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99Providingg Essential Drugs Through Village 
Drugg Funds: Why Limited Success? 

Providingg essential drugs to the majorit y of the population is an ultimate goal 

off  primar y health care (PHC). Many countries, in attempting to realize this dream, 

basee their  efforts on Community Health Workers (CHWs). In Thailand, since 1978 a 

nationall  CHW program has been launched countrywide together  with the Village 

Drugg Fund Scheme as a mechanism to help CHWs achieve the designated task of 

makingg essential drugs available and rationally used. Thousands of VDFs have been 

sett  up nationwide after  the trainin g of CHWs with two primar y aims: strengthening 

andd maintaining the roles of CHWs and enhancing the accessibility and rational use of 

essentiall  drugs. 

Thiss chapter  presents a historical description of this VDF program. Starting 

withh a brief history of international and national policy, it continues with the results of 

thee evaluation of the VDF program in Thailand. Detailed description of the VDFs' 

operationn forms and drug provision roles are presented followed by an analysis and 

discussionn of what makes most VDFs fail to meet their  ultimate goal of making 

essentiall  drugs more available and rationally used. 

Primaryy health care and community health workers 

Primaryy Health Care emerged in the late 1970s as a response to the world 

inequitiess in social development, including health care, characterized by the widening 

gapss between the "haves"  and the "have-nots"  both between the developed and 

developingg worlds and within the developing countries at large. The echoed sense of 

despairr  called for  a new health development approach which put more emphasis on 

equity,, prevention and promotion, and which is part of social and economic 

development-- the approach that requires radical change in both the content and design 

off  health services (WHO/UNICE F 1978; WHO 1988a; Rifki n 1990; Walt 1990; 

Mamdanii  1992; Macdonald 1994). Drawing from ideas and experiences from 

countriess around the globe, the concept of PHC culminated at the Alma-Ata 

conferencee in 1978. With its four  basic principles: 1) universal accessibility and 

coveragee on the basis of need; 2) community and individual involvement and self-

reliance;;  3) inter-sectoral action for  health, and 4) appropriate technology and cost-
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effectivenesss in relation to the available resources, PHC marked the dawn and became 

thee historic turning-point of the new health development strategy aiming towards the 

goall  'Health For  All 2000' (Tarimo and Webster  1994). 

Havingg been countlessly quoted, Primary Health Care is: 

"..essential"..essential care based on practical, scientifically sound 
andand socially acceptable methods and technology made universally 
accessibleaccessible to individuals and families in the community through 
theirtheir full participation and at a cost that the community and 
countrycountry can afford to maintain at every stage of their development 
inin the spirit of self-reliance and self-determination. It forms an 
integralintegral part both of the country's health system, of which it is the 
centralcentral function and main focus, and of the overall social and 
economiceconomic development of the community. It is the first level of 
contactcontact of individuals, the family and community with the national 
healthhealth system bringing health care as close as possible to where 
peoplepeople live and work, and constitutes the first element of a 
continuingcontinuing health care process" (WHO-UNICEF 1978: 3-4). 

PHCC embodies the spirit of social justice with the goal of achieving universal 

coveragee of essential health care particularl y for  the previously under-served. To attain 

suchh a goal at an affordable means through the spirit of people's participation and self 

reliance,, the use of Community Health Workers is postulated as 'the most realistic 

solution''  (WHO-UNICE F 1978:62). As stated in a WHO/UNICE F report: 

Forr  many developing countries, the most realistic solution for  attaining total 

populationn coverage with essential health care is to employ community health workers 

whoo can be trained in a short time to perform specific tasks. They may be required to 

carryy out a wide range of health care activities, or, alternatively, their  functionss may be 

restrictedd to certain aspects of health care, the total range being provided by a team of 

healthh workers, each performing a specific group of tasks. In many societies, it is 

advantageouss if these health workers come from the community in which they live 

andd are chosen by it, so that they have its support. Where they come from other 

communities,, it is important that they become socially attuned to the way of lif e of the 

communityy they are to serve. They are given a short, simple trainin g to prepare them 

too perform the kinds of activity that respond to the express needs of the community; 

thiss trainin g can gradually be extended to cover  additional tasks as required. Since 

muchh of their  time will be devoted to education, they must be adequately prepared for 

thiss activity (WHO-UNICE F 1978: 62). 
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Perhaps,, as Walt et al. (1989:605) said, because CHW programs might have 

beenn seen as the cheapest, easiest, and most visible ways of making a wide coverage 

off  basic essential care to the majorit y of the population, most of WHO' s state 

memberss who adopted the PHC resolution, thus, launched large-scale CHW programs 

whichh resulted in their  enormous expansion throughout the 1970s and into the 1980s 

(Waltt  1988:1-2). 

Generallyy speaking, by the 1970s to 1980s, optimism towards CHW programs 

abounded.. They were seen as encompassing all PHC's fundamental principles; some 

equatedd them to PHC. In some countries, the national CHW programs seemed to serve 

politicall  aims: they demonstrated the government's political commitment to PHC 

(Waltt  1988; Frankel 1992). However, the worldwide proliferatio n of CHW programs 

mightt  have further  meaning and implications. As Berman et al. (1987: 456) pointed 

out: : 

"The"The  widespread development of these programs in so 
manymany countries reflects pressure on governments to allocate 
resourcesresources to meeting the basic health needs of the majority. CHWs 
havehave spearheaded a fundamental change of emphasis in the rural 
healthhealth system- from clinic-focus to community-focus, with special 
attentionattention to the needs of those who were previously underserved. In 
thisthis sense, CHWs are more than just a health service technology. 
TheyThey are the reflection of a political struggle to change the 
emphasisemphasis of rural health care systems". 

Inn fact, according to Walt, the idea of deploying CHWs in health development 

wass not entirely new by that time during the 1970s. What was new was their  large-

scalee implementation in most of the countries who launched PHC as a national policy 

(Waltt  1988). In addition, in the attempt to draw a global definition of CHW, a variety 

off  experiences of CHW deployment in various countries and development projects 

(i.e.,, Chinese barefoot doctors and many small-scale NGO projects) were reduced to 

formm a narrow concept of CHWs but without minimizing the expectation of what they 

actuallyy could do (Walt 1990:21-23). 

Fromm the late 1970s onwards, CHW programs had brought about a new era for 

thee health care system in most developing countries. A wide variety of CHW schemes 

(i.e.,, salaried or  non-salaried, duration of training, and expected roles of CHWs etc.) 

weree apparent (Walt 1989; Walt et al. 1990; Berman 1987; Frankel 1992). Most of 
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them,, however, had at least one thing in common: the CHWs were envisaged as 

extenderss of health care to the previously neglected population. 

Untill  the late 1980s and early 1990s, both successes and failures of CHW 

programss were reported. On top of the fact that CHW programs were so greatly 

diversee was a realization that they had contributed to the better coverage of health care 

servicess at an affordable cost for the previously underserved (Berman et al. 1987; 

Waltt 1990). However, discrepancies between the concepts and reality of CHWs were 

alsoo widely noticed. Services these CHWs provided to their neighbors were found to 

bee oriented towards curative rather than preventive and promotive care (Berman et al. 

1987;; Frankel 1992; Walt 1987, 1988). Walt et al. (1989:605) concluded that the 

assumptionss that CHWs would be selected and supported by the community and that 

theyy would be willin g to give up their time to health activities were 'often based on 

falsee premises.' Most voluntary-based CHW programs had lost a very high proportion 

off  their volunteers. The financial burden to support and maintain the large-scale CHW 

programss overcame many countries' resources. Economic recessions during the early 

1980ss further reduced the capabilities of many countries to maintain adequate support 

forr the programs. Maintaining the 'low average cost with high coverage and effective 

services'' turned out to be more burdensome than previously foreseen by most health 

ministriess (Berman et al. 1987). 

Experiencess around the world also reveal that discrepancies between the 

successs of small-scale and large-scale PHC projects are evident. The small-scale 

projectss have shown that remarkable increases in the utilization, coverage, and equity 

off  curative and preventive services can be realized through the deployment of CHWs. 

Manyy large-scale projects, however have experienced a similar trend, but with various 

levelss of success (Berman et al. 1987). Many large-scale/ national CHW programs are 

reportedd as struggling with inadequate support in training, supervision, drugs and 

otherr supplies. Unrealistic expectations coupled with ineffective training, management 

andd supervision have undermined the prospects of the CHW programs at large. Most 

off  the problems seem to lie in the hostile structural context where the policy on CHW 

programss is implemented. As Walt (1988: 3) concludes: 

"On"On the whole, they (CHW programs) have been implemented 
relativelyrelatively autocratically as vertical programs, rather than as part 
ofof the PHC approach, against a background of unrealistic 
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expectationsexpectations and with minimal professional interest. Underlying 
politicalpolitical and economic issues that affect the operation of CHW 
programsprograms have been neglected. Lessons have not been drawn from 
thethe experience of community health workers in other sectors such 
asas agricultural and community development. In other words, 
weaknessweakness stems from the tendency to treat CHW programs as an 
endend in themselves, and not to consider them as part of the wider 
healthhealth manpower plans or within the broader thrust of health 
policy". policy". 

Essentiall  drugs and rational drug use 

Thee provision of essential drugs1 is one of the eight basic elements of PHC 

statedd at the Alma-Ata Conference. Governments are recommended by the Conference 

to o 

"formulate"formulate  national policies and regulations with respect to the 
import,import, local production, sale, and distribution of drugs and 
biologicalsbiologicals so as to ensure that: essential drugs are available at 
thethe various levels of primary health care at the lowest feasible 
cost;cost; specific measures be taken to prevent the over utilization of 
medicines;medicines; proved traditional remedies be incorporated; and 
effectiveeffective administrative and supply systems be established" (WHO-
UNICEF1978). UNICEF1978). 

WHO»» in response to drug problems in developing countries, especially those 

relatingg to the inequitable access, production and consumption of therapeutic drugs, 

introducedd the concept of essential drugs in 1977. In 1978, a special Action Program 

onn Essential Drugs was set up to carry out the objectives of: 1) ensuring the regular 

supplyy of safe and effective drugs and vaccines of acceptable quality at the lowest 

possiblee cost; and 2) promoting rational use of drugs (Tarimo and Webster 1994:52). 

Thee establishment of the WHO Action Program on Essential Drugs (APED) 

hass brought changes in drug policy in many countries where national drug policy and 

essentiall  drug lists are developed and implemented. As mentioned in Tarimo and 

Webster**  s report (1994:52): * Within 12 years 64 countries had installed operational 

essentiall  drugs programs, 28 were developing such programs, and at least 68 had 

formulatedd national drug policies.' However, although essential drugs programs have 

beenn proven to make essential drugs more available and accessible in many countries 

(Kanjii  et al. 1992; Bennett 1989), still, about two billion world population lack access 

too essential drugs (Tarimo and Webster 1994:52). 
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Notwithstandingg some progress, in most countries two major areas in which 

essentiall  drugs programs were apparently found less or unsuccessful are: 1) the private 

sectorr which was usually not included in the program, and 2) effects of the programs 

onn rational use of drugs by consumers were limited (Kanji and Hardon 1992). In 

addition,, interventions intended to affect rational use of drugs in most countries were 

rarelyy found to be systematically implemented, evaluated or sustained (Kanji et al. 

1992). . 

Flawss in the implementation of a national essential drugs policy in developing 

countriess have been also criticized as conducive to its orientation towards the 

selective-PHCC approach making it lacking in people's participation and become top-

downn oriented. Undoubtedly, the availability of essential drugs is a necessary 

conditionn for the success of rational drug use promotion. Yet, this availability needs to 

bee coupled with other indispensable measures: appropriate education on rational drug 

usee for the public and health workers, and the restriction of use and availability of 

irrationall  drugs (Kanji 1992; Hodgkin 1990). However, these aspects which are 

consideredd as being crucial for the development of strategies aiming to enhance 

rationall  use of drugs are usually missing from most of the essential drugs programs 

(Hardonn and Kanji 1992). 

Essentiall  drugs, rational drug use, and CHWs 

Essentiall  drugs and CHWs are usually envisaged as having an inextricable 

link.. CHWs are an important strategy for ensuring the supply of essential drugs to the 

majorityy of the population. At the same time, the provision of essential drugs helps 

legitimizee the role of CHWs in the community (Brieger et al. 1995:380). Experience 

fromm various countries has given a similar impression that the curative role of CHWs 

increasedd their credibility and motivation as well as contributed to their performance 

inn preventive and promotive tasks. Under the cost-recovery scheme based on the 

Bamakoo Initiative, income generated by drug sales is foreseen as a source of finance 

too be used to pay the salary of CHWs, replenish drug supplies, and support other PHC 

activities.. An effect of such a scheme found in CHW programs is that it helps 

maintainn CHWs on duty (Bennett 1989; Van der Geest 1991c). However, in reality, 

nott everyone totally agrees with what has been above-said. Nor has the whole concept 

actuallyy been realized as it is envisaged. 
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Criticis mm has been commonplace that the role of CHWs will lean towards 

curativee services over  prevention and promotion if they are allowed to use more drugs. 

Drawingg from an extensive review of some large-scale CHW programs, Berman et al. 

(1987:457),, for  instance, have concluded: 

"The"The  simple curative care provided by many CHWs is clearly 
meetingmeeting a significant felt need. Governments perceive political 
benefitsbenefits in these activities and they may have health status benefits, 
althoughalthough they leave little extra time for other tasks. High rates of 
coveragecoverage with curative services have not usually been 
accompaniedaccompanied by increases in preventive care coverage. We are 
uncertainuncertain to what extent preventive care can be given higher 
prioritypriority  in large-scale CHW programs. While the high coverage of 
CHWsCHWs appears to offer a powerful vehicle for extending such 
services,services, the implications of the emphasis on curative care should 
bebe evaluated in more detail". 

Althoughh extending the accessibility of essential drugs is one of the ultimate 

goalss of PHC it could be viewed another  way. Van der  Geest, for  instance, argues that 

thee curative nature of drugs is simply unfitted to PHC philosophy which stresses 

preventionn and that the prevalence of medicines can lead to an increased dependence 

onn curative means from outside instead of leading to greater  self-reliance through 

preventivee action. The fact that people usually prefer  drugs and other  curative services 

too preventive services is viewed as creating an uneasy position of medicines in PHC 

ideologyy (Van der  Geest 1991c: 187). 

Reluctancee of medical professionals to allow CHWs to use a wider  range of 

drugs,, especially antibiotics and injections, in their  curative services is similar  in most 

CHWW programs (Walt 1990; Bennett 1989). The fact that the inadequacy and 

irregularit yy of supply of medicines has diminished CHWs' credibilit y and motivation 

almostt  everywhere is widely apparent (Heggenhougen 1987; Berman et al. 1987; Walt 

1990;;  Van der  Geest 1991c). In addition, concerns about the implication and 

feasibilityy of the concept of a 'revolving fund' especially in the sense of the Bamako 

Initiativ ee are also apparent (Bennett 1989; Van der  Geest 1991c). Anticipation of a 

negativee aspect of, as Van der  Geest (1991c: 188) terms, 'commercialization' of such 

schemes,, which might happen if profi t is given a top priorit y and could lead to 

irrationa ll  behaviors in drugs pricing and sale, is also evident. However, commercial-

orientedd operation of CHWs' selling of medicines is optimistically seen as a solution 
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too the sustainability of the scheme and to an ensured regular medicine supply (Cross 

19866 cited in Bennett 1989; Van der Geest 1991c). 

However,, in a certain context, a question is addressed about the idea that 

CHWss should be supported to maintain their curative services if such kinds of 

servicess are already available. In their review of the CHW programs in Thailand, 

Bermann et al. (1987: 453) have made the remark: 

"Thailand's"Thailand's program reported that CHWs were providing a 
significantsignificant quantity of service, but utilization is shifting to the 
clinics.clinics. These results show that CHWs make a significant 
contributioncontribution to the total quantity of services provided and can have 
anan important effect on increasing coverage. There is a tendency for 
thethe programs to slip into providing coverage primarily for 
symptomaticsymptomatic curative care, which might well go untreated or 
treatedtreated in local drug shops without the CHWs' services. One might 
askask whether governments should invest large sums of money in 
CHWCHW systems simply to subsidize non-prescription drugs in the 
villages,villages, if they are widely available anyway" 

Summingg up, although the increased accessibility of essential drugs is crucial 

too the attainment of PHC's ultimate goal, applying such a concept into practice via 

CHWW programs has been proven to be extremely difficult. The priority people usually 

givee to medicines and curative services, on the one hand, makes CHWs gain 

credibilityy and cooperation from the community. Yet, on the other hand, it may cause 

thee programs to become curative oriented which is contradictory to the emphasis of 

PHC.. A conservative approach (i.e., to allow a limited range of drugs for CHWs, no 

commerciall  profits in drug supply and sale etc.) causes difficulties for the survival of 

thee programs, but a more commercialized scheme is likely to end up with 

irrationalitiess in drug sale and use. 

Thee Village Drug Fund: a brief history 

Thee history of the VDF program started in the early 1980s. A problem 

emergedd a few years after the Thai government launched PHC as a national policy and 

thee massive campaign was just implemented for the recruitment and training of the 

twoo types of Thai CHWs: Village Health Volunteers (VHVs) and Village Health 

Communicatorss (VHCs). Most of the household drugs (about 20 items, worth 500 
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baht),, which the MoPH supplied to each VHV to service his neighbors were depleted. 

Thee MoPH expected the drugs to be sold to the villagers so that the income generated 

wouldd accumulate and finall y evolve to become a revolving fund. In practice, 

however,, most VDFs encountered the situation that their  clients declined to pay for 

thee drugs received because of their  perception that the government-supplied drugs 

shouldd be dispensed for  free (Thavitong et al. 1981). 

Thee first village drug fund was developed in response to that unanticipated 

situation.. It started as a small pilot project in a northern province and, subsequently, 

becamee a national program. Since 1980 onwards, the VDFs have been promoted 

nationwidee in conjunction with the trainin g of CHWs. Withi n eleven years (1982 -

1992),, their  coverage rose from about 10% to almost 80% of the total villages. By 

1991,, 35,819 VDFs were reported to exist throughout the nation.2 

Thee introduction of the first VDF was grounded on many optimistic views 

aboutt  Thai rural culture3. The VDF was considered to be the first  community 

financingg innovation aiming towards health development. Optimism towards the VDF 

schemee during its inception phase led to further  development of other  PHC 

community-basedd funds. Most important are the Nutritio n Fund, the Sanitation Fund 

andd the Health Card Fund (Amom 1988:59-75; Suwit 1991: 355). 

Thee idea underlying the development of the VDF was "t o make people support 

PHCC through payment of medicines,"  a tactic to some extent similar  to the way that 

thee Bamako Initiativ e operates (Van der  Geest 1991c: 187). However, villagers were 

envisagedd to contribute to the running of the VDF in three ways: as share holders, 

workerss in its daily operation, and as drug users. 

Accordingg to the guidelines set by the MoPH, it was a requirement for  all 

VDFss to be shared, financially, by at least 70 percent of the households before they 

couldd be set up. The objectives of the VDF were stated as: 1) to make available 

essential,, good quality and cheap drugs to the villagers; 2) to enhance the CHWs' 

workingg performance; 3) to foster  community participation; 4) to generate funding for 

otherr  community development efforts; and 5) to promote the protection of consumers* 

rights. rights. 

Thee designated responsibility of the VDFs was primaril y for  the dispensing of 

householdd drugs produced by the Government Pharmaceutical Organization (GPO).4 

Thee selling of branded drugs was prohibited at the VDFs, at least in principle. 
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However,, as shown next, the non-GPO drugs and a wide range of commercial drugs 

were,, in fact, an inseparable part of most VDFs' stock. 

Usually,, all VDFs started their operation with the household drugs worth about 

700-1,0000 bant supplied by the MoPH. To replenish their stock, the VDFs procured 

thee GPO-produced drugs from nearby district hospitals, health centers or GPO 

retailers.. The VDFs' turnovers were envisaged to be accumulated via the profit gained 

fromm drug sales5. In setting up the VDFs, the CHWs were expected to be the most 

activee players. They would inform the community about the VDF, i.e., what the VDF 

was,, how they would benefit from it, and what they could become involved in its 

operation.. When the community agreed with the idea, then, the fund was established, 

mostlyy by the selling of shares to the households. Lastly, a management team usually 

comprisingg the CHWs and village leaders was formed to run the daily operation of the 

VDF. . 

Drugg provision role of the VDFs: a study result 

FormForm of operation 

Thee VDFs have different forms of operation. Results of the survey of ninety-

sixx operating VDFs from 195 villages show four major VDF types, namely: 1) typical 

VDF;; 2) VDF-grocery store; 3) multi-purpose fund or cooperative store and; 4) the 

communityy center for primary health care (CCPHC). 

Thee typical VDF has its main feature as a distributing outlet of household 

drugs.. In this survey, the presence of this VDF type is predominant, amounting to 57 

percentt of the total VDFs recorded. 

Mostt VDF-grocery stores and multi-purpose funds evolved from the typical 

VDFs.. As wil l be shown next, a large number of typical VDFs could not economically 

survivee because of their limited turnover and small profit margin gained from drug 

sale.. The opportunity cost which most typical VDF caretakers had to bear was so high 

thatt they could not afford to waste their time looking after the fund. With a practical 

mind,, many VDF caretakers decided to transform the typical VDFs to be grocery 

storess realizing that the selling of a wider variety of merchandise, especially the 

commerciall  drugs, could allow the VDFs to survive. 

Inn practice, there are two options for the transformation of these VDFs, to 

becomee either a grocery store or a multipurpose fund. Both models have a shared 
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characteristic::  they sell consumer goods alongside drugs. However, a distinction 

betweenn the two is that, while the former  is mostly under  the full responsibility of an 

individuall  (usually a grocery store owner), the later  is often managed by a group of 

personss appointed or  selected by the community. 

Oncee being transformed, the idea underlying the establishment of the typical 

VDF-- the promotion and provision of essential drugs- often vanished. Drugs became 

justt  another  kind of provision added to stock. Many popular  but non-essential drugs 

weree subsequently included because of they were demanded by the customers and 

couldd yield more profits. Subsequently, it was common that most of the GPO-

producedd drugs which were less popular  disappeared from the shelves. 

Thee CCPHC was another  community-based PHC organization innovation 

introducedd by the MoPH during the 7th National Health Development Plan (1992-

1996).. Around that period, one of the critical problems encountering the PHC 

Programm was the decline in the numbers of CHWs. To deal with the problem, the 

MoPH,, thus, decided to keep only the active CHWs (3-4 persons per  village) and 

stoppedd the program to train new Village Health Communicators (VHCs) to replace 

thee dropouts. 

Generally,, the CCPHC was envisaged to function as a coordinating unit for  all 

PHCC development activities in the community. However, in reality, the CCPHC 

programm was introduced to rescue the CHW and PHC programs. With the small 

numberr  of CHWs who were supplied with simple medical equipment and who had 

specificallyy designated tasks, the CCPHC program was seen too optimistically. 

Forr  the CCPHCs, their  situation in many villages repeated what had happened 

withh the VDFs. A separate place was arranged for  housing its routine activities and 

GPO-drugss were sold. Specifically added functions for  the CCPHC were other  basic 

healthh care services including the treatment of minor  injuries; blood pressure check-

up;;  and urine test. To perform these functions, the MoPH provided necessary medical 

suppliess to the CCPHCs including, for  instance, blood pressure measuring scales, 

urinee strips, and first-aid  kits. Ideally, the CCPHCs were expected to improve the 

CHWs''  creditabilit y in the people's eyes which, therefore, would help boost and 

sustainn their  performance. However, in practice, this policy was operationalized in 

variouss ways. For  example, although many villages followed the MoPH's guidelines, 

forr  others, especially in the Chaiyapoom area, it was common to see a place where just 
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aa wooden board was hung indicating that the place was the CCPHC, nothing else was 

undertaken.. In many villages, the CCPHCs were just abandoned places where all 

suppliedd equipment was left covered with thick dust and spiders' webs. 

HowHow well did the VDFs perform? 

Thee performance of most VDFs was various with different degrees of success 

dependingg on their operation forms. According to the survey results, most of the 

typicall  VDFs had a hard time to keep their drug sale activity continued. The 

performancee of those found existing varied greatly. Many had not sold any drugs for a 

couplee of months; some had only a few drug items left; some were looked after by 

onlyy one or two person(s). The last drug sale of almost one-third of the typical VDFs 

occurredd more than two weeks before the survey. Furthermore, data from 43 typical 

VDFss (for which the monthly drug sale volume could be recorded) showed that they 

could,, on the average, earn only 245 baht a month, or less than ten baht a day. In 

addition,, the vulnerability of most VDFs can also be seen from their retention rate. 

Dataa from the mailed questionnaire survey and field-visit study in 1992 revealed that 

onlyy about 43 percent of the VDFs could continue their activities (Luechai et 

al.l995:ll). . 

Thee characteristics of drugs provided by the VDFs and the extent to which 

thosee drugs were acquired give much clearer pictures how far most VDFs were from 

theirr designated goal. 

DrugsDrugs available: essential or commercial? 

Dataa from Table 9.1 below show that, on the average, each VDF carried 26.3 

itemss of different drugs. Comparing between different types of VDFs, the variation in 

numberr of drugs they carried is evident. The non-privatized VDFs contained fewer 

drugss (21.2 and 23.5 items for the typical VDFs and the CCPHCs respectively) than 

thee privatized ones (32.2 and 42.6 items for VDF-grocery stores and multipurpose 

fundss respectively). 

Tabless 9.2 and 9.3 show the different types of drugs the VDFs carried 

therapeutically.. Overall, almost 70 percent of the total drugs found available at the 

VDFss fell into three categories, namely, topical preparations, cough and cold 

remedies,, and analgesics. It is interesting that the type difference of the VDFs did not 
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significantlyy affect the types of drugs each group carried. Roughly speaking, 

consumerss could find almost similar (groups of) drugs from all VDFs irrespective of 

size66 and management form. The detailed data revealed that the only difference was in 

thee number of brand names in each therapeutic group: the privatized VDFs carried a 

widerr range of brand names than the non-privatized ones. 

Tablee 9.1 Average number  of drugs found by types of VDF 

Typess of VDF 
Typicall  VDF (n=57) 
VDF-groceryy store (n=15) 
Multipurposee funds (n=14) 
Communityy Center for PHC (n=10) 

Numberr  of drugs per  VDF (items) 
21.2 2 
32.2 2 
42.6 6 
23.5 5 

Source:: Village Drug Provision Profile Survey 

Tablee 9.2 Types of drugs available at all types of VDFs 

Drugg Groups 
Topicall  drugsv ' 
Coughh and cold remedies(2) 

Analgesics(3) ) 

Antibiotics(4) ) 

Antacidss (5) 

Antidiarrheals(6) ) 

Vitaminn (7) 

Traditionall  products 
Other(8) ) 

NN (items) 

Percentage e 
26.6 6 
16.7 7 
15.9 9 
9.1 1 
7.2 2 
5.3 3 
5.7 7 
5.3 3 
8.2 2 

2,188 8 
Source:: Village Drug Provision Profile Survey 
Note:Note: (1) about 100 different drugs were counted, important of which were antiseptics, topical skin 
preparations,, inhalers, and ear and eye drops; (2) about 55 brands were counted; antihistamine tablets, 
coughh syrup, and paracetamol-antihistamine combined products accounted for 31.0, 28.0 and 25.3 
percentt of the total respectively; (3) about 52 brands were included; about 52 and 43 percent of the total 
weree aspirin and paracetamol respectively; (4) about 52 brands were counted; 28 and 17 percent were 
tetracyclinee and penicillin respectively; (5) about 25 brands were counted; (6) 39.2, 33.9 percent of the 
totall  were oral rehydration solutions (ORS) and adsorbents; the rest were antimotility and 
hydroxyquinolinee produtcs; (7) 38.4 percent were vitamin B complex tablets; 13.6 percent were ferrous 
sulfatee tablets; about 26 brands of vitamin tablets and combined products were counted; (8) included 
weree anti-inflammatory drugs, anthelmintics, and ya chud. 
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Tablee 9.3 Percentage of VDFs providin g specific types of drugs 

Drugg Groups 
(nn =2,188) 

Topicall  drugs 
Coughh & cold remedies 
Analgesics s 
Antibiotics s 
Antacids s 
Vitamin n 
Traditionall  drugs 
Antidiarrheals s 
Anthelmintics s 
YaYa chud 
Anti-inflammatoryy drugs 
Others s 

Typical l 
VDF F 

(n=l,046) ) 
30.8 8 
18.2 2 
12.5 5 
7.6 6 
7.4 4 
6.7 7 
2.7 7 
6.7 7 
3.2 2 
0.9 0.9 
0.2 2 
3.3 3 

VDF-grocery y 
stores s 

(n=420) ) 
21.7 7 
15.0 0 
19.5 5 
11.2 2 
6.2 2 
4.8 8 
9.3 3 
3.8 8 
4.8 8 
0.5 5 
0.5 5 
2.9 9 

Multi-purpos e e 
funds s 

(n=518) ) 
18.1 1 
16.0 0 
21.4 4 
12.2 2 
7.5 5 
3.1 1 
8.5 5 
2.1 1 
4.4 4 
1.4 4 
2.1 1 
3.1 1 

CCPHCs s 
(n=204) ) 

36.3 3 
14.7 7 
11.3 3 
4.9 9 
7.4 4 
9.3 3 
2.5 5 
8.8 8 
3.4 4 
0.0 0 
0.5 5 
1.0 0 

Source:: Village Drug Provision Profile Survey 
Note:Note: see details of the products in each category in Table 9.2 

VDF-DrugsVDF-Drugs use: meeting the people's demand? 

Dataa from the household drug use survey in ten villages where the VDFs 

existedd in which 644 illness episodes were recorded reveal that people in those 

villagess could obtain drugs for self-medicating from various sources in addition to the 

VDFs.. According to the data, while the grocery stores were found to be the most 

importantt source, the limited role of the VDFs was evident. Tables 9.4 and 9.5 show 

thatt among the 595 self-medicated drugs recorded from 644 illness episodes, those 

obtainedd from the VDFs amounted to less than one-fifth of the total. Comparing 

amongg symptoms, from the 112 items of drugs obtained from the VDFs, most of them 

weree used for treating cough and cold, and fever and headache. Paracetamol, 

antihistamine,, and anti-cough drugs (brown-mixture) accounted for about 84 percent 

off  all drug used. Furthermore, the qualitative data obtained reveal that the VDFs' 

householdd drugs were usually perceived as weak drugs: they were better for children's 

thann adults' illnesses. However, such a perception usually specifically referred to the 

drugss such as paracetamol syrup and chlorpheniramine syrup. 

Tablee 9.4 Sources of self-medication drugs 

Source e 
Groceryy stores 
VDFs s 
Drugstores s 
Other r 

Percentt  (N=595) 
70.3 3 
18.8 8 
5.4 4 
5.5 5 

Source:: Village Drug Provision Profile Survey 
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Tablee 9.5 Types and sources of self-medicated drugs used for  common illnesses 

Illnesses s 
(## episodes) 

Diarrhea a 
(n=14) ) 

Coughh & cold 
(n=235) ) 

Feverr & 
headache e 
(n=100) ) 

Stomach--
Ache e 
(n=63) ) 

Musclee pain 
(n=183) ) 

Typess of drugs 

Antidiarrhealss 42.8%; 
Analgesicss 1.3%; 
Antacidd 7.1%; 
Antibioticss 7.1% 
Otherr 41.7 
Analgesicss 47.2%; 
Coughh & cold remedies 17.9%; 
Coughh syrup 24.3%; 
Antibioticss 1.3%; 
YaYa child 0.9% 
Otherr 8.4% 
Analgesicss 70.0%; 
Coughh & cold remedies 9.0%; Traditional drugs 
9.0%; ; 
YachudYachud 2.0% 
Otherr 10.0% 
Antacidss 65.1%; 
Analgesicss 11.1%; 
Antibioticss 7.9%; 
Traditionall  drugs 6.3% 
Otherr 9.6% 
Analgesicss 71.7%; 
Anti-inflammatoryy drugs 10.4%; Other 17.9% 

Sourcess of drugs 

Groceryy stores 64.3%; 
VDFss 14.3%; 
Drugstoress 21.4% 

Groceryy stores 63.4%; 
VDFss 29.4%; 
Drugstoress 3.8%; 
Otherr 3.4% 

Groceryy stores 65.0% 
VDFss 22.0%; 
Drugstoress 7.0%; 
Otherr 6.0% 

Groceriess stores 77.8%; 
VDFss 6.3%; 
Drugstoress 9.5%; 
Otherr 6.3% 

Groceryy stores 79.8%; 
VDFss 8.2%; 
Drugstoress 3.8%; 
Otherr 8.2% 

Source;Source; household survey of drug use (Phase II) 
Note:Note: the VDF category includes all types. 

Whyy limited success? 
Itt is obvious that the VDFs played a very limited role in the provision of 

essentiall  drugs. Their contribution to the enhancing of appropriate use of drugs by 

consumerss was also minimal. Why did this happen? 

VDFF drugs: in the context of abundance 

Fromm the Ministry's view point, the household-drugs are a safe, cheap, and 

effectivee solution to most common ailments. However, the rural folks seem not to 

agreee with that. The VDF-drugs (to be specific, the GPO-drugs) were not the self-

medicationn preferred choice for the rural folks. As also reported elsewhere (Udom et 

al.. 1988), they were viewed as children medicines meaning they were too weak to cure 

adult'ss diseases. Their general name in Thai ya sa man pra cham ban meaning 

(literally)) "ordinary drugs for household use" has made them being perceived by the 

publicc as unimportant drugs. Such a perception reflects the low value given to these 

drugss which has been realized long time before (Sorachai 1992: 164). 
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Thee abundance and easy availability of drugs in the villages are neither  a 

favorablee environment for  the existence of the VDFs nor  a fertil e land for  the 

enhancementt  of appropriate drug use by consumers. The wide availability of 

prescriptionn drugs reflects the serious defects of the drug regulation system of the 

countryy in this respect. The prevalent situation in the villages is one of availability of a 

widee range of drugs from various sources. It is a situation of abundance, easy availability 

duee to a variety of outlets, and hardly any restrictions. 

Inn fact, the experience of the VDF program in particular  and the PHC/CHW 

programm in general just described does not provide anything new. What it provides is 

thee confirmation of what has been learned by many that concerted efforts are needed 

to::  1) ensure a regular  supply of essential drugs; 2) educate the public on the rational 

usee of drugs; and 3) regulate the distributio n and discourage the use of non-essential 

drugs.. Perhaps, what Hodgkin (1990: 153-154) writes from the experience of Health 

Actionn International (HAI ) is appropriate to end this point: 

"One"One of the most important things that we have learnt from 
experienceexperience over the last ten years is that we can not afford to 
assumeassume that essential drugs, once available, will  automatically be 
usedused rationally and that inessential drugs will  then magically fade 
fromfrom the scene. The provision of essential drugs has to be 
accompaniedaccompanied by measures, at all levels of the health care system, 
toto encourage and promote the rational use of drugs, including 
essentialessential drugs, and to discourage irrational use." 
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Economicc rationalit y and the powerful commercial drug sector: 

Thee unmet dream 

Undoubtedly,, one of the factors fostering the efficiency of drug distribution, 

especiallyy in the private sector, is profit. In the context of the Bamako Initiative, for 

instance,, Van der Geest (1991c: 192) optimistically envisages that PHC may be more 

sustainablee if CHWs are allowed to profit from the sale of drugs. Personal benefits 

derivedd from the selling of medicines will lead to a prompt and regular supply of 

medicines.. He also argues that the negative effects of the commercialization of drug 

sales,, i.e., the over-pricing and over-prescribing of drugs, wil l be minimized due to the 

'balancedd reciprocity' and long-term benefits nature of the transactions of drugs at the 

communityy level context. As he puts it: 

"The"The  prediction that VHWs will  prescribe excessive- and perhaps 
eveneven erroneous- medicines, if they can make a profit, originates 
fromfrom a one-sided concept of economic rationality. This concept 
suggestssuggests that economic transactions are always based on 'negative 
reciprocity'reciprocity' i.e., efforts to maximize profit at the expense of the 
other.other. This style of trade may be rational when the partners have 
nono other relationship than the trading one and are not apt to meet 
eacheach other again. In such a transaction, only short-term benefits 
areare envisaged. That situation certainly does not exist in the case of 
transactionstransactions between VHWs and members of their community. 
TheirTheir transaction is characterized by 'balanced reciprocity' and 
longlong term benefits. The 'trading partners' meet each other 
continuouslycontinuously in different settings in the same community. Their 
relationshipsrelationships are typically 'multi-stranded' i.e., people are linked 
toto each other through many different activities and interests. It is 
inin  everyone's interest not to put each other at a disadvantage. 
TransactionsTransactions are marked by mutual trust"  (Van der Geest 1992: 
192). 192). 

However,, that principle seems not to work well in the Thai rural context where 

thee distribution of medicines has been already largely driven by the commercial drug 

sector.. In fact, the state-sponsored business, in this case most typical VDFs, is an infant 

whenn compared with the commercial drug sector. 

Ass discussed, for most VDFs, in order to survive, only two options were 

available:: being either non-privatized and gradually collapsing or becoming 

commercializedd and surviving but saturating the community with non-essential drugs. 

Theree is no doubt that what most VDFs had achieved was far behind or even counter-
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productivee to the expected goal. It proved to be not possible for  most VDFs to stand 

againstt  the powerful market economy because of the increasing opportunity costs 

mostt  VDFs' caretakers and the villagers had to bear. It is too ideal to expect them to 

maintainn their  function as solely the provider  of good drugs amid on the environment 

saturatedd with an abundance of non-essential drugs. 

Thee discontinuity of most typical VDFs was also perpetuated by the MoPH's 

policyy that limit s them to selling only household drugs purchased from the GPO. The 

householdd drugs, although they can be sold over  the counter, are not attractive enough 

inn most private drug manufacturers' eyes. Currently , only very few items are produced 

byy private firm s (i.e., cough syrup). In addition, from the people's perception as found 

andd reported in much field research (see for  example Udom et al. 1988; Luechai et al. 

1995),, drugs in this group are viewed as weak drugs. Moreover, although the MoPH 

hass a policy to promote the wide use of these types of drugs, actual efforts to 

transformm it into practice have hardly been realized. A study on the drug system argues 

thatt  the drugs' inatractiveness to local manufacturers is due to official restriction on 

thee specific name, dose, pattern and labeling (Suwit 1994:18). However, another 

importantt  reason might lie in the fact that this drug category yields very low profit , 

particularl yy in comparison to ready-packed drugs which can be advertised and already 

havee the biggest share in the non-prescription drug market. 

Thee supply system of the GPO-produced drugs to most VDFs also hampers the 

popularit yy of this drug group resulting in the deterioration of the VDFs' existence. 

Mostt  of the GPO-produced household drugs are supplied through the MoPH health 

facilities.. But how efficiently the system works varies depending very much on the 

drugg purchasing and stocking policy of the provincial and district health offices and 

hospitalss in each area. 

Ironically ,, many VDFs, to replenish their  drug stock, had to bear  all costs of 

travellin gg to town just to buy only the GPO-drugs from the health facilities. 

Oftentimes,, they came home with empty hands as the GPO-drugs they wanted were 

outt  of stock. The situation was reverse in the case of the VDF-grocery stores and the 

multipurposee funds. Because they had regular  contacts with the wholesale grocers in 

town,, the replenishment of drug stock was not problematic. The commercial drugs 

theyy sold could be purchased everywhere. The efficiency of the market makes those 

drugss easily supplied and, most importantly , very profitabl e merchandise. 
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Thee fading of the national PHC program: the changing sky 

Thee perpetuation of the VDFs is, to a large extent, crucial to the viability of the 

CHWs**  performance and vice versa.7 Generally, although the Thai CHWs program 

wass praised because of its attainment of a high coverage of the villages with trained 

CHWs,, the performance of the CHWs and the sustainability of the program as a whole 

havee long been questioned. The Thai CHW program had been crippled by a high 

percentagee of drop out and inactive Village Health Communicators (VHCs). At the 

samee time the maintaining of the active minority Village Health Volunteers (VHVs) 

hadd become an unaffordable task for the Ministry of Health. 

Inn fact, criticisms had been voiced towards the selective nature of the national 

PHCC program (Thavitong et al. 1981,1988; Luechai 1984; Udom et al. 1988). The 

premisee that the people were an untapped free human resource that could be mobilized 

endlesslyy proved to be unrealistic. Studies just mentioned shed light on the fact that 

thee participating people had their own cost to pay. It is too ideal to expect the rural 

poorr to sacrifice their time, days or months, for the sake of a communal spirit while 

theirr rice pot is empty. 

Economicc changes during the 1980s also affected the realization of the 

nationall  PHC and CHW goals. The country's development policy that has been 

directedd towards industrialization has caused profound change in various aspects of 

Thaii  society. While most advantaged people enjoyed growth, a large number of rural 

folkss were suffering from poverty due to the development of an economic dualism. A 

graduall  recession of the agricultural sector was evident resulting in a massive 

migrationn of rural people which, subsequently, led to the collapsing of community 

life.. A large number of CHWs left their homes venturing to get better-paying jobs in 

Bangkokk and other big cities and even the Middle East countries. Many studies on 

VHV/VHCs'' performance conducted during the past 10-15 years have consistently 

revealedd that the numbers of the active VHCs per village were less than half of those 

everr trained. In addition, a survey report (Thavitong et al. 1988) revealed that during 

thee first decade of the PHC program (1977-1986), the attrition rate among VHCs was 

ass high as 62.4 percent and the average number of active VHCs per village was only 

4-5,, regardless of village size. 

Thee change of the macro economy as well as the politics in the MoPH also led 
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too a policy shift of the MoPH resulting in the deterioration of the PHC Program in 

generall  and CHW project in particular. The fading of the PHC policy has become 

clearlyy noticeable since the beginning of the Seventh Health Development Plan (1992-

1996)) (see Thavitong and Wanna 1993). The low priority of the PHC program, then, 

wass gradually evident. In 1996, for instance, while the total budget of the MoPH 

increased,, on the average, by 23.73 percent, that for the PHC Program decreased by 

3.866 percent. 

Summary y 

Inn this chapter, I return to the basic argument of the study: the promotion of 

essentiall  drugs through the VDF program. The data regarding an evaluation of the 

performancee of the VDF program is presented and discussed. Relying on the knowledge 

off  how drugs are used and distributed socially and culturally in rural Thailand as 

appearedd in the previous chapters, the chapter describe the performance of the VDFs and 

explainedd why most of them are considered limited successful when compared to their 

ultimatee goal to enhancing the rational use of drugs by consumers. 

Thee VDFs were set up to take a conservative stance. They were designed to deal 

withh the drug supply but,, in line with what Van der Geest et al. (1990:182) say, they had 

veryy littl e to do with the question of what actually happened to the medicines they 

provided.. The VDF program has been developed on two seemingly erroneous premises 

that:: 1) the rural communities lack drugs; and 2) the drugs that are available are 

inappropriatee to be used. Furthermore, the VDFs were not prepared to deal with the 

situationn which their environment was saturated with inessential drugs. 

Thee limited role of the VDFs is due to the interaction of various factors. The 

decontextualizationn of the VDF program which disregards the existing situation of drug 

availabilityy and use in the communities contributed to its inability to compete with the 

commerciall  drug sector. Meanwhile the policy shifts due to the change of the MoPH's 

leadershipss was undoubtedly a crucial condition leading to its fading away. 
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Notes s 

Hardonn defines essential drugs as 'drugs that satisfy the health care needs of the 
majorityy of the population: they should be available at all times in adequate amounts 
andd in the appropriate dosage forms. A list of essential drugs is presented on the 
principlee that drug supply and use can be rationalized, quality assurance improved, 
andd appropriate information disseminated, only if the number of drugs on the market 
iss limited' .(Hardon 1990: 3). 

22 According to the MoPH, the number of the VDFs set up for the whole country had 
increasedd steadily. Table 9a below clearly shows the trend. 

Tablee 9.6 Number  of VDFs set up (1977-1987) 

Year r 

1977 7 
1978 8 
1979 9 
1980 0 
1981 1 
1982 2 
1983 3 
1984 4 
1985 5 
1986 6 
1987 7 

Numberr  of villages 

49,802 2 
50,810 0 
50,839 9 
52,853 3 
53,860 0 
54,811 1 
55,019 9 
56,671 1 
57,662 2 
58,932 2 
59,442 2 

Numberr  of VDFs set 
up p 

6 6 
61 1 

264 4 
771 1 

1,690 0 
5,568 8 

11,160 0 
18,514 4 
22,959 9 
25,631 1 
27,049 9 

Percentt  coverage 

0.01 1 
0.1 1 
0.5 5 
1.5 5 
3.1 1 

10.2 2 
20.3 3 
32.7 7 
39.8 8 
43.7 7 
43.5 5 

Source:Source: Office of PHC Committee, MoPH 1992. 

Forr example: 1) The long tradition of communal cooperation of Thai rural people 
wouldd be a favorable context for the success and sustainability of the PHC 
community-basedd activities; 2)The financial engagement of the rural people in any 
communall  activities was an effective means for enhancing people's sense of 
ownershipp which would contribute to the continuity of people's participation; 3) 
Thee management skills learned through the VDF coupled with the revenue 
generatedd would pave the way for further development activity (Office of the PHC 
Committeee 1987:47). 

Thee household drugs (or ya sa man pra cham ban in Thai) are a drug category 
officiallyy certified by the Ministry of Health as common drugs that can be obtained 
withh no prescription. Since its first existence in 1964 with 43 drug items included, 
thee list has been revised occasionally. In the present (1997 revision) list, only forty-
fourr drugs are included. It should be noted that not all household drugs are produced 
andd for the produced ones, almost all of them are done by the Government 
Pharmaceuticall  Organization (GPO). It is this drug group that the MoPH allows to 
bee available at the VDF and, hence, sometimes, they are referred as drugs for PHC-
levell  use. 

Inn the present list, the household drugs include 14 subcategories 44 items as 
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follows:: Antacids, carminative and antiflatulents: 1) Stomachic Mixture; 2) Alumina 
andd Magnesia Tablets; 3) Alumena and Magnesia Oral Suspension; 4) Sodamint 
tablets;; 5) Compound Cardamon Mixture; 6) Asafetida tincture; Antidiarrheals: 7) 
ORS;; 8) Anticonstipations; 9) Liquid Paraffin Emulsion; 10) Mil k of Magnesia or 
creamm of Magnesia; 11) Senna tablets; 12) Sodiaum Chloride Enema; 
Anthelmintics:: 13) Mebendazole tablets; Analgesics and antipyretics: 14) Aspirin 
tablets;; 16) Paracetamol tablets (500mg); 17) Paracetamol tablets (250mg); 18) 
Paracetamoll  syrup pediatric; Antitussives and expectorants: 19) Ammonium 
carbonatee and glycerrhiza mixture; 20) Brown mixture; 21) Compound ammonium 
carbonatee syrup; Inhalants: 22) Cold inhalant; Antiallergies: 23) Chlorphenilamine 
maleatee tablets; Respiratory stimulants: 24) Aromatic ammonia spirit; Vitamin for 
orall  use: 25) Ferrous sulfate tablets; 26) Multivitamin tablets; 27) Vitamin B 
complexx tablets; 28) Vitamin C tablets; Eve, ear and throat preparations: 29) 
Mandi'ss paint; 30) Gentian violet solution; 31) Sulfacetamide eye drops; 
32)Tetracyclinee eye ointment; Dermatological drugs: Scabicide emulsion; 34) 
Sulphurr ointment; 35) Calamine lotion; 36) Coal tar oinment; 37) Whitefield's 
ointment;; Antiseptics and disinfectants: Iodine tincture; 39) Povodine-iodine 
solutionn 10%; 40) Thimerosal tincture; 41) Isopropyl alcohol 70%; 42) Burns and 
scaldss mixture; Counterirritants: 43) Analgesic balm; and Dental drugs: 44) 
Toothachee drops. 

55 The VDFs got a 20% discounted price when they purchased the GPO-drugs from the 
locall  health facilities and GPO retailers. But, as will be seen, such a profit margin 
wass too small considering that the sale volume of the GPO drugs was low. 

66 In Table 9.7 below, VDFs of different sizes (measured by the number of drug items 
carried)) are presented to show the drugs they carried. The data obviously lead to the 
conclusionn that all types of drugs were similarly available in most VDFs regardless 
off  size. 

Tablee 9.7 Types of drugs available by VDFs (of different size) (n=2,188). 

Drugg Groups 
(n-2,188) ) 

Topicall  drugs 
Coughh & cold remedies 
Analgesics s 
Antibiotics s 
Antacids s 
Vitamin n 
Traditionall  drugs 
Antidiarrheals s 
Anthelmintics s 
Yaa chud 
Anti-inflammatoryy drugs 
Others s 

200 or  less 
(n=609) ) 

26.4 4 
20.4 4 
15.3 3 
7.4 4 
7.6 6 
6.2 2 
2.5 5 
7.6 6 
4.1 1 
0.7 7 
0.2 2 
1.8 8 

21-40 0 
(n=511) ) 

30.9 9 
15.3 3 
15.1 1 
9.0 0 
7.4 4 
6.8 8 
2.9 9 
6.1 1 
2.3 3 
0.4 4 
0.6 6 
3.1 1 

41-60 0 
(n=531) ) 

21.8 8 
16.0 0 
19.0 0 
11.3 3 
5.5 5 
4.5 5 
7.3 3 
3.2 2 
4.3 3 
1.5 5 
0.9 0.9 
4.5 5 

61-90 0 
(n=537) ) 

27.2 2 
14.7 7 
14.2 2 
8.9 9 
8.2 2 
5.2 2 
8.8 8 
3.9 9 
4.3 3 
0.7 7 
1.3 3 
2.6 6 

Source:: Village Drug Provision Profiles Survey 
Note:Note: see details of the products in each category in Table 9.2 
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77 The villages with a VHV and VHCs were expected by the MoPH to set up a VDF. 
Thee VHV and VHCs were given the responsibility to start the activity, with the 
supportt  of the tambon health officials. They were expected to prepare the entire 
communityy by disseminating to all community members and leaders information 
aboutt  the VDF and its advantages. Because villagers' participation in the VDF was an 
importantt  requirement, the VHV and VHCs were also responsible for  assessing the 
villagers''  willingness to take a share in the VDF. 
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