bachelor degree graduates (85.3 %). For position of
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the number of directors, Public health Scholars and RNs were alike (20.7 %, 29.7%,
30.3 % respectively) and Length of working of less than 10 years, 11-20 years and more

than 20 years were alike (33.7%, 34.7%,31.6% respectively).

Table 4.1 Socio-demographic Characteristics of THPH personnel in UBP (n=300)

Variables Frequency Percent
Age group
20— 40 174.0 58.0
41 - 50 100.0 33.3
51 -60 26.0 8.7
Mean (SD) 37.9(9.4)
Median 38.0
Min 22.0
Max 58.0
Gender
Male 86.0 28.7
Female 214.0 71.3
Marital status
Single 77.0 25.7
Married 195.0 65.0
Widow 20.0 6.7
Separated/ divorced 8.0 2.7
Educational level
Diploma degree 31.0 10.3
Bachelor degree 256.0 85.3
Master degree 13.0 4.3
Position
Director 62.0 20.7
Public health Scholar 89.0 29.7
RN 91.0 30.3
TN 1.0 0.3
Dental officer 18.0 6.0
Other 39.0 13.0
Length of working
< 10 years 101.0 33.7
11- 20 years 104.0 34.7
> 20 years 95.0 31.6
Mean (SD) 6.9(7.5)
Min 3.0
Max 34.0
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Table 4.1 showed mean (x ), Standard deviation (S.D.) of the
influential conditions for THPH policy implementation by level of agreement of THPH

personnel opinion found that the mean score of Policy, Evaluation & Regulation were

high ( x = 3.88, 3.72 respectively). The mean score of Mission & Authority.

Organization, Social support, personnel’s attitude, Resources, Administrators were

moderate ( X =3.38, 3.42, 3.45, 3.36, 3.38, 3.37 respectively)

Table 4.2 Mean (i), Standard deviation (S.D.) of the influential conditions for policy

implementation by level of agreement of THPH personnel opinion

Variables X S.D Level
Policy 3.88 0.55 High
Mission & Authority 3.38 0.44 Moderate
Organization 3.42 0.51 Moderate
Social support 3.45 0.46 Moderate
Personnel’s attitude 3.36 0.52 Moderate
Resources 3.38 0.44 Moderate
Administrators 3.37 0.44 Moderate
Evaluation & Regulation 3.72 0.55 High

The average scores of all items were also high and moderate. Regarding the
opinion of the policy, Mission & Authority, Personnel’s attitude, Resources and Evaluation
& Regulation, it was found that majority of participants strongly agree with and agree of all
sub-topics. Almost sub-topic of organization was strongly agreed and agree. There were
only two sub-topic of organization were neither nor disagree; working flexibility and the
THPH coordination. There were three sub-topic of social support were neither nor disagree
and disagree; high-level agencies support, the knowledge, help and support system from the
central. There were three sub-topic of Administrators were neither nor disagree and
disagree; late policy implementation solving, responsibility for performance and gave the

advice, opportunity to everyone to gave their opinion. (table4.3)
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Table 4.3 Percentage of the influential conditions for policy implementation by level

of agreement of THPH personnel opinion (n = 300)

Opinion of THPH’s Strongly | Agree | Neither nor | disagree | Strongly
personnel agree n (%) disagree n(%) | disagree

n (%) n (%) n (%)

Policy |

1. The THPH policy was 67 (22.3) | 183 (61) 40 (13.3) 10 (3.3) 0

supported by the appropriate

theory

2. The goals of THPH policy 48 (16.0) | 186 (62) 61 (20.3) 5@.7) 0

are clear

3. The objectives of THPH 67 (22.3) | 183(61) | 40(13.3) 10 (3.3) 0

policy are clear and well-

understood

4. The goals are congruent with | 65 (21.7) | 157 (52.3) | 70 (23.3) 8(2.7) 0

Obijectives of THPH policy

5. The Standards and Key 39 (13) 194 (64.7) | 58 (19.3) 8(2.7) 1(0.3)

performance indicators are

clear

6. Means is congruent withthe | 47 (15.7) | 170 (56.7) | 73 (24.3) 10 (3.3) 0

THPH policy

7. The policy is congruent with | 41 (13.7) | 167 (55.7) | 85(28.3) 6 (2.0) 1(0.3)

the central policy and previous

policy

8. The health personnel at all 37 (12.3) | 193(64.3) | 62 (20.7) 8(2.7) 0

level in your province
understand the goal of THPH
policy in the same way

9. There was pilot project 44 (14.7) | 177 (59) 72 (24.0) 7(2.3) 0
before this policy was
Performed in coverage in the
province

10.The concept of THPH policy | 47 (15.7) | 151 (50.3) | 89 (29.7) 12 (4.0) 1(0.3)
was appropriately performed in
your community

Mission & Authority |

1. The priority stages of THPH | 47 (15.7) | 151 (50.3) | 89 (29.7) 12 (4) 1(0.3)
policy are clear

2. Mission and authority is 38(12.7) | 144 (48.0) | 94 (31.3) 24 (8.0) 0
congruent with the policy

objectives

3. The process of THPH policy | 37 (12.3) | 172 (57.3) | 77 (25.7) 14 (4.7) 0
implementation is clear

4. The project was congruent 27 (9.0 154 (51.3) | 99 (33.0) 19 (6.3) 1(0.3)

with the goals and objectives of
the main policy

5. Means of THPH policy were | 23 (7.7) 197 (65.7) | 69 (23.0) 11 (3.76) 0
simplified to Understood
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Table 4.3 (continued)

Opinion of THPH’s Strongly | Agree | Neither nor | disagree | Strongly
personnel agree n (%) disagree n(%) | disagree
n (%) n (%) n (%)
6. The rules and regulationare | 29 (9.7) 194 (64.7) | 58 (19.3) 19(6.3) |0
clear

7. Reward and Punishment for 21(7.0) | 157 (52.3) 89 (29.7) 2 (10.7) 1(0.3)
health personnel were
determined

8. The authority allocation is 34 (11.3) | 128 (42.7) 82 (27.3) 50 (16.7) 6 (2.0)
clear

9. The coordination between 33(11.0) | 101 (33.8) 77 (25.8) 83 (27.8) 5@.7)
THPH agencies has been
smooth

10.The mission standard 26 (8.7) | 122 (40.7) 86 (28.7) 61 (20.3) 5(.7)
between THPH agencies were
determinated

Organization

1.The infarstructue of THPH is 39 (13) | 162 (54.0) 70 (23.3) 29 (9.7) 0
appropriated to the
performance.

2.The administration structure 27(9.0) | 157 (52.3) 64 (21.3) 48 (16) 4 (1.3)
of THPH was not congruent
with policy.

3. THPH working was flexiible. | 17 (5.7) 86 (28.7) 127 (42.3) | 86(28.7) | 17(5.7)

4. The coordination was smooth | 30 (10) 99 (33.0) 67 (22.3) 78 (26.0) | 26(8.7)
both inside and outside the

THPH
5. Your THPH had been 17(5.7) | 100(33.3) | 94(31.3) | 75(25.0) | 14 (4.7)
successful in the previous

policy.

6. The good atmosphere in 31 (10.3) | 157 (52.3) 52 (17.3) 54 (18.0) 6 (2.0

workplace make the health
personnel willing to work.

7. Your THPH do not give 39 (13.0) | 162 (54.0) 70 (23.3) 29 (9.7) 0
opportunity for health personnel
to express their ability.

8. Your THPH received benefit | 23 (7.7) 75 (25.0) 81(27.0) 93(31.0) | 28(9.3)
from THPH policy to develop
the quality of service delivery

system.

9. Your supervisor absolutely 42 (14.0) 178 58 (19.3) 21 (7.0) 1(0.3)
willing to perform THPH (59.3)

policy accomplishment

10.THPH policy is the direct 9 (19.7) 160 64 (21.3) 15 (5.0) 2(0.7)
benefit for the people in the (53.3)

community
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Opinion of THPH’s
personnel

Strongly
agree
n (%)

Agree
n (%)

Neither nor

disagree
n (%)

disagree
n(%o)

Strongly
disagree
n (%)

Social support

1.Public relationship by radio
and Television made people
understand well the roles of
THPH.

40 (13.3)

122 (40.7)

83 (27.7)

45 (15)

10 (3.3)

2.You always had
inconvenience when contacting
with Tambon Administrative
organization (TAO)

30 (10)

79 (26.3)

95 (31.7)

79 (26.3)

17 (5.7)

3.Your THPH also received
sufficient budget support from
TAO.

13 (4.3)

92 (30.7)

97 (32.3)

80 (26.7)

18 (6)

4.Your THPH always receive
the support from the high-level
agencies.

11 (37)

65 (21.7)

115 (38.3)

94 (31.3)

15 (5.0)

5.Your THPH received the
knowledge from the central
consistently.

9(3.0)

32 (10.7)

88 (29.3)

144 (48.0)

27 (9.0)

6.There has been help and
support system from the central
consistently whenever THPH
encountered problems.

5(1.7)

53 (17.7)

121 (40.3)

103 (34.3)

18 (6.0)

7.Your THPH has received
good collaboration from the
community to perform THPH

policy.

37 (12.3)

179 (59.7)

65 (21.7)

18 (6.0)

1(0.3)

8.Your THPH was admired
from the clients more than
before.

34 (11.3)

164 (54.7)

76 (25.3)

25 (8.3)

1(0.3)

9.Your THPH has established
the THPH administrative
committee for THPH policy
implementation support

47 (15.7)

216 (72.0)

30 (10.0)

7(2.3)

10.Your THPH always provide
the administrative committee
meeting.

34 (11.3)

183 (61.0)

63 (21.0)

19 (6.3)

1(0.3)

Personnel’s attitude

1.The health problems in the
community that trend To be
violent will be solved by THPH

policy.

48(16.0)

147 (49.0)

85 (28.3)

19 (6.3)

1(0.3)

2.THPH should provide
proactive strategy mainly health
promotion and prevention in
order to curative budget
decreasing.

92 (30.7)

174 (58.0)

27 (9.0)

7(2.3)
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Opinion of THPH’s
personnel

Strongly
agree
n (%)

Agree
n (%)

Neither nor

disagree
n (%)

disagree
n(%o)

Strongly
disagree
n (%)

3.THPH can not provide
proactive service because of
work overload.

58 (19.3)

85 (28.3)

70 (23.3)

69 (23.0)

18 (6.0)

4.You worried about how to
accomplish the performance
of this policy

33 (11)

110 (36.7)

84 (28.0)

64 (21.3)

9 (3.0)

5.The THPH was not different
from the previous policy,
PCU, only the name has been
change

70 (23.3)

106 (35.3)

71 (23.7)

51 (17.0)

2(0.7)

6.THPH policy usual to have a
problem at the beginning. But,
in the end it was successful
because of collaboration of all
sectors.

38 (12.7)

183 (61.0)

64 (21.3)

12 (4.0)

3(1.0)

7.The routine work is
appropriate, The THPH policy
made the health personnel
work overload.

40 (13.3)

70 (23.3)

90 (30.0)

85 (28.3)

15 (5.0)

8.You have been aspired to
work by the means of THPH.

25 (8.3)

155 (51.7)

80 (26.7)

33 (11.0)

7(2.3)

9. You attempted to work load
for THPH achieve its intended
objectives.

46 (15.3)

182 (60.7)

52 (17.3)

19 (6.3)

1(0.3)

10.Your working goals are
congruent with THPH policy.

38 (12.7)

204 (68.0)

50 (16.7)

8(2.7)

Resources

1. The budget of THPH was
sufficient.

37 (12.3)

144 (48.0)

95 (31.7)

95 (31.7)

24 (8.0)

2. The Infrastructure of THPH
was appropriate.

35 (11.7)

173 (57.7)

78 (26.0)

14 (4.7)

0

3. The instruments of THPH
were sufficient.

26 (8.7)

155 (51.7)

99 (33.3)

19 (6.3)

1(0.3)

4. The budget was supported
on time.

21 (7.0)

199 (66.3)

69 (23.0)

11 (37)

0

5. Sufficient health personnel
according to THPH policy
standard.

27 (9.0)

194 (64.7)

60 (20.0)

19 (6.3)

0

6. There is appropriate health
personnel allocation

21 (7.0)

156 (52.0)

90 (30.0)

32 (10.7)

1(0.3)

7.There is continuity of
knowledge and skills support
for health personnel.

5(1.7)

51 (17.0)

83 (27.7)

128 (44.7)

33 (11.0)

8.There is support system
from the central government
consistency.

5(1.7)

83 (27.6)

78 (26.0)

101 (33.7)

33 (11.0)
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Opinion of THPH’s
personnel

Strongly
agree
n (%)

Agree
n (%)

Neither nor

disagree
n (%)

disagree
n(%o)

Strongly
disagree
n (%)

9.Telemedicine was well-used
for curative consultancy

5 (1.7)

61 (20.3)

86 (28.7)

122 (40.7)

26 (8.7)

10.The sufficient medicines
were supplied to your THPH
both in quantity and items
according to THPH standard.

39 (13.0)

162 (54.0)

70 (23.3)

29 (9.7)

0

Administrators

1.Your THPH personnel are
proud to work with their
supervisor and try to work for
accomplishment

32 (10.7)

149 (49.7)

95 (31.7)

24 (8.0)

2. Your supervisor understood
and had skills in
Administration.

29 (9.7)

177 (59.0)

80 (26.7)

14 (4.7)

3. Your supervisor assign and
empower to the health
personnel regarding their
abilities.

19 (6.3)

158 (52.7)

103 (34.3)

19 (6.3)

1(0.3)

4. Your supervisor paid
attention to performance
support for accomplishment.

16 (5.3)

201 (67.0)

72 (24.0)

11 (37)

5. Your supervisor was fair.

24 (8.0)

194 (64.7)

63 (21.0)

19 (6.3)

0

6. Your supervisor
participated in performing and
close regulation.

19 (6.3)

156 (52.0)

93 (31.0)

31 (10.3)

1(0.3)

7. Your supervisor can solve
the late policy Implementation

5(1.7)

51 (17.0)

85 (28.3)

133 (44.3)

26 (8.7)

8. Your supervisor took
responsibility for performance
and gave advice whenever
barriers were encountered

5 (1.7)

83 (27.8)

78 (26.1)

107 (35.8)

26 (8.7)

9. Your supervisor gave an
opportunity to everyone to
gave their opinion.

5(1.7)

61 (20.3)

87 (29.0)

123 (41.0)

24 (8.0)

10. Your supervisor often had
wrong decission making.

39 (13.0)

162 (54.0)

70 (23.3)

29 (9.7)

Evaluation & Regulation

1. You were trained for
capacity building in THPH
policy

50 (16.7)

189 (63.0)

29 (9.7)

30 (10.0)

2(0.7)

2. Your THPH received the
means manual to perform
For the policy
accomplichment

42 (14.0)

211 (70.3)

35 (11.7)

11 (3.7)

1(0.3)

3. THPH policy had a clear
standard to perform.

38 (12.7)

200 (66.7)

57 (19.0)

4(13)

1(0.3)
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Opinion of THPH’s Strongly | Agree | Neither nor | disagree | Strongly
personnel agree n (%) disagree n(%) | disagree
n (%) n (%) n (%)
4. THPH had an evaluation and | 34 (11.3) | 184 (61.3) | 68 (22.7) 14 (4.7) 0
regulation process
5. The means to perform THPH | 20 (6.7)  |165(55.2) | 84 (28.1) 28(9.4) | 2(0.7)
policy were determined by CUP
and your THPH
6. CUP always support the 31(10.3) (170 (56.7) | 60 (20.0) 33(11.0) | 6(2.0)
health personnel for the THPH
7. The Provincial health office | 23 (7.7) (157 (52.3) | 98(32.7) 21(7.0) |1(0.3
provide help and support
system according to THPH
policy.
8. The Provincial health office | 29 (9.7)  |145(48.3) | 82 (27.3) 37(12.3) | 7(2.3)
provide the THPH meeting for
experience among THPH
consistently.
9. The District health office 29(9.7) [180(60.0) | 74 (24.7) 17 (5.7) 0
provide help and support
system according to THPH
policy.
10. The THPH policy was 31(10.3) 161 (53.7) | 81(27.0) 21(7.0) 6 (2.0)
flexibility to perform

Table 4.3 showed the level of DM care management in the community of

THPH found that majority of DM care management in the community of THPH were

moderate level (72.3 %), followed by high level (15.3 %) and low level (12.4 %) respectively.

Table 4.4 Level of DM care management in the community (n = 300)

DM care management n Percent
High 46 15.3
Moderate 217 72.3
Low 37 12.4
Mean (SD) 34.8 (3.8)

Median 35.0
Min - Max 25.0- 46.0
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The average scores of all items were moderate. The most disagree and

strongly disagree of DM care management in the community was the fast track for

THPH referral system (71.3 % and 13.7% respectively), followed by the telemedicine
for consultation (59 %, 9 % respectively) (Table 4.5)

Table 4.5 Number and percentage of DM care management in the community by level

of agreement of THPH personnel opinion (n = 300)

DM care
management

Strongly
Agree n(%o)

Neither nor
Disagree
Strongly n (%)

Agree
n (%)

disagree
n (%)

disagree
n (%)

1.The principle of DM
care management in the
community are control
, prevention and
symtomatic treatment
for severity and
complication
decreasing.if the
patients get appropriate
care and continuity.
They will have good
quality of life

4(13)

24 (8.0)

57 (19)

140 (46.7)

75 (25)

2.DM patients caring
for good quality of life
needs collaboration of
three stakeholders;
patients and their
family, community and
health care service
delivery.

29(9.7)

73 (24.3)

107 (35.7)

80 (26.7)

11(37)

3.Solving DM care in
the community
problems is difficult to
succeed because of the
complicated of patients
problem due to social
change.

14 (4.7)

75 (25.0)

114 (38.0)

85 (28.3)

12 (4.0)

4.Your THPH were
DM patients survey and
screening before
classified the patients
into risk group, healthy
group for benefit of
special group's service
activities.

11 (3.7)

58 (19.3)

115 (38.3)

105 (35.0)

1137
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Table 4.5 (continued)

DM care Strongly Neither nor Agree | disagree | disagree
management Agree n(%) Disagree n (%) n (%) n (%)
Strongly n (%)
5.Your THPH has the | 6 (1.3) 30 (10.0) 97 (32.3) [148 (49.3) | 19 (6.3)

DM patients data in
the community system
both of total and
individual.

6.Your THPH 4(1.3) 51 (17.0) 123 (41.0) |107 (35.7) | 15 (5)
provides integrated
DM care service
(Prevention, Curative,
Health promotion and
Rehabilitation)

7.Your THPH 1(0.3) 14 (4.7) 79 (26.3) [175(58.3) | 31 (10.3)
consistently take home
visit in the missed-
follow-up DM
patients, unconvenient
to go to THPH or the
complicated problem
patients.

8.Your THPH and the | 1(0.3) 24 (8.0) 81 (27.0) [165 (55.0) | 29 (9.7)
community provide
health promoting
activities for DM
disease decreasing

9. CUP set the fast 0 3(1.0) 42 (14.0) (214 (71.3) | 41 (13.7)
track for THPH
referral system.
10. Your THPH 0 12 (4.0) 84 (28.0) (177 (59.0) | 27 (9.0)

always can use the
telemedicine for
consultation with CUP

The mean of Diabetes care management in community of THPH and
gender , Age group, Education level, and Length of working showed no significant
differences (p>0.05) (table 4.6). Social support had significantly high positive
correlations with Diabetes care management in the community (B=0.777) (p< 0.01)
while the THPH personnel opinion of Policy, Mission & Authority, Organization,
Personnel’s attitude, Resources, Administrators, Evaluation & Regulation had
significantly mild positive correlations with Diabetes care management in the
community (B = 0.259, 0.321, 0.335, 0.265, 0.320, 0.301, 0.281 , p< 0.01, respectively).
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Table 4.6 The Simple regression analysis between the influential factors of THPH and

Diabetes care management in the community

Variables | Regression b | coefficientp |  95% CI | p-value
Gender
Male Reference - -
Female 0.597 0.065 36.4t040.1 0.260
Age
20-40 Reference - -
41-50
51-60 -0.280 -0.044 38.5t040.9 0.450
Graduate
Diploma Reference - -
Bachelor
Master 0.050 0.005 36.7t041.7 0.079
Length of working
<10 years Reference - -
11- 20 years
> 20 years -0.461 -0.090 39.0t041.4 0.121
Policy 0.259 0.374 21.9t0 27.6 0.000
Mission & Authority 0.321 0.371 20.81t0 27.0 0.000
Organization 0.335 0.447 20.7 10 26.0 0.000
Social support 0.777 0.925 6.71t09.2 0.000
Personnel’s attitude 0.265 0.361 23.210 28.5 0.000
Resources 0.320 0.047 20.8t0 27.1 0.000
Administrators 0.301 0.344 21.5t0 27.8 0.000
Evaluation & Regulation | 0.281 0.407 21.6 t0 27.0 0.000

Stepwise Multiple Regression Analysis indicated that Social support

had significant positive regression weights after controlling for the other variables in the

model. Evaluation & Regulation had a significant negative weight. Policy, Mission &

Authority, Organization, Personnel’s attitude, Resources, Administrators did not

contribute to the multiple regression model (table 4.7)
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Table 4.7 Stepwise Multiple Regression Analysis of factors associated with the

success of THPHSs policy implementation

Variables Mean + SD b B 95% CI p-value
Social support 345+4.6 0.810 0.964 | 0.768t00.852 | 0.000
Evaluation& 37.2+55 -0.054 | -0.078 | -0.088t0-0.019 | 0.002
Regulation

From table 4.7, the variables had significant correlation with the
success of THPHSs policy implementation 92.7% ( R=0.927) and can predict the success
of THPHSs policy implementation 86 % (R = 0.860 ), the most influential variable of the
success of THPHs policy implementation was Social support (f = 0.964) with
statistically significance (p< 0.01).The multiple regression equation can be seen as
follows:

The success of THPHs policy implementation =
8.841 + 0.810 Social support — 0.054 Evaluation& Regulation

(12.740)* (38.329)* (-3.089)*
R =.927, R* = .860, SEE = 1.43891, F = 909.595 Sig = .000
* t- value

4.2 Phase Il : In-dept interview

The phase Il of this study was performed to confirm the result from survey if it
is an influential factor, using in-depth interview for 13 Tambon Health Promoting
Hospital personnel and the provincial, district administrators in Ubonratchathani
Province.

Result of phase 11

In this section, the findings are discussed in the light of the relevant literature.
4.2.1 The process of THPH policy implementation
The first question asked about the process which the local level
(Ubonratchathani Province) performed for THPH policy implementation
accomplishment and there was a high degree of consensus about the answer. Of the
thirteen administers and health personnel at all levels in-dept interviewed, thirteen
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(100%) stated that Ubonratchathani well-prepared to THPH policy implementation
because the administers at all levels paid attention to perform this policy. Furthermore,
this province had successful experience in previous policy, especially in primary care
development policy (PCU) before. The discussions from various health personnel were
as follows:

“Ubonratchathani had successful experiences in primary care development.
Therefore, when this policy was advocated, it was not difficult to create the means for
policy implementation. Also, the highest rank regional administrators and Chief of
Provincial Public Health Office showed the concern that the capacity building of health
personnel understanding in the same way is important. As a result, The Public Health
Regional 13 provided the courses to train all of THPH health personnel in Regional 13 for
THPH policy implementation. After the training courses, The Chief of Ubonratchathani
Provincial Public health office showed the concern that the manpower was the essential
factors in driving this policy. He had recruited eighty public health scholars for solving
manpower shortage of THPH policy implementation.Therefore, all THPH in
Ubonratchathani could fluently perform this policy.”

“The policy and mission & authority were clear and could be performed in
the real situation. Actually, this policy was not the new policy. Previously, there was a
policy to develop primary care, PCU, that could develop rather well. So, this policy
fulfilled, supported, and used the same means of previous policy to easily achieve the
objectives”.

4.2.2 The factors were the most influential for successful or failure of
THPH policy implementation.
The second question asked about the factors which were the most
influential for successful or failure of THPH policy implementation, especially, DM
management in community of THPH. Twelve of thirteen respondents (92.3%) pointed
out that the most important set of variables to drive this policy was social support.

“Our THPH policy implementation was successful because of the social
support and collaboration of Tambon Administration organization, community
leaders,CUP, and people. Everyone took an interest in having THPH and felt like an
owner of it. For example, it was necessary to build the office building for THPH. But
the limited budget allowed by the government was insufficient. So, the people in
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community donated both money and labor to build the office building until it was
completely finished. In conclusion, this building derived from the budget from the
community more than half. Also, whenever the THPH have the projects to do, they can
propose it to the THPH administrator committee for budget support. Finally, they
always absolutely approved and supported the project until it became successful”
“First, all of the health personnel were worried when they knew their health
center was selected to be the pilot project of THPH. However, after the meeting of all
stakeholders in the community, everyone agreed and gave bsolute collaboration until
our THPH won the annual national prize. Moreover, the budget of THPH was supported
by all parties of the regular budget from the government, Tambon Administration
Organization and donation from the community”.
4.2.3 The outcomes or any changes after this policy was performed
The third question asked about the outcomes or any changes after this
policy was performed. The three main positive changes were : the culture of THPH
and the behavior of the staff change in the course of improving services; THPH service
became efficient and effective; Patient satisfaction with THPH services increased. Of
the thirteen administrators and implementers at all levels in-dept interviewed, ten (77%)
said that when the THPH policy was performed, the culture of THPH and the attitudes
of the staff changed their behavior, becoming client-centered and working as a team.
“When the workplace was clean, and sufficient modern medical instruments

were available, we had to better change our working behaviors and services for the

patients”.

“In the case of resources support, CUP always rotates physicians and other
authorities to work with THPH, such as, home visit. There was diversity of medication
both in items and quantity more than before. However, the budget was rather late.”

Nine of thirteen respondents (69.2%) mentioned that since the health
center upgrade to be the THPH, services to the patients and community have become
more efficient and effective.

Of the thirteen administrators and implementers at all level in-dept
interviewed, ten (77%) stated that Patient satisfaction rose and the use of services by

patients increased rapidly.
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“We could observe that the patients had more satisfaction than before because
of the new infrastructure with beautiful furnishing, beautiful environment, and new a
good service system. Moreover, the number of services increased rapidly due to the fact
that the patients could receive the same service and did not lose their time to go to the
community hospital.”

4.2.4 Barriers, suggestion and support that were necessary for THPH
policy Implementation
The forth and fifth question asked about barriers, suggestion, and
support that were necessary for THPH policy Implementation. Many of thirteen
respondents gave more than one opinion.
Eleven of thirteen respondents (84.6%) stated that the strength of this
policy was its flexibility and the ability to adapt according to the real situation.

“I realized that this policy was formulated from studying the data, the
strengths, and the weaknesses from the old policy, and tried to prevent the problem that
may have occurred when this policy was advocated. Moreover, the structure to support
the resources was clearer than that in the previous policy.However, there were no means
to perform in some issues; it was strengths forthe implementers who could adapt this
policy according to the community situation”.

Twelve of thirteen respondents (92.3%) stated that the budget was
rather late.

“Although the budget was sufficient, it was rather late. If this policy improves
solving this problem, it will make the implementers at all levels work more fluently.”

Twelve of thirteen respondents (92.3%) stated telemedicine was rather
inconvenient to perform

“The Telemedicine was employed as a fast track to communicate and consult
the doctor. But, it was inconvenient for the doctors to wait for consultant because they
had to take care of the emergency patients or in-patient department in the hospital. The
telephone was properly use.”

Eleven of thirteen respondents (84.6%) stated that the present chronic

care model was difficult to conduct in the real situation.
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“ The Innovative Care for Chronic Conditions Framework of THPH was
rather sophisticated. If it was easy to understand and perform, | think the chronic
diseases in community would be fast solving.”

4.2.5 The future of THPH

The sixth question asked how you think about THPH in the future.

While three health personnel said that they had no idea because they
are followers, overwhelmingly, the respondents said that THPH do not absolutely
follow a central level guidance and the important factors for policy accomplishment are
social support and participation of all sectors in the community. Ten of thirteen health
personnel (77%) stated that this was because of each society and environment had
difference and there were also differences between the attitudes, behavior of staff,
clients and the power in the community.

“In the case of the future of THPH, I think the THPH has to apply the central
level guidance which is appropriate and suitable to be implemented in the real situation.
It can not absolutely follow the central level guidance because of the differences of area.

“My opinion is THPH should apply and integrate the central level guidance to
solving health problem in the community regarding local needs. Social support and
participation of all sectors in the community are important to drive this policy for

accomplishment.”

4.3 Phase 11l : Quasi-experiment

The phase 111 of this study was conducted after derived result from phase | and
phase 11 .The conditions which were mentioned in both phases were successful
conditions that the THPH needed to accomplish the objectives.

The researcher developed the Tri-linked model (TLM) by applying the concept
of self- efficacy, social support, and the successful conditions of THPH in phase I and
phase 1. Therefore, this phase aimed to study the effectiveness of the Tri-linked model
(TLM) to improve diabetes care management of THPHSs of type-2 diabetic patients to

solve their problem. The results of this research were divided as follows.
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4.4 Base line data of the samples

The samples were collected from diabetic clinics from two Tambon Health
Promoting hospitals in Ubonratchathani province. Samples were type-2 diabetic patients
(DM patient) who were diagnosed by medical doctors. There were 45 DM patients
enrolled in the experimental group and 45 DM patients in the comparison group. The
total sample size was 90. Data collection was done by using a questionnaire that was
developed by the researcher. The Tri-linked model (TLM) had been implemented for 12
weeks period.

Data from the 90 DM patients who participated in this study (figure 4.1) were
collected during the pre-implementation phase from September to December 2011

Eligible individuals n = 90

Experimental group n=45 Comparison group n=45
Baseline data: Baseline data:
September 2011 September 2011
Pre-test n=45 Pre-test n=45
A\ 4 \ 4
3 months : December 2011 3 months : December 2011
Post-test After intervention Post-test After intervention
n=45 n=45

Figure 4.1 Flow diagram showing the allocation of participants enrolled in the study

At the pre-implementation phase, all patients in the experimental group, and
those in the comparison group answered the questionnaires. At the end of the program

(12 weeks) all of them still enrolled and completed the questionnaires and took part in
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the program until it was finished. The general characteristics of the participants in both
groups had been compared and were described in the following:
4.4.1 Socio-demographic characteristics
4.4.1.1 Sex
The participants of the experimental group and the comparison group
were matched by sex. The majority of the individuals in the groups were females (77.8
% in the experimental group and 77.6 % in the comparison group) (Table 4.8)
4.4.1.2 Age
Since the experimental group and the comparison group were categorical
matched by age, the majority of the subjects of the experimental group were between
50-59 years old (35.6%) and the comparison group were 60 years and over (35.6%).
The group of those between 40-49 years old was smallest with 31.1%. The average age
of DM patients for experimental group and comparison group showed no significant
difference (P=0.968). The average age of experimental group and comparison group
were 54.9 +7.4 yrs. and 55.4 + 7.4 yrs. Respectively, as illustrated in Table 4.8
4.4.1.3 Marital status
The majority of all participants were married; 75.6 % of the experimental
group and 73.3 % of the comparison group. Among experimental group and comparison
group, the number of persons who were categorized as group of the proportion of
individuals either being widowed, divorced, separated or single amounted to 24.4 % for
the experimental group, and 26.7% for the comparison group. No significant differences
between the groups had been detected (p= 0.898), illustrated in Table 4.9
4.4.1.4 Education
No significant differences in the educational level between the experimental
group, and the comparison group were found (p=0.398). The majority of the participants
graduated primary school (95.6 % of the experimental group and 68.3 % of the comparison
group). The proportion of the educational level higher than primary school was 4.4% for the
experimental group, and 6.7% in the comparison group (Table 4.9)
4.4.1.5 Occupation
Occupation was similar for both Categories of participants. Almost half
of all participants were farmers with 64.4%, and the lowest group was government
officer (2.2%) of both groups. The merchants, employee/ laborer, and house work/ retire
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of both group were similar. There was no significant difference between the
experimental group and the comparison group. (p=1.0) (Table 4.9)
4.4.1.6 Family income

Family income of the participants from the experimental, and the
comparison group were not significantly different (p=0.874). The largest group of the
study subjects had income between 3,000-6,000 baht/month (80% of the experimental
group and 73.3 % of the comparison group). Those with an income of more than 6,000
baht/month was the smallest group (6.7 % of the experimental group and 8.9 % of the
comparison group) (Table 4.9)

4.4.1.7 Duration of DM

Duration of DM was similar for both Categories of participants
(p=0.944). The majority of the experimental group and the comparison group had DM
between 6-10 years (46.7 %, and 51.1 %, respectively).

4.4.1.8 Fasting plasma Glucose (FPG)

Most of the participants from the experimental group and the comparison
group had fasting plasma Glucose (FPG) levels higher than 130 mg/dl. No significant
differences between groups were found (p=1.0).

4.4.1.9 HemoglobinAlc (HbAlc)

Most of the participants from the experimental group and the comparison
group had HemoglobinAlc (HbALc) levels higher than 7. The experimental group had
HemoglobinAlc (HbALc) at levels 14-16 higher than the comparison group (91.2 % of
the experimental group and 82.2 % of the comparison group). There were significant

differences between two groups (p = 0.003).
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Table 4.8 Baseline and demographic characteristics of type-2 diabetic patients.

Variables Overall Experimental Comparison group
No. (%) group No. (%) No. (%)

Gender
Female 69 (76.7) 35 (77.8) 34 (75.6)
Male 21 (23.3) 10 (22.2) 11 (24.4)
Age (yrs)
40-49 28 (31.2) 14 (31.1) 14 (31.1)
50-59 31 (34.4) 16 (35.6) 15 (33.3)
>60 31 (34.4) 15 (33.3) 16 (35.6)
Mean(SD) 55.1(7.4) 54.9 (7.4) 55.4 (7.4)
Median 55.0 55.0 55.0
Min-Max 41-65 41-65 45-65
Marital status
Married 67 (74.4) 34 (75.6) 33 (73.3)
Single 5 (5.6) 2(4.4) 3(6.7)
Widowed, 18 (20) 9 (20) 9 (20)
Divorced,Separated
Education
Primary school 84 (93.3) 43 (95.6) 41 (68.3)
Secondary school 6 (6.7) 2 (4.4) 4 (6.7)
Occupation
Farmer 58 (64.4) 29 (64.4) 29 (64.4)
Merchant 4 (4.4 2(4.4) 2(4.4)
Government officer 2(2.2) 1(2.2) 1(2.2)
Employee/Laborer 8 (8.9) 4 (8.9) 4(8.9)
House work/ Retired 18 (20.0) 9 (20.0) 9 (20.0)
Family income/month(baht)
< 3,000 14 (15.6) 6 (13.3) 8 (17.8)
3,000- 6,000 69 (76.7) 36 (80.0) 33(73.3)
> 6,000 7(7.7) 3(6.7) 4 (8.9)
Mean (SD) 4,088.9 (2,175.7) | 4,066.6 (2,093.3) 4,111.1 (2,278.6)
Median(QD) 3,500 (2,175) 4,000 (2,093) 3,000 (2,278)
Min-Max 1,000-12,000 1,000-11,000 1,000-12,000
Family member (persons)
<3 18 (20) 8 (24.4) 10 (22.2)
3-5 52 (57.8) 27 (53.4) 25 (55.6)
>5 20 (22.2) 10 (22.2) 10 (22.2)
Mean(SD) 4 (1.6) 4 (1.6) 4 (1.6)
Median 4 4 4
Min-Max 2-8 2-8 2-8
Duration of DM (yrs.)
<5 38.0 (42.2) 20.0 (44.4) 18.0 (40.0)
6-10 48.0 (48.9) 21.0 (46.7) 23.0 (51.1)
>10 8.0 (8.9) 4.0 (8.9) 4.0 (8.9)
Mean(SD) 5.6 (3.5) 5.4 (3.5) 5.7 (3.4)
Median 5.0 5.0 5.0
Min-Max 1-12 1-12 1-20

“EEE> Mahasarakham University




113

Table 4.9 Socio- demographic factors of the experimental and the comparison group.

Variables Experimental Comparison p- value
group No. (%) group No. (%)
Gender
Female 35(77.8) 34(75.6) 0.803
Male 10(22.2) 11(24.4)
Age (yrs)
40-49 14 (31.1) 14 (31.1) 0.968
50-59 16 (35.6) 15 (33.3)
>60 15 (33.3) 16 (35.6)
Mean(SD) 54.9 (7.4) 55.4 (7.4)
Median 55.0 55.0
Min-Max 41-65 45-65
Marital status
Married 34 ()75.6 33 (73.3) 0.898
Single 2 (44 3(6.7)
Widowed, Divorced,Separated | 9 (20.0) 9 (20.0)
Education
Primary school 43 (95.6) 41 (68.3) 0.398
Secondary school 2(4.4) 4 (6.7)
Occupation
Farmer 29 (64.4) 29 (64.4) 1.000
Merchant 2(4.4) 2(4.4)
Government officer 1(2.2) 1(2.2)
Employee/Laborer 4 (8.9) 4(8.9)
House work/ Retired 9 (20.0) 9 (20.0)
Family income/month(baht)
< 3,000 6 (13.3) 8 (17.8) 0.874
3,000- 6,000 36 (80) 33 (73.3)
> 6,000 3(6.7) 4 (8.9)
Mean (SD) 4,066 (2,093.3) 4,111 (2,278.6)
Median(QD) 4,000 3,000
Min-Max 1,000-10,000 1,000-12,000
Family member (persons)
<3 8 (17.8) 10 (22.2) 0.697
3-5 27 (60.0) 25 (55.6)
>5 10 (22.2) 10 (22.2)
Mean(SD) 4 (1) 4 (1)
Median 4 4
Min-Max 2-8 2-7
Duration of DM (yrs.)
<5 20 (44.4) 18 (40) 0.944
6-10 21 (46.7) 23 (51.1)
>10 4 (8.9) 4 (8.9)
Mean(SD) 5.4 (3.5) 5.7 (3.4)
Median 5.0 5.0
Min-Max 1-12 1-2
* Sig at p<0.05
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Table 4.10 Comparison baseline of mean score of DM knowledge, Self-care activities,
Self-efficacy, Social support, DM management system, FPG, HbAlc between

experimental group and comparison group ( pre-test)

Variables Experimental | Comparisons Difference between
gr.(n=45) gr.(n=45) 959% ClI group
Mean £ S.D Mean + S.D p-value
DM knowledge 37.8+2.2 36.1+ 1.6 09-26 0.03
Self-care activities 4.5+6.4 73.6+55 -16-34 0.43
Self-efficacy 25.5+2.0 24.7+2.3 -0.1-1.6 0.26
Social support 35.1+24 338+14 04-2.0 0.002
DM management 214+£20 21.9+20 -1.3-0.3 0.46
System
FPG 1844 +7.1 183.9+7.2 -25-35 0.73
HbAL c 135+17 13.4+£1.7 -0.6-0.8 0.90

4.5 Effect of the Tri-linked model (TLM) on the outcome and impact variables
related to the hypotheses

4.5.1 Effect of the Tri-linked model (TLM)

The variables that related to the Tri-linked model (TLM) were DM
knowledge, self-efficacy, self-care activities, social support, DM management system,
Fasting Plasma Glucose (FPG), Hemoglobin Alc (HbAlc), and DM complications.

1. The variables were examined by testing for distribution of the data.
Overall tests of assumption of the results indicated that the data could be analyzed by
paired t-test , and independent t-test . Differences in the intervention effects within
groups were tested by paired t-test, and between groups were tested by independent t-
test. The results indicated that there was a main effect of the intervention (the Tri-linked
model) at the end of the intervention program because the mean scores of DM
knowledge, self-care activities, self-efficacy, social support, and DM management
system increased significantly over the pre-test scores of the experimental group while
the mean FPG, and HbAlc of the experimental group decreased significantly compared
to the pre-test. Comparative analysis of mean scores between the experimental group
and comparison group tested by independent t-test all seven parts. Mean scores of the
experimental group differed from the comparison group (p<0.01) except at the
beginning of the study. On all topics of each pre-test, there was no difference in the
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mean scores between the two groups. (p<0.001). Ancova was also employed to

determine whether these comparisons differed after the pre-test scores were controlled.

(Table 4.11)

Table 4.11 Comparison mean score of DM knowledge, Self-care activities, Self-efficacy,

Social support, DM management system, FPG, HbA1c between experimental

group and comparison group ( pre-test and post-test)

Variables Analytical Experimentals Comparisons(n=45 | Mean Difference
type (n=45) Mean +S.D ) Mean +S.D between group
95% CI p-value
DM Baseline 378+22 36.1+1.6 18(0.9t02.6)p-
knowledge value = 0.03
Post-test 459+ 3 359+16 10.0 (8.8 t0 11.1) p-
value = 0.000
Mean 8.0(6.8t09.2) p- -0.2(-04)t0 0.7 -
Difference value = 0.000* p- value = 0.585
within
group95% Cl,
p-value
Post-test 9.8(8.71010.9)
adjusted to p- value = 0.000
baseline
(ANCOVA)
Self-care Baseline 745+6.4 73.6+55 09(-1.6t034)
activities p- value = 0.43
Post-test 93.2+£23 726+45 20.6 (19.1t0 22.1)
p — value = 0.000
Difference 18.8 (16.7 to 20.8) -1.0(-0.8) to 2.7 -
within Group p — value = 0.000* p — value =0.26
95% Cl, p-value
Post-test 9.5(8.61010.4)
adjusted p — value = 0.000
to baseline
(ANCOVA)
Self- Baseline 255+20 247423 0.8(-0.1t0 1.7)
efficacy p —value =0.3
Post-test 32.1+17 24624 7.5 (6.6108.3)
p — value = 0.000
Difference 6.6 (5.9t07.3) -0.1(-0.6)t0 0.9 -
within Group, | p - value = 0.000* p - value =0.769
95% Cl, p-value
to baseline 6.4(5.6t07.2)
(ANCOVA) p — value = 0.000
Post-test
adjusted
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Variables | Analytical type |Experimentals (n=45) Comparisons Mean Difference
Mean + S.D (n=45) Mean between group
+S.D 95% CI p-value
Social Baseline 35124 338x14 1.3(0.5t02.1)
support p -value = 0.002
Post-test 478+15 32.6+1.9 15.2 (14.5t0 15.9)
p - value = 0.000*
Difference 126 (341t011.8) -1.3(0.7t019) | -
within Group p-value = 0.000* p-value =
95% Cl, p-value 0.000*
Post-test adjusted 132 (119t014.6)
to baseline p - value = 0.000*
(ANCOVA)
DM Baseline 214120 219+20 -05(-1.3t100.3)
management p - value = 0.46
System
Post-test 452 +45 25.0+7. 20.1 (17.6t0 22.7)
p - value = 0.000*
Difference within | 24.0 (2.3 to 25.7) p- 1.2(-1.4)to (- -
Group95% Cl, value = 0.000* 0.9)
p-value p-value = 0.000*
Post-test adjusted 17.8 (16.5t019.1)
to baseline p - value = 0.000*
(ANCOVA)
FPG Baseline 184.4+7.1 183.9+7.3 0.5(-251t0-3.5)
p-value = 0.005
Post-test 128.7+9.9 1852+ 6.6 56.5 (-60.0 to -52.9)
p-value = 0.005
Difference within | -55.7(-52.3) to (-59.0) 14 (-27)t00
Group95% ClI, p-value = 0.000* p-value = 0.052
p-value
Post-test adjusted 42.8 (-51.5t0-34.1)
to baseline p - value = 0.000*
(ANCOVA)
HbAlc Baseline 13.6+ 1.7 134+1 0.2 (-0.6t0 0.9)
p-value = 0.908
Post-test 74+14 13.7+£1.9 -6.3 (-7.0t0 -5.6)
p-value = 0.000
Difference -6.2(-5.8)t0 (-6.6) p- | 0.3(-0.8)t00.1 | -
within Group value = 0.000* p-value = 0.164
95% Cl, p-value
Post-test -5.2 (-6.2 10 -4.3)
adjusted to p-value = 0.000
baseline
(ANCOVA)
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The data indicated that mean score of FPG of the experimental group during

the intervention decreased respectively. (figure 4.2)
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Figure 4.2 Change of mean scores of FPG level of the experimental group between

intervention

DM complication decreasing
four of the five subjects in the experimental group (80 %) stated that
after they took part in TLM program, they had no DM complication symptoms as

before.
“1 have had DM for seven years, my blood glucose level was

fluctuate. | usually have many DM complication symptoms such as foot ulcer,
nightmares, peripheral numbness, etc. After | took part in TLM program, | hardly meet

DM complication symptoms”.
Of the three THPH health personnel, three (100 %) stated that the DM

complications in the experimental group decreased.

“Normally, the DM patients usually complained about their DM
complications and asked for medications, after TLM was performed, 80% of the DM
patients in experimental group did not complain and ask for medications as before,

while the comparison group still did.
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Two of the three DM patient families (66.7%) stated that after they
took part in TLM program, they had more understanding about DM and could take care
of DM patients according to the advisory of health personnel. As a result, the DM
patients had no complications as before.

4.5.2 Hypotheses Testing
The following findings of the study are reflected on the basis of the research
questions and the research hypotheses.

(1) Hypothesis 1 : After the program, the participants in the experimental
group had improved self-care behavior (diet controlling, exercise, medication compliance,
and consistency complication observation) and there were reductions in the levels of fasting
plasma glucose (FPG), HbAlc level and DM complication than before the program. The
results showed that the scores increased significantly at post-test over the pre-test(p< 0.001)
for experimental group, but not for the comparisons. Moreover, there was a significant
difference when compared to the comparisons, so the first hypothesis can be accepted.

(2) Hypothesis 2 : After the program, the participants of the experimental
group had improved self-care behavior (diet controlling, exercise, medication compliance,
consistency complication observation) and there were reduction in the levels of fasting
plasma glucose (FPG), HbAlc level and DM complication than the comparisons The
results showed that the scores increased significantly over the pre-test (p< 0.001) for the
experimental group, but not for the comparisons. Moreover there was a significant

difference compare to the comparisons, so the second hypothesis can be accepted.

4.6 Assessment of the satisfaction of the Tri-linked model (TLM)

The satisfaction of the Tri-linked model (TLM) was measured at the 12" week
of the program.
4.6.1 DM’s patients of experimental group
The satisfaction scores were grouped into 3 levels : low (scores< 60%),
moderate (scores< 60-79%), and high (scores > 80%). At the 12 wk, it was found that
the satisfaction of the majority of the members of the experimental groups was
moderate and high (100%) (Table 4.12)
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Average satisfaction scores
The average satisfaction scores of the experimental group were 27.2 + 2.6
100% Which were of a moderate and high level. (Table 4.12)

Table 4.12 The satisfaction of the Tri-linked Model Program

Levels of the satisfactions No. %
High 33 73.3
Moderate 12 26.7
Low - -
Mean (SD) 27.2 (2.6)

Median 28.0

Min - Max 23-33

The average scores of all items were also high and moderate. Regarding
Individualized feedback, it was found that majority of participants was at a high level
(53.3 %) and moderate was 42.2%. DM knowledge class was at a high level (62.2 %),
moderate level was 35.6%. Daily self-report, Home visit, Individual counseling,
Laboratory examination were also at a high level (68.9%,77.8%,75.6% and 91.1%
respectively ) and moderate level were 31.3 %, 22.2 %, 24.4 % and 8.9 % respectively.
The average scores of Monthly exchange experiences class was only high level (100%)
(Table 4.13)

Table 4.13 The satisfaction of the Tri-linked Model Program by activities (n = 45)

Levels of the satisfactions High No. (%) | Moderate No. (%) | Low No. (%)
1.Individualized feedback 24 (53.3) 19 (42.2) 2(4.4)
2.DM knowledge class 27 (62.2) 16 (35.6) 1(2.2)
3.Daily self-report 31 (68.9) 14 (31.3) -
4.Individual counseling 34 (75.6) 11 (24.4) -
5.Home visit 35 (77.8) 10 (22.2) -
6.Monthly exchange experiences 45 (100) - -
class
7.Laboratory examination 41 (91.1) 4 (8.9) -
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4.6.2 The THPH’s personnel, Village health volunteers, DM patient’s
families or caregivers

The satisfaction of the Tri-linked model (TLM) was measured after the
12" week of the program by in-dept interview for 10 respondents of The THPH’s
personnel, Village health volunteers, DM patient’s families or caregivers who
participated in TLM program. The three main aspects of TLM were : the behavior of
the staff change in the course of improving services; TLM program was efficient and
effective; Patient satisfaction with THPH services increased.

Of the ten administrators and implementers at all levels in-dept
interviewed, eight (80%) said that when the TLM program was performed, the behavior
of the staff changed their attitudes, becoming client-centered and working as a team.

“The TLM activities were clear and could perform in the real
situation. Actually, the THPH personnel try to work hard to control patients’ blood
glucose level and decrease DM complications in the community according to MoPH
guideline. But, this has not worked out. When we used TLM, we found that, TLM
activities could support each activity to help us manage DM in community easily”

“I realized TLM could integrate with the THPH routine work and
provide health team to fluently work because each segment knew their roles and tried
to perform as much as they could, the more success the more they work”.

Of the ten administrators and implementers at all levels in-dept
interviewed, nine (90%) said that TLM can encourage DM patients to have good self-
care and control their blood glucose level in order to decrease DM complications. TLM
program was simplified in order to be conducted in the community because it was
congruent with the environment and the local needs.

The collaboration of all families and Village health volunteers was also
important for DM care management achievement. DM patient families were more
confident to care and support the patients after they took part in TLM program; as one
of the family member said:

“Previously, we were worried when we knew our mother had DM. we did not
know how to take care of her. Our family were more worried when her blood glucose
level fluctuated until we took part in TLM program; we had a chance to study about
DM with my mother together with all TLM activities. These helped us to understand
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well and have more confidencet to take care of my mother. Especially, Daily self-report
which was compared with Fasting plasma glucose level activities provided us with
appropriate diet plan for my mother.”

Moreover, the Village health volunteers were proud to take part in this
program and they were willing to work because they were more confident in their
capacity.

“I was trained to help several works for the health personnel. So, I was
proud and more confident to take care of and provide the activities for DM patients in
my community in this program. This was not difficult to perform because | absolutely
know about them .

“1 have had DM for five years, so I worry because I can not control
my blood glucose level. I try to take care of myself according to advisory of health
personnel. But, it is not effective. After | took part in TLM program, | was so happy
because | could decrease my FPG in the standard range. All activities provided me with
understanding about DM and easy to self-care. Especially, Daily self-report and
Experience sharing group gave me more benefit to concern and control my FPG.”

In summary, all of the hypotheses stated at the onset of the project could
be accepted and the average scores of the satisfaction of the Tri-linked Model Program
were also high and moderate, and there was a high degree of consensus about this
opinion. That means the Tri-linked model by applying the self-efficacy and social support
results in behavior modification by improving DM knowledge, self-care activities, self-

efficacy, social support, FPG, HbAlc, and DM complication concentrations decreasing.
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CHAPTER V

CONCLUSION

This chapter presents a summary of the study (including the purpose of the
study, methodology, data analysis, procedures, and findings), and interpretation, as well

as discussion.

5.1 Summary of the Study

This research aims to study the conditions of the Tambon Health Promotion
Hospital (THPH) that influenced diabetes care management in the community in order to
develop those factors to achieve the THPHS’ intended objectives. The researcher contained
a field practice. The intervention, Tri-linked model (TLM), was proposed and developed
after analyzing the quantitative data, qualitative data and information that had been gathered
by subject in-dept interviewing, and applying the influential conditions of THPH policy
implementation; the concepts of social support, and self-efficacy .To evaluate the effects of
the intervention, this research was designed as a quasi- experimental (non —equivalent
pretest post test control-group) study design. The researcher chose one of missions of
THPH, diabetes mellitus management in community to be case study to examine if THPH
has the influential conditions of THPH policy implementation whether this policy has
achieved its intended objectives or not. Two Tambon Health Promoting Hospitals (THPHS)
from same district in Ubonratchathani Province were purposively selected in order to solve
DM management system in community problems.

Data collection was conducted in three phases; the first phase: a cross-sectional
survey by questionnaires among 300 THPHSs personnel from 13 districts in Ubonratchathani
Province prior to determining the influential conditions of the Tambon Health Promoting
Hospitals (THPHS) for policy implementation (dependent variables). There were 8 sets of
independent variables: Policy, Mission & Authority, Attitude of implementers, Social
support, Organization, Resources, Administrators, and Evaluation & Regulation. Statistical
analyses were performed using statistical software. Demographic and sickness data were

presented as frequency, percentage, arithmetic means, standard deviation and statistical
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significance were calculated using stepwise multiple regression to describe the relationship
between Policy, Mission & Authority, Attitude of implementers, Social support,
Organization, Resources, Administrators, Evaluation & Regulation and DM management in
community in order to construct model for prediction the relationship of independent and
dependent. In this phase the significance was accepted at p-value < 0.05

It was found that all sets of variables influenced the success of THPH policy
implementation (DM management in community). But, the most important set of variables
to drive this policy was social support. The findings of phase Il were similar to phase 1.
Phase Il consisted of In-depth interview of 13 Tambon Health Promoting Hospital health
personnel of the provincial and district administrators in Ubonratchathani Province; most of
the subjects recognized that most important set of variables for policy implementation was
social support.

According to the results of two phases, data collection in phase 111 was

performed at two Tambon health promoting hospitals (THPHSs) from the same
district in Ubonratchathani Province ( Nonkasem THPH and Ratsamrarn THPH).The
participants recruitment used the inclusion criteria (DM duration less than 12 years,
treated by oral medicines only, with FPG higher than 130 mg/dl, aged 30-65 years and
being able to read and write Thai or had at least an offspring that was able to read the
hand book for them, non- pregnant, fully ambulatory, able to hear, see, and speak, free
of DM complications and other complications that might disturb the participation in
project activities and able to participate in the program, and lived in study area (Tambon
Nonkasem, Tambon Ratsamran)

Ninety type 2 diabetic patients participated in this study. There were 45 DM
patients enrolled in the intervention group and 45 DM patients in the comparison group.
The participants in the intervention group participated in Tri-linked model (TLM)
activities. Those activities were individualized feedback, DM knowledge class, weekly
home visit, individual counseling, daily self- report, weekly fasting plasma glucose
examination, HbAlc examination, and monthly exchange experiences class. The
questionnaires assessed DM knowledge, self care activities, self- efficacy, social
support, DM management system of THPH, the result of FPG and HbAlc were
performed at pre-test, and the 12" week. DM complication and the assessment of the

satisfaction of the Tri-linked model (TLM) was examined at the end of the program all
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of experimental group, DM patient’s families, THPH personnel, Village health
volunteers. Data analysis was conducted by using statistical software with the analysis
of percentage, arithmetic means, standard deviation, paired samples t-test, Independent
samples t-test, Ancova. In this phase the significance was accepted at p-value <
0.05.The assessment of the satisfaction of the Tri-linked model (TLM) for THPH
personnel, DM patient’s families and Village health volunteers was performed by
qualitative method (data reduction, data display and conclusion)The conclusion of the

findings and recommendations were presented as follows:

5.2 Conclusion of the Study

5.2.1 Phase |
A cross-sectional survey results showed that most of the participants were
females (71.3% and 28.7% males) of which one-third were aged 41-50 years (33.3%).

Nearly all of the subjects were married (65 %).The majority of them were Bachelor degree

graduates (85.3%). The number of participants, according to their positions, directors, Public

health Scholars and RNs were alike (20.7%, 29.7%, 30.3% respectively), the number of
participants, according to their length of working, less than 10 years, 11-20 years and more
than 20 years were alike. It was found that the mean scores of opinion of Policy, Evaluation

& Regulation were high X= 3.88, 3.72 respectively). The mean scores of opinion of Mission
& Authority, Organization, Social support, Personnel’s attitude, Resources, Administrators

were moderate (X = 3.38, 3.42, 3.45, 3.36,3.38,3.37 respectively).The result by multiple
regression illustrated that Social support is high positive correlation with THPH policy
implementation (DM management in community) (b = 0.810, p< 0.01)
5.2.2 Phase Il

From the In-depth interview of 13 Tambon Health Promoting Hospital
personnel of the provincial, district administrators in Ubonratchathani Province, it was
found that most of the subjects agreed with all sets of variables influenced on the success
of THPH policy implementation. Nonetheless, the most important set of variables to drive
this policy was Social support.

100% agree that Ubonratchathani well-prepared to THPH policy

implementation and use the same process of primary care development policy (PCU).
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92.3% pointed out that the most important set of variables to drive this
policy was social support.

77% realized that the staff were positively changed in their working
behavior, and patient satisfaction rose, and the use of services by patients increased
rapidly after this policy was performed.

69.2% mentioned that the services to the patients and community have
become more efficient and effective.

84.6% stated that the present chronic care model was difficult to conduct in
the real situation.

92.3% stated that the budget was rather late and that telemedicine was rather
inconvenient to perform

84.6% stated that the strength of this policy was its flexibility to adapt
according to the real situations.

5.2.3 Phase Il
5.2.3.1 Socio-demographic characteristics
It was found that the majority of the participants were females, aged >
55years. They had graduated primary school, were farmers, and had been sick with
diabetes for 6-10 years.

5.2.3.2. Comparison of DM knowledge, self care activities, self-efficacy,
social support, DM management system of THPH, FPG, and HbA1c before and after
intervention showed improvement of DM knowledge, self care activities, self-efficacy,
social support, DM management system of THPH, FPG, and HbALc in the intervention
group when compared with the comparisons. The mean scores of DM knowledge, self
care activities, self-efficacy, social support, DM management system of THPH in the
intervention group were higher than for the comparison group at the 12" week and the
differences were statistically significant. In addition, mean FPG levels of the intervention
group were significantly lower than for the control group at the 12 week. (p<0.01).

5.2.3.3. From the In-depth interview of 10 respondents (DM patient , DM
patient’s families, THPH personnel, Village health volunteers) for of the Tri-linked
model (TLM), it was found that most of the subjects agreed that this program is
appropriate for encourage the DM patients not only concern and well self- care, but also

decrease diabetes complication
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5.2.3.4. From the In-depth interview of 10 respondents (DM patient , DM
patient’s families, THPH personnel, Village health volunteers) for assessment of the
satisfaction of the Tri-linked model (TLM), it was found that most of the subjects
agreed that this program is appropriate for encourage the DM patients not only concern
and well self- care, but also decrease diabetes complication.

5.3 Discussion

5.3.1 Phase | and Phase 11

The successful conditions of the Tambon Health Promotion Hospital (THPH)

In the case of Tambon Health Promoting Hospital (THPH) in
Ubonratchathani Province, the highest effect factor of policy implementation is social
support. It was found that social support had high positive correlation with THPH policy
implementation (p< 0.01), coefficient 0.810. It is consistent with the principle of Tambon
Health Promoting Hospital (THPH), which stated that the THPHSs belong to everyone in
the community and everyone should participate in the development of THPHS to be the
quality first line health service and solve health problems in community (MOPH, 2009).
Similarly, the National Health Act gives comprehensive definition of “Health” and
establishment of additional rights and duties in relation to Health, and one of five keys
things stated that “An individual or a group of people has the right to request for an
assessment and participating in the assessment of health impact resulting from a public
policy.” (Section 11,Thailand National Health Act, 2007).This is congruent with previous
studies, Mazmanian and Sabatier, which concluded that participation of all stakeholders is
useful for regulation and evaluation for personnel and policy implementation state

agencies (Sabatier and Mazmznian, 1980). Kla Tongkaw studied factors affecting the

success of public policy implementation: A case study of the National literacy campaign
found that social support variables set was the most influential factor on the success of
policy implementation both direct and in-direct because it was important for decision
making process of government officers for policy implementation. Normally, in a
democratic system, policy control should be exercised by actors whose power derives
from their accountability to sovereign voters through their elected representatives.

Moreover, Encouragement or protesting of the people directly affected to personnel’s
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intention for policy implementation. On the other hand, if the policy obtain help and
support from the people in community, such as fund donation, labor, it will make
personnel have good attitude and intend to performed policy implementation until achieve
its intended objectives. (Kla Tongkaw, 1991). In contrast, Soonthornnonta (2009) found
the Evaluation & Regulation factor was the factor having most influences in policy
implementation process in case of the Skill Development Promotion Policy for labor in
Thailand. This may be due to the fact that the policy in the study of Soonthornnonta was
the initiated policy that was never performed before. Moreover, there are various parties
both of government agency and non-government agency. As a result, this policy was
close to Evaluation & Regulation.

The finding of phase | confirmed by the in-dept interview in phase 1l that
indicated the reasons that social support was the efficient factor, and highest effect to
drive THPH policy implementation. This evidence corresponded well to statements of
several of the participants whoconcluded “Actually, THPH policy is not the new policy
because there was Primary Care Unit (PCU) policy to develop health centers to be the
front-line of quality health care service delivery, Ubonratchathani Province used the
same processes as PCU to prepare for this policy. Therefore, THPHs in this province
were systemic closely helped and supported, and also supervised”. Moreover, there
were various supports both of labors and fund from the people in community to improve
the health center or PCU to be the THPH. “Every sector in the community was excited
to have THPH. So, they absolutely gave their collaboration whenever the THPH asked
for help. As a result, the health personnel could develop their works”.

In summary, almost of variable sets such as opinion of Policy, Mission &

Authority, Organization, Personnel’s attitude, Resources, Administrators were well-

prepared by Ubonratchathani provincial administration system all area. As a result,
there were less difference in these variable sets of THPHSs in Ubonratchathani
provincial. But, Social support was the only variable sets that the THPHs had to self-
prepared without the central level conduction. Therefore, the Social support had
correlation with the success of THPHSs policy implementation 92.7% ( R= 0.927)

and could predict the success of THPHSs policy implementation 86 % (R = 0.860 ):

the most influential variable of the success of THPHSs policy implementation was Social

support (B = 0.964) with statistically significance (p< 0.01). For the formulation of
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THPHSs policy, it was top-down implementation. But, in practice, it was found that this
policy paid attention in street level bureaucrats or Bottom - up implementation.
Especially, health personnel capacity building, well-prepared all process of policy, and
participation of stakeholders such as central level, local level, and people in community.
Therefore, this policy should be a combination of two perspectives of implementation.
5.3.2 Phase I

Approximately three quarters of the participants in this study (76.7%) were
females. This is consistent with previous studies which also show a high ratio of
females with type-2 diabetes to males (Wild et al., 2004: 1047-1053 ; Akinchi et al.,
2008: 117-123). Females were reported as being more interested in their health than
males (Chaveepojnkamjorn et al., 2008: 328-334). Type-2 diabetic patients are more
prevalent in older age groups. Therefore, the mean age of subjects chosen for this study
was the late middle age (mean=55.1, SD=7.4).

5.3.2.1 Effect of the Tri-linked model

TRI-LINKED MODEL (TLM)

Individual improvement ( self)

(Self-efficacy, self-care activities)

<

Environmental improvement Service delivery system

(social ) improvement (system)

Figure 5.1 The Tri-linked Model

The results of this research showed that the new DM management system
in community or the Tri-linked model (TLM ) affected on DM complication decreasing of
DM patients. The aim of activities was FPG level controlling problem solving to decrease

DM complications. The program started with Individual improvement (Self-efficacy,
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self- care activities: self) in which activities consisted of Individualized feedback, DM
knowledge and skill for self-care activities class to capacity building Self-efficacy, self-
care activities among the experimental group. Environmental improvement (social
support:social) was applied by individual counseling for patients, caregivers and
provided activities for DM in the community. Service delivery system improvement
(DM management system of THPH:system) was used to encourage the patients in self-
care activities by applying these activities: self-care activities support, continuity home
visit, laboratory monitoring, DM group providing to exchange experiences and give
willpower.100% of participants were satisfied with the program. Also, almost all of the
health personnel, caregivers, and village health volunteers highly accepted that this
program could decrease DM complication in DM patients. Moreover, it was properly
use in the real situation. The effect of the Tri-linked model (TLM) will be discussed as
follows:

1) Individual improvement (Self-efficacy, self-care activities:self)

The program started with individualized feedback to the DM
patients about their DM knowledge, self-care activities, fasting plasma glucose level
and HbAlc, in a practical training which identified what self-care activities contributed
towards high level of FPG and HbAlc and set individual FPG loss targets.

The intervention program can improve DM knowledge of the
participants at the12" week compared to the comparisons. All hypotheses formulated at the
onset of the project regarding DM knowledge were found to be true after finalizing the
attempt. The participants of the experimental group learnt to understand diabetes better by
being informed on the pathology of diabetes, best food choices for DM patients, DM
complications, and appropriate self-care activities. Diabetes education is provided based on
empowerment philosophy, psychological theory as well as diabetes treatment regimen and
is supported by health personnel. It is effective in changing beliefs and initiating the
necessary lifestyle adjustments. (Skinner T, Cradock S, Arndel F, Grahan W, 2003) while
the comparisons derived regular care services from THPH. This showed that participation
in the experimental group was more effective in improving DM knowledge than the usual
care. The several study examining the effects of diabetes education found that self-care

behaviors improved as well as the understanding of the nature of diabetes mellitus and the
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metabolic and psychological status of the patients (Barlow et al., 2000: 53-69; Brown,
1988: 223-230 ; Norrisetal., 2002: 1159-1171 ; Glasgow et al., 1992: 61-74).

The experimental group received both cognitive and skill
training regarding diabetes care forl2 weeks. Besides, the improvement of knowledge,
problem solving skills, physical exercise, medicine compliance, and complication
observation improved by daily self-report, weekly home visit and FPG examination,
monthly sharing experiences, and HbAlc examination at 12" week. Moreover, DM
handbooks were distributed for study at home to the participants and their families or
caregivers in the experimental group shared their experience, and their daily self-report
with the health personnel when home visit. Furthermore, the researcher used a
combination of helping techniques; teaching, support, guidance, advice, and providing a
suitable environment, using the circumstances of a good relationship between health
personnel and patients. These strategies created trust and a good relationship between
the researcher, the health personnel, the patients and their families or caregivers. Also,
the health personnel individualized evaluated, and feed backed daily self-report to the
patients and their caregivers when weekly home visit. All these methods stimulated the
participants to learn about diabetes care and motivated them to change their behaviors.
This finding is in agreement with a study by Mazzuca (Mazzuca et al., 1986:

1-10) on the effect of a systemic education program for patients with diabetes on self-
care behavior. The result showed that self-care skills and compliance behaviors of the
participants of the experimental group were significantly different compared with the
comparisons. A positive attitude to relapse experience should be fostered to encourage
patients to self- awareness and help them to identify their problems and get back on
track as soon as possible.

The intervention program was able to reduce FPG levels
effectively at the 12" week because the patients paid more attention to self-care
activities. Additionally, they gained more benefits from the Tri-linked model, such as,
daily self-report, weekly home visit, monthly sharing experience, weekly FPG, and
HbA1c examination. The results of the present study is consistent with the study of
Morris (Morris, 1998: 493-497). Morris (1998) explored self-care experience of Thai
patients with type-2 diabetes who were not successful in controlling their blood glucose

levels “in control”; they did not follow strictly their self-care regimens. The participants
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who can control their FPG showed more ability to control themselves than did the
participants who could not , along with the understanding of appropriate health
behaviors, dietary control practices, success in controlling their blood glucose levels and
belief that appropriate health behaviors which would encourage them to maintain FPG
control and continue to positively change their health behavior. In addition, there are
several factors related to blood glucose levels such as the progression of disease in each
individual, changes in life patterns, interference from other illness, and changes in
energy expenditure. However, long time control of FPG is difficult for patients. Some
studies indicated that DM patients just controlled dietary intake 2-3 days before the FPG
examination, so that their FPG would be reduced to normal levels (Pagana and Pagana,
1994).

The participants in the experimental group were able to control
HbA1c level better than the comparisons due to the fact that they were successful in
controlling their blood glucose levels and followed strictly their self-care regimens and
compliance behaviors .The close take care of family, health personnel, and peer group
helped the participants to evaluate their health and consistently control their fasting
plasma glucose until their HbA 1c decreased. The THPH personnel stated: “Normally,
diabetes patients usually have one or more complication symptoms when they follow
up.But, after the program was performed, most of them did not complain about their
complications. Furthermore, FPG steadily decreased at all times” The results of the
present study is consistent with the various studies, interventions that reduce HbAlc
correspondingly reduce the risk of complications (Ohkubo et al, 1995 ; Koenig et al.,
1976). Regular HbAlc measurement allows health care providers to determine whether
the patient’s metabolic control has been maintained within the target range, and it
detects departures from the target range in a timely fashion. (American Diabetes
Association, 2004). Prolonged elevated HbAlc values are a risk factor for many
associated diabetic conditions such as retinopathy, neuropathy, and macrovascular
complications.(Diabetes Control and complications Trial Research Group, 1993). As a
result, Prolonged high level of fasting plasma glucose in diabetes patients is themost
common cause of blindness, end-stage renal disease (Creager et al, 2003), and limb

amputation (Beckman et al., 2002).
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The intervention program could enhance human accomplishment
of the participants in the experimental group, so that they have a power and confidence to
control their disease. The result is consistent with the study of Mansin (2009) which
examined the effectiveness of health education teaching by applying the self-efficacy theory
and social support enhancing exercise-promoting behavior among coronary artery bypass
graft surgery patients in Siriraj hospital. The program could help patients better perceive
their efficacy because they saw the picture, and model from VDO, and in the manual of
exercises after cardiocenthesis. This added them more knowledge, and they had more
confidence in taking exercise. In addition, they were socially supported, reinforced, and
stimulated by the medical personnel, and relative caretakers, who drew practical
consequences among the experimental group. It affected more correctly, and appropriate
exercises, and better than the comparison group.

2) Environmental improvement: Social support (Care collaboration
of family, community:social)

Individual counseling for patients, and caregivers, and providing
activities for DM in the community was performed in this section. The aim of individual
counseling for patients, DM patient’s families or caregivers was to focus on the
participants’ perception. Nutritionists and mentors provided advice, recommendations
and suggestions to participants and DM patient’s families or caregivers during home
visit. This approach was to ensure that all participants and DM patient’s families or
caregivers had the same understanding. This program provide activities for DM in the
community to stimulate the people in the community has a self-awareness for DM
prevention, and help create the community for better health behavior change. The
intervention program could indicate that the relationship qualities such as
companionship, intimacy, low conflict, and attachment should lead to emotional and
physical well-being. Therefore, it is good to link social support concept to health and
include elevating self-esteem (Rook, 1987; Lakely et al., 1994), contributing to
positive appraisals, and promoting active coping with stressful events (Bartholomew
etal., 1997; Sarason et al., 1990). In addition, some study found that positive, stable,
and secure relationships may fulfill a basic, biological need (Baumeister and Leary,
1995; Bowlby, 1969; Leary and Downs, 1997; Siriwattanapornkul, 2007)

investigated the relationships between selected factors and blood glucose level among
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patients with diabetes mellitus type Il who received health care services in Kaoleaw
hospital, Nakhonsawan Province. These results suggested that dietary control behaviors
and family social supports were important related factors for controlling blood glucose
level among patients with diabetes mellitus type Il. Thongnoi (2011) studied the
application of the Health Belief Model with social support to improve preventive
behavior for cerebrovascular disease among hypertension patients in Tumbon
Nonpayom Chonnabot district, Khonkean Province. After the experiment, the
experimental group mean score higher than before the experiment and a higher mean
than the comparison group for knowledge of cerebrovascular disease, perceived
susceptibility of cerebrovascular disease, perceived severity of cerebrovascular disease,
perceived benefits of procedure as instructed, and receiving social support. These scores
are statistically significantly higher than before the experiment.

In conclusion, a relationship between social support and recovery
from illness may be mediated by the effect of support on health behavior. Information
from others about proper health care and about coping with illness may influence
perceived and actual ability to affect health status instrumental aid, such as non-
professional patient care, may also have a direct impact on the patient’s well-being, and,
information about the esteem in which a person is held by others may influence
motivation to get well and consequently increase compliance with medical regimens
and performance of health care behaviors.(Cohen and Syme, 1985) Feelings of
belonging, elevated self-esteem, and security engendered by social support may also
directly aid in recovery from illness. (Jemmott and Locke, 1984)

3) Service delivery system improvement (THPH DM management
system:system)

This section of the TLM program composed of many activities
such as Finger Plasma Glucose examination by the trained village health volunteers
(VHVs): this program used the personal relationship between VHVs and the patients
who were in the same community in order to decrease the time that DM patients had to
NPO before blood examination and went to the THPH. Using daily self-report as the
tool to evaluate how did daily diet consumption affect on FPG level, the participants
recorded daily self-report and compared the results by themselves or caregivers before

interpretation when the health personnel conduct weekly home visit in order developing
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self-awareness of FPG control. Finally, individualized counseling was performed to
give willpower and motivate the participants during the program. The participants must
cope with the new situation after knowing that they got DM and have to adjust their
self-care to the new situation. These processes require time for management until the
participants can regain control of the situation. The researcher helped participants to
pass through this process by giving information and encouraging patients to solve their
problems in a proper way by sharing experiences; monthly exchange experiences class:
the mentors who were the DM patients who can control their FPG, shared their
observation of their personal experiences of failure in their daily lives and their
perceptions of how they turned the failure into learning experiences to effect lasting
health behavior changes. HemoglobinAlc (HbAlc) examination was performed at 12
week to examine the long-term glycemic control that associated with DM
complications. These activities were integration, and collaboration of individual,
community, and health care service delivery to encourage DM patients to controll their
disease. As a result, the experimental group had a good attitude for this system. It is
congruent with the previous study, which stated that patients with diabetes require skills
training including monitoring fasting plasma glucose level, appropriate self-care
activities, diet planning, exercise, complications prevention, etc. They also require
support for their efforts, successful and less than successful, so that they can become
expert managers of their diabetes according to their treatment plan. When diabetes
education is provided based on empowerment philosophy, incorporating psychological
theory as part of an ongoing diabetes treatment regimen and is supported by health care
providers, it is effective in changing beliefs and initiating the necessary lifestyle
adjustments. (Skinner et al., 2003) the providers” approval and encouragement for the
patient’s educational endeavors are essential element in the team philosophy .(Schechter,
Walker, 2002). Patients must perceive some immediate benefit from lifestyle changes
designed to provide benefits in the long term.(Wolpert and Anderson, 2001)

The Tri-Linked Model in this study was designed to encourage
good human relationship among the participants, family, health personnel, and the
community. It also improved cognitive process and skill abilities. The program utilized
the application of the concept of self-efficacy, social support and THPH policy

implementation which were appropriate for the target group; the intervention process was
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conducted and evaluated. All session helped the participants to gain a better understanding
about DM, diabetes care, and the participants learnt to practice self-care activities both
cognitive and practice skills during home visit and meetings. Similarly, the patient families
or caregivers obtained well-DM knowledge, skill for diabetes care and support the DM
patients. Moreover, THPH personnel at all levels, village health volunteers, and
community collaborated to decreased DM problem in community. As a result, holistic care
for patients with diabetes was an important concern. This intervention program illustrated
that the program improved not only physiological well being but also psychological well
being. Maintaining diabetes self-care activities for longer period of time can prevent DM
complications because hyperglycemia, the primary clinical manifestation of diabetes, is
strongly associated with development of the diabetic complications. (Khaled, Sekaran,
Ikram, 2010).It is a challenging issue for health personnel. After the program, proportion
of good glycemic control (<130 mg/dl) among the experimental group (53.33%) was
higher than the comparison group (4.44%), and HbAlc < 7 among the experimental group
(57.78%) was higher than the comparison group (4.44%).

It can be concluded that the new DM management system of THPH
or Tri-linked model (TLM) program was the appropriate DM management in
community. It provided collaboration of all sectors, using non-MD team ,changed the
roles of health personnel to be the facilitators to support, and encouraged the patients
overcome their barriers by themselves in order to decrease DM complication.
Additionally, there was a high degree of consensus about the effect and satisfaction of
TLM program of all sectors in the community. This program affect for policy
implementation; in the beginning was top-down. But finally, it was applied according to

the real situation by local implementers (bottom —up) until it became successful.
5.4 Recommendations
5.4.1 The successful policy should be flexible, so that the local implementers

can apply it according to the real situation. As a result, the combined of two perspectives of

implementation is suitable to policy implementation.
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5.4.2 The TLM program should focus on:

5.4.2.1 Participation of all sectors that are health personnel, community,
and. participant’s self-practice (The patients should record daily self-report and compare
the results by themselves (families or caregivers in the case of those who can not write),

5.4.2.2 Using non-MD team to perform. However, team will arrange
appointment with physicians in uncontrolled blood level or complication cases.

5.4.2.3 Change health personnel’s roles: The health personnel play a role as
facilitator to advice, support, encourage and arrange motivational environment for the
patients in order to overcome their health problem by themselves together with their
families, peer group and community.

5.4.3 For experience sharing class, interpersonal connections should be
increased by using mentors, to improve communication and relationship building
among the participants, to share failure and success stories, to encourage the
participants during and after the program, and to create the community for better DM
care management.

5.4.4 Health personnel of DM clinic ought to include the TLM in their routine
work. Time of group meeting should be set in connection with the time of other
appointments and blood examination. Coordination within health personnel should be
made appropriately.

5.4.5 Integration of multidisciplinary team is preferable for the TLM.
Therefore, coordination of health personnel in specific areas is inevitably necessary,
such as, providing dietary suggestions by dietitian, blood examination by village health
volunteers, nurses, and appointments arrangements with physicians.

5.4.6 Health personnel who are responsible for diabetic patients should be
trained regularly in self-care activities program for diabetic patients including the TLM
technique to increase their skills.

5.4.7 Cost of TLM is higher than regular care service, such as, weekly FPG
examination, and HbAlc examination every 3 months.

Diabetes is a serious and costly disease. Per capita, people with diabetes
spend approximately 2.4 times more (more than US$ 13,000 a year) on medical costs
compared to people without diabetes (ADA., 2003). The annual cost of diabetes in the

United states in 2002 was estimated to be US$ 132 billion, which is a dramatic increase

~ Mahasarakham University



137

from US$ 98 billion in 1997. The direct medical costs of diabetes more than doubled in
that time, from US$ 44 billion in 1997 to US$ 91.8 billion in 2002. Indirect medical
expense were estimated to be US$ 40 billion in 2002(ADA.,2003). the annual cost
could rise to an estimated US$ 156 billion by 2010 and to US$ 192 billion by 2020
(ADA, 2003).

The medicine cost per visit of diabetes patients in community hospital in
Ubonratchathani Province has steadily increased. The medicine cost per visit of diabetes
patients rose from 122.55 baht per visit in 2004 to 150.59 baht per visit in 2006 and to
228.71 baht per visit in 2008

Moreover, it was found that nearly half of diabetes patients in one of THPH
in Ubonratchathani Province had diabetes complications. As a result, this situation
trends to create more expenditure. Therefore, this program has more cost-benefit when
compared to the results.

TLM is a way of coordinating care and ensuring that people gain the support
they need at an appropriate time. Evidence suggests that planned, proactive care could
lead to a better quality of life and improved health outcomes for people with chronic
disease (Krause, 2005; Ouwens et al, 2005; Yu et al., 2006)

5.4.7 In the real situation, weekly home visit by health personnel is difficult to
perform because of their other routine work loads. However, if we want to achieve
THPHSs’ objectives, extra health personnel and trained-Village health volunteers for

home visitation would be of great significance to the success of program.

5.5 Suggestions for Further Studies

5.1.1 The duration of the study should be extended in order to assess whether
or not behavior change is sustained.

5.1.2 The study of factors affecting the effectiveness of Tri-Linked Model
(TLM) for diabetic patients and other chronic diseases should be done in order to

improve TLM.
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ID Number...............

Research title “The Empowering of Tambon Health Promoting Hospital Roles for
Diabetes care management: A case study of the Implementing Care

model in the community in Ubonratchathani province.”

Instruction: Interview form consists of 3 parts

Part1 General characteristics
Part 20pinion of THPH policy implementation

Part 3Diabetes care management in community.

The answers to this interview form will be used for research purpose only.
Some questions are personal. But, answers would be desirable in order to get useful
information. Your answers will be kept completely confidential and will not be used for
any other purposes. Please make every effort to answer each question as honest as

possible. If you have any questions, please feel free to ask the interviewer.

Sincerely thanks for your cooperation

Researcher

~ Mahasarakham University
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Interview questionnaire

Part 1 General characteristics

Please tick the correct answer with the symbol */ ” or complete your answer in the

blanket

Ubonratchathani province.

Name of CUP oo,
1. Gender (] 1.male 2. Female
2.A8€ i years (round)

3. Marital status

[] single 0 Married
Llwidowed LI Divorced / Separate
D others

4. Education level
[1Secondary school ] Diploma
1 Bachelor degree ] Master degree
[ Over Master degree  [] Others......................

5. Position
[1 Director 1 Public health scholar
1] RN [l TN
(] Others.........ovvvvvn...

6. Length of working.................. years

~ Mahasarakham University
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Part 2: Tambon Health Promoting Hospital (THPH) policy implementation

Instruction: Please read each statement, assess your feelings, and tick the best answer

for you with the symbol “/

Meaning of the answer

Strongly agree refer to agreement 80-100 %

Agree refer to partial agreement 60-80 %
Neither agree nor disagree  refer to hesitate to agreement or

disagreement 40-60 %
Disagree refer to partial disagreement 20-40%
Strongly disagree refer to disagreement 0-20 %

~ Mahasarakham University
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ltem

Opinion of THPH
Policy

Strongly
disagree

Disagree

Neither
agree
nor
disagree

Agree

Strongly
agree

The THPH policy was
supported by the
appropriate theory

The goals of THPH
policy are clear

The objectives of
THPH policy are clear
and well-understood

The goals are congruent
with Objectives of
THPH policy

The standards and Key
performance indicators
are clear

Means is congruent
with the THPH policy

The policy is congruent
with the central policy
and the previous policy

The health personnel at
all level in your
province understand the
goal of THPH policy in
the same way

There was pilot project
before this policy was
performed in coverage
in the province

10.

The concept of THPH
policy is appropriately
performed in your
community

11.

The priority stages of
THPH policy are clear

12.

Mission and authority
is congruent with the
policy objective

13.

The process of THPH
policy implementation
is clear

~ Mahasarakham University
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ltem

Opinion of THPH
Mission & authority

Strongly
disagree

Disagree

Neither
agree
nor
disagree

Agree

Strongly
agree

14.

The project is
congruent with the
goals and objectives of
the main policy

15.

Means of THPH policy
were simplified to be
understood

16.

The rules and
regulation are clear

17.

Reward and
Punishment for health
personnel were
determined

18.

The authority allocation
is clear

19.

The coordination
between THPH
agencies has been
smooth

20.

The mission standard
between THPH
agencies were
determined

21.

The budget of THPH
was sufficient

22.

The infrastructure of
THPH was appropriate

23.

The instruments of
THPH were sufficient

24.

The budget was
supported on time

25.

Sufficient health
personnel according to
the THPH policy
standard

26.

There is appropriate
health personnel
allocation

27.

There is continuity of
knowledge and skills
support for health
personnel

“EEE> Mahasarakham University
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ltem

Opinion of Resources

Strongly
disagree

Disagree

Neither
agree
nor
disagree

Agree

Strongly
agree

28.

There is support system
from the central
government
consistency

29.

Telemedicine was well-
used for curative
consultancy

30.

Sufficient medicines
were supplied to your
THPH both in quantity
and items according to
THPH standard.

31.

The infrastructure of
THPH is appropriated
to the performance

32.

The administration
structure of THPH was
not congruent with the

policy

33.

THPH working was
flexible

34.

The coordination was
smooth both inside and
outside the THPH

35.

Your THPH had been
successful in the
previous policy

36.

The good atmosphere
in workplace make the
health personnel
willing to work

37.

Your THPH do not
give opportunity for
health personnel to
express their ability

38.

Your THPH receive
benefit from THPH
policy to develop the
quality of service
delivery system

~ Mahasarakham University
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ltem

Opinion of Resources

Strongly
disagree

Disagree

Neither
agree
nor
disagree

Agree

Strongly
agree

39.

Your supervisor
absolutely has been
willing to perform
THPH policy
accomplishment

40.

THPH policy is the
direct benefit for the
people in the
community

41.

Public relationship by
radio and Television
made peopleunderstand
well the roles of THPH

42.

You always had
inconveniences when
contacting with
Tambon administrative
organization (TAQO)

43.

Your THPH also
received sufficient
budget support from
TAO

44,

Your THPH always
receive the support
from the high-level
agencies

45.

Your THPH received
the knowledge from the
central consistently

46.

There has been help
and support system
from the central
consistently whenever
THPH encountered
problems

47.

Your THPH has
received good
collaboration from the
community to perform
THPH policy

~ Mahasarakham University
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ltem

Opinion of Resources

Strongly
disagree

Disagree

Neither
agree
nor
disagree

Agree

Strongly
agree

48.

Your THPH was
admired by the clients
more than before

49.

Your THPH has
established the THPH
administrative committee
for THPH policy
implementation support

50.

Your THPH always
provide the
administrative
committee meeting

51.

The health problems in
the community that
trend to be violent will
be solved by THPH

policy

52.

THPH should provide
proactive strategy
mainly health promotion
and prevention in order
to decrease curative
budget decreasing

53.

THPH can not provide
proactive service
because of work
overload

54.

You worried about how
to accomplish the
performance of this

policy

55.

The THPH was not
different from the
previous policy, PCU,
only the name has been
changed.

56.

THPH policy usual to
have a problem at the
beginning.But, in the
end it was successful
because of collaboration
of all sectors

“EEE> Mahasarakham University
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ltem

Attitude of the health
personnel

Strongly
disagree

Disagree

Neither
agree
nor
disagree

Agree

Strongly
agree

57.

The routine work is
appropriate; The THPH
policy made the health
personnel work overload

58.

You have been aspired to
work by the means of
THPH

59.

You attempted to work
load for THPH to achieve
its intended objectives.

60.

Your working goals are
congruent with THPH

policy

61.

You were trained for the
capacity building in
THPH policy

62.

Your THPH received the
means manual to perform
for the policy
accomplishment

63.

THPH policy had a clear
standard to perform

64.

THPH had an evaluation
and regulation process

65.

The means to perform
THPH policy were
determined by CUP and
your THPH

66.

CUP always support the
health personnel for the
THPH

67.

The Provincial health
office provided help and
support system according
to THPH policy

68.

The Provincial Health
Office provided the
THPH meeting for
experience among THPH
consistently

“EEE> Mahasarakham University
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ltem

THPH Evaluation &
Regulation

Strongly
disagree

Disagree

Neither
agree
nor
disagree

Agree

Strongly
agree

69.

The District Health Office
provided help and support
system according to
THPH policy

70.

The THPH policy was
flexible to perform

71.

Your THPH personnel are
proud to work with their
supervisor and try to
work for accomplishment

72.

Your supervisor
understood and had skills
in administration

73.

Your supervisor assigned
and empowered to the
health personnel
regarding their abilities

74.

Your supervisor paid
attention to performance
support for
accomplishment

75.

Your supervisor was fair

76.

Your supervisor
participated in performing
and close regulation

77.

Your supervisor can solve
the late policy
implementation

78.

Your supervisor took
responsibility for
performance and gave
advice whenever barriers
were encountered.

79.

Your supervisor gave an
opportunity to everyone
to gave their opinion

80.

Your supervisor often had
wrong decision making

~ Mahasarakham University
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Part 3 DM management of THPH

Item DM management of Strongly | Disagree | Neither | Agree | Strongly
THPH disagree agree agree
nor
disagree

81. | Principles of DM
management were
prevention, control, and
symtomatic treatment for
violence and complications
decreasing. If the patients
get the appropriate care and
continuity, they will have
good quality of life.

82. | DM care for good quality of
life depend on collaboration
of 3 stakeholders: patients
and their families,
community, and service
delivery system

83. | DM problem solving in
community is difficult to
perform because of
environtment change and
because the problems were
so sophisticated.

84. | Your THPH screened and
classified the DM patients
into the patients and the
well-being in order to
individual group service.

85. | Your THPH had both
individual and community
data base management

86. | Your THPH provided
integrated DM service in
THPH (prevention,
curative, health promotion,
and rehabilitation)

87. | The patients who missed
follow up ,or had a
complication were home
visited by health personnel

88. | Your THPH and the
community provided the
health promotion activities
for risk decreasing of DM

~ Mahasarakham University
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ltem

DM management of
THPH

Strongly
disagree

Disagree

Neither
agree
nor
disagree

Agree | Strongly
agree

89.

CUP set the fast track for
DM referral system for
THPH

90.

Telemedicine was well-
used to consult between
your THPH and the doctor
from CUP

Problems and suggestion

“EEE> Mahasarakham University
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ID Number...............

Research title “The Empowering of Tambon Health Promoting Hospital Roles for
Diabetes Care Management: A case study of the implementing care model in the

community in Ubonratchathani Province”

Name of Tambon Health Promoting Hospital......................o,
Address...Moo...Tambon...... Warinchamrap District Ubonratchathani Province

Instruction:  Interview form consists of 3 parts

Part 1  General characteristics

Part2 DM knowledge

Part 3 Self-care activities

Part4 Opinion of self-efficacy

Part5 Opinion of social support

Part6 DM management in community.

Part 7 Assessment of Tri-Linked model

The answers to this interview form will be used for research purpose only.
Some questions are personal. But, answers would be desirable in order to get useful
information. Your answers will be kept completely confidential and will not be used for
any other purposes. Please make every effort to answer each question as honest as

possible. If you have any questions, please feel free to ask the interviewer.

Sincerely thanks for your cooperation

Researcher

~ Mahasarakham University



Interview questionnaire

Part 1 General characteristics

Please tick the correct answer with the symbol “/ ” or complete your answer in the

blanket

Ubonratchathani province.

Name of CUP ...,

1. Gender

2.A8€ i years (round)

3. Marital status
] 1l.single
[] 3.Widowed

[ 50thers.........c.........

4. Education level
1 1.Secondary school
[1 3. Bachelor degree
L) 5. 0ver Master degree

5. Monthly family income............

6. Occupation

1 1.male O 2. Female

0 2. Married
[0 4. Divorced / Separate

] 2. Certificate
[] 4. Master degree
[] 6 .Others notice ............

[1 1. Retirement/ working home [ 2. Government/ State enterprise

] 3. Merchant
H 5. Farmer

~ Mahasarakham University

[ 4 Employee/ Laborer
[] 6. Others notice......................

188
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7. Number of family members.................. persons

8. Duration of having DM................. years

9. Do you have any direct relatives (parent, brother, sister) having DM.?
] 1.No ] 2. Yes

10. Do you have any other disease?
] 1. No 0 2.Yes

11. Did you have any disease to go to see the doctor recently (within 6 months)

[11.No 1 2. Yes
12. Your last fasting plasma glucose ................... mg %
13. Your blood pressure ..............ccoeeveennenn. mmHg

~ Mahasarakham University
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Instruction part 2-7: Please read each statement,assess your feelings, and tick the

best answer for you with the symbol *“/”’
Meaning of the answer
Strongly agree refers toagreement 80-100 %

Agree refers topartial agreement 60-80 %

Neither agree nor disagree  refers tohesitate to agreement

or disagreement 40-60 %
Disagree refers to partial disagreement  20-40%
Strongly disagree refers to disagreement 0-20 %

~ Mahasarakham University



Part 2: DM knowledge

191

ltem

DM knowledge

Strongly
disagree

Disagree

Neither
agree
nor
disagree

Agree

Strongly
agree

DM is a genetic disease

Consistency exercise
provide FPG controlling

The most important
symptoms of DM are
thirsty, polyuria,

Confusion, weakness,
fatigue, hunger result
from hypoglycemia
symptoms

Long-term high level of
plasma glucose develop
to be DM complications

You strictly self -care
according to THPH
personnel advisory to
control your plasma
glucose level

Vegetable consumption
instead of carbohydrate
and sugar provide plasma
glucose level decreasing.

DM complication result from
uncontrolled plasma glucose

level

only Medication
consumption with do not
dietary control is
sufficient for DM
treatment

10.

Follow-up according to
treatment plan is
necessary for continuity
care

~ Mahasarakham University
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Part 3: Self-care activities

Item Opinion Always | Usually | Sometimes | Hardly | Never
(4-5times | (2-3times/ | (<Itime/
Iweek) week) week)
11 How often do you have diet
controlling?
12 Do you have desserts such
as honey, chocolate, etc.
13 How often do you exercise?
14 How often do you observe
your abnormal symptoms?
15 Do you accept medication
compliance?
16 How often do you go to see

the doctor?

17 Whenever you have health
problems, you always
consult the doctor or health
personnel

18 You only diet-control when
you have to see the doctor.

19 Do you have lipid
consumption, such as fried-
food, curry with coconut
milk, etc?

20 Do you take any herbs with
DM medication?

“EEE> Mahasarakham University




Part 4: Self-efficacy
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Item

Opinion

Strongly
disagree

Disagree

Neither
agree nor
disagree

Agree

Strongly
agree

21

You are confident you can
control plasma glucose
level.

22

You have well-DM
knowledge that you can
appropriate self-care.

23

You believe that appropriate
self-care of DM patients
helps decrease DM
complications

24

You worried that you did
not know what to do to
control plasma glucose
level.

25

Although you are a DM
patient, you are confident to
go on your daily routine.

26

You strictly self-care
according to THPH
personnel advisory to
control your plasma glucose

27

You are discouraged
because you can not control
your plasma glucose even
though you extremely try to
control it.

28

You believe that you can
well do self-care similar to
other DM patients who can
well-control plasma glucose
level.

29

You think that you must
control your plasma glucose
level in the appropriate
range in order to prevent the
complication

30

You think that you must
control plasma glucose level
by yourself , others are only
the facilitators.

Mahasarakham University




Part 5: Social - support
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Item

Opinion

Strongly
disagree

Disagree

Neither
agree nor
disagree

Agree

Strongly
agree

31

Your family paid
attention to your diet
controlling and self-care
according to the advice of
doctors and health
personnel.

32

Do doctors and health
personnel gave you an
advice on diet controlling
and self-care controlling.

33

Your family gave you an
advice whenever you
have problems and help
you diet-controlling and
have appropriate self-
care.

34

You had an experiences
sharing with the other
DM patients.

35

You were stimulated by
your family to take care
yourself according to the
doctors or health
personnel advice.

36

Your community gave
will-power and support
you to control plasma
glucose level and self-
care according to
advisory of doctors and
health personnel.

37

Your family encouraged
you to ensure you on diet
controlling and self-care
by doctors and health
personnel advisory.

38

Your family made you
happy.

39

Your family
encouraged you to
doctor follow-up

40

Your family provided
you the necessary
things consistently

Mahasarakham University




Part 6: DM care management system of THPH
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Item

Opinion

Strongly
disagree

Disagree

Neither
agree nor
disagree

Agree

Strongly
agree

41

THPH health personnel
always give you advices for
appropriate DM self-care

42

The health personnel gives
you advice consistently
whenever you have
problem

43

THPH health personnel
take home visit to you
consistently

44

Comparing of self-daily
report and plasma glucose
level made you have
knowledge and control your
diet well.

45

Weekly fasting plasma
glucose examination by
village health volunteers
made you control your diet
well.

46

Close caring system of
THPH by home visit and
weekly stimulation of
health personnel and village
health volunteers provide
you self-confidence and
will-power to self-care.

47

Home visit of health
personnel and village health
volunteers who explore the
problem and gave the
relatives advice helped the
family on coverage care

48

You are confident that
close care system of THPH
helps you control plasma
glucose level all the time

49

You are not lonely, you are
warm and have willpower
to self- care because of the
experience of of group
sharing.

50

You are confident and
pleased to be counselor for
appropriate self-care of
other DM patients who can
not control their plasma
glucose level.

Mahasarakham University
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Part 7 : Assessment of Tri-Linked Model

Item Opinion Strongly | Disagree Neither | Agree | Strongly
disagree agree nor agree
disagree

51. You have more confident
in self-care because of DM
care management system
of THPH

52. You are appreciated in the
new DM care management
system of THPH.

53. Comparing between Daily
self-report and FPG level
every week provide you to
have DM knowledge more
than before.

54, Blood examination by
village health volunteers
every week provide you to
well dietary control.

55. You have no DM
complications or your DM
complications decrease

56. Weekly home visit of
THPH personnel and
village health volunteers
make you have more
confident and willing to
more self-care

57. Your family can coverage
care you because of the
advisory of THPH
personnel and village
health volunteers between
home visit

58. Experience sharing group
of THPH provide you have
willpower and do not
lonely

59 You can dietary control,
exercise and perform self —
care activities according to
THPH personnel better
than before took part in this
program.

60 You have satisfaction to
have the same delivery care
service , You have not to
waste money and time to
go to the community or
provincial hospital

Mahasarakham University
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In-dept interview Form
The Development of The Tambon Health Promoting Hospital:
A case study for Policy Process in Ubonratchathani Province.

Interview agenda

Questions

1. What were the process of your Province Public health office, District Public
health office and CUP to perform the THPH policy implementation accomplishment?

2. Inyour opinion, which factors were the most influential for successful

or the failure of THPH policy implementation, especially, DM management in
community of THPH?

3. What were the outcomes or the changes that occured after this policy

was performed-

4. Were there any barriers when this policy was performed?

5. Do you have any suggestion and support necessary for THPH policy
Implementation?

6. What do you think about THPH in the future?

~ Mahasarakham University



APPENDIX D
DAILY- SELF REPORT

o

Ll
“EEE> Mahasarakham University




210

A5190uNNUIEIIU

ﬁagﬂw .................................................................
Fult | seduthena dmifn | ewnadh | emaidiss | ewnafu | vanowg
Twden (n.n.)

Mahasarakham University



211

Daily self-report

Patient Name......cccoiiiniiiiiniiiiiieiiiiietieiesstcssessccsnsscssnnsns
Date FPG Weight Breakfast Lunch Dinner Remark
level (Kgs.)
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NAME

DATE OF BIRTH

PLACE OF BIRTH

EDUCATION

1990

1995

2004

2013

PLACE OF WORK

ADDRESS
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VITA

Jurairat Srisiri
20 July 1967
Muang Ubonratchathani District,

Ubonratchathani Province

Diploma in Nursing and Midwifeery

Equivalent to Bachelor of science in Nursing,
Sapprasithiprasong Ubon Nursing College.
Bachelor of Public Health, Sukhothai Thammathirat
Open University

Master of Public Health, Sukhothai Thammathirat
Open University

Doctor of Public Health, Mahasarakham University
Faculty of Nursing, Roi- Et Rajabhat University
113 Moo 12 Kohkeaw Sub-district, Selapoom
District, Roi-Et Province 45120

240 / 3 Burapanai Road., Muang Ubonratchathani
District, Ubonratchathani Province, 34000
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