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Village Malaria Volunteers in Thailand:

An Anthropological Approach

by

KamOl■ hetr Okanurak

ABSTRACT

The focus of this study is on the attrition of village

volunteers in the malaria control program in an endemic malaria area

of northern Thailand. The research problem involved examining

circumstances that keep volunteers ulorking and circumstances

responsible for their leaving the program. The ideal characteristics

of volunteers from the community perspective u■ ere determined. An

assessment u■ as made as to hou■ the community accepts the volunteer

Tole. The three levels of the study u■ ere: the individual volunteer,

the community, and the administrative structure of the program.

Tuo methodological approaches u■ ere Used: Observation -both

as participant and non-participant- and structured intervieu■ ing.

Observation u■ as utilized to compare the conditions of tuo categories

of volunteers: those u■ ho dropped out and those u■ ho stayed on in the

program. A structured intervieu study follou■ ed; this u■ as developed on

the basis of information gathered in the observation phase. Tulo

hundred and nine volunteers responded to the questionnaire: 54 of

them had dropped out of the program; the rest, 145, had stayed on in

the program.

The major findings indicate that the attrition rate of volunteers

is related to their age at the beginning of volunteer uork, to the
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program the volunteers belong to, to the attitudes touard frequency of

blood slide collecting required of them, and to the relation betuleen

the volunteer and the malaria Officer. The main factors that

encouraged volunteers to stay on in the program included: being

selected by the community, having the Opportunity to attend a training

course, obtaining a certificate (a "reuard"), having family help u■ ith

the u■ ork and living in a high malaria incidence rate area.

Villagers u■ ho u■ ere studied did not u■ ant to volunteer themselves,

but u■ culd be glad to have a relative serve as a volunteer. A young

or middle-aged married person ujith at least average economic status

ujas the ideal volunteer.
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CHAPTER I

INTRODUCTION

1-1 Statement of the Problem

Developing countries throughout the u■ orld launched Primary Health

Care Programs after the 1978 Alma-Ata Declaration of "Health for All

by the Year 2000". The main vehicles for promoting the Primary Health

Care approach often are village health uorkers. The concept of

utilizing these ulorkers arose from recognition of several facts.

Governments, lacking adequate budgets, frequently fail to provide

basic health services to all sectors of the population, especially in

the rural areas. Moreover, governments find it difficult to post

qualified staff in rural and remote areas. In addition, it is

recognized that people are able to take responsibility for their basic

health problems, if they are properly trained. These village health

uorkers are knoun by many different names and carry out different

health functions in different countries. Some u■ orkers are full-time,

most are part-time. Some uorkers are paid a salary, u■ hile others are

volunteers. HOuJever, these uorkers are typically people chosen from

the community in u■ hich they u■ ill later uork. They are given a modest

amount of training and perform a variety of preventive, promotive and

sometimes curative uork (Berman 1984; Ennever and Standard 1982;

Flahault 1978; Joseph and Russel 1980; MacCormack 1983; Ofosu-Amaah

1983; Scholl 1985; Storms 1979; Vaughan 1983; ulorld Health Forum

1981).



Thailand is one country that had evolved a primary health care

project before the Declaration of Alma-Ata. There u■ ere many pilot

projects in various places, for example, the Sarapi Project-Chiangmai,

the Phitsanulok Project-Phisanulok and the Village Voluntary

Malaria Collaborator Program (Ministry of Public Health 1978b; 1979;

Reinke and ulolff 1983). The Malaria Collaborator Program ulas begun in

1951 in many provinces, such as Chiangmai, Khon Khan, Nakhon

Ratchasima and Chonburi (Wongsarot 1980). The success of these

experiments led to the extension of the program to cover the u■ hole

country. The program is nou■ one of the main approaches to dealing

ujith the malaria problem, besides the standard control measures:

DDT house spraying and home visits for case detection. The program

Tecruits local people in malaria endemic areas to uork as volunteers

ulithout any salary. These volunteers are expected to take blood slides

at their villages and to distribute presumptive treatment to suspected

cases (Malaria Division 1984).

There u■ ere about 32,400 to 35,100 volunteers during the years

1981 to 1983. Hou■ ever, only 42.8 percent of registered and previously

trained volunteers actually u■ crked in fiscal year 1981. Although the

situation has improved since 1982, the turnover u■ as still as high as

34.0 percent in 1983 (Table 1.1). This high turnover –loss of trained

volunteers— is a grievous u■ aste of scarce resources because the

Malaria Division has had to invest its resources in training and

supervising volunteers as u■ ell as providing u■ crking manuals for them.



Table 1.1. Number of Volunteers from 1981 to 1983

Year Total Volunteers Uorking Volunteers
NUmber Percentage

1981 33,085 14, 154 42.8
1982 33,278 21, 272 63.9
1983 32, 432 21,514 66. O

(Adapted from the Malaria Division Report of 1983, p. 59. These are
the only official data available at the time of this study).

Although the data clearly shou that the drop-out rates of

volunteers are high, there has not been any investigation of the

reasons for these high rates. Moreover, it is not knoun u■ hat factors

contribute to volunteers staying on in the program, though the program

has been in Operation more than 25 years. Furthermore, there is not

any clear idea about u■ hat personal characteristics are appropriate for

successful volunteer ujork. Since the Malaria Division does not plan

to discontinue the Village Voluntary Malaria Collaborator Program, a

study of these concerns may be important in helping the program uork

more efficiently.

1.2 The ■ alaria Situation in Thailand

1.2.1 Introduction

In Southeast Asia, malaria is still One of the most important

infectious diseases. For example, malaria has been identified as a

major public health problem in Laos u■ here 85 percent of the total

population of 3.2 million are at risk. In the Philippines about One



third of the population u■ as at risk for malaria in 1981. The malaria

situation in BUI'ma u■ crsened in 1976, ujith the Annual Parasite

Incidence (API) increasing from 0.50 in 1975 to 0.72 per thousand in

1980 and a Slide Positivity Rate (SPR) rising from 1.8 percent to 3.3

percent in 1975. Malaria cases in Indonesia increased from 9,000 in

1965 to 345,000 in 1973 and decreased to 78,854 in 1979. Hou■ ever, in

1980 the number of cases increased again, particularly in the central

part of Java u■ here the vector has become resistant to DDT (Brandling

Bennett, Doberstyn and Pinichpongse 1981; Harinasuta et al 1982).

The malaria situation throughout Thailand has greatly changed in

the last four decades. In 1947 the morbidity rate u■ as 286 per 1000

population and the approximate mortality rate u■ as 350 per 100,000

population. At that time malaria u■ as the leading cause of death. It

ulas estimated that malaria killed as many as 40,000–50,000 people each

year. The morbidity rate progressively decreased until the incidence

seemed to stabilize in the years 1956–1972. Then, the incidence began

to rise from 7.1 in 1979 to 10.6 in 1981. By early 1982 the incidence

began to decrease again and continued douinulard through 1983 (Malaria

Division 1985; Pinichpongse 1984).

1-2-2 Plasmodium Species

In Thailand there are three species of Plasmodium: falciparum,

vivax and malariae. P-falciparum has the highest prevalence, being

responsible for 55.3 percent of malaria cases in 1982. P. vivax u■ as

responsible for 34.4 percent and only 0.02 percent u■ as Caused by

P.malariae in the same year (Malaria Division 1985).



1.2.3 Vectors

Three species of anopheline mosquitoes are primarily responsible

for malaria transmission in Thailand namely Anopheles minimus,

An-balabacensis (= An-dirus), and An-maculatus.

An-minimus is considered to be the most important vector in

Thailand. It is prevalent throughout the country in forested and

cleared forested foothill areas uith slou■ running streams.

An-balabacensis is another major vector. It breeds in temporary

ulater collections, such as animal hoof prints, u■ allous and lorry

tracks Under heavy shade in the jungle and at the edge of jungle.

An-maculatus is the principal vector in the southern part of the

country. It is u■ icely distributed in hilly areas u■ here breeding takes

place in clean streams and seepages Open to the sun.

Besides these three species, there are tujo other species u■ hich

are secondary vectors in some particular areas: An...sundaicus and

An-aconitus (Cullen et al 1983; Malaria Division 1985; Prasittisuk

1985).

1.2.4 The Thai Anti-Malaria Program

In 1930 the Thai First Malaria Control Unit ulas Organized in

Chiangmai Province. In 1943 the Malaria Control Division ujas

established in the Ministry of Public Health in Bangkok. Its main

function u■ as to distribute anti-malaria drugs. At that time malaria

ulas the leading cause of death; the death rate from malaria ulas as

high as 350 per 100,000 population. In 1949, the Thai government,

supported by u■ iC and UNICEF, conducted a pilot project by Using DDT

5



Tesidual spraying in Chiangmai. Then, in 1951, a country-u■ icie Control

program ulas developed uith assistance from USAID (Cullen et al 1983;

Pinichpongse 1984; Prasittisuk 1985). Efforts to control malaria

around the u■ orld in the early 1950s u■ ere highly successful and led to

a belief that the disease could be eradicated. In 1955 the member

nations of u/HO endorsed the goal of eradication. The objective of

malaria eradication involves breaking the reproduction cycle,

eliminating any sources of infection and preventing the reintroduction

of the disease into the population. It is a time-limited strategy

that requires careful implementation. In response to the UHO policy,

the Thai Ministry of Public Health supported by u/HO and USAID, turned

to a malaria eradication program in 1964. Hou■ ever, many programs

failed to achieve the goal of eradication, even though a vast number

of people u■ ere freed from risk of the disease. Therefore, in 1969 the

u/HO revised the policy of eradication to one of control. Malaria

control has a more modest objective. It is intended to reduce

mortality and morbidity and contain the disease to a level u■ here it is

no longer a serious public health problem. Malaria control has no time

limit.

The Overall administration and COOTCination Of the Thai Anti

malaria Program is the responsibility of the Malaria Division,

headquartered at the Ministry of Public Health in Bangkok. In terms

of administration, Thailand is separated into five regions. Five

regional headquarters at Phra Phutthabat, Chiangmai, Khon Khan,

Songkhla and Bangkok, supervise the anti-malaria activities in the

different regions. Each region is subdivided into zones, and each



zone is subdivided into sectors. There u■ ere 33 zones and 302 sectors

in the country in 1983. In each sector there is a spray team and a

team conducting home visits (Malaria Division 1985). In 1983, about

5100 persons, distributed throughout the country, ujorked for the

Malaria Division (Table 1.2). This does not include local people u■ ho

u■ ere employed daily for DDT spraying teams.

Table 1.2 "alaria Division Manpou■ er in 1983

Category NUmber

Officers 900

Permanent employees 3672
Temporary employees 579
Total 51 11

(Adapted from Malaria Division Report 1983)

The Thai Anti-Malaria Program, has nou■ divided Thailand into tuo

areas. Each of these areas has a different objective in terms of the

Anti-Malaria Program.

1. Malaria Control is the Objective in areas of medium and high

receptivity. These areas, uith a population of about 10.5 million,

include forested hills and mountains, border areas and insecure areas

of the country.

2. Eradication is the goal in the areas of lou receptivity and in

those areas u■ here the program has already been phased into partial

integration ujith the general health services. These areas have

7



approximately 38.5 million of the population.

The control measures applied vary according to the local

epidemiological situation. The main control measures are residual

insecticide (DDT/fenitronthion) house spraying once or tuice a year,

radical treatment centers, provision of anti-malaria drugs as u■ ell as

health education. There are also supplemental measures, such as

larviciding, mass ChemOtherapy, space spraying, case detection, and

the use of larvivorous fish. In addition, the Malaria Division has

adopted the Village Voluntary Malaria Collaborator Program as a major

activity (Malaria Division 1985; Pinichpongse 1984).

1.2-5 Problems in the Anti-'alaria Program

The Thai Anti-Malaria Program has faced many problems, technical,

managerial and others. The first is resistance of P. falciparum,

u/hich has the highest prevalence in the country, to anti-malaria

drugs. For years, Chloroquine u■ as the main anti-malaria drug and

still is an effective treatment for P. vivax infections.

P. falciparum resistance to chloroquine began as early as 1960 and nou

includes over 90 percent of isolates from throughout the country. The

combination of sulfadoxine and pyrimethamine replaced chloroquine and

ujas effective Until 1974 u■ hen true resistance u■ as Getected.

Resistance to sulfadoxine/pyrimethamine is found in as many as 80

percent of infections. It is u■ iciespread throughout the country, in

particular on the border betuleen Thailand and Kampuchea, and also in

the areas involved in migration to and from the border. Therefore, a

combination of quinine and tetracycline is administered in the areas



u■ here sulfadoxine/pyrimethamine encounters high resistance. The

problems of Guinine therapy are u■ ell knoun. Compliance uith a seven

day drug course is difficult, particularly in the presence of the

bother some side effects associated uith Guinine. At present,

mefloquine and triple combination mefloquine-sulfadoxine

pyrimethamine are promising Crugs. They are both effective and

operationally feasible substitutes for Guinine and tetracycline. It

has been found that the triple combination in a single close gives a

cure rate higher than 95 percent (Cullen et al 1983; Harinasuta et al

1982; Lapierre et al 1983; Malaria Division 1985; Pinichpongse 1984).

The second problem is using DDT for vector control. DDT ulas one

of the most effective public health insecticides. It u■ as the main

u■ eapon in the Malaria Eradication Programs of the 1950s-1960s.

Hou■ ever, it is nou believed that DDT has a highly excitorepellency

effect on the vector. Moreover, it u■ as found that vector biting and

resting behaviours have changed. For example, in the early 1950s

An-minimus u■ as highly endophagic and endophilic. It u■ as recently

found to have shifted to strong exophagy and exophily. That is, the

feeding and resting habits of adult An...minimus have changed from

seeking a blood meal and remaining ulithin a man-made shelter to

obtaining a blood meal and spending a greater time out of doors.

Therefore, DDT can no longer produce significant mortality in this

vector species (Prasittisuk 1985; Ulooster 1985).

Third, there is also u■ ic]espread human resistance to insecticide

spraying. This resistance has limited the effectiveness of the anti

malaria activities in the country. Complete coverage has recently



declined to betuleen 40 to 60 percent in some regions. It is believed

that less than 50 percent coverage uill not stop transmission of the

disease. People resist the spraying because they do not like the

u■ hitish DDT deposit on house u■ alls. Some do not like the intrusion

and inconvenience. Others believe that this insecticide harms

children, pregnant uomen and domestic animals (Agency for

International Development 1982; Hongvi vatana, Leerapan and

Chaiteeranuu■ atsisi 1982; Malaria Division 1985). In fact the negative

effect of DDT to human health as u■ ell as to animals is enormous.

Therefore, DDT is banned in some countries, such as the United State,

and Japan. DDT is still used in many developing countries for vector

control for tu■ o main reasons. First, DDT is effective and second, DDT

is cheap u■ hen compared uith other insecticides that have the same level

Of effectiveness.

Fourth, local migrant uOrkers from villages to foothill forest

fringe areas have spread malaria. These migrants introduce malaria

into areas u■ here the disease is no longer considered a serious

problem. They may be seasonal agricultural u0rkers, plantation

ujorkers or illegal gem miners. They sometimes live in temporary

shelters u■ hich provide little or no protection from vectors. U■ hen

these uorkers become infected and return to their villages they

provide sources of infection to entire areas. Moreover, some

plantation uorkers u0rk at night u■ hich is the peak period of vector

activity, so these u■ orkers have a greater chance of being infected.

Furthermore, mining leaves areas u■ here ulater can accumulate and

support vector breeding (Agency for International Development 1982;
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Malaria Division 1985; Pinichpongse 1984; Prasittisuk 1985).

Fifth, international migration, particularly from Kampuchea, has

Contributed to a significant increase in P. falciparum malaria

morbidity and dissemination of strains highly resistant to both

4 aminoquinolines and sulfadoxine/pyrimethamine drugs. Most of these

migrants are seasonal and temporary. These migrants often are not

Tefugees, u■ ho u■ ant to stay in Thailand permanently. Migration occurs

betuleen the Kampuchean border provinces of Chanthaburi and Trat, and

certain areas of the north and northeast, and parts of the Burmese

border. The reason for this movement to and from the Thai-Kampuchean

border provinces is economic since this part of Thailand is rich in

natural and agricultural resources. Moreover, both sides of the

border have gem-mines. These mines are in deeply forested areas u■ here

An-balabacensis and An...minimus are plentiful. u■ hen these gen miners

Contract malaria, they often do not get treatment promptly since they

ulant to make a sufficient amount of capital before they return home

for treatment and convalescence. This delay provides a drug resistant

gametocyte pool (Pinichpongse 1983b; Prasittisuk 1985).

1.3 The Thai Volunteer Programs

In Thailand today, there are many government projects that

include community involvement. These projects are often related to

agricultural development, political "self-protection" or health

matters. All these projects are organized around the same principle:

that a government institution cannot take complete responsibility for

running a project in any area. In addition, it is believed that no

11



government project can succeed uithout community cooperation.

Therefore, almost every project that touches the community level

includes the idea of using village volunteers. This study deals u■ ith

only those national projects that are concerned uith malaria: the

Village Voluntary Malaria Collaborator Program and the Primary Health

Care Program.

1.3.1 The Village Voluntary Malaria Collaborator Program

In 1961 the Thai Malaria Division, Department of Communicable

Disease Control of the Ministry of Public Health (Figure 1.1) adopted

the Village Malaria Collaborator Program as one approach to Cealing

ujith the malaria problem. The rationale for the volunteer program u■ as

derived from the concept that the Malaria Division could not provide

adequate and efficient services to all people in malaria endemic

areas, particularly in diagnostic and curative services. Another

rationale u■ as that the community often did not cooperate in malaria

control programs. Community involvement u■ as recognized to be one of

the important factors in making any public health program successful.

Therefore, cooperation from the community u/Ould be beneficial, at

least in helping to solve the problem of inadequate man pou■ er and poor

communication betuleen malaria UOrkers and villagers (Malaria Division

1980).

Uorking on these premises, the Malaria Division has recruited

local people in malaria endemic areas u■ ho are u■ illing to serve the

community on a voluntary basis (Malaria Division 1980). In line uith

the program's Underlying principles, the Malaria Division provides
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initial One-day or tulo-Gay training courses for these volunteers, then

supervises them as they ulork. Refresher courses are provided after

the volunteers have been uorking for sometime. The volunteers are

expected to take blood slides from the villagers u■ hom they suspect may

have malaria and to administer presumptive treatment to suspected

cases as u■ ell as to keep records. They have also to give health

education to the community and serve as communicators betuleen health

authorities and the community (Malaria Division 1980). The objectives

of these tasks are to detect passive cases and to increase community

knou■ ledge about hou■ to prevent malaria and u■ here to get treatment for

it (Malaria Division 1980).

1. 3.2 The Primary Health Care Program

The Primary Health Care Program is administered by the Office of

the Under-Secretary, Ministry of Public Health uhich has a special

committee dealing only uith this program (PHC Coordinating Committee)

(Figure 1.1). At the implementation level, the program depends on

the District Health Office and Health Center for supervision and

logistic support. At the same time, the Provicial Health Office is

responsible for planning and supervising the program in the

province.

In 1977 the Ministry of Public Health launched the Primary Health

Care Program as a part of the Fourth Five Year National Development

Plan. In 1979, the Thai Government adopted the Primary Health Care

Program as a national policy. The Primary Health Care Program is

based on the results of many pilot projects, such as the Korat
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Project, Sarapi Project and Lampang Health Development Project. The

goal of the program is to make the community au/are of its health

situation and to involve the community in solving its health problems.

To achieve this goal, the program has included local people uorking

On a voluntary basis. There are tuo groups of volunteers: Village

Health Communicators and Village Health Volunteers (Ministry of Public

Health 1978a; 1978b; 1979).

Village Health Communicators are expected to serve as

communicators betuleen health personnel and villagers. Through this

tuO-u■ ay Communication, it is anticipated that ulith better

Understanding on both sides community health problems can be

dealt uith more efficiently. The Village Health Communicator is

selected from a village on the basis of sociometric techniques carried

out by the sub-Cistrict health u■ crkers at the health center. One

communicator is chosen for each 10–15 member households. The training

for these communicators takes five days, covering community health

diagnosis, the functions of a communicator, group process in uorking

and the method of using self-learning packages distributed to them

(Ministry of Public Health 1978a; 1984).

Village Health Volunteers are selected from Village Health

Communicators and there is only one Village Health Volunteer in each

village. Village Health Volunteers are given an additional

tuo u■ eeks training in basic health care. Besides being health

communicators, these Village Health Volunteers are supposed to use

simple household remedies in treating common signs or symptoms, such

as diarrhoea and fever, and give first aid in case of accident. They
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are also expected to do some uork in family planning, for example, by

giving advice about birth control and distributing contraceptive

pills. In addition, in some areas the volunteers have to take blood

slides for malaria examination and perform other jobs, such as those

performed by volunteers in the Village Malaria Collaborator Project.

Village Health Volunteers are usually supervised by both malaria and

health personnel (Ministry of Public Health 1978a; 1984).
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Figure 1.1 Lines of Administration for Volunteer Programs
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1.4 Research Questions

The research Guestions u■ hich have been formulated are:

1. u■ hy do so many volunteers drop out of the program?

2. Uhat factors, such as personal characteristics or

incentives encourage volunteers to stay on in the program?

3. Does the community accept the volunteer role? Uhich

volunteer characteristics are seen as desirable in the community?

The study u■ as conducted at three level: the individual

volunteer, the community and the administrative structure of the

program.

At the individual volunteer level, the study ulas concerned uith

u■ hether and if so, hou, gender, age, economic status and other factors,

such as incentives, affect the decision of volunteers to drop out or

stay on in the program. Do volunteers u■ ho are folk healers react to

the program differently?

At the community level, the research u■ as focused on u■ hether the

malaria rate in the community and the community acceptance of the

volunteer program had any effect on volunteer turnover.

Studies of the administrative structure of the program, included:

hou■ volunteers have been and currently are recruited for the program;

uhat sort of training volunteers have had and receive at present; ulho

are OT u■ ere the supervisors; hou■ often has supervision occured.
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1.5 Hypotheses

Since the volunteers should voluntarily serve the community in

case-finding, giving presumptive treatment and acting as communication

links betuleen malaria officers and villagers, the viability of the

program uould seem to depend on the longevity and active participation

of these volunteers. The study uould investigate factors, such as

gender, economic status and educational level to see if they have any

effect on attrition of volunteers. At the same time, the study uould

observe reasons that keep volunteers in the program. This study

hypothesized that:

1. Higher turnover rates u■ ere predicted among volunteers u■ ho:

ujere young or male, u■ ere not folk healers, u■ ere of louer economic

status, u■ ere unuilling to volunteer by themselves, had not attended a

training course, did not have adequate and sufficient supervision.

2. Lou turnover rates u■ ere predicted u■ hen: the community

accepted and supported the volunteer role, Opportunities for

volunteers to leave the community u■ ere not available, volunteers had

family ties in the community.

1-5 Significance of the Project

This study helps to explain u■ hy volunteers drop out of or stay on

in the program. It also identifies characteristics of good volunteers

and points out some obstacles in the present program. The data in

this study u■ ill be useful in evaluating the Village Voluntary Malaria

Collaborator Program, at least in the Northern region, if not all

regions of Thailand. The results may be useful for the Malaria
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Division of the Ministry of Public Health to improve the efficiency of

the program. This study may also prove instructive in evaluation of

other volunteer programs, particularly those Primary Health Care

programs u■ hich have been developed from the same concepts.
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CHAPTER II

ETHNOGRAPHIC STUDIES OF THAIL AND AND VOLUNT ARISM

IN HEALTH CARE

This chapter covers tuo separate topics. The first is a brief

Outline of ethnographic studies in Thailand, particularly those that

are relevant to the present study. The second deals uith voluntarism

in health Care.

2.1 Ethnographic Studies

2.1. 1 SOcial Structure

Rural Thai society is organized around eleven structural forms:

the extended-stem family cycle; the bilateral kinship system;

neighborliness and formal neighborhoods; cooperative labor-exchange

groups; the superior-inferior relationship; class and status division;

entourages; political factions; administrative villages; the village

COmmittee; and the u■ at (temple). These eleven structural forms may be

Seen in every Thai village. Hou■ ever, permutations and combinations of

these forms vary from one village to another. Therefore, there are no

tuo villages exactly alike (de Young 1955; Hanks 1972; Kaufman 1960;

Keyes 1975; Moerman 1968; Potter 1975; Sharp et al 1953; Tambiah

1970). In addition, in certain areas or among certain ethnic groups,

there are other structural forms, such as formal neighborhood groups

Organized to rotate food-sending to the ulat, associations for

financing funerals and youth groups (Potter 1975).
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2-1-2 Social Organization

The cognatic form of social organization is common. The most

important kin group outside the extended family is the bilateral

kinship system. This kinship group is composed of the descendants of

the maternal and paternal grandparents. Solidarity and obligations

betuleen members of the group are considered important. Outside this

bilateral kindred, people still consider others as their relatives if

they have the same great-grandparents. Moreover, people count others

as their relative even if they do not have any blood relationship, but

their families have lived in the same village for generations.

Therefore, in some villages One can find that almost everyone is every

Other person's relative. In addition, kinship terminology is common

used as the form of reference and address (Hanks 1975; Kirsch 1959;

Moerman 1969; Potter 1976; Potter 1977).

2.1. 3 Social Relationships

Each Thai regards every other person in the social Order as

higher or lou■ er than himself. The links betuleen tuo specific persons

- the superior-inferior relationship- is significant in the daily life

of many Thai. The superior is expected to help his inferiors, but not

dominate them to such an extent as to destroy their sense of autonomy.

The inferior ulants and expects such a superior to do things for him,

when he himself feels inadequate or incapable of doing them. The

Superior receives respect and honour from the inferior in return

(Hanks 1975; Rubin 1973).
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2.1.4. Karma

The individual's situation at any time is determined by karma:

that good actions (merit) u■ ill produce good results; sinful actions

ujill produce bad results. This belief is an essential element in the

Thai conception of social hierarchy, for those u■ ho are u■ ealthy OT

pou■ erful are considered to have earned their position as a result of

merit they have acquired. Hou■ ever, those u■ ho are nou■ subordinate may

become respected, pou■ erful and prosperous in the future if they gain

merit (Girling 1981; Gombrich 1975; Hanks 1952; Kirsch 1975; Mulder

1959). In terms of health, it is believed that the severity of illness

varies directly u■ ith the degree of accumulated demerit. To recover

from the illness, one should gain merit to keep the balance betuleen

merit and demerit. Therefore, the more severe the disorder, the

greater the merit-making should be (Hanks 1955; Kunstadter 1978; Smith

1982).

2.1.5 u■ at and Monk

The village ulat (Buddhist temple) is the symbol of village

identity and the focus of village society. The ulat is the center of

village activity and the object of pride. The ulat receives gifts of

u■ ealth and service from the villagers u■ ho are reu■ arded by the

religious merit u■ hich is believed to be accumulated by the people u■ ho

do socially useful things (Potter 1976).

To be ordained as a monk is a traditional practice for Thai men

at the age of 20. In general, men are monks during Buddhist Lent

u■ hich lasts three months; hou■ ever some choose to remain longer
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as monks, all their lives or Until they u■ ant to leave. Uith equal

freedom one can return to the monkhood again if he ulishes. The most

important thing about becoming a monk is that the monk gains great

merit for both himself and his parents (Potter 1976; Tambiah 1958;

1970).

2-1-5 Village Headman

Thai lau, and administration make all village headmen the last

links in the chains of command and information that originate in

Bangkok. The headmen are elected by the villagers of their

administrative villages and confirmed by district officers. The

headmen have to attend monthly meetings at the district office u■ here

the district officer passes doun policy decision from the central

government. The headmen have to pass on the information they receive

from the meetings to their villagers. Formal activities of the

headmen include mediating disputes and keeping the peace in their

villages. In addition, keeping demographic records is a major duty of

of the headmen. Through these duties and their association ujith

government, the headmen carry a measure of prestige and pou■ er. UJealth

is not a major reu■ ard for the headmen. They receive a small monthly

stipend from the government and fees from uriting documents or

settling disputes (Moerman 1969; Mulder 1979; Potter 1975).

2-1.7-Landounership

Dunership of land is a major factor in determining one' u■ ealth,

pou■ er and social standing. The Oulnership of sizable amounts of land
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is important, since it gives a family pouler over the lives of other

villagers u■ ho lack sufficient land of their Oun. Equal inheritance

by all children regardless of gender is the rule. Hou■ ever, the

youngest daughter u■ ho Usually remains living uith her parents after

marriage, inherits the house and the farm equipment plus at least an

equal share of farmland and sometimes an extra share u■ hich has been

retained by aged parents (de Young 1955; Kaufman 1960; Hanks 1972;

Moerman 1968; Potter 1976; Sharp et al 1953; Turton 1972).

2.1. 8 Uork in the family

Everyone is expected to uork for the family u■ ell-being. Hou■ ever,

gender and age define action and limit the range of mobility.

Although both genders are flexible in their sharing tasks, men are

expected to be "hard', u■ hich leads them to do uork that requires a lot

of physical strength. Since females are "soft", ulith less physical

ability, they are not expected to do as much physical u/Crk in the

field as the men do. Females are also expected to take care of their

house, children and their parents (Hanks 1952; Potter 1977).

2.2 Voluntarism in Health Care

2.2.1 Introduction

Voluntarism as a form of spontaneous social behaviour to support

those in need is prevalent in most societies, even in those uith a

bias touard profit and the belief that one gets "nothing for nothing".

This behaviour is seen in the capitalist and socialist systems as u■ ell

as in traditional and modern societies. This form of generous
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behaviour -ujhich gives benefits to others uithout expectation of

monetary gain— reflects the multiple influences from u■ hich such

behaviour derives (Rushton 1980). The instinctive ulay in u■ hich people

Tespond to help others in serious Ganger, even at personal risk, is

demonstrated by group behaviour during and immediately after physical

affliction, such as cyclones or floods (Sanders 1958).

Although the concept of voluntarism is not neu, even in health

related matters, it has recently gained a great prominence around the

uOrld, particularly in Cleveloping countries. This prominence arose

from the Alma-Ata Conference in 1978 (Streef land and Varkevisser

1984). At the conference, Primary Health Care u■ as declared to be the

vehicle for achieving the target of health for all by the year 2000.

Primary Health Care is essential health care based on practical,

scientifically sound, and socially acceptable methods and technology

made Universally accessible to individuals and families in the

community through their full participation and at a cost that

community and country can afford to maintain at every stage of their

development (Joseph and Russel 1980; Tentori 1981; Streef land and

Varkevisser 1984; UHD 1978). Therefore, the most important factor for

success of Primary Health Care is community participation.

2.2.2 Community Participation

The majority of preventive measures and a large proportion of

promotive and curative procedures do not recuire extensive

professional training, and it is difficult for governments,

particularly in developing countries, to provide health services for
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all of their people. These facts have led to the concept of community

participation, u■ hich is the process by u■ hich individuals and families

assume responsibility for their Oun health. According to this

concept, local people are supposed to cooperate uith health ulorkers in

dealing uith their oun community health problems. They have to uork

together through all the steps, beginning ulith identifying community

health problems. This has to be done by the community, uith health

uorkers acting as resource persons and guides uith technical

knou■ ledge. Through this system, community health problems u■ ill be

enumerated according to the community's Oun priorities. The Community

ujill also be committed to the elimination of these problems through

their Oun efforts. This implies that the local contribution plays an

important part in providing the necessary manpou■ er and facilities and

bringing health services into line uith the needs, u■ ants and

priorities of the population they serve. It is believed that u■ hen

people have taken an active part in the planning and implementation of

a project, they u■ ill collectively consider the completed project as

their oun, have pride in it and a sense of responsibility for it.

They u■ ill, therefore, use it, be responsible for, and maintain it as

u■ ell as avoid damaging it. One of the guiding principles in this

approach is the utilization of village health workers (Ahmed 1980;

Djukanovic and Mach 1978; Donoso 1978; Laoye 1981; Rifkin 1980;

Robinson 1981; Sterky 1980; UNICEF 1981; u■ hite 1982; ulhD 1983a).
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2.2.3 Village Health ulorkers

It is impossible and probably not necessary to involve everyone

in solving Community health problems. A more suitable approach is to

include specific people u■ ho are selected by the community. In the

community itself there are people u■ ho can be identified, preferably

ujith the help of community members, and be trained to perform certain

basic health functions (Jagdish 1981; Joseph 1980; UHO 1978). These

village health ulorkers are usually seen as the people most likely to

make Primary Health Care services accessible to nearly everyone; u■ ho

Understand local communities and are responsible to them; u■ ho can

relate to traditional healers as u■ ell as modern doctors; uhose costs

may be shared betuleen community and government; and u■ ho are also

important in political processes and development at the local level

(Berman 1983; Bryant 1978; MacCorquodale 1982; Maru 1983; Vaughan

1983).

Village health ulorkers are knoun by various names. For example,

they are called community health uorkers in the Sudan, village health

volunteers in Thailand, volunteer village health ulorkers in Sri Lanka

and the Philippines and Kaders in Indonesia. Although these village

health u■ Crkers are called Clifferent names in Clifferent COUntries,

generally they are locally selected from and supported by their Oun

communities. They form the front line of the health system and an

entry point into it for the population. They are effective,

acceptable and inexpensive, and they require only brief initial

training (Bennett 1979; Djukanovic and Mach 1975; Streef land and

Varkevisser 1984; Stroms 1979).
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2-2-3-1 Positive Aspects of the Village Health uorker.

Several arguments in favor of using village health ulorkers have been

presented.

First, village health uorkers u■ ill be significantly less costly

than clinic activities. Cost recuction is not only a Guestion of not

paying for labor, but also of adopting Organizational and technical

solutions u■ hich are cheaper and may also be more appropriate to the

local environment.

Second, these u■ orkers are expected to reach more of the rural

population and proportionally more clients from lou■ income house-holds

and remote villages than the clinics. Uhile it is not possible for

the government to provide a clinic in every village, u■ crkers are local

people u■ ho are supposed to be representatives from every village.

Third, village health u■ crkers u■ ill provide services Cirected at

the major public health problems of the populations (Berman 1984;

Bryant 1978; MacCormack 1983; Ofosu-Amaah 1983; u■ ang'ombe 1983; u■ hite

1982).

In addition, village health uorkers can avoid the cultural gap

betu■ een the city-educated health u■ crker and illiterate rural people.

For example, one city-educated nurse ulho spent several months in a

village, could not persuade a single uo■ man to Undergo tubectomy, u■ hile

an illiterate village health volunteer from the same village u■ as able

to refer 75 uomen for tubectomy ulithin the same period. This might be

because villagers felt closer to the village health volunteer than to

the nurse (Djukanovic and Mack 1975).
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2.2.5.2 Arguments Against the Use of Village Health Uorkers.

The main argument against the Utilization of village health uorkers is

based on the feasibility of assuring adequate quality care and the

costs associated uith that Guality. Village health u■ crkers generally

have no more than a primary education, and often receive very limited

training. Critics argue that it is too difficult to assure that such

health ulorkers can adequately diagnose and treat major life

threatening illnesses (Berman 1984). Other arguments against village

health uorkers are that they do not have instruments for examining the

patients and do not give injections (ulang'ombe 1983).

Despite the fact that there are some arguments against Using

village health uorkers (Berman 1984; ulang'ombe 1984), one can find

them in most developing countries. These ulorkers are expected to

perform a ulide range of functions u■ hich according to country reports

generally include: home visits, environmental sanitation, provision

of ulater supply, first aid and treatment of simple and common ailmets,

health education, nutrition and surveillance, maternal and child

health and family planning activities, communicable disease control,

referrals, record-keeping and collection of data on vital events

(Jobert 1985; Ofosu-Amaah 1983; Scholl 1985; Streef land and

Varkevisser 1984; Vaughan 1980). Some projects might ask the village

health uorkers to uork only on a particular problem. For example, the

Kasa and Palghar Nutrition projects in India deal only u■ ith

nutritional problems. Malaria Voluntary Collaborator programs in

Latin America and Thailand ask the voluntary collaborators to uork

only on malaria. Some other projects deal uith more than one
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particular health problem; for example, the project in Cuba and the

Primary Health Care Project in Thailand deal ulith more general health

problems (Chitprarop 1982; Djukanovic and Mack 1975; Ministry of

Public Health 1984; Ruebush II, Godoy-Bonilla and Klein 1985).

The u■ ork load for village health uorkers depends on the

requirements of projects in each country. Hou■ ever, a ulorld Health

Organization report states that, in general, it u■ as felt that village

health u■ crkers u■ ere asked to do too much, especially the part-time

uorkers (uhD 1984a).

2.2. 3. 3 Coverage. A country may have more than One kind of

village health u■ crker and each kind may serve a different number of

people. For example, in India, a village health guide serves 1000

people, uhile a multipurpose uorker serves as many as 5000 people. In

Thailand, a village health communicator serves 50–100 people, u■ hereas

a village health volunteer serves 500–1000 people (Table 2.1). It

has been found that the number of persons served by the village health

ujorker is an important determinant of hou■ u■ ell the village health

ujorker does his u■ crk, since the number of clients also reflect the

amount of uork the village health uorker has to do. For example, in

Indonesia, it u■ as observed that near Ngestihardjo, u■ here only tuo

kaders (volunteers) per hamlet u■ ere trained, the uork load rapidly

became oppressive and the kaders resigned, u■ hile in Blunyahre jo, uith

a ratio of Only four to five families per kader, there u■ as not much

uork for each kadar to do. Kaders felt bored and u■ ere inactive,

Conditions u■ hich overcame the kaders' initial good intentions.

Therefore, the program has not run u■ ell (SUyadi, Sadjimin and Rohde
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1977).

Table 2.1 Examples of Village Health Lorker Client Loads

Country Type Tarqet DODUlation
(Eer Unit)

India Village health guide 1 OOO
Multipurpose u■ orker 5000

Indonesia Health promoter 100-200
Nigeria Volunteer primary health Variable

ujorker

SUCan Community health uorker 500-1000

Thailand Village health communicator 50–100
Village health volunteer 500-1000
Malaria voluntary collaborator 1000–1200

(Adapted from Malaria Control as Part of Primary Health Care,
Report of a u■ hU Study Group, Technical Report Series 712,
uHO, Geneva, p. 68.)

2.2. 3.4 Finance. Forms of funding range from almost

complete financing by the central government through budgetary

allocations, to community funding through the mobilization of

community resources and fee-for-service, or a combination of any of

these. In some countries, for example India, the community health

uorker receives a small monthly government honorarium for 2–3 hours

of community service a day, during u■ hich time he is to attend to

simple medical problems, mobilize community involvement in health

programs and assist in health education (Jobert 1985; Maru 1983;

Nichter 1984). In the Sudan, the government provides a subsidy in

grain. The money generated by the community in grinding and selling
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grain is used to pay the community health ulorker. Sometimes, costs

are shared. The community health uorker's salary may come from the

Community, but the government provides training, supervision,

supplies and transportation (Storms 1979). In some countries village

health uorkers do not receive a salary. For example, in Tanzania the

village medical helpers are not salaried, but their uork is regarded

as communal u/ork, and for that reason they are free from other

communal tasks in the village (Storms 1979). In other countries, such

as Thailand, village health volunteers do not get a salary nor is

their u■ crk considered as communal u/ork. The only remuneration they

receive is free medical service from health centers or government

hospitals (Ministry of Public Health 1984).

The source of funding not only indicates u■ here the financing

comes from, but also shouls the commitment of the village health ulorker

to the community and the commitment of the community to the uDrker.

For example, it has been found in Botsu■ ana, the u■ est Azerbaijan

Project in Iran, and in Papua Neu Guinea that u■ hen paid by the

government the community health uorker tended to have less commitment

to the community (Carballo 1978). At the same time, the community had

less commitment to the community health uorkers, since the community

Saul the Community health ulorker as a government employee u■ ho u■ as

performing activities at the community level on behalf of government

and not as their oun community health uorker ulhose activities they

should support. Therefore, it is believed that at least part of the

funding should come from the community u■ here the village health uorker

ujill serve. Hou■ ever, some communities Usually find it difficult to
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obtain adequate funds for the uorkers (Ofosu-Amaah 1983; Storms 1979).

Some recommend that at least a partial fee should be collected

from the individuals u■ ho use the services. It is believed that cost

sharing uill increase the involvement of the people. People uill feel

they have a critical say in the operation of the system and in the

assessment of the village health uorkers' performance (Storms 1979).

2.2. 3.5 Selection. Experience has shoun that u■ ho are

selected for training and hou, they are selected, are vital to the the

success of village health uorker programs (Patrick 1982; Vaughan

1983). In general, the main criterion for selection is that each

ujorker must have a desire to serve his community. Literacy is an

additional requirement in some countries (Ofosu-Amaah 1983;

Ruebush II, Godoy-Bonilla and Klein 1985; Scholl 1985). In theory,

selection should be determined by the community and supported by

health Officers. Hou■ ever, it has been found that sometimes the

Community as a u■ hole has no Understanding of u■ hat a village health

ujorker is supposed to do and the community leaders have only an

Unclear Understanding. As a result, the individual selected to

become a village health uorker may not be the best possible

candidate. In many situations, there is the tendency to select the

sons or daughters of influential elites in the community (Jobert 1985;

Streef land and Varkevisser 1984). The situation gets ulorse u■ here

village health u■ orkers have paid jobs. For example, it is reported

that in India, village health uorker jobs have often been used by

politicians as political reu■ ards in return for votes (Streef land and

Varkevisser 1984).
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2.2. 3.6 Training. Training is an important component

in the success of village health uorker plans, since the training uill

help village health ulorkers to determine and direct their

performance in the community. The training should be relevant to the

health problems of the community as u■ ell as the tasks that the village

health uorkers are expected to perform. Most training courses cover

both theory in a classroom setting and practical or field training in

a health facility or in the community. The combination of these tulo

components of the training program vary from country to country. The

Curation of training also varies from country to country. For

example, training of village health volunteers takes 15 days in

Thailand. But it takes three months in India and nine months in the

Sudan (Bennett 1979; Davidson 1985; Dayrit 1985; Ennever and Standard

1982; Jobert 1985; Maru 1983; Ministry of Public Health, Thailand

1984).

Problems in training can be found in training materials, training

methods, trainers as u■ ell as trainees. It has been found that 52

self-learning modules u■ hich are used as a basis for training in

Thailand are too complicated and extensive for most u■ orkers and not

every part of the modules is relevant to the problems of the area

(Ofosu-Amaah 1983). It has been observed in India that trainers

frequently sprinkled English terms -technical or not— in their

lessons, claiming they did not knou■ the exact term in the Indian

language. In addition, certain key aspects of the training programs

sometimes cannot be covered satisfactorily, for lack of competent

trainers (Jobert 1985). In Nicaragua, although the majority of
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volunteers have been knoun to be illiterate, the trainers have

frequently emphasized points by uriting them on the blackboard (Heiby

1981; Heiby 1982). In many places, such as Antigua, Botsu■ ana, and the

Solomon Islands, the village health uorkers u■ ere reported to be doing

little in the field of family planning, health education and other

public health activities, since they had no training or u■ ere

inadequately trained in those areas. The reason given for this

usually u■ as that the trainers lacked expertise (Ofosu-Amaah 1983).

2.2. 3.7 Supervision and Supplies. Adequate supervision

and sufficient supplies are important in keeping village health

uorkers uorking in the programs. It u■ as found that these tuo are

obstacles in many places, such as India, Nicaragua, Tanzania and

Thailand. For example, in Tanzania community health promoters

often felt isolated and as if no one particularly cared u■ hat they did,

since they lacked support from both their community and health

personnel. Drugs u■ ere often in short supply even u■ hen transportation

ulas not a problem (Heggenhougen 1984). In India and Nepal, the

supervision did not occur often enough to be able to give the

community health volunteer real support. In addition, supplies of

medicines were irregular and of inadequate quantity (Maru 1983;

Streef land and Varkevisser 1984). In Nicaragua and Thailand, it

has been found that periodic shortages of drugs have affected the

performance of the village health uorkers and their acceptance by the

villagers. It has also been found that supervision has been

inadequate in quantity and quality. In addition, in Thailand,

volunteers in the Village Voluntary Malaria Collaborator Program have
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been non-productive because malaria personnel have not follou■ ed Up the

uork of the volunteers (Chitprarop 1982; Heiby 1981; Heiby 1982;

Hongvivatana, Dendoung and Srigernyuang 1981).

2.2. 3.8 Personal Characteristics. Personal characteristics of

village health uorkers may be one of the most important components at

the implemental level of the program. A village health uorker's

characteristics affect his ability to uork and efficiency in doing the

job. At the same time, personal characteristics of village health

ujorkers may influence hou■ other villagers accept them. The follou■ ing

Ciscussion ujill shoul hou■ personal characteristics of village health

uorkers affect the success their services.

2.2. 3.8.1 Age. Age is alu■ ays mentioned in critiques of

village health uorker effectiveness. Since experience in many

countries has shoun that mature, middle-aged men or ujomen, u■ ho

are good Opinion leaders, perform more satisfactorily than young

community health uorkers. Although young people may have energy,

great u■ illingness to learn and higher levels of education than older

people, they have been found to have less standing in the community

and less commitment to the community and they do not command respect.

In addition, since young people have better chances of obtaining

Other more u■ ell-paid jobs, particularly in urban areas, their drop-Out

Tate is reported to be high. An adult uith a family is less likely to

move aulay from the community, ulith his or her neully acquired skills,

to seek u■ icer opportunities. Hou■ ever, it has been found in Iran that

an Outstanding village health u■ crker, aged only 15 years, u■ as rated
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the best by the community (Bryant 1978; Lamptey et al 1980; Ofosu

Amaah 1983; ul-ID 1984a).

2.2.5.8.2 Education. It is generally accepted that some

minimum level of literacy is necessary to enable the village health

ujorker to keep his records, relate to the health system and Undergo

the training program designed for him. Hou■ ever, in many countries the

pool of educated personnel available for training is limited.

Moreover, in many cases village health ulorkers uith less education

did a better job than those u■ ho had a higher educational level. For

example, in the Sudan it u■ as found that mature community health

ujorkers, even uith an educational level louer than the minimal

elementary education u■ ere more effective because of the

responsibilities involved. An analysis carried out in the Philippines

also shou■ ed that community health u■ crkers uith lou■ er educational

levels, but ulith maturity and some health experience, and uith deep

Tooted ties in the community made better community health ulorkers

(Bryant 1978; Ofosu-Amaah 1983).

2.2. 3.8.3 Gender. There are generally cultural preferences or

biases regarding the question of the gender of the village health

ujorker. Some communities prefer females, other males, and some train

both females and males as village health ulorkers. Preference for

either gender is sometimes influenced by the functions to be

performed by the village health ulorkers and the traditional

association of certain functions uith a particular gender. For

example, men might have a better chance of persuading the community to
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launch jobs that require motivation and mobilization, such as a ulater

program or the cleaning up of pools of stagnant ulater and heaps of

Tubbish. But mothers, especially those u■ ho are recognized experts in

midulifery and child care, are the best people in other circumstances,

such as maternal and child health areas (MacCormack 1983: Ofosu-Amaah

1983).

2.2.5.8.4 Dccupation. Occupation is frequently Overlooked

by Countries using the services of village health uorkers. It has

been recommended that in selecting village health uorkers, people

ulhose occupations take them aulay from their villages for long periods

be avoided (Ofosu-Amaah 1983).

2.2.5.8.5 Experience in Health Care. People u■ ho already have

experience in health practice, such as folk healers, might be

be appropriate as village health uorkers. In Thailand it has been

found that volunteers in the Village Voluntary ■ lalaria Collaborator

Program u■ ho u■ ere folk healers, tend to be more effective than those

uho u■ ere not folk healers (Davis 1974; Chitprarop 1982).

2.2.5.9 Attrition of Volunteers. Information available on

attrition rates is very scanty. The little information that can be

Obtained from the literature points to the fact that the turnover of

village health uorkers is high for a number of reasons, the most

important being poor selection and lou■ remuneration. For example,

sometimes young people are selected, since they might have a higher

educational level than older people. Hou■ ever, it has been found that

more of these young village health ulorkers drop out than do their
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older counterparts. In the Kasa and Palghar nutrition projects in

India, it has also been observed that part-time social uorkers have a

drop-out rate as high as 50 percent. The main reason given is the

lou-rate of remuneration by the community (Gonzalez 1975; Heggenhouqen

1984; Patrick 1982; Storms 1979).
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CHAPTER III

RESEARCH DESIGN AND METHODOLOGY

The research phases of this study of Villge Malaria Volunteers in

Thailand spanned a period of one year (1985). The field uork

consisted of four phases. For each phase a specific method for

collecting information u■ as Used.

3.1 Phases of the Study

3.1.1 Preliminary Phase (January–February 1985)

The aim of this phase u■ as to gather information about the

development and current status of the volunteer program as u■ ell as

to find a research site. The information u■ as Collected both from

Malaria Division documents (Malaria Division 1980; 1981; 1984; 1985)

and by intervieu■ ing malaria officers. The documents described the

principles of the program and its operation, for example, in selection

of volunteers, and in training and supervision of the volunteers. In

addition, the Cocuments also reveal some obstacles in the program, for

example, problems in the selection of volunteers.

The intervieus took places both in Bangkok and in various rural

areas. The respondents u■ ere malaria Officers at the administrative

level as u■ ell as the Operative level. The data obtained from

administrative level personnal provided a good description of the

program from the administrators' points of vieu. The administrators

also suggested some research questions, by prescribing points that

they ulould like to verify through the research. In addition, these
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intervieu■ s provided information about possible places to conduct field

uork. The Gata collected from malaria Officers at the operative level

gave details of the program as u■ ell as practical problems in each

endemic area.

Several criteria u■ ere employed in considering potential research

sites.

1. The research site u■ as to have both malaria control and

eradication areas. In malaria control areas, one might get a clear

picture of u/hat volunteers have to do for the Anti-Malaria Program and

hou, they should proceed. Hou■ ever, about half of the volunteers in the

country are in the eradication areas. Therefore, it u■ as considered

most useful to conduct a study in an area that has both malaria

control and eradication phases.

2. Volunteer uork in the area should be at an average level u■ hen

compared uith other areas in the country. This is to avoid studying

an extreme case, u■ hich might lead to misinterpretation.

3. There should not have been any research conducted in the area,

particularly research that gets villagers involved. Data collection

ujas to take Guite a long time. More importantly, the researcher u■ as

to Observe and discuss many things uith the villagers, especially

volunteers. If other research projects had already been conducted in

that area, they might affect the results of the present study. That

is, information obtained during this study might be contaminated by

previous research.

4. Since volunteers are scattered throughout the area, and the

study u■ as planned to include a large number of volunteers,
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transportation by automobile should be possible, in Order to

facilitate obtaining an adequate sample size.

5. The research in the field u■ as to continue for at least eight

months and the researcher planned to stay in the field as u■ ell as to

visit villagers Quite often. Therefore, safety in staying in the area

and in travelling ulithin the area u■ as also taken into consideration.

In visiting various places, the researcher learned about the

actual uork Cone as u■ ell as the existing problems in each place.

Positive and negative aspects of each place u■ ere considered and the

approval of the administrators u■ as obtained. Malaria Sector I-Lee,

Lee District of Lamphun Province, northern Thailand u■ as selected as

the study site. (See Map 3.1 and 3.2).

Areas uithin Malaria Sector I-Lee can be separated into three

categories: control areas uith One or tuo annual DDT sprayings;

Control areas ulithout DDT sprayings; and eradication areas. Major

vectors are An-balabacensis and An-minimus. Annual parasite

incidence in Lee District u■ as as high as 17.14 per 1000 population

in 1985 u■ hile in Banhong District it u■ as 1.41 per 1000 population in

the same year. In both districts the ratio of P. falciparum to

P. vivax cases is approximately 7: 3.

3.1.2 Participant Observation Phase (March-August 1985)

The purpose of this phase u■ as to collect information about

volunteers: their personal characteristics, the attitudes of

volunteers touard the program, and some preliminary cata on factors

leading some volunteers to drop out of the program. In addition, the
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study extended to the villagers in general, that is, to their

attitudes touard volunteers and the volunteer program.

To achieve these purposes, participant and non-participant

observations and informal intervieuing u■ ere employed. To make the

observation phase more systematic and to represent both the drop-outs

and those volunteers u■ ho had remained in the program, three categories

of volunteers u■ ere studied: those u■ ho dropped out of the program;

those u■ ho stayed in, but u■ ere inactive; and those u■ ho stayed in and

u■ ere active. The criterion for placing a volunteer in one of these

categories u■ as the number of blood slides the volunteer had collected

in the previous tuo years. In addition, some other variables, such as

age, gender, economic status and house location of volunteers u■ ere

considered.

Six volunteers u■ ere observed and intervieu■ ed informally in each

category, so in this phase the total sample u■ as 18 volunteers. A

u■ eekly visit to each of these volunteers u■ as made throughout six

months. During these visits observations and discussions uith other

villagers u■ ere also carried out. At the same time, a set of

Guestionnaires u■ as developed based on the information obtained from

discussions and observations. The Guestionnaires u■ ere pretested uith

25 volunteers in another district of Lamphun Province and u■ ere

adjusted Until they u■ ere ready to use in the next phase.

3.1.3 Structured Intervieu Phase (September-October 1985)

The aim of this phase u■ as to gather data from a larger

representative sample of volunteers and other villagers. The set of
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Questionnaires u■ hich had been developed in the Observation phase u■ as

used in collecting the Cata. This phase covered both the Lee and

Banhong Districts of Lamphun Province, northern Thailand. (See Map 3.1

and 3.2). Tuo hundred and nine volunteers u■ ere studied. Sixty-four of

them had dropped out of the program u■ hile 145 had remained in service.

Tuo hundred and ten other villagers u■ ere also intervieu■ ed.

3.1.4 Final Research Confirmation Phase (November–December 1985)

After field uork u■ as completed, some meetings uith malaria

officers, especially those at the administrative level, u■ ere

organized to discuss information obtained during the field study. The

purpose of these discussions u■ as to gather responses from the Officers

to the data collected in the field, particularly data that pertained

to the administrative structure of the program. In addition,

information gathered during this study u■ as compared uith information

administrators had heard from other sources.

3-2 Domains of Variables

3.2.1 Independent Variables

3.2.1.1 Gender. In a Thai community men and uomen can

participate in any social activity if they u■ ant to. Hou■ ever, the

society has certain criteria for preferring some activities for males

or females. In general Thai uomen do less travelling, and they have

to take care of the house (Hanks 1962; Potter 1977). As a result,

ujomen stay home more than men. In addition, ujomen seem to be

Tesponsible for taking care of minor family illnesses. Therefore, it
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ujas hypothesized that female volunteers ulould have a lou■ er turnover

Tate than males.

3.2.1.2 Education. Education might be another factor that

u■ ould affect the volunteers' decision to stay on in Or drop Out of the

program. People u■ ho have a higher educational level have not only

more years of schooling than others, but also more opportunities to do

more things. For example, people uith more education have more

careers to choose from than those u■ ho have less. People uith neu jobs

ujhich may take them from the community or u■ hich may occupy all their

time, may not have time for volunteer uork. Therefore, it u■ as

hypothesized that volunteers u■ ith a higher educational level u■ ould have

a higher Grop-out rate.

5.2.1.5 Age. Young people may have energy, great

uillingness to learn and higher levels of education than older people;

hou■ ever, they are also likely to be more mobile and ambitious and

probably less devoted to the community than older people. A family

person, uith his Or her neully acquired skills from malaria training,

is less likely to move aulay from the community to seek u■ icier

Opportunities (Ofosu-Amaah 1983). Another factor is that in Thai

society people seem to give less respect to the young (Hanks 1975;

Potter 1976; Rubin 1973). It is, therefore, difficult for the young

volunteers u■ ho, in fact, do not have much superiority in either

knou■ ledge OT authority in the community to perform their duties as

they are expected to. So, it u■ as hypothesized that younger volunteers

u■ ould have a higher drop-out rate than older volunteers.
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5.2.1.4 Economic status. Volunteers do not receive any

u■ age from the Malaria Division, and they have to donate some of their

time for this uork. If their economic circumstances are good they

might have some time free for volunteer uork. Conversely, those uhose

economic status is not good cannot afford to spend much of their time

on uork ulithout payment (even if they ulould like to serve as

volunteers) because they have the responsibility to contribute to

their family income. Consequently, it u■ as hypothesized that the

better the economic status of the volunteers the less likely they

uOuld drop Out.

5.2.1.5 ulork Place. For the purpose of this study,

uork place is defined as being of tuo types. The first type is a u■ ork

place far from home that requires an overnight stay. For example, if

a farmer has a farm u■ hich requires half a day to get to, it is not

possible for him to travel betuleen his home and his farm every day,

especially u■ hen he has to cultivate his land uithin a specific period

of time, such as early in the rainy season. Therefore, he has to stay

Over at his farm until he finishes his ulork u■ hich might require days

Or months. The second type is a uork place that is close to home. If

his land is next to his home, a farmer can uork at his farm uithout

staying aulay from home. Volunteers ulhose uork place is of the first

type may have a higher drop-out rate than those u■ hose uork place is of

the second type. If a volunteer is often not home or is aulay from

home for some period of time, villagers u■ ho are sick or suspect they

might have malaria u■ ill visit other volunteers or seek help from

Others. In such case the volunteer u■ ho uork far from home may not
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have much volunteer u■ ork; this may make him feel that he cannot

fulfill the spirit of volunteer ulork and cause him to drop out of the

program.

3.2.1.5 Place of Birth. Volunteers u■ ho are locally born may

be different from those u■ ho move into the community. In general

people in Thailand are more tied to the community u■ here they u■ ere born

than to the community they may move to because they usually have

family, friends and relatives in their home community. Therefore,

volunteers in their home community might be more uilling to help their

community because they can help their friends and relatives.

Villagers may also trust a volunteer more if his family is knoun to

them. This might lead to the community supporting one volunteer more

than another. In light of these tuo factors, therefore, it u■ as

hypothesized that locally born volunteers uould be more likely to stay

on in the program.

5.2.1.7 Drdination in the Vo■ khood. Drdination in the

monkhood is the best u■ ay to gain merit (Tambiah 1968; 1970). It is

also believed that through his experience as a monk, a man becomes

more socially mature. The man might be more u■ illing to help other

people and be more devoted to his community service job than before.

Hence, it u■ as hypothesized that more male volunteers u■ ho u■ ere Ordained

as monks uould stay on in the program than those u■ ho u■ ere not.

3.2.1.8 Folk Healers. In these Communities, folk healers

are probably u■ ell accepted by the villagers and many of them probably

Co not have any other Occupation. In addition, volunteer u■ ork might
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give them some prestige and benefits. Therefore, it u■ as hypothesized

that folk healers in the volunteer program uould have a lou■ er turnover

than those u■ ho u■ ere not folk healers.

3.2.1.9 Malaria Incidence Rate. The malaria incidence

rate can be considered as an indicator of the volunteer u■ ork load. If

the incidence rate is high, volunteers have to contribute a lot of

their time to volunteer ulork. Volunteers may not be able, besides

their oun occupation, to cope uith all the volunteer uork. This might

make them feel they cannot be good volunteers and that they should

quit the program. Another situation occurs in those areas u■ hich have

lou incidence rates. In these areas, very feu) people are exposed to

malaria thus limiting the activity of volunteers regardless of their

ujillingness to uork. This situation may be a reason for volunteers

to drop out. Consequently, it u■ as hypothesized that in the average

malaria incidence rate communities, feuer volunteers u■ culd drop out of

the program than in the high and lou, incidence rate communities.

3.2.1.10 Family Help. Family help refers here to other

members in a family u■ ho assist a volunteer in doing his volunteer

uork. Family help can imply that the family supports the volunteer

role u■ hich might encourage the volunteer in keeping at his uork.

Family help also implies that a villager can get volunteer service,

even u■ hen the volunteer is aulay from home. In this case, volunteer

uork is not a burden for a volunteer. He can keep at his usual

Cuties as u■ ell as do volunteer u■ crk. Hence, volunteers u■ ho had

family help may have a louer turnover rate than those u■ ho did not
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have family help.

3.2.1. 11 Selection Process. The study of selection

procedures included hou■ volunteers u■ ere selected and u■ ho did the

selection. Volunteers in the Primary Health Care Program are selected

On the basis of a sociometric technique, uhile volunteers in the

Village Malaria Voluntary Collaborator Program are selected at a

community leaders' meeting. Ulho did the selection is also

important. For example, if malaria or health personnel make the

selection, the selection is likely to be formal and probably not

result in the selection of the best candidate. If the selection is

made by the village headman, he might have a personal effect on the

process. As a result, the program may get people u■ ho are close to

the village headman, such as his son, daughter or even the headman

himself. If everyone in the community can participate, the selection

process u■ ill be egalitarian enough to represent a u■ icle spectrum of

vieus and needs. This selection might result in an appropriate

candidate. Therefore, it u■ as hypothesized that there uould be a lou■

turnover if the selection of volunteers u■ as made by members of the

community on an egalitarian basis. It u■ as also hypothesized that the

drop-out rate uould be higher if the selection u■ as made by malaria or

health personnel from outside the community.

3.2.1.12 Training Course. Every volunteer is supposed to

attend an initial one-day or tuo-day training course organized by the

Malaria Division before he begins to uork (Malaria Division 1980).

Hou■ ever, due to deficiencies in the budget the Malaria Division has
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not been able to Organize any training courses for neul volunteers

since 1984. At present the Division provides one-to-one training

ulhich mostly teaches a neul volunteer hou) to make thick blood slides

and hou■ to prepare reports, but does not cover general information

about malaria Or hou■ to motivate and get cooperation from the

community. Besides lacking some information ujhich volunteers are

supposed to knou■ , One-to-One training precludes the Opportunity for a

volunteer to knou■ other volunteers or other malaria officers, except

his trainer. So, one-to-one training does not fulfill either

technical or social aspects of a formal training course. Therefore,

volunteers u■ ho have not attended a formal training course may be more

likely to drop out of the program than those u■ ho have.

5.2.1.13 Supervision. Supervision is a very important

component in the volunteer program because volunteers are neu) to

this kind of uork and the training course may be only a brief

introduction to the uork they u■ ill be doing. u■ hen volunteers begin to

uork, they may be faced uith many problems. Therefore, supervisors

can be a great help to volunteers in solving those kinds of problems.

If volunteers are left to face some Unsolved problems and lack of

supervision they may lose the uill to uork. Therefore, volunteers u■ ho

feel they do not get adequate and sufficient supervision may have a

greater tendency to drop out of the program than those u■ ho do not.

3.2.1. 14 Certificate. The Malaria Division gives a

Certificate to a volunteer after he has carried out a certain

amount of uork. (See Figure 5.2). Therefore, a certificate can
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reflect the level of participation of volunteers in the program. A

volunteer u■ ho has Obtained a certificate has devoted more to the

program than those u■ ho have not obtained one. This volunteer might

not have thought about obtaining a certificate, but he u■ orked

hard because he ulanted to help his community or because he

appreciated the concept of the program, or for other reasons. Hou■ ever,

a certificate can be considered as an indirect measure to reveal u■ ho

has devoted himself to the program. Hence, it u■ as hypothesized that

more volunteers u■ ho had received certificates stayed on in the

program than those u■ ho had not received certificates.

5.2.2 Dependent Variable: The Volunteer Drop-Out

A drop-out volunteer is a volunteer u■ ho has already registered

and been trained, but u■ ho stops uorking. The term "drop-out" also

applies to those volunteers u■ ho had been recruited into the program,

but had never taken any blood slides, and had, then, Quit the program.

3. 3 Research ATea

The study u■ as conducted in tuo districts (Lee and Banhong) of

Lamphun Province, northern Thailand. (See Map 3.1 and 3.2). These tulo

districts are constituents of Malaria Sector I, Zone I, Region II.

3. 3. 1 Lee District

Lee District is in the far south of Lamphun Province and Lee city

is the district headquarter for government administrative u■ CIk. Most

areas in Lee District are forested and mountainous. Lee District is
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One of the feu) places u■ hich still has teak forests, considered the

best u■ cod in Thailand. Lee District is divided into seven tambons

(subdistrict or canton). In 1984 the population u■ as 50,423,

distributed among 58 villages. There are hill-tribes scattered

around the area. People speak the Northern Thai dialect, except

members of hill-tribes u■ ho speak their oun languages.

Only One Old paved highuay, connecting Bangkok and Chiangmai,

passes through Lee city. UJithin the district most villages are

Connected by Unpaved roads. In summer almost every village can be

reached by car, but during the rainy season some villages are cut off

from the outside.

Since a large part of Lee District is still rich ulith forest.

especially teak, One of the major exports is furniture made from teak

ujood. There are also other Occupations related to the forest, such as

charcoal burning and fireu■ ood cutting. These occupations are illegal

Under terms of the Ulood Lau, but some people still try to earn income

from such ulork. The main occupation of people in this area is usually

rice farming.

In terms of malaria endemicity, Lee District has an annual

parasite incidence higher than the average of Lamphun Province or even

of the country (Table 3.1). Lee District is categorized by the

Malaria Division as a malaria control area. In 1984, more than half

of the population (25,248) lived in the spraying area. (See details of

malaria control activities in Malaria Situation in Thailand in Chapter

I).

52



Table 3.1 Annual parasite incidence per 1DDD Population in 1981–
1985

Year Thailand Lamphu■ Lee Banhong
Province District District

1981 10.02 1. 74 11. 44 O. 58
1982 10. 10 2.97 13. 69 O. 57
1983 5. 70 1.45 5. 28 D. 45

1984 17.18 O. 55
1985 17.14 1. 41

Note The ratio of P. falciparum to P. vivax cases is about

7: 3.

3-5-2 Banhong District

Banhong District is next to the northern part of Lee District.

Some areas in Banhong District are mountainous; others are located On

the plains. The villagers, like most rural Thai villages, live in a

core area and uork their lands in an outer circle. Banhong District

consists of five subdistricts u■ hich are separated into 48 villages.

Its population u■ as 44, 101 in 1984.

Transportation ujithin the district is guite convenient even in

the rainy season. Futhermore, there is a good irrigation system in

many parts of the district. Therefore, u■ hen compared uith Lee

District, Banhong District is more developed.

The main agricultural crops in the district are garlic and

cabbage. These tuo crops are harvested in different seasons. Since

the district has quite a good irrigation system farmers can grou One

crop after another. This results in a better economic situation.
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Malaria is not a problem in Banhong District in general. About

68 percent of the population live in the malaria eradication area.

Although 32 percent of them live in the control area, most of this

group are in the areas that do not need annual DDT spraying. Only 20

percent of them live in areas u■ hich receive one round of annual DDT

spraying.
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Figure 3.1 Landscape of Research Area
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CHAPTER IV

VOLUNTEERS IN THE THAI MALARIA CONTROL PROGRAM

4.1 Volunteer Activities

If One found oneself in a Thai village and looked around, he

u■ ould perhaps observe on the front of some houses a green sign

board uith a medical symbol. On the sign-board, one uould read (in

Thai) "Malaria Volunteer Office, Malaria Division, Department of

Communicable Disease Control, Ministry of Public Health". This

sign-board indicates the residence of a malaria collaborator. Beside

that sign-board or someuhere else in the village, one might see a

striking poster ujith a picture of an ill-looking man. The poster says

something like "if you have a fever and headache or you suspect you

might have malaria, you can get a free blood examination from the

Offices in this list". On that list is the volunteer service, among

Others.

The reader ujill remember from the previous chapter that the

main objective of volunteer ulork is passive case detection;

therefore, volunteers are not expected to take blood at the villagers'

home since that uould involve them in active case detection. Hou■ ever,

in some cases u■ hen persons suspected of malaria are too u■ eak to visit

volunteers, some volunteers u■ ill make home visits to the residences of

villagers. Some volunteers refuse to visit the villagers at home

because their supervising officers have asked them not to do so.

Rather than explaining the difference betuleen passive and active case

detection, most officers usually tell volunteers that it is enough for
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volunteers to do their duty at their Oun homes. Visits to the homes of

all those suspected of malaria ulould indeed be too much to ask of

volunteers since they do not get paid for making home visits.

After training, each volunteer gets a plastic box containing

anti-malaria drugs, slides, a needle for pricking the finger and

alcohol. They also get a handout instructing hou■ to give presumptive

treatment and some report forms for passive case detection (MS 4

form). The report form asks for a person's name, address, age,

gender, and u■ hat kind of anti-malaria drug and hou, many tablets are

being taken. The result of the blood examination is also entered on

this report form, u/hich is supposed to be filled out after the blood

slide has been examined. The last column is for remarks concerning

the place u■ here that person u■ ent before he suspected he mught have

malaria.

Villagers can visit volunteers for blood examinations any time

they u■ ant. Usually there are three different periods of time that are

Convenient for both villagers and volunteers: early in the morning,

lunch time and late evening or at night. Villagers may stop by

volunteers' houses before both of them go to uork. If villagers'

farms are not far from home, people may have lunch at home and take a

rest for a couple of hours and then go back to uork until late

evening. Thus, some villagers can visit volunteers at lunch time.

Hou■ ever, evening is the most convenient time for both villagers and

volunteers. This is the general pattern for volunteers u■ ho are

farmers. If volunteers are merchants, they Usually remain home, to

tend their stores, so villagers can visit them anytime of the day.
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Hou■ ever, those three periods u■ hich are convenient for volunteers u■ ho

u■ ho are farmers may not be convenient for those u■ ho are merchants u■ ho

are busy uith their oun business. These three periods are the peak

periods u■ hen customers go to buy things at the grocery stores. Aside

from these times, there is usually not much going on at the grocery

stores. Some stores might be open only during these periods, if the

OuJners also have some other business to do. Some merchant-volunteers

mentioned that they did not mind doing volunteer uork, if villagers

u■ ould visit them u■ hen they had free time.

Volunteers have to perform three activities u■ hen villagers visit

them for blood examinations: making a thick blood film, giving

presumptive treatment, and filling out the report form. In taking

blood from the villagers, volunteers try not to hurt them. Each

volunteer has his Oun technique in using the needle to prick the

finger for blood u■ hich he believes u■ ill not cause villagers pain. For

example, one volunteer believed that if he pricked the villager uith

the needle on the side, rather than in the middle of the first joint

of his finger, it uould not hurt. Another volunteer thought that if

the finger u■ as tied before he gave it the needle prick, it ulould

prevent the villager feeling any pain. An active volunteer said many

villagers told him they preferred having him take blood slides rather

than anyone else because he did not hurt them.

Volunteers u■ ere asked to use a single slide for tujo blood

films. Some volunteers could make three blood films on the same

slide. After making the blood film, volunteers have to urite a code

on the slide to indicate uhose that blood film u■ as. Right after
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taking the blood film, volunteers give tuo doses of presumptive

treatment to the villagers. In eradication areas, instead of

Cistributing anti-malaria drugs, volunteers give paracetamol, an

analgesic drug, to suspected cases after the blood slides are taken,

since there have not been any malaria cases for the last feul years.

Some volunteers might make the villagers take one dose at that time.

One dose of presumptive treatment for adults consists of One tablet

of Fansidar (sulfadoxine + pyrimethamine), and one tablet of

Primaguine 15 mg. Sometimes Primaduine 15 mg. is not available; then,

volunteers give tuo tablets of Primaguine 7.5 mg. Hou■ ever, it u■ as

observed that some volunteers gave one tablet of Primaquine 7.5 mg.,

because they u■ ere concerned only about the number of tablets, not the

contents of those tablets.

It u■ as found that there u■ as not much difficulty in completing the

general information on the report form. Hou■ ever, there u■ ere some

problems on the drug section. For example, it u■ as found that many

volunteers marked report forms in the incorrect columns because the

titles of the columns had been changed and the volunteers u■ ere

accustomed to counting the columns instead of reading the Column

heading. In some cases the volunteers marked that they had given

Fansidar to the villagers, although they kneu, they had not. They u■ ere

just in the habit of marking the column for Fansidar.

Some volunteers make an arrangement uith a malaria officer for

collecting blood slides. For example, some volunteers put their

equipment boxes and report forms outside their houses so that u■ hen

the malaria Officer came to Collect blood slides he u■ ould not have
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any problem if no one u■ as home. Some volunteers put the boxes inside

the houses, but they told the officer u■ here they put them and gave the

Officer permission to pick the slides Up anytime, even u■ hen no one u■ as

home.

u■ hen an officer collects blood slides, he is expected to check

the supplies, copy the report prepared by the volunteer and inform the

Volunteer about volunteer ujork or malaria Conditions. It is also

anticipated that he uill discuss any problems that the volunteer might

have. Hou■ ever, it u■ as observed that the officer u■ as Usually most

concerned about the number of blood slides prepared by the volunteer.

For example, the first question the officer ulould ask volunteers u■ as

invariably u■ hether they had prepared any blood slides. If the

volunteer ansuered no, the officer might go on to the next volunteers'

residence u/ithout saying anything. If the ansujer u■ as yes, the Officer

uould collect the slides and copy the report, if necessary. Some

volunteers uould already have done this so the officer uould not have

to copy it himself. Usually that u■ as all the officer did u■ hen he

visited volunteers. It u■ as observed that many of the officers paid

almost no attention to the accuracy of the report. The example noted

above of a volunteer marking the urong columns of the report forms u■ as

found after regular supervision by the officer had taken place.

4-2 Case Study

It u■ as Observed that the success of efforts to keep volunteers

uorking and active in the program depended on many factors. These

factors u■ ere related to and affected by each other. The follou■ ing
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Cases help shed light on u■ hy some volunteers u■ ere active and

effective, u■ hile others u■ ere not; and u■ hy some volunteers remained in

the program, u■ hile others dropped out. The names Used in the

follou■ ing cases are pseudonyms.

CASE 1 Jai u■ as a local-born uoman, aged 50. She u■ as one of the feu

ujomen in her generation in her community u■ ho could read and urite.

She lived uith her husband. Their groun up children had quite good

permanent jobs, u■ ere already married and had moved out into nearby

villages. So Jai did not have to u■ orry about her children's future.

Jai herself u■ as economically independent, earning her oun income from

her small grocery store and rice farm and from grou■ ing pigs. Her

husband had a bus service betuleen the village and the district toun.

Jai's economic status u■ as considered above average.

Jai u■ as u■ ell-knoun and respected by the neighbors. She ulas once

nominated to be a village headman, but she refused the position. She

ulas selected to be a volunteer by the community. Hers u■ as alu■ ays the

first of four volunteers in the area named by villagers u■ hen they u■ ere

asked u■ ho their volunteers u■ ere. She u■ as happy to serve as a

volunteer. She also served on other community committees. She said

proudly that she had not believed she could carry out the duties of

positions like this, since she u■ as a uloman and she had been afraid of

officers u■ hen she u■ as a child.

In Jai's case, it can be said that she u■ as an active volunteer

because her community uholly supported her u■ hich made her feel that

she could not ignore the responsibilities that she had to the
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community. In addition, since she u■ as economically independent, she

did not have to u■ orry about her family or her children's future.

CASE 2 SOm u■ as an active volunteer, aged 58. He had been a

volunteer for almost tulenty years. He had been a village headman's

assistant. The headman had been the malaria collaborator, but Quit

all the jobs, including that of volunteer. The malaria Officer then

asked Som to take on the volunteer u■ crk. Som said he u■ as not happy

u■ hen he u■ as asked to become a volunteer but he felt he could not

refuse the officer because the headman had just quit the program.

Since he u■ as a headman's assistant, he thought it u■ as his

Tesponsibility to take the job.

Som's economic status u■ as belou average. His main income came

from farming, and occasionally from his children u■ ho uorked outside

the Community. Although Som's economic status ulas considered poor,

he u■ as a generous person. He did not mind taking blood slides at the

suspected person's home.

There are three major reasons for Som being so active in the

volunteer program. All u■ ere related to the recognition and prestige

accorded him. First, he u■ as Tespected and appreciated in his local

community. For instance, a crouci uould come to ulish him good luck

every Thai Neu! Year. They came because they ulanted to pay their

respects and to thank him for ujhat he had done for them. Second, he

received considerable attention from outsiders; he u■ as often visited

by people u■ ho u■ ere interested in malaria u■ crk and his job. He said

nou■ his pictures u■ ere all over the u■ orld because many visitors had
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come from abroad. Third u■ as that everyone in his family u■ as uilling

to help in his volunteer u■ crk and encouraged him to stay in the

program. Every family member could take blood slides. In addition,

Som hoped to receive the pin u■ hich uould be the last and highest

reu■ ard he could obtain from the Malaria Division. (See Figure 5.3).

He has already obtained certificates from both the Malaria Division

and the Ministry of Public Health.

CASE 3 Luck, aged 48, u■ as a folk healer, a farmer and a grocery store

Ouner. He considered farming as his occupation. His economic status

ulas average. He u■ as asked to be a volunteer by an officer. He u■ as

supported by his family and his neighbors in his volunteer uork. His

main reason for being a volunteer u■ as that he ulanted to help his

neighbors, although he agreed that being a volunteer helped increase

his income as a folk healer. Luck, like his folk healer counterparts,

made home visits. u■ hen he visited his patients, he u■ ould take blood

slides from every patient he suspected might have malaria. He also

gave volunteer service at home, even if the villagers only u■ anted to

have blood examinations and had no other complaints, signs or symptoms.

Luck said he might quit the program soon, since today there u■ ere not

many people u■ ho had malaria, and a health center had been established

ujithin u■ alking distance from his home. In addition, there u■ as a neu

volunteer in his community.

It u■ as observed that Luck u■ as an active volunteer because

volunteer u■ crk supported his healing career. Although he did not get

any money from volunteer uork, the villagers could see hou■ much of his
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time he devoted to them. This might have the indirect result of

encouraging villagers to use his healing service more often than

before, thus increasing his income. Hou■ ever, recently a health center

ujas established near his home, so feuer and feuer villagers have

called upon him for service. He u■ as thinking of quitting volunteer

u■ ork and perhaps also his healing career.

CASE 4 Tit, aged 40, lived in a neul settlement area. He u■ as locally

acknou■ ledged to be a uise and profoundly respected person since he had

been a monk for almost ten years. He u■ as the first volunteer in his

community. At that time, he u■ as the only one u■ ho could read and

urite. Tit ulas categorized as an inactive volunteer, although he had

the intention of doing his best for the program. But there had not

been any malaria cases in his village for the last feu) years. In

addition, there u■ ere tujo other volunteers in his village.

CASE 5 Suchai, aged 34, first became a volunteer u■ hen he ulas ulorking

On the DDT spraying team. He quit the spraying team u■ hen he got a

permanent job in a five year pilot project on child development. He

did not quit the volunteer program, but many villagers believed he had

dropped out of the program. He ulas considered as an inactive

volunteer. He did not seem to pay much attention to volunteer ulork,

but he did not u■ ant to quit the program. It u■ as observed that the

Teason he did not quit the program, although he did not u■ ant to be a

a volunteer, may have been because he u■ as thinking of Teturning to

uork on the DDT spraying team, after the pilot project he u■ as nou
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uorking on ended. Therefore, it u■ as necessary for him to keep his

relationship uith the malaria officers.

CASE 6 Dang, aged 51, u■ as a grocery store Oulner and a farmer. He u■ as

serving as a guide for a malaria officer to patients' houses u■ hen he

ulas asked to be a volunteer. He did not u■ ant to be a volunteer but

did not knou■ hou■ to refuse and he u■ as au/are that his community needed

somebody to take care of malaria-related matters. Although he had

been a volunteer more than ten years, he did not knou■ about the

possibility of obtaining a certificate. Dang thought that slide

collection by malaria officers should be done more often than ujas the

case nou, since many people uould return to ask him u■ hether they had

malaria only a feu days after he had taken their blood films. Dang

ujas an active person in his community. Besides being a volunteer, he

ujas a member of many community Committees. He aluays attended

meeting or training activities outside the community. He said the

Tefresher course organized by the Malaria Division ujas not very useful

in terms of increasing his knowledge u■ hen compared to other meetings

he had attended. He believed the refresher course u■ as necessary in

terms of social interaction among volunteers, and betuleen volunteers

and malaria Officers. He also said that he did not u■ ant his relatives,

particularly young adults, to be volunteers because they should uork

for their family's financial u■ ell-being. If they u■ ere volunteers, they

ujould u■ aste their time. As for himself, he u■ ould not mind Going

volunteer uork if villagers visited him u■ hen he had free time. If

villagers came u■ hen he u■ as busy, they had to u■ ait Until he had time,
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since volunteer ulo■ k u■ as not as important as his career.

CASE 7 Somsak, aged 32, Used to uork on the DDT spraying team and u■ as

a folk healer. Nou, he only u■ orked on his farm. His economic status

ujas belou average. He dropped out of the volunteer program tujo years

ago. His main reason u■ as that he u■ as getting poorer. He used to

have a better economic status. At that time, he did a lot of

Community jobs, including volunteer uork. Nou, his family economic

status had gotten u■ orse, and his u■ ife could not help him in anything.

He had to do everything for his family. He thought it u■ as more

important for him to improve his family's financial status.

Therefore, he Quit all community jobs.

CASE 8 Pat moved into the village because of her marriage. She u■ as

about 45 years old. She u■ as a farmer and also the ou■ ner of a small

noodle shop. Her economic status u■ as average. She u■ as asked to be a

Volunteer u■ hen she visited a friend u■ ho had malaria u■ hile an Officer

ulas giving a treatment. She said she told that officer she could not

do the job, but that the officer insisted, so she had to accept the

job. She believed that the community did not support her in her

volunteer u■ ork because she did not have her Oun relatives in the

village. Villagers said Pat herself did not do a good job in

volunteer u■ ork. She sometimes refused to take blood from the

villagers u■ ithout giving any reason. Moreover, she sometimes Cursed

those villagers u■ ho ulanted to have blood examinations. Pat Quit the

program tuo years ago. Her main reasons u■ ere that the community did
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not support her volunteer role and she u■ as too old for volunteer ulork.

CASE 9 Moon u■ as a young man, aged 23, ulith better education and

economic status than his counterparts. His main occupation ulas as a

middleman, and he also had a big fruit plantation. He u■ as Usually

busy u■ ith One or another job all year long. He ulas asked to be a

volunteer by his village headman. He could not refuse because if he

did, villagers u■ ould say he u■ as selfish. He had to accept the job,

but he had never Gone any blood slides since becoming a volunteer

three years ago. He said he did not have time and that there u■ as

another volunteer near his house.

4. 3 Other Significant Results

The follou■ ing section describes some observations and other

findings that u■ ere not used in developing the questionnaire.

The information emphasizes the administrative structure of the

program.

4.3.1 Coverage

u■ hen one talks u■ ith malaria officers on any administrative level,

one gets the impression that increasing the numbers of volunteers is

one of their greatest concerns. They emphasize the ratio of

volunteers to population. Hou■ ever, it u■ as observed that some

volunteers u■ ere placed very close to others. This might be

appropriate in terms of population ratios, but it u■ as found that

Usually only one or tuo volunteers in that group actually u■ orked;
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the others Cid not. Moreover, some volunteers' homes u■ ere close to

a health center or a hospital. Many of these volunteers said the

number of villagers u■ ho had blood slides taken decreased after these

health facilities u■ ere established, because villagers could visit them

as conveniently as the volunteer.

4.3.2 Supervisors

■ lalaria officers u■ ho collect blood slides are usually local

people permanently employed by the Malaria Division. Many of them

formerly u■ orked as spraymen on the DDT spraying teams. During DDT

spraying periods, these officers have to be supervisors of spraying

teams. In getting around in the areas they are responsible for, they

have to provide their OUn vehicles, u■ hich are commonly motorcycles,

and the Malaria Division supplies a certain amount of money for

gasoline each month. This money should be enough on an average

basis. Hou■ ever, if the areas Under their responsibility are far aulay

and if they have to make a daily trip betuleen their office and the

area of responsibility, officers might have some difficulty in

financial managment. Therefore, some of them stay in the village for

a u■ eek or tuo at a time.

In collecting blood slides, officers are supposed to supervise

volunteers as u■ ell as check the supplies. It u■ as observed that there

u■ ere not many complaints about a lack of supplies. It u■ as also noted

that supervisors u■ ere most concerned about the number of blood slides

and hou■ to make good blood slides. This may be because the number of

blood slides prepared by volunteers u■ as used as an indirect indicator
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of the Officers' performance. Unfortunately, the Officers paid little

attention to report forms or to providing any other essential

information to volunteers.

Each supervisor had his Oun pattern of u■ ork. They usually

visited some volunteers more than others. They may also visit for

Teasons other than uork. Some volunteers said that an Officer Visited

them every feu days, u■ hile others said that the same officer visited

them only once or tulice a month. Sometimes they failed to collect any

blood slides although the volunteers had prepared some. Moreover, it

ujas found that some officers did not collected all slides prepared by

volunteers. For example, if a volunteer had prepared ten slides, the

officer might collect only five or six of them and tell the volunteer

to keep the rest for his next visit. The Officer's reason u■ as that if

a volunteer did not take any blood slides Until the officer's next

visit he u■ ould still have some slides to turn in. This u■ culd mean

that the volunteer had ulorked continously, u■ hich u■ as necessary for him

if he u■ anted to get a certificate or a pin from the Malaria Division.

4.3.3 Drug Resistance

Volunteers can help in distributing large amounts of anti

malaria drugs throughout the country. Hou■ ever, some volunteers

prescribe incorrect dosages and some suspected cases take only half of

uhat is prescribed. It is possible, therefore, that such distributing

practices are contributing to drug resistance, though hou■ much is not

certain (Dr. Prasittisuk, personal communication).
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4.3.4 Free Medical Service

In theory, volunteers can get free medical service u■ hen they

visit a government health office by shouling their volunteers'

identification. Hou■ ever, in practice, some volunteers, particularly

those in the Malaria Collaborator Program, said they could not get

free medical service by using their identification. Volunteers

in the Primary Health Care Program did not have this problem.

This circumstance may be the result of the administrative line.

Volunteers in the Primary Health Care Program are not only

supervised and supported by the malaria officers, but are also

directly responsible to personnel in health centers and hospitals.

Volunteers in the Malaria Collaborator Program, hou■ ever, are not

associated uith personnel in health centers or hospitals. (See Figure

1.1). Therefore, it can be said that free medical service is provided

only for volunteers u■ ho are familiar to medical providers.

Moreover, some volunteers said if they u■ anted to get free medical

service, those medical providers looked doun on them. Some volunteers

also believed if they used their volunteers' right to this free

medical service, they ulould get second class services. They mentioned

that most drugs they received u■ ere household remedies u■ hich they

could buy from the Village Health Volunteers or grocery stores in the

village. Moreover, they said by Using their volunteer health rights,

they did not receive injections, u■ hich they believed to be a better

and stronger cure.
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4.3.5 "ultiplicity of Roles and Role Conflict

It u■ as Cbserved that if a person holds one community service job,

he has a tendency to get more. For example, if he is a volunteer in

the Primary Health Care Program, and if some other programs in his

village need a volunteer he is likely to be recruited for those

programs too. The simple reason given u■ as that he knous uhat he

should do. It u■ as found that many volunteers hold more than one

COmmunity service job; some may hold as many as ten such jobs. In

some communities, it u■ as not easy to find an appropriate person to

u■ ork in service jobs. Therefore, the person u■ ho could do one usually

did almost every thing.

For example, it u■ as observed that in one community a volunteer

u■ as a village headman as u■ ell as a member of other community

Committees. In reply to u■ hy he had so many roles, he said because he

ujas the only adult in the community u/ho could read and urite. He said

he Cid not u■ ant all those roles, but he could not refuse them. He had

to accept them all, he thought, because it u■ as his responsibility to

his Community. Hou■ ever, he had to uork his farm to earn money for

his Oun family, u/hich included four children u■ ho u■ ere not old enough

to help him. At the same time, his ulife u■ as busy taking care of the

house and children as u■ ell as doing other things because she u■ as a

village headman's u■ ife.

Some volunteers in this group mentioned that they could handle

all these roles uith help from their family. Others said they ulould

perform only important roles and ignore Unnecessary ones. In many

cases, volunteers stated that they had too many roles to manage, in
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addition to their Oun careers. Therefore, they gave up some roles

that they thought they could not carry. Frequently the volunteer role

ujas one of them.
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CHADTER \|

CHARACTERISTICS OF VOLUNTEERS AND RELATIONSHIPS OF

VOLUNTEERS TO THE PROGRAM

The survey component of the study covered tuo districts: Lee and

Banhong, in Lamphun Province of northern Thailand. These districts

had a population of 50,423 and 44, 101 respectively in July 1984.

There u■ ere current and former 232 volunteers living in the area

studied. About 90 percent (N=209) of these volunteers responded to

the structured questionnaire. One hundred thirty One u■ ere in Lee

District, 78 in Banhong District.

The Malaria Division provides broad criteria for the selection of

volunteers: each volunteer should have a desire to serve his

Community, be respected and accepted by the community and be a

literate person. The study found that there u■ ere some variations

among characteristics of volunteers, such as gender, age and

educational level.

5.1 Personal Characteristics

5.1.1 Gender

The volunteers u■ ere overu■ helmingly male (90%) (Table 5.1). This

can be explained, first, by the fact that the volunteer program

Tequires that volunteers be literate people so they can prepare

reports. As a result, the program has enrolled more men than uomen

because in these communities there are many more men than u■ c■ men u■ ho

can read and urite. Second, in Thai Communities, more men attend
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Official meetings than uomen. For example, if an officer calls a

community meeting and asks a representative from each family to

attend, the head of household -u■ ho is usually a man- u■ ill attend the

meeting. Unly if there u■ ere no capable man in the family u0uld a

ujoman come to the meeting.

5.1.2 Education

In the past, the education system required that every person in

Thailand complete four years of compulsory education. Later on the

government changed the requirement to seven years. Recently,

compulsory education u■ as again changed from seven to six years. The

educational level of the volunteers, then, ulas categorized as being

incomplete, complete compulsory education or higher than the

Compulsory education. The data obtained indicated that most of the

volunteers (87%) completed compulsory education. Only about five

percent did not finish compulsory education. The rest, (8%) had

educational levels higher than compulsory education (Table 5.1).

5.1.5 Age

This study considered age of the volunteers at tuo points: age at

the time of the study and at the time each volunteer enrolled in the

volunteer program. Both points had their Oun importance for the

study: in the study year, age may have some effect on a volunteer's

attitude touard the volunteer program, u■ hile age at the beginning of

volunteer uork might affect the selection process or the decision to

drop out of or stay on in the program. It u■ as found that about 90
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percent of the volunteers u■ ere 3D or older during the study year.

About 25 percent of the volunteers began their u■ crk u■ hen they u■ ere

less than 30 years old. Most of them (65%) began volunteer uork u■ hen

they u■ ere betuleen 30 and 49 years old. Only about ten percent began

u■ hen they u■ ere 50 or older (Table 5.1).

5.1.4 ECOnomic Status

Economic status u■ as estimated by the research team by comparing

among and betu■ een volunteers and the general population ujithin the tulo

Cistricts. Economic status u■ as judged on the basis of housing and

property. Economic status u■ as classified into three groups: above

average, average, and belou average. Since the research team had gone

to every volunteer's place at least once before the intervieu took

place, the researchers had a general idea of the economic status of

volunteers in the community. In addition, the research team had

discussed each volunteers's status before it u■ as categorized. About 46

percent of the volunteers had average economic status, 38 percent had

economic status belou average and 15 percent had a higher status

(Table 5.1).

C

5.1.5 Occupation

Most of the volunteers u■ ere farmers (77%) (Table 5.1). The rest

included merchants, middlemen, folk healer and Others. More than half

of them uorked close to home (55%) (Table 5.1). One-third uorked far

from home, but did not have to stay at their uork place. Only about

nine percent had to stay at their ulork place (Table 5.1).
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5.1 - 5 Place of Birth

Only about half of the volunteers (53%) u■ ere born in the district

in which they currently lived. The rest (47%) had moved there from

Other places (Table 5.1). Their reasons for moving into the area

included marriage and employment, among Others. One special

characteristic of this area, particularly in Lee District, is that

30–40 years ago some areas u■ ere not occupied, so many people u■ ho

ujanted land for farming could come in and cut the forest and take the

land. Trespassing into government reserved forests u■ as also common.

So, it can be said that the community in Lee District, at least, u■ as

relatively neu, u■ hen compared u■ ith other rural Thai communities.

5.1-7 Drdination in the Monkhood

Ordination in the monkhood is not only a religious practice, it

is also a u■ ay to gain some education as u■ ell as social status. It is

believed that a man u■ ho is ordained in the monkhood repays his parents

by letting them gain some merit (Potter 1975; Tambiah 1958; 1970). In

addition, a boy or a man u■ ho u■ ants an education but cannot afford to

go to a regular school, u■ ill enter the monkhood for education. This

practice is common in the North. Some temples (ulats) have classrooms

for monks like those in regular schools. Once he is a monk, a man

gains respect because people believe he nou knous both the u■ ay of life

and the lau. Of the BUCChist brotherhood.

Since entrance into the monkhood serves as a u■ ay to obtain

education and community respect, about six out of ten (59%) male

volunteers had been ordained (Table 5.1). Fifteen of them had been
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monks more than ten years. Four of them had never gone to regular

school.

Table 5.1 Socio-Economic Characteristice of Volunteers

Gender

%
Male 90

Female 10

Total 1DD (N=209)

Compulsory Education of
/0

Incomplete 5
Complete 87
Higher B
Total 1OD (N=209)

Rge (at the time of the study)
%

K30 1 O

30–39 27

40–49 31

>49 32

Total 1DD (N=209)

Age (at the beginning of volunteer uork)
%

K3D 25

30–39 34

40–49 31

X49 1 O

Total 1DD (N=209)

ECOnomic Status %
Belou■ average 16
Average 45
Above average 38
Total 1DD (N=209)
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Table 5.1 (Cont)

Primary Occupation (many people had more than one)
J

Self Employed 91
Farmer 77

■ lerChant 3
■ liddle■ man 3

UOOC Cutter 1

Folk healer 3

Service 4

Employed by Others 9
Permanently employed 4
Employed on daily basis 4
Intermittent 1

Total 1OD (N=209)

Distance betu■ een HOme and UOI’k Place

%
Close to home 56

Aulay from home—not required to 35
remain over night

Aulay from home-must remain over 9
night

Total 1OD (N=209)

Place of Birth
%

Indigeneous 53
Migrant 47
Total 1DD (N=209)

Drdination in the Monkhood"
%

NO 41

Yes 59

Total 1DD (N=189)

* Only male volunteers

5.1. 8 F Olk Healer

In the studied area, there u■ ere many folk healers. They u■ ere

villagers u■ ho Usually had other Occupations and had knoulledge about
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Crugs and could give injections. They might have learned their

skills as medical assistants u■ hen they u■ ere recruited into military

training programs or by inheriting the knou■ ledge from their

ancestors, or from other sources. These healers usually charged a

reasonable price. Many villagers depended on these folk healers'

services, particularly in areas that u■ ere far from other services

(Cunningham 1970; uleisberg 1982). These healers kneu■ more about

health and medicine than most villagers. They also had some social

status. Therefore, u■ hen the volunteer program ulanted to have a

volunteer in a village, a folk healer often might be selected because

both the villagers and the officer thought the healer kneu■ more about

medicine and also had some respect from the villagers. It u■ as found

that almost one-fourth of the volunteers studied u■ ere folk healers

(Table 5.2). These folk healers gained some benefit from being

Volunteers too. For example, about 94 percent of them acknoulledged

that volunteer uork aided their healing career (Table 5.2). This

support u■ as in terms of the community accepting their healing role

more than before. One reason given u■ as that the villagers thought if

a healer could be a volunteer, it meant that the government officers

considered him to be dualified. As a result of this, the villagers

increasingly used the healer-volunteer services for their health

problems u■ hich helped the healer-volunteers in increasing their

income. The study shou■ ed that more than 73 percent of these

healer-volunteers recognized this benefit (Table 5.2). At the same

time, most of the healer-volunteers (88%) tried to help the villagers

as u■ ell as to make their healing services more valuable by taking
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malaria blood examinations from every suspected case. The

relationship betu■ een these healer-volunteers and the volunteer Drogram

is mutually beneficial. The healer-volunteers gain in social respect

and also increase their incomes u■ hile the volunteer program benifits

in that the healers are especially enthusiastic volunteer malaria

ujorkers.

Table 5.2 Folk Healer-Volunteers (as either primary or
secondary occupation)

Percentage of Volunteers ho u■ ere folk Healer
%

NO 77

Yes 23

Total 1 OD (N=209)

Does Volunteer ulork Support Healing Career?
%

NO 6

Yes 94

Total 1 OO (N=49)

Do You Take Blood Slides?
%

NO 12

Yes 88

Total 1DD (N=49)

Does Volunteer uork Help in Increasina Income?

NO 27
Yes 73

Total 1OD (N=49)
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5.2 Relationships betuleen Volunteer Service and Other Statuses

5.2.1 Relation to Village Headmen

It u■ as not surprising that about 67 percent of the volunteers

u■ ere village headmen or had a relative u■ ho u■ as a village headman

(Table 5.3). A village headman not only has to take responsibility

for any government uOrk in his village, but also has some respect from

and influence on the villagers (Moerman 1959; Mulder 1979). So, u■ hen

the government u■ ants a volunteer in the village, the malaria officer

ujill come to the village headman for his recommendation as to u■ ho

should be a volunteer. The village headman might suggest himself or

his child or his relative because this u■ ould not only meet government

needs, but also prove to the villagers hou■ much he and his family

devote their time and energy to the community. In some cases, a

village headman felt that there u■ as no one in his village u■ ho could be

a volunteer, so he took the job until he could find an appropriate

person.

5.2.2 dork on DDT. Spray. Teams

Since malaria is endemic in this area, one control method used is

DDT spraying. DDT spraying requires much manpou■ er to finish the job

ujithin a specific time; therefore, many local people are temporarily

employed to help on spraying teams. Usually these people u■ ere trained

to take blood slides and urite reports like regular volunteers.

Hence, many of these people are asked to be volunteers, both during

the time they u■ ork on DDT spraying teams and after they have finished
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spraying. The study revealed that about 28 percent of the volunteers

had previously u■ orked on DDT spraying teams or had a relative u■ ho

ujorked on the spraying teams (Table 5.3)

5.2.5 Relatives of "alaria Dfficers

Some government malaria officers are local people, u■ hile others

have u■ orked in the area for years, so these Officers have some

Telatives or friends in the villages. U■ hen they have to fill a number

of volunteer positions uithin their area of responsibility the easy

ulay is to ask some One they knou■ to take the job. It u■ as observed

that about 51 percent of the volunteers u■ ere Officers' relatives or

friends and some of them u■ ere officers' u■ ives (Table 5.3).

Table 5.3 The Relationship betuleen Volunteer Service and Other
Statuses

Have You Dr. Your Relative Ever Been a Village Headman?
%

NO 34

Yes 66

Total 100 (N=209)

Have You or Your Relative Lorked on DDI Spraying Team?

NO 72

Yes 28

Total 1DD (N=209)

Do You Have any. Relative u■ ho Is a "alaria Ufficer?

NO 39

Yes 61

Total 1 OD (N=209)



5.5 Perception of the Problem of "alaria and of the

Volunteer Program

5. 5.1 "alaria Experience

Approximately 28 percent of the volunteers reported that they or

members of their families had personal experience uith malaria (Table

5.4). More than half of those u■ ho had malaria experience had had

blood examinations at the malaria sector office or by a malaria

officer. The volunteer service u■ as the second means for taking a

blood examination (Table 5.4). U■ hen treatment u■ as considered, the

malaria sector office, and malaria officer services u■ ere still the

first rank, but the hospital u■ as given second priority (Table 5.4).

It can be said that the malaria sector office and its personnel are

the first priority service volunteers considered u■ hen they had a

personal problem uith malaria. The volunteer service u■ as the second

choice for malaria blood examinations, but after they kneu■ they had

malaria, volunteers preferred to go to the hospital for treatment.
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Table 5.4 Volunteer Experience uith Malaria, Blood Examination
and Treatment

Have You Dr. Your Felative Ever Had "alaria?
%

NO 72

Yes 28

Total 1OD (N=209)

U■ here DiC YOU Have Blood Examination Service?
■

/0

\! Olunteer 21

■ lalaria sector Office 35

Malaria Officer 17

Health Center 5

Hospital 14
Other 7

Total 1DD (N=58)

u■ here DiC YOU Get Treatment? %
\l Clunteer 6

■ lalaria sector Office 40
Malaria Officer 14
Health Center 6

Hospital 25
Folk healer 2
Other 5

Total 1DD (N=58)

5.5.2 Is Malaria a Community Problem?

Although 79 percent of the volunteers in the study lived in a

malaria control area (Table 5.5), about 45 percent thought malaria ulas

no longer a community problem (Table 5.5). The study further found

that the volunteers' belief about malaria as a community problem ulas

significantly related to u■ here they lived. That is, 72 percent of

the volunteers u■ ho lived in communities that still needed DDT spraying

thought that malaria u■ as a community problem. Only 28 percent did not.
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The proportion u■ as reversed for volunteers in eradication areas.

Tulenty-eight percent of the volunteers in eradication areas believed

malaria u■ as a problem in their community, and as high as 72 percent

did not think malaria ulas a problem any more (Table 5.7). It can be

said that the volunteers' belief about u■ hether malaria u■ as a community

problem u■ as Guite accurate u■ hen compared uith the actual malaria

Condition.

Table 5.5 Volunteer Distribution and Malarious Area

Malarious Area

%
Control area ulith DDT spraying 42
Control area ulithout DDT spraying 35
Eradication 22

Total 1OD (N=209)

Table 5.5 Percentage of Volunteers u■ ho Perceived "alaria as a
Problem

Is "alaria a Problem?
%

NO 47
Yes 53

Total 1 OD (N=209)

Table 5. 7 Relationship betuleen Volunteers u■ ho Perceived Malaria
as a Problem and ■ alarious Area

Malarious Areas Is "alaria a Problem?
NO Yes

% %
Control uith DDT spraying 28 72 (N=1.80)
Control ulithout DDT spraying 52 48 (N=149)
Eradication 72 28 (N=9D)

(Chi-square=51.3519, df =2, p<0.0000)
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5. 3.3 Attitude touard the Volunteer Program

One u■ ay to measure the attitudes of volunteers touard the

volunteer program is to ask u■ hether they u■ ould like their relative to

be a volunteer. If they u■ culd, it means they have a positive

attitude touard the program, because in general nobody ulants his/her

relative to do any thing he/she disagrees uith. It u■ as found that

more than 92 percent of volunteers u■ culd like their relatives to be

volunteers (Table 5.8). This might mean that volunteers' attitude

touard the volunteer program is good. Hou■ ever, in practice Only about

One-third of volunteers had a relative u■ ho u■ as also a volunteer

(Table 5.8). In addition, only 23 percent of those u■ ho had relatives

in the volunteer program had suggested or recommended their relatives

to be volunteers (Table 5.8). So, although most volunteers had

positive feelings about the program, not many of them had advised

their relatives to be a volunteer. This might have many

explanations, for example, volunteers u■ culd not like to take

responsibility for the behavior of a relative in a volunteer job, OT

might not consider their relative to be Gualified as a volunteer.
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Table 5.8 The Attitude Of Volunteers touard the Program

UJould You Like YouT Relative to Be a Volunteer?

NO 8

Yes 92

Total 1OD (N=209)

Do You Have any Relative ulho Is a Volunteer?
{

NO 69
Yes 31

Total 1DD (N=209)

Did You Influence Your Relative to Be a Volunteer?
0

NO 77

Yes 23

Total 1CO (N=65)

5-3-4 Is Volunteer Program Useful?

In ansuer to the Question u■ hether the volunteer program ulas

useful, three out of four thought it was (Table 5.9). There u■ ere many

Teasons for this ansujer. For example, volunteers felt they could help

other villagers in matters that related to malaria. Some said

although volunteer service u■ as slou■ , it u■ as better than not having any

service at all in the village. Those u■ ho did not think the volunteer

program ulas Useful said there u■ as almost no malaria or if they had a

malaria problem they could easily get the service they ulanted from the

Malaria Sector Office or the hospital.
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Table 5.9 Volunteers and the Usefulness Of the Program

Is the Program useful?
%

NO 26

Yes 74

Total 1DD (N=209)

5-3.5 Sense of Responsibility

Most volunteers (88%) considered malaria volunteer ulork as their

responsibility (Table 5.10). They felt remorse if they did not have

any blood slides u■ hen the malaria officer came. Seventy-tuo percent

of those u■ ho stayed in the program still u■ anted to be volunteers

(Table 5.10). Moreover, more than 50 percent of these volunteers

intended to continue volunteer uork as long as they u■ ere able.

Some of them (22%) u■ culd stop only if the malaria officer or the

community did not u■ ant to have them. Hou■ ever, 28 percent of

volunteers u■ ho stayed in the program did not u■ ant to stay on. Some

of them had even tried to drop out of the program, but could not

because their community did not allou, them to drop Out (32%) or

because the officers did not permit it (30%) (Table 5.10).
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Table 5.10 Response of Volunteers to Volunteer Lork

Is Volunteer lork a Kind of Responsibility?
%

NO 12

Yes 88

Total 100 (N=209)

Do You Really lant to Be a Volunteer?"

NO 28
Yes 72

Total 1OD (N=145)

Uhy Didn't You Drop Out?”
%

Community did not allou■ 32
The Officers did not permit 3D
Aule of the officer (Kreng-Jai) 18
Other 20

Total 1OD (N=40)

Hou■ Long Uill You Continue Volunteer ulork?”
%

1–5 years 6
For ever 54

Not sure 16

Up to the community 7
Up to the officer 15
Other 2

Total 1DD (N=105)

* Asked only of volunteers u■ ho remained in the program

5.4 Administrative Structure of the Program

5. 4. 1 Selection Process

Volunteer selection procedures for the Village Voluntary ■ lalaria

Collaborator Program u■ ere developed in four stages. First, at the

beginning of the program (in 1951), the selection u■ as made from an

established group, such as a youth group in the Community. Second,
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u■ hen the program expanded into villages u■ hich had no established

groups, selection depended on the justification of a malaria officer

u■ ho u■ as ulorking in that community as u■ ell as the recommendation of a

village headman. Third, the program employed the sociogram method

ujhich u■ as not successful because the malaria officers often u■ ere not

familiar ulith nor trained in the sociogram method. The current method

involves inviting community leaders, such as the village headman,

members of the village committee and the abbot, to a meeting. At the

meeting it is decided u■ ho u■ ould be an appropriate volunteer. That

person is then asked u■ hether he or she u■ ould be uilling to serve as a

a volunteer (Chitprarop 1982).

In the Primary Health Care Program the community is mobilized to

participate by the Village Health Communicator and the Village Health

Volunteer. The Village Health Communicator is selected by a

sociometric technique. The selection is the responsibility of health

uorkers at a health center. After training as communicators, these

communicators u■ ill select one person in their group to serve as a

Village Health Volunteer. This Village Health Volunteer ujill receive

additional training (Ministry of Public Health 1978a; 1984).

In the present study, 85 out of 209 volunteers u■ ere Village

Health Volunteers. The rest, (N=124), u■ ere volunteers in the Malaria

Collaborator Program. Although in theory the tuo programs have some

differences in selection procedure, in practice the actual selections

u■ ere made by four groups: malaria or health officers, village

headmen, community meetings and others. u■ ho made the selection ujas

significantly related to u■ hat program the volunteer belonged to. That
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is, for the Primary Health Care Program, most volunteers u■ ere selected

by the community meeting (43%). Selection by health officers ranked

second. In contrast, 78 percent of volunteers in the ■ lalaria

Collaborator Program u■ ere selected by malaria officers, and only about

11 percent u■ ere selected at a community meeting (Table 5.11).

u■ hatever the selection process, nearly 40 percent of volunteers

u■ ere not happy to be selected (Table 5.11). But they did agree to be

volunteers, often because they felt they could not resist the officer.

This probably can be explained by the relationship betuleen superior

and inferior. Superior status can be gained not only by age, but also

by education level, social status or ujorking position. Such superior

inferior relationships may be, for example, parent-child, teacher

student, adult-youth, and officer-villager. The superior is supposed

to advise as u■ ell as help the inferior, u■ hile the inferior gives

respect and honour in response (Hanks 1979; Ruebin 1973). Therefore,

u■ hen the superior asks an inferior to do something, usually the

inferior ujill agree because the inferior thinks that the superior

knous better and it uOuld not be uise to refuse. In addition, the

inferior is afraid that a refusal u0Uld cause him to get less

assistance in the future or, perhaps, none at all. This may be one

Teason that villagers do not Oppose being selected as volunteers.

Another reason may be explained by the concept of "losing face".

In Thai communities, particularly in TUTal areas u■ here relationships

betu■ een people are very close, a negative response to the recuest of a

friend or a relative should be avoided. A refusal u■ culd not be good

for either side. The request maker may feel that he is losing face if
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he cannot influence other people, particularly if he has superior

status. At the same time, the respondant may also feel he is losing

face if he says no to the request, because he may be blamed for not

having the ability or competence to do such a job.

Another stated reason for not rejecting the selection if a

volunteer u■ as selected by the community meeting u■ as that the volunteer

considered himself trusted by the majority of the community and

thought of the selection as an honour. In addition, in rural Thai

Communities today, there are quite a feul volunteer jobs. As a

volunteer, a person ujill be identified as a contributing member of

his community. Therefore, rejection of the selection regardless of a

person's u■ illingness to serve, is not possible for anybody in such a

Community.

More than 60 percent of the volunteers said they u■ ere happy to be

selected (Table 5.11). The main reason given u■ as that they u■ ere

interested in helping the community. In a community, there is much

normative pressure for villagers to help each other in many u■ ays.

This is based on the belief that if one helps others, one u■ ill receive

help u■ hen it is needed. In addition, community u/ork is considered an

honour and a person u■ ho does the job is devoted to his community.
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Table 5.11 Volunteers and Selection Process

Uho DiC the Selection?

Malaria Program PHC Program
% %

Malaria OT health Officer 78 37

Village headman 7 14
Community meeting 1 O 43
Other 5 5

Total 1 OD (N=124) 1DD (N=85)

(Chi-square=39.5724, df =3, p<0.0000)

Uere You Happy to Be Selected?
%

NO 38

Yes 62

Total 1DD (N=209)

Uhy Did You Not Refuse? %
Because of Other role 9

ulanted to help the community 11

The community made the selection 31
Could not resist the Officer 42
Other 6

Total 1DD (N=8D)

u■ hy Uere You Happy to Be Selected? %O

ulanted to help the community 71
Pleasure 6

Helped the government 12

Gained knou■ ledge 5
Other 6

Total 100 (N=126)

5.4.2 Training Process

According to the program guideline, volunteers are trained for

One or tuo days before they begin to uork in malaria control. The

trainer u■ ill be the head of the Malaria Sector Office u/hich is

supervised and coordinated by the head of the Malaria Zone Office.
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The training course covers at least six Units. The first Unit

includes general information about malaria, such as the malaria

mortality and morbidity rate, the transmission, signs and symptoms,

and preventive methods. The second deals u■ ith malaria control. The

Control method can be separated into three groups: DDT spraying, case

Cetection and biological control. The third Unit concerns hou, to

prepare thick blood slides. The fourth covers drug distribution, and

the fifth Unit deals uith report uriting. The final Unit covers hou

to motivate and get cooperation from the community (Malaria Division

1980; 1982).

The Malaria Division has responsibility for training the

volunteer u■ hen he is first recruited. Hou■ ever, about 17 percent of

volunteers in this study had not been trained (Table 5.12). The reason

for not giving a training course to some volunteers u■ as that the

Malaria Division did not have enough money for training. Therefore,

after a volunteer u■ as selected, he u■ ould be taught on a one-to-one

basis by a malaria officer in making blood slides, doing reports and

distributing presumptive treatment. Even on this basis, it u■ as found

that One of the volunteers, u■ ho had been recruited almost a year

earlier, had not been taught anything. This volunteer himself uould

have liked to knou■ hou] to make blood slides because his neighbors

sometimes came to him for blood examinations, but he could not perform

the service. He felt ashamed in turning doun his neighbors.

Although the One-to-one training might be an appropriate training

procedure in the case of budget constraints, it has some draulbacks.

This type of training lasts for 20–30 minutes on the average. The
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training emphasizes making blood slides, preparing reports and

distributing treatment. u■ hen comparisons are made betuleen the time

given to training and u■ hat a volunteer has to learn, one might

conclude that there is too much to learn in so short a time. In

addition, this type of training does not impress on volunteers the

importance of malaria control or u■ hy local people have to serve as

malaria volunteers. Volunteers u■ ho had this kind of training

identified themselves as Untrained volunteers, and most of them uould

like to attend a formal training course.

Among those u■ ho attended a training course, about 48 percent felt

that the training course u■ as not sufficient (Table 5.12). Some said

the training period u■ as too short, they could not remember a lot of

things u■ hich u■ ere neu) to almost all of them, and did not have much

time to practice making good blood slides. Fortunately, four out of

five of those u■ ho attended a training course also attended a refresher

course (Table 5.12). In addition, almost all of them thought

refresher courses u■ ere useful and necessary to hold periodically

(Table 5.12). The main reason that they felt the refresher course u■ as

necessary u■ as to revieu] and increase their knoulledge of malaria. In

fact a training or a refresher course for volunteers u■ as not only a

learning process, but also a social event. Many of them first met at

the course and continued their relationships as friends. Most of them

kneu, the movement of the group members, such as u■ ho had received a

certificate and u■ ho had droped out of the program.
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Most of the volunteers (91%) u■ ho attended a training course

considered it prestigious to be invited to the course (Table 5.12).

In some communities, the village headmen announced at the community

meeting u■ ho uould attend any outside community meeting. After

returning from the course this attendee u■ ould have the Opportunity to

tell the next community meeting ulhat he had learned. Some volunteers

also said it ulas prestigious to be invited by the government because

they u■ ere just peasants. Ulithout a training program they ulould not be

able to enjoy that kind of privilege.

Table 5.12 Percentage of Volunteers and Training Course

Have You Attended a Training Course?

NO 17

Yes 83

Total 1DD (N=209)

Is a Training Course Enough?
%

NO 48

Yes 52

Total 1DD (N=173)

Have You Attended a Refresher Course?
%

NO 19
Yes 81

Total 100 (N=173)

Is a Refresher Course Useful?
g?
/0

NO 1
Yes 99

Total 1OD (N=140)
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Table 5.12 (Cont)

Is the fefresher Course Necessary?
07
/0

NO 1 O

Yes 90

Total 1DD (N=140)

hy. IS the Refresher Course. Not Necessary?
%

Repetitive 54
Other 45

Total 1DD (N=13)

Why Is the Refresher Course Necessary?
%

Revieu, and increase knowledge 94
Obtain some per diem 2
■ leet Other volunteers 2
Get malaria neus 2

Total 1DD (N=117)

NO 2

Perhaps 7
Yes 91

Total 1DD (N=173)

5.4.3 Supervision

The Malaria Division decrees that the blood slides prepared by

volunteers be collected at least four times a month (Malaria Division

1982). Hou■ ever, it u■ as found that only about 19 percent of volunteers

in this study said the blood slides u■ ere collected four or more than

four times a month (Table 5.13). More than 60 percent of the

volunteers said the blood slides u■ ere collected only one or tuo times

a month (Table 5.13). The delay in slide collection made volunteers

feel Uncomfortable because after the blood slides are taken, for a feu
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days the suspected person uould often ask for the result of the

examination. Slides u■ ere sometimes left uncollection at the

volunteers' house for three u■ eeks or a month. Some suspected persons

developed acute malaria symptoms before the results of their blood

examination u■ ere made knoun to them. As a result of this delay some

villagers prefer to get blood examinations at the malaria sector

office or the hospital, although they have to pay for transportation.

Many villagers u■ ho use volunteer services are those u■ ho u■ ant to

take anti-malaria drugs before they go to the forest and after they

come back. Another group are those u■ ho knou■ they do not have malaria,

because they have not stayed in endemic areas or stayed overnight in

the forest, but they u■ ant some medicine for their fever or headache.

They uould go to the volunteers for a blood examination and get

analgesic drugs. This u■ as common in eradication areas u■ here

volunteers distribute this medicine instead of anti-malaria drugs.

u■ hen volunteers u■ ere asked u■ hether the frequency of the collection u■ as

appropriate, about 70 percent of them said it u■ as, u■ hile 30 percent

said no (Table 5.13). Negative ansuers could be explained by

volunteers' Uncomfortable feelings about the delays in collection of

slides and examination results, as discussed. Some of those u■ ho

thought collection frequency ulas adequate gave reasons, such as that

there u■ ere not many people being examined and if slide collections

u■ ere more frequent they u■ ere afraid the officer u■ ould u■ aste his time

in making a trip to get nothing. Others considered their services

mainly to be of Use for those u■ ho u■ anted to have anti-malaria drugs

before going to the forest. These volunteers also said they
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Tecommended that suspected persons have blood slides taken directly at

the Malaria Sector Office.

In collecting the blood slides, the malaria officer is also

supposed to supervise the volunteers. It u■ as found that about 40

percent of the volunteers said the officer Gid not inform them about

anything; he just collected the blood slides (Table 5.13). About 50

percent said they u■ ere informed u■ hen there u■ ere any changes in the

kinds of drugs or in the report forms.

Table 5.13. Volunteers and Supervision System

Hou■ Often Have the Blood Slides Been Collected? (times per month)
%

20
42
19

14

4 4

Total 1OD (N=209)

:
Is the frequency of Collection Appropriate?

NO 30
Yes 70

Total 1DD (N=209)

Is Volunteer Supervised?
%

NO 39
Yes 61

Total 1DD (N=209)
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5.4.4 Feuard System

Volunteers receive some remuneration (per diem) from the

Malaria Division u■ hen they attend a training or a refresher course.

They do not receive any compensation for their volunteer services.

Hou■ ever, the Malaria Division arranges free medical service for

volunteers u■ hen they visit a government hospital or health center.

Besides free medical services, the Division decrees that a Malaria

Division certificate (Figure 5.2) u■ ill be au■ arded to all volunteers

u■ ho have taken blood slides every month for at least a year. If after

Teceiving a Malaria Division certificate, that volunteer still takes

slides every month for tu■ o additional years, he u■ ill obtain a second

certificate from the Ministry of Public Health. The final and highest

reu■ ard is a pin (Figure 5.3). The pin is auarded to volunteers u■ ho

have taken blood slides continously for at least three years after

they receive a certificate from the Ministry of Public Health (Malaria

Division 1980).

In the studied area, only tuo volunteers had received the pins

and about 42 percent had obtained certificates, u■ hich u■ ere mostly

from the Malaria Division (Table 5.14). Tulenty-tuo of those volunteers

u■ ho stayed in the program had been enrolled more than tulo years,

40 of them more than ten years, but they had not obtained a

certificate. Though these volunteers u■ ere u■ illing to do their

uork, Curing some months, particularly in summer, no villagers

TeGuested blood examinations. So, for those months, the

volunteers could not make any blood slides, u■ hich meant they u■ ere

not Gualified for a certificate.
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Most of the volunteers u■ ho have not received a certificate

u■ ould like to have one (Table 5.14). Most volunteers u■ ho already

have certificates, u■ ere glad to have them (Table 5.14).

Therefore, the certificates appear to be one incentive to keep

volunteers uorking.

In Tesponse to u■ hether a volunteer should receive some

incentives for doing the job, almost 60 percent said he should.

About 40 percent said it u■ as not necessary, but they ulould be

happy to get it (Table 5.14). u■ hen they u■ ere asked to suggest

SOme incentives, most volunteers thought money u■ as the most

appropriate incentive. Yet they did not think the amount of

money should necessarily be high. An amount of 50–100 Baht

(1.80–3.70 $US) a month uould be appropriate. The second most

popular incentive u■ as anything u■ hich shou■ ed that a volunteer had

u■ orked for the volunteer program and had helped the community.

Free medical care coverage to their families u■ as the third thing

that volunteers u■ culd like to have. It u■ as also observed that

feuer than 10 percent of the volunteers thought a certificate u■ as

an appropriate incentive. Their reason u■ as they could not Use the

certificate for anything and nobody kneu, they had it. They u■ ould

prefer things that everyone could see or that they could use, such

as bicycles or radios. It is clear that public recognition for

their u■ crk u■ as very important to the volunteers.
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Table 5.14. The Attitude of Volunteers touard Feuard System

Should a Volunteer Receive some Incentives?
%

Not necessary 41
Yes 59

Total 1OD (N=209)

Uhat lould Be Appropriate?
%

Bicycle or motorcycle 15
Money 32
Certificate 8

Free medical service 21

Any thing 24
Total 100 (N=123)

Have You Received a Certificate?
%

NO 5B

Yes 42

Total 1OD (N=209)

Do YOU Consider a Certificate Desirable?
%

NO 17
It doesn't matter 8
Yes 75

Total 1DD (N=122)

Hou■ DO YOU Feel About Certificate?

-
%

Happy 82
Indifferent 18

Total 1DD (N=87)
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MALARIA DIVISION

DEPARTMENT OF COMMUNICABLE DISEASE CONTROL MINISTRY OF PUBLIC HEALTH

This Certificate Is Awarded To

Mr.Niran Saichang

For Helping In Governmental Public Health Work As A Voluntary Collaborator

May You Have A Happy and Successful Life

1 January 1982

Director, Director, Director,
Malaria Division Provincial Health Office, Chiangmai Malaria Region 2 Chiangmai

Figure 5.2 A Malaria Volunteer Certificate
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Figure 5.3 The Pin, Highest Reu■ ard for the Volunteers
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5.5 Summary

The study included some socio-economic characteristics of

volunteers as part of the investigation. Most of these

characteristics, except gender, had quite a normal distribution,

that is, a distribution similar to the characteristics of Thais in

TUral areas. Males u■ ere predominant in volunteer uork. The other tujo

special features of volunteers u■ ere: many of them u■ ere folk healers

and a high percentage of male volunteers had been monks. It u■ as not

surprising that many of the volunteers u■ ere: relatives of village

headmen, DDT spraymen, or malaria officers' relatives. The majority

of volunteers felt that volunteer u■ ork u■ as their responsibility, and

most of them also believed the volunteer program ulas beneficial.

u■ ho did the selection of the Volunteers depended on u■ hat program

the volunteers belonged to. In the Primary Health Care Program, most

volunteers u■ ere selected by the community. On the contrary, many of

the volunteers in the Village Voluntary Malaria Collaborator Program

ujere selected by the malaria officers. Although many volunteers did

not u■ ant to be volunteers, they accepted the selection because of some

cultural reasons.

Not every volunteer had attended a training course since the

■ lalaria Division has not been able to provide training courses for the

last couple of years. Therefore, volunteers u■ ho recently enrolled in

the program have been trained on a one-to-one basis.

Most of the volunteers reported that the frequency of blood slide

collection ujas less than the Malaria Division requirement. Many

volunteers u■ ere not satisfied uith this frequency. In addition, not
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every volunteer u■ as supervised.

Most volunteers preferred money as an incentive for uork. Feuer

than half of the volunteers studied had obtained a certificate,

although some of them had been in the program more than ten years.
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CHAPTER VI

ATTRITION OF VOLUNTEERS

There u■ ere 64 out of 209 volunteers u■ ho had dropped out of the

program in this study area. More than half of these drop-out

volunteers u■ crked in the volunteer program for from three to six years

(Table 5.1). There u■ ere many reasons for dropping out. The most

frequent reason given u■ as they u■ ere busy u■ ith their occupation and

they did not have time for volunteer uork any more. The second reason

ulas that they temporarily moved out of the community. Some had moved

to other places uithin the country; other had migrated to the Middle

East Countries to uork for a year or tulo. Hou■ ever, after coming back

these people usually did not u■ ant to carry out the duties of a

volunteer.

Another interesting reason given u■ as they did not really u■ ant to

Guit the program, but the malaria officer took the equipment aulay

u■ hile they u■ ere not home. u■ hen this problem u■ as discussed uith a

malaria officer, he said those volunteers did not perform their duty

properly. It might, therefore, be necessary for the Malaria Division

to set criteria about u■ ho can continue volunteer u■ CIk and u■ ho cannot,

because nou■ there is no standard. At present the decision about

continuation depends on the officers, u■ ho might not be the best judges

judges in some circumstances.
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Table 5.1 Drop-Out Volunteers

Years in Volunteer uork
%

K1 3

1–2 16

3–4 28

5–5 27
7–10 12

> 1 O 14

Total 1DD (N=64)

Uhy Did YOU DTOD Out? %o

Moved out of the community 19
Did not get any money 2
Lacked some supplies 9
Officer took the equipment 16
Old Or unhealthy 11
Had too many roles in the community 11
Did not have time (occupation) 31
Other 1

Total 1DD (N=64)

To stay in or drop out of the volunteer program might depend on

many other things besides the ansujer to the direct question,

"u■ hy did you drop out of the program?". This study looked at many

possible factors that might affect the decision to drop out or stay on

in the program.

5.1 The Relation of Attrition to Personal Characteristics

6.1. 1 Gender

Although representing feuer than ten percent of all volunteers

studied, the study shou■ ed that female volunteers u■ ere less likely to

Crop out than male volunteers, but the relationship u■ as not
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statistically significant. The drop-out rate of female volunteers

ulas about 25 percent u■ hile the male drop-out rate u■ as about 31 percent

(Table 5.2). This lack of difference by gender is someuhat surprising,

given the very different values of men and uomen in Thai society. FOT

instance, more men than uomen uork Outside the community. Second,

although feuer ujomen u■ ere in the volunteer program, or on other

community committees, those u■ ho u■ ere involved u■ ere especially proud to

be part of the program and tried to stay on in the program.

It u■ as also observed that those female volunteers u■ ho dropped

Out of the program u■ ere young and single. To Understand the reason

u■ hy young-unmarried female volunteers had more of a tendency to drop

out than their married female counterparts, one has to begin ujith the

question u■ hy these young-unmarried ulomen u■ ere recruited for volunteer

uork. Being young and Unmarried in rural Thailand is considered as

immature either physically or socially. They u■ ere also females and

generally thought inappropriate for Community service, as discussed.

In addition, young-unmarried uomen if they have an Opportunity, have

a tendency to uork outside the community more than married u■ omen. It

ulas also found that in some cases these young-Unmarried female

volunteers u■ ere village headmen's daughters. Others u■ ere recruited

because they u■ ere the favorites of the malaria officers. In brief the

research demonstrated that married females are more likely to continue

their volunteer uork than their male or young-Unmarried female

counterparts.
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6.1.2 Education

Considering the educational level of the volunteers, it u■ as found

that there u■ as a tendency for volunteers uith a higher level of

education to have a higher drop-out rate. Volunteers u■ ho had a higher

than compulsory education had the highest turnover (33%). Those u■ ho

completed compulsory education had an average drop-out rate (31%),

ujhile those u■ ho did not finish compulsory education had a drop-Out

rate of only 20 percent (Table 6.2). The educational level did not

significantly affect the drop-out rates of volunteers. If it did,

it could be because people u■ ho had higher education had more

Opportunities for a better career ulithin or Outside the community.

u■ hen these people found better jobs, many of them quit the volunteer

program, giving the excuse that they u■ ere busy u■ ith their neu■ jobs

and did not have time to continue in volunteer ujork.

In fact, it is not necessary to recruit into the program

persons u■ ho have higher educational level than average villagers. The

program uould be uise to avoid such likely drop-Outs. Even though

volunteers have to prepare reports, the report form can be reorganized

and simplified to make it easier to Understand and use. In addition,

some volunteers could ask school children in the neighborhood, even

their Oun children to help in preparing reports. These children uould

thus learn about malaria in a real situation u■ hich ulould be useful to

them. Another finding u■ as that in some communities it is difficult to

literate adults. Therefore, it might be more practical not to emphasize

the literacy requirement, but make it more practical and flexible, at the

same time rearranging the report form and looking at some other methods to

114



help.

5.1. 3 Age

u■ hen age at the beginning of volunteer ulork u■ as taken into

consideration, it u■ as observed that the age group beginning of

volunteer uCTk u■ as significantly related to the drop-out rate of the

volunteers. Volunteers u■ ho began their volunteer ujork u■ hen they u■ ere

30 OT Older had a drop-Out rate about tulice as high as those u■ ho became

volunteers u■ hen they were 29 years or younger (Table 5.2).

Regarding age of volunteers, experience in many countries shouls

that young community health uorkers perform less satisfactorily than

their older counterparts, since the young have less standing in the

community and less commitment to the community and often they do not

command respect (Ofosu-Amaah 1983; ul-ID 1984a). Hou■ ever, the present

study observed that standing in the community, commitment to the

Community or respect from the community did not depend only on age.

There u■ ere other factors as u■ ell. One important factor u■ as marital

status. In Thai society, a married person is considered socially

mature, u■ hich means he has some standing in the community. In

addition, a married person has family ties in the community, u■ hich

may imply that he might have some commitment to the community.

Therefore, it can be concluded that age of volunteers is an

important factor that affects the performance Of the volunteer or

the Cecision to stay on or drop out of the program. Hou■ ever, it is

suggested that age cannot be considered alone. It is necessary to

take Other factors into account.
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6.1.4 ECOnomic Status

Volunteers u■ ho had belou■ average economic status and those in the

above average group u■ ere combined into an "atypical" category. It u■ as

found that feuer volunteers in the "atypical" category dropped out of

the program than those in the average category. Volunteers u■ ho had an

average economic status had a drop-out rate about 37 percent, u■ hile 25

percent of those in the "atypical" category quit the program (Table

6.2). The reason given by volunteers who had a belou average economic

status u■ as that they really u■ anted to help their friends and relatives;

Otheruise these people uould have to go to toun for blood examinations

and uould have to pay at least for transportation. At the same time,

they felt they should do some merit uOrk to make their life better

(Girling 1981; Gombrich 1975; Hanks 1962; Kirsch 1975; Mulder 1962),

and the volunteer uCrk uould be one ulay to gain merit. The reason

given by those u■ ho u■ ere in the above average income group u■ as they had

spare time for volunteer u■ crk. Although volunteers in the "atypical"

category had different reasons for doing volunteer uork, the result

ujas the same; that is, they had more of tendency to stay on in the

program than those in the average category.

6.1.5 UOTk Place

It u■ as found that volunteers u■ ho had to stay at uOrk had a drop

Out Tate as high as 37 percent. Volunteers uhose uork place u■ as aulay

from home but u■ ho u■ ere not required to stay there, had a lou■ er drop

Out rate than those in other groups (Table 6.2), the most frequent

reason given by volunteers uhose uork places u■ ere aulay from home but

s .
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u■ ho did not have to stay there overnight u■ as that usually villagers

u■ ould visit them early in the morning before they u■ ent to uork or in

the evening after they came back. Therefore, there u■ as no conflict in

fitting their volunteer uork into their normal uork schedule.

5.1.5 Place of Birth

Volunteers u■ ho u■ ere born in the area studied had a crop-out rate

of 29 percent u■ hich ulas slightly, but insignificantly, lou■ er than

those u■ ho moved to the community from other places (33%) (Table 6.2).

There u■ as not much difference in these tuo groups, perhaps because

many parts of this area u■ ere neul settlements. In some villages,

almost every one had migrated from other places. Even if the

volunteers u■ ere born in the area, they may not have many relatives

uhom they ulould like to help. Hence, their drop-out rate u■ as almost

the same as for those u■ ho had moved into the villages.

5.1.7 Drdination in the Tonkhood

As mentioned above, there u■ ere many male volunteers u■ ho u■ ere

Ordained as monks. It u■ as further found that this group of

volunteers had a little higher drop-out rate than those u■ ho u■ ere not

Ordained. Volunteers u■ ho u■ ere previously ordained had a turnover

Tate of about 33 percent, u■ hereas those u■ ho u■ ere not had a turnover

rate of about 28 percent (Table 6.2).
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Table 5.2 Volunteer Status (Stay in or Drop out) and Socio
economic Characteristics

SOCio-Economic Variables Volunteer Status

Stay in Drop out
Gender

% %
Male 69 31
Female 75 25

(Chi-square=0.7501, df=1, n.s.)

Compulsory Education
%

Incomplete 80
Complete 59

Higher 67

(Chi-square=2.3705, df =2, n.s.)

Age (at the beginning)
%

K30 83

X29 55

(Chi-square=5.3886, df =1, p=0.0203)

ECOnomic Status

%
Atypical 75
Average 63

/0

20
31

33

17

35

%
25

37

(Chi-square=3.3775, df =1, trend, p<0.0661)

Distance betu■ een HOme and UJOTk Place
%

Close to home 68

Aulay from home, but not 74
TeGuired to stay

Have to stay at uOrk 63

(Chi-square=1. 1380, df =2, n.s.)

Place of Birth
g/
/0

Indigenous 71
Migrant 57

(Chi-square=0.1267, df =1, n.s.)

32
26

37

29

33

(N=189)
(N=2O)

(N=10)
(N=156)
(N=43)

(N=53)
(N=156)

(N=113)
(N=96)

(N=117)
(N=72)

(N=19)

1DD (N=110)
1DD (N=99)



Table 6.2 (Cont)

Drdained as Monks
% %

NO 72 28 1DD (N=78)
Yes 67 33 1DD (N=111)

(Chi-square=0.5696, df =1, n.s.)

5.1. 8 Being a folk Healer

Being a folk healer should have been a factor that encouraged

volunteers to stay on in the program because many folk healer

volunteers agreed that they gained some benefits from being

volunteers. Hou■ ever, it u■ as not. Moreover, folk healer-volunteers

had a higher drop-out rate than that of those u■ ho u■ ere not folk

healers. That is, about 39 percent of folk healer-volunteers Guit the

Drogram, u■ hile about 28 percent of those u■ ho u■ ere not folk healers

dropped out (Table 5.3). These differences u■ ere not statistically

significant. There u■ ere tuo reasons for folk healer-volunteers

dropping out. Some changed careers from healers to other job, so

they left the volunteer program. Some u■ ere not satisfied uith the

program because of, for example, the infrequency of slide collection

Or the lack of supplies or the lack of acknou■ ledgement and

Tecognition..

Table 6.3 Volunteer Status and Being Folk Healers

*# in Drop out
Not healers 72 28 (N=16O)
Healers 51 39 (N=49)

(Chi-square=1.5329, df =1, n.s.)
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5.2 The COT Telation betu■ een Attrition Rate and :

5.2.1 Relationship to Village Headmen

It u■ as observed that more volunteers u■ ho had a relative u■ ho u■ as a

village headman or u■ ho u■ ere village headmen themselves dropped out of

the program than those ulho did not (Table 6.4). The common situation

for this group of volunteers u■ as they u■ ere either a headman's Oun

child or his younger relative. They turned to being volunteers u■ hen

they u■ ere u■ aiting for something –a permanent job, a higher education

or even marriage. After they got a job or u■ ernt on to further

education they might possibly discontinue volunteer u■ crk. One

interesting case involved a volunteer u■ ho u■ as a village headman. This

volunteer agreed to be a volunteer because he could not reject the

malaria Officer's request, and he felt it u■ as his responsibility to

take care of his community. He, himself, u■ as afraid of blood, so his

son did all of the volunteer u■ Crk for him. His son, a student in a

provincial toun, uould come back home only on u■ eekends. In this case,

villagers u■ ould have volunteers service only during uleekends. This

young man not only did all the volunteer ujork for his father, he also

did it for his Uncle u■ ho ulas a volunteer, too. Later this young man

ulent on to higher study u■ hich kept him in toun; both his father and

his uncle quit the program because nobody did the ulork for them.

5.2.2 uork on DDI Spray Teams

In terms of experience uith malaria control u■ crk, the study

found that about 40 percent of the volunteers u■ ho had been spraymen on

120



DDT spraying teams OT u■ ho had a relative u■ ho u■ as a sprayman, dropped

out of the program compared to about 27 percent of those u■ ho u■ ere not

spraymen u■ ho dropped out (Table 6.4). The difference in these drop

out rates u■ as not statistically significant. Hou■ ever, the difference

COUld be because volunteers u■ ho u■ ere spraymen or had a relative u■ ho

ujas a sprayman, u■ ere not u■ illing to be volunteers. They became

volunteers because they ulanted to keep a good relationship uith

malaria officers. They may have felt they could not reject the

officer's request, since they or their relatives u■ ere u■ orking uith the

officers. Hou■ ever, after they or their relatives quit the spraying

team, it u■ as not necessary to keep contact uith the Officer.

Therefore, they dropped out of the volunteer program.

5.2-3 Relationship to ■ alaria Ufficers

Being an officers' relative had a significantly negative relation

to staying in the volunteer program. It u■ as found that 37 percent of

the volunteers u■ ho u■ ere officers' relatives Guit the program, u■ hile

only about 21 percent of those u■ ho u■ ere not officers' relatives did

(Table 6.4). Some volunteers u■ ere officers' u■ ives. One reason for

officers recruiting their Oun u■ ives u■ as that once in the program their

u■ ives uould get free medical service. In government services, there

are tuo categories of officers: permanent and temporary. Temporary

employees get paid by contract on a monthly or yearly basis, uhile the

permanent employees are employed life-long and get all the fringe

benefits of being government officers, including free medical care for

the ulhole family. Consequently, if the status of employment of
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Officers changed from temporary to permanent, usually their u■ ives

u■ ould drop out of the program.

Table 5.4 Volunteer Status and Other Statuses

Village Headman

*% in Drop outo ■
NO 77 23 (N=7D)
Yes 55 35 (N=139)

(Chi-square=2.7844, df =1, trend, p<.09)

DDT Sprayman
% %

NO 73 27 (N=151)
Yes 60 40 (N=58)

(Chi-square=2.5229, df =1, n.s.)

Officer Relative

% %
NO 79 21 (N=82)
Yes 63 37 (N=127)

(Chi-square = 5.4709, df =1, p=0.0193)

5.5 The Relation of Drop-out Rate to:

5. 3. 1 Malarious Area

The endemicity of malaria played an important role in keeping

volunteers in the program. In this study, communities considered as

having high malaria incidence rates are communities in control areas

that still need one or tuo rounds of annual DDT spraying. Communities
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u■ hich are in control areas but do not need DDT spraying are considered

to have moderate incidence rates; and those in eradication areas are

considered to be lou, incidence communities. It u■ as found that in high

incidence rate communities feuer volunteers dropped out of the program

than in the communities uith moderate or lou, incidence Tates.

Volunteers in spraying areas had a drop-out rate of about 23 percent

u■ hereas those u■ ho u■ ere in control areas ulithout spraying or eradication

areas had drop-out rates as high as 37 percent (Table 5.5). This may

be because volunteers in high incidence communities observe that many

of their neighbors still suffer from malaria. This might make them

realize that malaria is an obvious problem in the community. If they

can help they u■ ill be uilling to do so. On the Contrary, in areas

u■ here feu malaria cases are apparent, volunteers might get bored and

thus u■ ant to get Out.

In addition, volunteers staying on in the program might be

influenced by DDT spraying activities. It u■ as observed that feuer

volunteers in the areas uith DDT spraying dropped out of the program

than those in non-spraying areas. It seems that DDT spraying activity

Teminds villagers, including volunteers, that malaria is their

community problem. It is also true that before spraying DDT, the

officer has to call a community meeting to explain malaria and DDT

spraying. This might make villagers au■ are of malaria. Hou■ ever,

official meetings do not occur in the non-spraying areas. Most

likely, neither villagers nor volunteers in such areas realize malaria

is a community problem.
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Table 6.5 Volunteer Status in Relation to "alarious Area

■ lalarious area Stay in DTOD Out

--

==# in ***
Control uith spray 77 23 (N=88)
Control u■ ithout spray or 63 37 (N=121)

eradication area

(Chi-square=3.9997, df =1, p=0.0455)

6.3.2 Attitude touard the Volunteer Program

As discussed above an indirect measure of attitude touard the

volunteer program u■ as u■ hether a volunteer u■ anted his relatives to be

be volunteers. u■ hen the question u■ as considered along uith drop-Out

Tate, it u■ as observed that volunteers u■ ho Cid not u■ ant their relatives

to be volunteers had a turnover rate as high as 44 percent, u■ hile

volunteers u■ ho u■ anted their relatives to be volunteers had a drop-out

rate of about 30 percent (Table 5.5).

Table 5.6 Volunteer Status and Attitude touard the Volunteer Program

Attitude touard the Program Stay in Drop OutDrop out
/0

Negative 56 44 (N=16)
Positive 7D 30 (N=193)

(Chi-square=0.8151, df =1, n.s.)
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5-3.5 Sense of Responsibility

The feeling of resposibility seemed to be another factor that

affected the drop-out rate of volunteers, althought it u■ as not

statistically significant. Volunteers u■ ho considered volunteer

uork as their responsibility had a turnover rate more than tulice as

high as those u■ ho did not (Table 6.7). The reason for this u■ as that

volunteers u■ ho believed volunteer ujork u■ as their responsibility, and

u■ ho realized they could not fulfill this duty because of problems

they might have, might think it u■ as better for them to quit the

Drogram, so that other people u■ ho could carry on the u■ ork could be

selected. Hou■ ever, no difference u■ as observed betu■ een the drop-Out

Tate of volunteers u■ ho believed the program ulas useful and that of

those ulho did not (Table 6.8).

Table 5.7. Volunteer Status and Sense of Responsibility

Responsibility Stay in DTOD Out
■ — ;

NO 85 15 (N=26)
Yes 67 33 (N=183)

(Chi-square=2.4777, df =1, n.s.)

Table 5.B Volunteer Status and the Usefulness of the Program

Usefulness Stay in DTOD OUt

-

=ºid *# *
NO 68 32 (N=54)
Yes 70 3D (N=155)

(Chi-square=0.0000, df =1, n.s.)
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5. 5.4 family. Help

Assistance from the family u■ as a significant predictor of staying

on in the program. The study found that family help significantly

related to continuing volunteer ujork. About 37 percent of the

volunteers u■ ho did not have any help from the family dropped out,

uhile 21 percent of those u■ ho had some help from the family did (Table

5.9). This can imply that help from the family member u■ as another

factor that kept volunteers at their ulork. Family help u■ as important

for many reasons. For example, some volunteers mentioned that they

never ulorried about villagers coming for a blood test and finding they

could not get the service because their family could do the job for

them. This also shou■ ed that the family accepted the volunteer role.

Table 6.9 Volunteer Status and Family Help

family. Help Stay in Drop out
I- g

NO 63 37 (N=128)
Yes 79 21 (N=81)

(Chi-square=5.0517, df =1, p=0.0245)
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5.4 Attrition Rate and the AC ministrative Structure

of the Program

5.4.1 Volunteer Programs

u■ hen tuo types of volunteers u■ ere compared, it u■ as observed that,

volunteers in the Village Voluntary Malaria Collaborator Program had

a significantly higher drop-out rate than those in the Primary Health

Care Program. The study found that as many as 41 percent of the

volunteers in the Malaria Collaborator Program dropped out, uhile

Only 15 percent of the volunteers in the Primary Health Care Program

quit the program (Table 5.10). There are probably several explanations.

For example, volunteers in the Primary Health Care Program deal uith

all kinds of primary health problems including basic medical care.

These activities give them a chance to help in solving their community

health problems u■ hich may make them feel they have a significant role

in the community. Hou■ ever, volunteers in the Malaria Collaborator

Program give service only for malaria. If there u■ ere not many people

u■ ho u■ anted blood slides taken or there u■ ere not any malaria cases in

the communities, this could lead volunteers to Guit the program,

because they might think that malaria volunteers u■ ere not necessary

for the community. Another reason could be that the Malaria

Collaborator Program began long before the Primary Health Care

Program, and more than half of the volunteers u■ ho dropped out quit the

program u■ hen they had done volunteer uork for 3-5 years, as discussed.

Therefore, it u■ as more natural that volunteers in the Primary Health Care

Program had a lou■ er turnover rate than those in the Malaria Collaborator

Program.
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Table 5.10 Volunteer Status Classified by Volunteer Programs

Program Stay in Drop out
* - º

Primary Health care 85 15 (N=85)
Malaria Collaborator 59 41 (N=124)

(Chi-square = 14.6509, df =1, p<0.0001)

6.4.2 Selection Process

The best selection of volunteers u■ as made by a community meeting.

It u■ as found that only about 18 percent of volunteers u■ ho u■ ere

selected by the community dropped out, in comparison to about 35

percent of volunteers u■ ho u■ ere selected by other methods

(Table 5.11). Volunteers u■ ho u■ ere selected by community meeting had

a significantly lou■ er drop-out rate than did those selected by other

methods perhaps because the community kneu■ uho u■ ould be most

appropriate to serve in this position. It may also be, as discussed,

that these volunteers felt proud of being trusted by the community,

not just by One or tuo persons, such as a village headman Or an

Officer.

Volunteers u■ ho u■ ere happy to be selected u■ ere not different from

those u■ ho u■ ere not in terms of drop-out rate. Both groups had

approximate drop-out rates of about 30 percent (Table 5.11).

Happiness in being selected might be only one factor related to the

decision to stay on in or crop Out of the program. There are some

other factors u■ hich may be more important. For example, one volunteer

ujas not happy to be selected because he did not knou■ anything about
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this kind of uork and u■ as afraid he u■ ould do something urong. After

he u■ as trained and Understood u■ hat he had to do, he enjoyed his

volunteer uork very much. u■ henever he had free time he uould visit

his neighbors to see u■ hether any of them had any health problems.

Table 6.11 Volunteer Status and the Selection Process

Uno Mlade the Selection? 5tay in Drop out

Community meeting 82 18 (N=5D)
Other methods 65 35 (N=159)

(Chi-square=4. 1786, df =1, p=0.0409)

Feeling About the Selection
% %

Not happy 7D 30 (N=80)
Happy 69 31 (N=129)

(Chi-square=0, df =1, n.s.)

5-4-5 Attending a Training Course

Attending a formal training course is a significant predictor of

the drop-out of the volunteers, as hypothesized. About 25 percent of

volunteers u■ ho attended a training course dropped out of the program,

u■ hereas as many as 55 percent of those u■ ho did not attend a course

dropped out (Table 5.12). In other ulords, volunteers u■ ho did not

attend any formal training course had more than tulice as high

a drop-out rate as those u■ ho did. This could be because volunteers

u■ ho had one-to-one training did not really understand u■ hy they had to
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be volunteers. The formal training course did not only offer the

volunteers more knou■ ledge about malaria and the structure of the

program, as discussed. It also presented a lifetime chance to be

recognized by the community and government officers. It u■ as found

that in some communities prior to the departure for the training

program the village headman uould make a public announcement about

the trip.

In addition, there u■ ere usually at one time about 20–30

volunteers from several villages in the training course and it uOuld

last for a day or tu■ o. It u■ as a chance for the volunteers to get to

knou■ and make friends uith other volunteers from other villages.

Therefore, the training course provided not only more technical

knowledge about malaria and volunteer uork than one-to-One training,

but also an opportunity to knou■ and make friends uith other

volunteers.

Table 5.12 Volunteer Status and Attending a Training Course

Training COUTse Sta in Drop Out
%

Did not attend 44 55 (N=36)
Attended 75 25 (N=173)

(Chi-square = 11.3483, df =1, p=0.0000)
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6.4.4 Supervision

u■ hen the frequency of slide collection ujas taken into

consideration, a significant relationship u■ as found betuleen

volunteers' feeling about u■ hether the frequency of slide collection

ujas appropriate and the drop-out rate. About 43 percent of volunteers

u■ ho felt the frequency of slide collection u■ as not appropriate dropped

out u■ hereas only about 25 percent of those u■ ho thought it u■ as

appropriate quit the program (Table 5.13). In other ulords, more

volunteers u■ ho said the frequency of slide collection u■ as appropriate

stayed on in the program those u■ ho thought it u■ as not. This could

imply that volunteers u■ ho u■ ere not satisfied uith collections u■ hich

OCCUrred less Often than the standard of the ■ lalaria Division

dropped out of the program.

It u■ as found that volunteers u■ ho u■ ere supervised by the malaria

officer u■ hen he u■ as coming to collect the blood slides had essentially

the same drop-out rate as those u■ ho u■ ere not supervised (Table 5.13).

This is someuhat surprising in Vieu of the deficiencies in supervision

that u■ ere observed in the field study. In theory, the malaria officer

u■ ho collects blood slides should also supervise and Giscuss problems

ujith volunteers. Hou■ ever, ■ hot every volunteer u■ as supervised, as

discussed. Moreover, it u■ as observed that u■ hen the supervision did

happen, it u■ as often Unproductive. Sometimes the visit seemed to

emphasize fault-finding. In addition, sometimes, no encouragement

ujas given u■ hen everything u■ as correctly performed. Moral support and

acknowledgement by the officer may be important to the volunteer

since he may gain little else from this uork. It uOuld seem that a
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feu, u,0I de of thanks and some compliments from the officer during a

slide collection visit uOuld encourage continuing participation.

Since the supervision ulas often not so profitable, it apparently

did not help in keeping volunteers in the program. The supervisors

themselves u■ ere often not Gualified; some had no clear idea about

u■ hat they u■ ere supposed to do. Most of them did not even Understand

the concept of voluntarism. Usually, u■ hat the volunteer called

supervision ulas Only a simple conversation betuleen a malaria Officer

and the volunteer.

Table 5.13 Volunteers. Status Classified by Supervision System

frequency of Slide Collection Stay in DICOD OUt
g- *# *

Not appropriate 57 43 (N=63)
Appropriate 74 26 (N=145)

(Chi-square = 5.4117, df =1, p= 0.02)

Supervision

NO 67 33 (N=82)
Yes 7D 30 (N=126)

(Chi-square=0.1523, df =1, n.s.)

5.4.5 Reuard System

u■ hen the turnover rates betuleen volunteers u■ ho thought an

incentive u■ as necessary for volunteer ujork and those u■ ho thought it

ujas not u■ ere compared, it u■ as interesting to find that those u■ ho said
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it u■ as, had a lou■ er drop-out rate than those u■ ho said it u■ as not.

About 26 percent of volunteers u■ ho thought an incentive u■ as necessary

Cropped out and about 37 percent of those u■ ho believed it u■ as not had

quit the program (Table 5.14). The lou■ er rate might be influenced,

hou■ ever, by other factors. For example, attendance at a training

course and obtaining a certificate, might have had more influence on

their decision.

Continuing volunteer u■ crk is significantly related to receiving

a malaria certificate. Volunteers u■ ho obtained a certificate dropped

Out of the program much less often than those u■ ho did not. It u■ as

found that only 13 percent of volunteers u■ ho had received a

certificate dropped out u■ hile as many as 43 percent of those u■ ho had

not quit the program (Table 6.14). The au■ ard of a certificate seemed

to be an indicator, since it reflected the activity of volunteers.

Those u■ ho really liked their u■ ork uould try to do the best, and

eventually they received a certificate. This u■ ould imply that if the

Malaria Division made it possible for every volunteer to get a

certificate, it uould not mean there u■ ould be a lou■ er drop-out rate

than nou. Hou■ ever, au■ ard of a certificate might be a good motivating

factor for keeping volunteers in the program. In this case, criteria

for giving certificates might have to be made more flexible than those

u■ hich nou■ exist. At the present time, volunteers u■ ho are eligible for

a certificate must take blood slides every month for at least a year.

But in some months there may be no suspected cases and thus no need to

prepare slides.
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Table 5.14 Volunteer Status and the Reu■ ard System

Some Reu■ ard Desirable? 5tay in

NO 63

Yes 74

(Chi-square=2.2481, df =1, n.s.)

A Certificate
%

Had not received 57

Had Teceived 87

(Chi-square

5. 4.6 Rotation

This study investigated the op

the volunteer position should be held on a rotating basis.

found that about 80 percent of the

Furthermore, it u■ as Observed that V

uork should be on a rotating basis

those those ulho did not (Table 6.15).

took turns uith volunteer ujork, the

u■ ho kneu■ something about malaria.

Only one person u■ ho kneu■ about mala

DIOgram,

- it u■ as time for other people to s

Lice at
37 (N=86)
29 (N=123)

%
43 (N=122)
13 (N=87)

21.2485, df =1, p=0.0000)

inions of volunteers as to u■ hether

It u■ as

volunteers thought it should.

olunteers u■ ho believed volunteer

had a higher drop-out rate than

Their reason u■ as that if people

community u/Ould have more people

This ulould be better than having

ria. In deciding to quit the

they said they had already served as a volunteer long enough

EIT \J E .
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Table 6.15 Volunteer Status and Rotation

Rotation Sta in Drop out

NO 79 21 (N=43)
Yes 67 33 (N=165)

(Chi-square=1.8537, df =1, n.s.)

5.5 "ultivariate Analysis of Predictors of Attrition

Some factors highly encouraged volunteers to remain in the

program, u■ hile others significantly influenced volunteers to drop out

Of the program, as discussed. All these factors u■ ere entered

into the equation to see if they u■ ere predictors for the attrition

Tate of volunteers.

A stepuise multiple regression analysis u■ as conducted uith the

attrition of volunteers as the dependent variable, and uith age at the

beginning of volunteer u■ ork, living in a high incidence rate area,

help from the family, u■ hich program the volunteers belonged to, being

selected by the community meeting, feeling about the frequency of

blood slide collection, attendance at a training COUTse, obtaining a

Certificate, and being a malaria officer's relative, as the

predictors.

It u■ as found that seven of these nine predictors: obtaining a

certificate, u■ hich program the volunteers belonged to, help from the

family, feeling about the frequency of blood slide Collection, living

in a high incidence area, attendance at a training course, and age at

the beginning of volunteer uork, could explain more than 30 percent of
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the variance in attrition rate of the volunteers (Table 6.16). The

Temaining tuo predictors, being a malaria officer's relative and

being selected by the community meeting did not make a statistically

significant contribution to the attrition rate of the volunteers.

Obtaining a certificate u■ as negatively related to the attrition

Of volunteers. That is, feuer volunteers u■ ho had already obtained a

Certificate dropped out of the program than those u■ ho had not. In

Other ulords, obtaining a certificate u■ as an important predictor for

volunteers staying on in the program.

There u■ as a significant difference in attrition rates betuleen

the tuo programs (F=22.500, p=0.0000) (Table 5.15). This meant that

volunteers in the Malaria Voluntary Collaborator Program had

a significantly higher drop-out rate than those in the Primary

Health Care Program.

Help from the family u■ as another important predictor for the

attrition rate in a negative direction. That is, more volunteers u■ ho

did not have help from the family dropped out of the program than

those u■ ho had such help.

The attrition rate could be predicted by the attitude of

volunteers about the frequency of blood slide collecting. Volunteers

u■ ho believed the frequency of the collection u■ as not appropriate had

a significantly higher drop-out rate than those ulho believed it u■ as

appropriate.

Malaria endemicity had a significant effect on the attrition

Tate of the volunteers. Volunteers u■ ho lived in communities uith

high incidence rates u■ hich still needed DDT spraying had a
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significantly lou■ er drop-out rate than those u■ ho lived in communities

that no longer need DDT spraying.

Attendance at a training course significantly affected attrition

rates. More volunteers u■ ho attended a training course stayed on in

the program than those u■ ho did not.

Volunteers u■ ere separated into tuo groups by age at the beginning

of volunteer uork: those u■ ho became volunteers u■ hen they u■ ere 29

years Old OT younger, and those u■ ho u■ ere 30 years old or older. It

ulas found that age at entry into the volunteer program significantly

influenced drop-out rates. Volunteers u■ ho started their volunteer

uork after 29 years of age had a much higher drop-out rate than those

u■ ho began u■ hen they u■ ere 29 or younger.

To summarize, it can be concluded that volunteers u■ ho remain in

the program u■ ill be those u■ ho: have already obtained a certificate,

are volunteers inthe Primary Health Care Program, have help from the

family, feel that the frequency of the blood slide collection is

appropriate, live in high incidence rate communities, have already

attended a training course, and began their volunteer u■ crk at the age

of 29 or younger.
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Table 5.15 "ultiple Regression for the Attrition of Volunteers

PTeCictors MultR Rsq RsqChange F (Eqn)

Obtaining a certificate . 33.33 - 1 1 09 . 1109 25.693
PHC or Malaria Program . 4243 - 1800 . O691 22.5DO
Family help . 4597 - 21 14 . O314 18.225
Frequency of collection . 4875 .2376 . O253 15.819
Living in high endemic . 5145 - 2647 .0271 14.546
Attendance at a course .5329 .2840 . O193 13.288

Age at the beginning . 5494 .3019 .0179 12. 354

D.

.0000

. OCUD

. OCOO

. OOOO

... COOO

. OCOO

. OCCD

Table 5.17. Multiple Regression of Predictors on Attrition Rate

Predictors
-

Obtaining a certificate -. 311 5
PHC or Malaria Program . 24.71
Family help - . 1695
Frequency of collection - . 1538
Living in high endemic .0789
Attendance at a COUTse - . 1865

Age at the beginning . 1446

Std. eII CI.

.0615

.0595

. O595

.0619

.0289

.0802

. O539
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6.6 Summary

About 31 percent of the volunteers studied had already dropped

out of the program.

In terms of socio-economic characteristics, age at initial

enrollment in the program ulas significantly related to the atrrition

Tate of volunteers. Being malaria officers' relatives had a negative

relation to the Crop-out rate of volunteers.

Another important factor that u■ as a significant predictor for the

attrition rate u■ as help from the family. In addition, malaria

endimicity had a significant effect on the drop-out rate.

Each of the factors that u■ ere related to the administrative

structure of the program -ujhich program the volunteers belonged to,

u■ ho made the selection, attendance at a training course, attitude

about the frequency of blood slide collection and obtaining a

certificate- had a significant effect on the attrition rate of

Volunteers.

Multifactorial analysis u■ as calculated by bringing possession of

a certificate, the program the volunteers belonged to, help from the

family, attitude about the frequency of slide collection, living in

high incidence rate communities, attendance at a training course and

age at the beginning of volunteer ujork as independent variables into

equation. These seven variables significantly predicted the attrition

rate, accounting for 30 percent of the variance in attrition.
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CHAPTER VII

COMMUNITY PERCEPTION OF MALARIA \JOLUNTEERS

In intervieu■ ing other villagers, the study took the number and

location of volunteers as a guideline. That is, at least one villager

ulas intervieu■ ed for each volunteer intervieu■ ed. The villager lived in

the same village as the volunteer. Tuo hundred and ten other

villagers responded to the structured questionnaire. One hundred and

thirty five or about 63 percent of them u■ ere in Lee District, and the

rest (78 persons or about 37%) (Table 7.1) u■ ere in Banhong District.

The study investigated some of the socio-economic characteristics of

Other villagers, not only to shou, a general picture of the villagers

studied, but also to compare volunteers u■ ith other villagers.

7.1 Socio-Economic Characteristics

About 62 percent of the other villagers studied u■ ere males and

about 37 percent u■ ere females (Table 7.1). Although the study did not

prefer intervieu■ ing males over females, usually a man uould be the

person u■ ho responded to the intervieu, u■ hen both spouses u■ ere present

at the intervieu. Only u■ hen the man ulas not at home, ulould his ulife

ansuer the questionnaire. This is u■ hy there u■ ere more males than

females in the study. Hou■ ever, there u■ ere more females among the

other villagers studied than there u■ ere females volunteers, since

males u■ ere predominant in volunteer ujork.

Almost 19 percent of the villagers studied did not complete

compulsory education (Table 7.1), while only about five percent of the

volunteers studied did not, since in doing volunteer u■ ork, literacy is
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a reduirement. It can be said that in general volunteers had a higher

educational level than other villagers.

More than half of the villagers studied (55%) had a belou average

economic status and only ten percent had a higher average economic

status (Table 7.1). U■ hen Compared uith economic status of the

volunteers studied, one could say volunteers had a better economic

status than villagers in general, since only about 15 percent of the

volunteers had a belou■ average economic status and more than 38 percent

Of them had a higher average economic status. This figure seems

accurate, since u■ hen One explored in the villages one could see that

volunteers' houses u■ ere in a better Condition than those of other

villagers. There u■ ere only a feul volunteers uhose houses looked u■ orse

than those of the other villagers.

About 80 percent of the villagers studied u■ ere farmers (Table

7.1). The rest u■ ere merchants or middlemen or had some other

occupations (Table 7.1). It is fair to say that the villagers studied

had the same pattern of Occupation as volunteers did, except none of

the villagers studied u■ as a folk healer.

In terms of place of birth, the villagers studied had quite the

same pattern as volunteers did. That is, more than 50 percent u■ ere

local born and of the rest, more than 40 percent had moved into the

villages from other places (Tables 7.1). Some parts of the areas

studied u■ ere neu■ settlements, u■ hen compared uith other areas in

Thailand in general, as discussed. Therefore, there u■ as a higher

percentage of migrants in those areas.
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Only about 25 percent of the male villagers studied had been

monks (Table 7.1), u■ hile almost 50 percent of male volunteers had

been. In other u■ ords, more than tulice as many male volunteers had

been monks as had other male villagers. This could imply that the

volunteer program had a tendency to include more men u■ ho u■ ere ordained

as monks than those u■ ho u■ e Te not.

Table 7.1 Socio-economic Characteristics of Uther Villagers

District

Lee

Banhong
Total

Gender

Male

Female

Total

Compulsory Education

Incomplete
Complete
Higher
Total

ECOnomic Status

Belou average
Average
Above average
Total

53

37

1OD (N=210)

62

38

1DD (N=210)

%
18

73
Q

1OD (N=210)

%
55
35
1 O

1OD (N=210)
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Table 7.1 (Cont)

Dccupation
%

Self Employed 91
Farmer 79

Mercha■ ht 9
■ liddleman 1

Service 2

Employed by Others 9
Permanently 3
Day to day 4
Intermittent 2

Total 1DD (N=210)

Place of Birth %
Indigenous 58
Others 42

Total 1DD (N=210)

OTC ination*
%

NO 75

Yes 25

Total 1DD (N=131)

* Only male villagers

7.2 Experience uith Malaria

About 32 percent of the villagers studied had had experience uith

malaria (Table 7.2). This percentage u■ as a little higher than the

percentage for volunteers. And, about 55 percent of the villagers

studied believed that malaria u■ as a community problem (Table 7.3).

This percentage u■ as also a little higher than that for volunteers

studied. Hou■ ever, it could be concluded that there u■ as not much

difference betuleen volunteers and other villagers in experience uith

malaria and belief that malaria u■ as a community problem.
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Table 7.2 Villagers and Experience uith Malaria

Valaria Experience
%

NO 68
Yes 32

Total 1DD (N=210)

Table 7.3 Villagers and Belief in Talaria Being a Problem

Is "alaria a Problem?
%

NO 45

Yes 55

Total 1OD (N=210)

7.5 Use of Volunteer Service

The study further Guestioned other villagers on the use of

volunteers' service and their thinking about the usefulness of the

volunteer program and volunteer characteristics they considered ideal.

It u■ as Cbserved that some villagers kneu■ more than one volunteer and

some also kneu■ volunteers u■ ho remained in the program and some u■ ho had

Guit the program. Nevertheless, about ten percent of the villagers

uho did not know any volunteer (Table 7.4). They might knou■ a person,

but did not realize that he ulas a volunteer. This might be because

they lived in areas of lou■ malaria incidence rates, u■ here malaria u■ as

no longer a serious problem. Therefore, they did not pay attention to

malaria or to u■ ho the malaria volunteer u■ as.

More than 80 percent of the villagers studied had previous blood

slides taken for malaria examination (Table 7.4). It u■ as found that
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more than half of this group Used the volunteers' services. They said

they did so because services u■ ere convenient, they could visit

volunteers u■ hen they had free time, such as early morning or late

evening or even at night and they could also visit these volunteers On

uleekends or holidays. More than half of the villagers u■ ho did not use

volunteers' service said they u■ ere not sick. They had blood

examinations because the malaria officer made a home visit or they

ulent to the hospital or health center for some other kinds of

illnesses that u■ ere not related to malaria, but the doctor or health

Officer u■ anted to take blood slides for malaria examination to O.

About 31 percent of those u■ ho had had malaria examinations did not use

the volunteers' services (Table 7.4). Their reason ulas that they did

not knou■ any volunteer or the volunteer u■ as not available at the time

they had the blood examination.

Table 7.4. Using the Volunteer Service

Do You Knou■ any Volunteer?
%

NO 1 O

Yes 90

Total 1DD (N=210)

Have You Had a Blood Examination?
%

NO 18

Yes 82

Total 1DD (N=210)
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Table 7.4 (Cont)

Uhere DiC You Have the Blood Examination?

%
Volunteer 52

Officer made home visit 25

Hospital or health center 12
■ lalaria sector Office 9
Other 1

Total 1DD (N=172)

u■ hy Did You Not Use the Volunteer Service?
%

ulas not sick 58

Did not knou■ volunteer or no 31
volunteer available

Other 11

Total 1DD (N=57)

7.4 Attitude touard Volunteer UJork

One of the most important things in maintaining the volunteer

program is the attitude of the people touard the program. If they do

not think the program is useful and they do not use the services, it

u■ ould be a u■ aste to have a volunteer program. In this study, it u■ as

found that only one out of 210 of the villagers studied did not think

the volunteer program u■ as useful. Almost all of them thought that the

volunteers or volunteer program u■ as useful or had some use (Table 7.5).

Most of them said it u■ as useful because they could get the service

very easily and at a convenient time. Some of them also said that

they could count on the volunteers not only for malaria blood

examination but also for some other mild symptoms, such as fever and

headache. The believed that anti-malaria drugs could cure also the

symptoms of fever and headache. In addition, the drugs are free of

145



charge once they give one or tuo drops of their blood for a blood

slide. In fact in most areas in Banhong District u■ hich are

eradication areas, the volunteers distribute paracetamol, an analgesic

drug, instead of anti-malaria drugs because there have not been any

malaria cases in the last feul years.

The study further investigated u■ hether the volunteers u■ ere

Considered Useful, if there has been no malaria in the last tulo Or

three years. Most of villagers studied said yes (80%) (Table 7.5).

They said they did not think malaria could be eradicated. Although

they might have been free from malaria for a feu, years they believed

malaria u■ ould come back. Therefore, they believed the community

should have volunteers all the time. Though they might not be very

Useful u■ hen there u■ as no malaria, they u■ culd be very Useful u■ hen

malaria came back.

Although most of the villagers studied agreed that the volunteers

and the volunteer program u■ ere useful, almost all of them did not u■ ant

to be volunteers themselves (94%); only about six percent did (Table

7.5). Hou■ ever, the proportion u■ as reversed u■ hen they responded to

u■ hether they u■ anted their relative to be a volunteer: about 85

percent did; only 14 percent did not (Table 7.5). The main reason for

Objecting to volunteer uork themselves u■ as they did not have time.

Other reasons included: insufficient knou■ ledge, old age or ill health.

Those u■ ho u■ ould agree to volunteer gave the reason that they u■ anted to

help other people and acquire some knowledge (Table 7.5). At the same

time, those u■ ho objected to their relative being a volunteer gave a

reason similar to those u■ ho u■ ould not volunteer themselves, that is,
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they did not have time or sufficient knou■ ledge to do the job. In

response to u■ hy they ulanted their relative to be a volunteer, more

than half of them said it u■ as convenient to visit them or it u■ as easy

to talk to them. Other reasons included to help their community or the

government (29%), or to learn something (16%) (Table 7.5). From this

information, it can be assumed that villagers agree that the volunteer

program is beneficial or useful to them, but they do not u■ ant to be

involved in it themselves for u■ hatever reasons they may have. At the

same time, they do u■ ant someone u■ ho is close to them to take on the

job.

Table 7.5 Villager Attitudes touard Volunteer ulork

Is the Volunteer Program Useful?

NO 0.5
Some 12.9
Yes 86. "

Total 100.0 (N=210)

If There Is No Malaria, Is the Volunteer Useful?
%

NO 2[]
Yes 80

Total 1DD (N=210)

ould You Like to Be a Volunteer?
fo

NO 94
Yes 6

Total 1DD (N=210)
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Table 7.5 (Cont)

Do not have time 52

Do not have knou■ ledge 14

Old Or Unhealthy 17
Other 21

Total 100 (N=198)

ulhy. Do You ulant to Be a Volunteer?
%

ulant to help others 83
Learn something 17
Total 1DD (N=12)

u■ ould You Like Your Relative to Be a Volunteer?
–––

NO 14

Yes 86

Total 1DD (N=210)

Uhy lould You Not Like Your Relative Be a Volunteer?
%

Did not have time 43

Did not have knoulledge 37
POOT 1D

Other 1 O

Total 1DD (N=3D)

u■ hy, ulould You Like Your Relative to Be a Volunteer?

Convenient to visit 51

Learn something 16
Help community or government 29
Other 4

Total 1OD (N=1.80)

7.5 Ideal Characteristics of Volunteers

Villagers do not u■ ant to be volunteers themselves, although they

believe the volunteer program is useful. A further Question is u■ hat

Characteristics villagers u■ ant in volunteers. It u■ as found that more
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than one-third of the villagers studied did not think gender made any

difference in volunteer uork (Table 7.6). Those u■ ho thought gender

might make some difference preferred females a little more than males

(35% and 29% respectively) (Table 7.6). The positive aspects of Uomen

in being volunteers u■ ere that they usually stayed home u■ hereas the men

did not. Hou■ ever, those u■ ho preferred men to u■ omen thought most uOmen

ujere afraid of blood so they could not make blood slides. According

to the information about gender of a volunteer, it can be said that

gender is not an important factor for selecting a volunteer.

u■ hen taking marital status into consideration, it u■ as found that

more than half of the villagers studied preferred that the volunteers

be married (Table 7.6). They said married people u■ ere more settled

than single persons, and married people u■ ere considered more socially

developed than single persons.

Age is another factor that is often referred to in the study of

volunteers. In the annual report of the Malaria Division for

1983 it is mentioned that some volunteers did not do any uOrk

because they u■ ere too young (Malaria Division 1985). Hou■ ever, the

present study found that more than 41 percent of the villagers studied

preferred to have young volunteers, u■ hile about 39 percent chose

middle-aged people to be volunteers (Table 7.6). Usually villagers

related age uith marital status u■ hen they considered the

characteristics of volunteers. The most common combination of

volunteer characteristics mentioned u■ as married and young. This

Combination is thought to be a good One for volunteers because

of a belief that young people learn neu, thing faster than older
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people, and that young people are more active and more easily mobile

than their older counterparts. At the same time, they are also

married u■ hich means they are more settled douin and socially mature

than single persons.

In relation to economic status, almost all of the villagers

studied did not think poor people uould be appropriate as volunteers

(Table 7.5). Since the poor had to spend a lot of time and energy

supporting their family, the villagers studied thought that it uOuld

be too much for the poor to carry on volunteer ulork. At the same time,

not many villagers preferred the rich to be volunteers (Table 7.5),

though more did than preferred the poor. They did not like the rich

to be volunteers because they believed the rich u■ ere hard to contact.

Therefore, people u■ ho had an average economic status u■ ere consedered

to make the most appropriate volunteers because they could spare some

time for social ulork. Moreover, members of this group of villagers

generally u■ ere not much different from others in the community so

people felt more comfortable in asking for help or talking to them

than they did to the rich.

Usually people feel more at ease uith people in their oun

group than they do uith strangers. This study observed that more

than half of the villagers studied u■ ould like to have people u■ ho u■ ere

born in that area be their volunteers (Table 7.5). They said it u■ as

easier to talk to people u■ ho u■ ere born in the same village. About 47

percent of the villagers studied also thought that place of birth

uould not make much difference in volunteer uork (Table 7.6).

Volunteers could be those u■ ho u■ ere born in the village OT those u■ ho
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had moved to the village. HOuJever, those u■ ho moved in should have

stayed in the village long enough for the villagers to knou■ them u■ ell

before they become volunteers.

Another preferable characteristic of volunteers u■ as that they

ujere knoulledgeable. This did not mean that they had to have a high

educational level, but they should have good common sense. In

addition to this characteristic, villagers also mentioned that

volunteers should have time, be u■ illing to devote themselves to their

community, have good behavior and be healthy, among Other

characteristics.
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Table 7.6 Characteristics of Ideal Volunteers

Gender

|Yale

Female
Not Telated

Total

■ ºlarital Status

Single
Mlar ■ ied
Not related
Total

Young
Middle-aged
Not Telated

Total

Economic Status

Average
Average or good
POOT
Not related

Total

Place of Birth

Indigenous

29

35
35

1DD (N=210)

25

55
1 B

1DD (N=210)

41

39
20

1DD (N=210)

%
53

16
2

28

1DD (N=210)

Not Telated

Total

53
47

1DD (N=210)
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7.5 Summary

Almost all of the villagers studied agreed that the volunteer

DTOgram u■ as beneficial. Hou■ ever, most of the villagers studied did

not u■ ant to be volunteers themselves. On the contrary, most of these

villagers u■ ould like their relative to be a volunteer.

Volunteers u■ ho villagers uould most like to uork uith u■ ere those

u■ ho u■ ere married, young or middle-aged uith average economic status.
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CHADTER VIII

CONCLUSION AND IMPLICATIONS

8.1 Conclusion

The preliminary Questions of the present study u■ ere: u■ hy do

malaria volunteers have a high drop-out rate; u■ hat components encourage

volunteers to stay on in the program; does the community accept

volunteers and the volunteer program; u■ hat does the community Consider

to be the ideal characteristics of volunteers? The study u■ as divided

into three parts: consideration of the individual Volunteer, the

community and the administrative structure of the program. The study

u■ as conducted in tuo districts -Lee and Banhong District of Lamphun

Province, northern Thailand. Data u■ ere obtained through participant

and non-participant Observation, informal intervieu] and structured

intervieus. Information gathered from observations and informal

intervieus u■ ere used as a basis for developing a set of structured

questionnaires and as a basis for analyzing the results of the

questionnaire. Tulo hundred and nine volunteers responded to the

Questionnaire: 145 of them had remained in the program; the rest, 64,

had Guit the program. Tuo hundred and ten other villagers responded

in the structured intervieu.

The major findings can be separated into four parts: (I) general

characteristics of volunteers; (II) the relationships betuleen general

characteristics of volunteers and the attrition rate; (III) the effect

of the administrative structure of the program on the drop-out rate of

the volunteers; and (IV) the community perceptions of the volunteer
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program and those volunteer characteristics u■ hich the community

considered desirable.

Part I. Males predominated in the volunteer program. Since

literacy is a requirement of the program, almost all of the volunteers

had completed compulsory education. Those ulho did not complete

regular schooling had been educated in the monkhood. Hou■ ever, it is

fair to say that the educational level of volunteers u■ as higher than

that of their villagers counterparts. In addition, volunteers had a

better economic status than other villagers in general. Tuo Other

factors separated volunteers from other villagers. First, almost

one-fourth of the volunteers in this study u■ ere folk healers, u■ hile

there u■ ere not any folk healers among other villagers. Second, more

than tulice as many male volunteers u■ ere Ordained than their male

villager counterparts.

Part II. Some personal characteristics of volunteers related to

their drop-out rates, for example, age and economic status. Age at the

beginning of volunteer uork had a significant effect on the attrition

rate of volunteers. Feuer volunteers of "atypical" economic category

quit the program than those of average economic category. Besides the

the personal characteristics of the volunteers, the study observed

that certain sociopolitical relationships affected the attrition rate

Of the volunteers. Volunteers u■ ho u■ ere malaria Officers' relatives

had a significantly higher drop-out rate than those u■ ho u■ ere not.

Volunteers u■ ho u■ ere village headmen's relatives had a higher turnover

than those u■ ho u■ ere not.
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Another significant factor u■ as help from family. That is, family

help is a significant predictor for remaining in the program as

volunteers. In addition, living in high incidence rate communities

had a significant effect on the attrition rate of volunteers.

Volunteers u■ ho lived in communities uith DDT spraying had a lou■ er

drop-out rate than those in communities ulithout DDT spraying.

Part III A significantly higher number of volunteers in the

Village Voluntary Malaria Collaborator Program dropped out of the

program than those u■ ho u■ ere in the Primary Health Care Program. It

can be said that the community made the best selection of the

volunteers, on the basis that volunteers u■ ho u■ ere selected by the

Community had a lou■ er drop-out rate than those u■ ho u■ ere selected by

Other processes. Other factors in the administrative structure of the

program, such as attending a training course, the attitude about the

frequency of slide collection and obtaining a certificate, u■ ere all

significant in relation to the attrition rates of volunteers.

Volunteers u■ ho had not attended a formal training course had a

significantly higher tendency to quit the program than those u■ ho had

attended such a course. Negative attitudes of the volunteers touard

the frequency of slide collection ujas a significant predictor for

drop-out rates. In addition, obtaining a certificate u■ as a

significant factor for keeping volunteers in the program. Hou■ ever,

supervision did not have any effcet on the attrition rate of the

volunteers, since the supervision u■ as not productive.

Seven important factors -obtaining a certificate, u■ hich program

the volunteers belonged to, help from the family, feelings about the
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frequency of slide collection, living in high incidence rate

communities, attending a training course and age at the beginning of

volunteer uork- u■ ere taken into a stepuise multiple regression

analysis. This group of factors u■ ere significant predictors of the

attrition rate, accounting for 30 percent of the variance in

attrition.

Part IV. In general villagers studied agreed that volunteer uork

in helping the Anti-Malaria Program u■ as a contribution to community

health. Interestingly, they considered volunteer contributions Useful

even if there had not been any malaria in the village for the last

couple of years. Hou■ ever, very feu) of the villagers studied uCuld

like to become volunteers themselves. At the same time, most of them

uould like their relatives to be volunteers. This may be because

u■ hile villagers did not u■ ant to have to take the responsibility of

being volunteers, they ulant to have a connection ujith a volunteer ulhom

they could easily ask for help. The ideal characteristics u■ hich the

community desired in volunteers u■ ere that volunteers be young to

middle-aged, married and of average economic status.

B-2 Implications

On the basis of the findings from the present study several

measures u■ hich may significantly strengthen the Use of the volunteers

in the Malaria Control Program are recommended:

1. The literacy requirement should be more flexible,

particularly in the areas u■ here there are not many literate adults.

At the same time, administrators should look for u■ ays to make

158



volunteers' reading load easier, such as reorganizing the report form

so that it is easier to Understand and Use.

2. Some groups of people, such as relatives of malaria officers,

or village headmen's relatives should not be recruited because these

groups of people have a higher tendency to drop out of the program.

At the same time, married uomen should be Urged to join the

program, since they have many qualities that are appropriate for

volunteers. For example, they stay home more than men. In addition,

they are considered mature, both socially and physically.

3. The selection of volunteers should be made only by members of

the community on an egalitarian basis, since the volunteers u■ ho u■ ere

selected by the community had lou■ er drop-out rates than those selected

by Other procedures. Moreover, the volunteers themselves u■ ere proud

to be trusted by the majority of the people.

4. Every neul volunteer should attend a training course, since

the formal training course provides not only more technical knou■ ledge

about malaria and volunteer u■ crk than one-to-one training, but also

provides an opportunity to knou■ and make friends uith other volunteers

and malaria officers. Although the Malaria Division faces budget

constraints, there might be some u■ ays to arrange courses, for example,

through cooperation ujith other institutions.

5. Slide Collection should be carried Out as often as the

Malaria Division decrees, otheruise the volunteer service u■ ill be

little used by the villagers, since the main reason given for not

Using volunteer service u■ as that the service u■ as delayed. In

addition, it u■ culd be advantageous to arrange some refresher courses
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for malaria officers, since many of them do not knou■ hou■ to supervise

u■ ell.

5. Obtaining a certificate seems to play an important role in

keeping volunteers in the program. Therefore, criteria for giving a

certificate should be more flexible. That is, the amount of blood

slides collected should be considered on a yearly rather than a

monthly basis, since in some areas it is possible that no one u■ ill

request to have blood slides taken during some months.

7. There are many volunteers u■ ho remain in the program ulithout

doing any uork. Some of them have not taken any blood slides since

they have been enrolled in the program. It might be necessary to set

some criteria to determine u■ ho should discontinue the program. At

present, the malaria officers have to visit every volunteer to collect

blood slides, but many volunteers have not taken any blood slides for

a year or tujo. Therefore, the trip the officer makes is an economic

loss. If volunteers u■ ho do not uOrk are considered as Crop-outs, the

Officer could spend more time uith volunteers u■ ho actually u■ ork. In

terms of planning, the criteria for determining ulho should

discontinue the program is important in that the administrators u■ ill

knou■ hou■ many volunteers actually do the uork and u■ hether their number

is appropriate. If it is not, they u■ ill knou■ hou■ many more should be

recruited.

8. Future research in relation to making volunteer u■ ork more

productive and beneficial for the community should be conducted:

– Since this research u■ as conducted in the North, some factors

might differ from those in the South, the Northeast or the Central
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region due to differences in geographic conditions, in the culture of

the people, in the malaria situation and, perhaps, in the

administrative structure of the program. Therefore, it uould be

beneficial to conduct some research along the lines of the present

study in each of the other regions. The findings could then be

applied throughout the Country.

- Since there are many volunteers u■ ho do not carry out their

duties, it uOUld seem important to determine as an index of the

Commitment to the job hou, many of the remaining volunteers do not take

take any blood slides. Beyond this, there is the question, if these

volunteers do not u■ ant to carry out their ulork, u■ hy do they not drop

Out?

- U■ hat is the appropriate proportion of volunteers to a

population u■ hen taking into account some related factors, such as

malaria incidence rates and distance betuleen the village and a health

center or a hospital.

Since the Alma-Ata Conference in 1978, there has been a lot of

movement in favor of the primary health care approach and touard using

village health uorkers in solving community health problems. Some

countries u■ hich have run pilot projects have expanded the project to

COver the u■ hole country. Others, ujithout any experience, have

launched a primary health care approach ulith the hope that this

approach u■ ill solve their health problems. In theory this approach

should start uith local people, ujith public health uorkers serving as

technical consultants. Hou■ ever, the literature reveals that most of

these programs come from the central government. u■ hen the plan
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derives from the central government, it is usually one for the u■ hole

country. Hou■ ever, each community faces different problems in

different degrees of severity. If the community situation fits the

country's plan, the program might uOrk u■ ell. But the program u■ ill

fail if the plan does not fit community conditions. A good example

from the present study is that in high malaria incidence rate

communities, feuler volunteers dropped out of the program than those in

communities uith moderate and lou■ incidence rates. This can imply

that the concept of using local people in solving their oun health

problems is practical if the program is appropriate for their

community problem. This also implies that one national primary health

care program u■ ill succeed in only some villages and fail in Others.

It is agreed that local people in the role of village health

ujorkers is the most important component in making the primary

health care approach succeed. It is also true that human factors have

a great effect on any health program that is implemented at the

community level. In a Primary Health Care program, the behaviour of

at least three groups of people affects the program: the village

health uorker, other villagers, and local health personnel. In

addition, the relationship betuleen and among these groups also affects

the program. Hou■ ever, there has been very little uritten concerning

human factors in relation to these programs. Those publications u■ hich

are available often have no concrete data, just Unsubstantiated

Opinions uithout any systematic evaluation of the village health

uorkers. Therefore, the present study fills a gap in the literature.
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Moreover, the study employed an anthropological approach

especially in the initial stages of the research, to determine u■ hat

ulas actual happening in the field. Through this approach the study

Uncovered human factors that affected the program but have not been

Ciscussed in other studies. For example, another approach could not

have determined u■ hy the villagers accepted their selection as

volunteers although they did not u■ ant to be volunteers. Since it is

not possible for any one person to anticipate all human behaviou■ it

is suggested that an anthropological approach be conducted before and

during the implementation of any community-based project. This

approach can reveal social and cultural components of the community

in detail and also the interaction betuleen them. Such a study u■ Culd

help in determining u■ hether a project is appropriate for the community

—both for the people in that community and in relation to community

health Conditions.
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APPENDIX

Structured Questionnaire

1. Respondent name. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

2. Village name. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

3. Village number. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

“. Canton. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

5. District. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

5. "alarious area. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

7. Date of birth. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

8. Gender Male Female

9. Compulsory education

Incomplete Complete Higher

10. Economic status (estimated by researchers)

Above average Average Belou■ average

Note: Economic status of the respondent is justified by

COmparisons among villagers in the area studied.

11. Occupation. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

12. ulork place

Close to home

Aulay from home, but does not stay over night

Aulay from home, over night stay needed

13. Uhere u■ ere you born?

Indigenous Other place

15.1 If you moved to the area, u■ hy. . . . . . . . . . . . . . . . . . . . . . . . . . .
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14. UJere you ordained as a monk? a

NO Yes

14.1 If yes, for houl many years. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

a Asked only of males

15. Have you or your relatives ever had malaria?

NO Yes

15.1 If yes, u■ here did you have the blood examination?

Volunteer Health Center

Hospital Malaria sector Office

Other. . . . . . . .

15. 2 If yes, u■ here did you get the treatment?

Through volunteer service Health Center

Malaria sector Office Hospital

PI ivate Clinic Other. . . . . . . . . . . . .

16. Do you think malaria is a community problem?

NO Yes

Items 17–35 asked only of volunteers.

17. Have you or your relative ever been a village headman?

NO Yes

18. Have you or your relative u■ orked on a DDT spraying team?

No Yes

19. Do you have any relative u■ ho is a malaria or health officer?

NO Yes

20. Do you have any relative u■ ho is a volunteer?

NO Yes
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21.

22.

23.

24.

20.1 If yes, did you influence him to be a volunteer?

NO Yes

20. 2 ulould you like your relative be a volunteer?

NO Yes

u/hich volunteer program do you belong to?

Primary Health Care Malaria Voluntary Program

ulho did the selection? . . . . . . . . . . . . - - - - - - - - - - - - - - - - - - - - - - - - -

22.1 u■ ere you happy to be selected?

NO Yes

22.1.1. If not, u■ hy did you not refuse?. . . . . . . . . . . . . . . . . . .

22.1.2 If yes, uhy. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Have you attended a training course?

NO Yes

23.1 Is that training course sufficient?

NO Yes

Have you attended a refresher course?

NO Yes

24.1 If yes, u■ as it useful?

NO Yes

24.2 Is the refresher course necessary?

NO Yes

24.2.1 u■ hy is the refresher course not necessary? .....

- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - e. e. e. e. e. e. e. e. e. e. e. e. e.

24.2.2 u■ hy is the refresher course necessary?... . .
- - - - - -



25.

25.

27.

28.

29.

30.

31.

32.

33.

Is it prestigious to be invited to a training course?

NO Perhaps Yes

Hou■ often have the blood slides been Collected? (time/month)

25.1 Is the frequency of collection appropriate?

NO Yes

Does the Officer supervise you u■ hen he is coming to collect

the slides?

NO Yes

Should a volunteer receive some incentives?

Not necessary Yes

28.1 If he should, uhat uould be appropriate?. . . . . . . . . . . . . . . . .

Have you received a certificate?

NO Yes

29.1 If you have not, do you ulant one?

NO Yes

29.2 If you have, hou, CO you feel about it? . . . . . . . . . . . . . . . . . .

Is volunteer u■ crk a kind of responsibility?

NO Yes

Should the job of malaria volunteer be on a rotating basis?

NO Yes

Can anybody in your family take blood slides?

NO Yes

Do you really u■ ant to be a volunteer? b

NO Yes
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35.1 If not, uhy do you not drop Out? . . . . . . . . . . . . . . . . . . . . . . . .

33.2 If yes, hou■ long uill you continue volunteer uork?......

b asked Only of volunteers u■ ho stayed in the program

34. Are you a folk healer?

NO Yes

34.1 If yes, does the volunteer ujork support your healing

Career?

NO Yes

34.2 Do you take blood slides from your patients?

NO Yes

34.3 Does volunteer uCºrk help in increasing your income?

NO Yes

35. Hou■ many years u■ ere you a volunteer? C

36. U■ hy did you drop out of the program? c

C asked only of volunteers u■ ho dropped out

Item 37-43 asked of other villagers

37. Do you knou■ a volunteer?

NO Yes

38. Have you ever had a blood examination for malaria?

NO Yes

38.1 If you have, u■ here did you have the examination. . . . . . . . . .

38.2 u■ hy did you not use volunteer service'? . . . . . . . . . . . . . . . . . .
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39.

40.

43.

u■ ould you like to be a volunteer?

NO Yes

39.1 u■ hy do you not u■ ant to be a volunteer? . . . . . . . . . . . . . . . . . .

59.2 u■ hy uould you like to be a volunteer? . . . . . . . . . . . . . . . . . . .

u■ ould you like your relative to be a volunteer?

NO Yes

40.1 u■ hy u■ ould you not like your relative to be a volunteer?

u/hich characteristics of volunteers do you prefer?

43. 1 Gender Male Female Not Telated

43.2 Marital status

Single Married Not related

43. 3 Age group

Young adult Middle-aged

Old-aged Not Telated

43.4 Economic status

GOOC Fair

POOT Not Telated

43.5 Place of birth

Indigenous Not Telated

43.5 Other (state)........
- - - - - - - - - • e e e e - e. e. e. e. e. e. e. e. e. e. e. e. e. e. e. e. e. e. e. e.
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Item 44 asked of everyone

44. Is a volunteer useful?

NO Yes

44.1 If there is no malaria, is the volunteer still useful?

NO Yes
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