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Abstract

Purpose — The purpose of this paper is to develop an active larval indices surveillance system and compare
the outcomes of the implementation in primary care units (PCUs) at low and high risk of dengue.
Design/methodology/approach — The study design was conducted by implementing a community
participation action research system in low and high dengue risk PCUs in Lansaka district, Nakhon Si
Thammarat province, in the Southern Region of Thailand. There were five phases to the process including
preparation of all stakeholders, situation assessment, development of the surveillance system, program
implementation and evaluation. The system was developed in ten villages that were categorized as either low
dengue risk PCUs (comprising six villages) or high dengue risk PCUs (four villages). A village was assigned
as being at high or low dengue risk according to pre-determined criteria. The low dengue risk PCU
assessments were conducted on a seven-step active larval indices surveillance system where PCU officials
were additionally involved in coordinating, teaching, coaching and supporting the village health volunteers
(VHVs) for dengue prevention activities. The high dengue risk PCUs, on the other hand, only followed a basic
larval indices surveillance system with no follow-up support.

Findings — The outcomes of using intervention systems showed that the VHVS' dengue knowledge and
larval indices understanding in both PCUs increased significantly (p < 0.01). Furthermore, the low dengue
risk PCUs had a higher larval indices level than the high dengue risk PCU (p < 0.01).

Originality/value — This study showed that the low dengue risk PCU followed an active larval indices
surveillance system at the sub-district level which is appropriate for villages. This study also revealed that
VHVs are needed to strengthen the capacity in terms of knowledge and skills of developing such a system to
ensure reduced levels of dengue in the community.
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Introduction

Dengue has become a significant health problem in several countries around the world. An
estimated 2.5bn people are at risk of infection, including approximately 975m who live in
tropical and sub-tropical countries[1]. Dengue is also a significant health problem in
Thailand; in the Southern part of the country there is both a high morbidity rate and high
larval indices rate with higher reports of dengue being detected in this area compared with
other areas of Thailand[2]. The Southern Region of Nakhon Si Thammarat province in
particular is at a high risk of dengue fever outbreaks compared with other provinces in this
region because of several factors including rainfall, temperature[l, 3], population density,
varied types of dengue[4, 5], non-specific treatment, unsuccessful implementation of the
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dengue vaccine[1], ineffective specific drugs[1] and poor attitudes toward dengue prevention
[6, 7]. Dengue transmission in the community is one important consideration, but it needs
community participation to actively practice surveillance and prevention[8]. It also requires
community capacity building[9] in order to better assess classical Aedes larval indices
levels such as the House index (HI) — percentage to track houses infested with larvae, the
Breateau index (BI) — number to track larvae positive containers per 100 houses inspected,
a Container Index (CI)- percentage to assess water-holding containers infested with larvae,
as well as morbidity rate data[10]. Larval indices surveys which carry out an assessment of
the community[1, 11], are practical, low cost, convenient, help prevent dengue and are used
to evaluate dengue outcomes[12].

The Thai Ministry of Public Health (MOPH) proposed that the recommended classical
larval indices rates should be HI < 10, BI <50 and CI < 1[13]. Vector surveillances are
mostly carried out using larval surveillances giving larval indices. Surveillance activities are
carried out by working groups of village health volunteers (VHVS), who are coordinated by
primary care units (PCU)[14]. The activities involve routine roles such as larval surveys,
destruction of mosquito breeding sources and dengue death prevention campaigns if
sufficient budgets are available. There was no sustainability in these areas because of the
short time and lack of community participation. Moreover, routine work and studies of
the dengue problem need more than three years[15]. PCUs were responsible for training the
VHVs; but some VHVs sometimes missed surveys, failed to calculate indices levels and
occasionally failed to understand the meaning of their surveys. Moreover, each PCU did not
show the larval indices levels to all VHVs or peoples in the community[12].

According to the above, the vector surveillance in Thai was evidently a passive
surveillance that involved routine work. In order to improve results, it needs an enhanced
active surveillance system since studies of relevant literature reviews state that passive
surveillance systems can be improved with data forms, electronic-based reporting,
performing data analysis at district level and data feedback[16].

Kamlon sub-district in Lansaka district, Nakhon Si Thammarat province has had a
dengue problem for some time. The dengue morbidity rate in Kamlon sub-district has been
higher than other sub-districts for the last five years with 1,243, 11, 86, 637 and 126 cases/
100,000 inhabitants in the years 2010, 2011, 2012, 2013 and 2014, respectively[17]. The larval
indices survey showed many barriers to dengue prevention and control. This study aims to
develop the larval indices surveillance system for low and high dengue risk PCUs and
compare the outcomes of implementing active larval indices surveillance systems in low and
high dengue risk PCUs.

Methodology
The study was received and forwarded to the Institutional Review Board, the Ethical

Review Committee for Research Subjects, the Health Science Group, Walailak University,
Thailand, protocol number 13/047 on 29 August, 2013.

Study area

The study included ten villages that were separated into low and high dengue risk PCUs.
The village level assessment of dengue risk identifiers included the following two factors:
first, the “severity factor” that assessed the severity of dengue outbreaks in the past five
years. This was assessed according to three criteria. Second, the “opportunity factor”
assessed the factors related to the opportunities for the outbreak of dengue incidents. These
were also assessed according to three criteria. The importance of both factors in assessing
dengue risks need to be emphasized, particularly in the areas of management{18]. Villages
with low and high dengue risk were assessed using half of the total scores (14 of 28 scores)
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Table 1.

Village’s areas with
low and high dengue
risk PCUs

of the severity factor and opportunity factors. Applying risk scores from the cut-off point
can be categorized into the following two levels: if the score is >14 it can be categorized as
high risk while < 14 scores were defined as low risk[19]. Additionally, the study setting area
focused on ten villages comprising two PCUs: six villages (village numbers 1, 2, 3, 4, 7
and 12) were under the responsibility of a PCU showing low dengue risk levels and were,
therefore, identified as the low dengue risk PCU; the remaining four villages (village number
5, 8, 9 and 10) that showed high levels of dengue risk were categorized under the high
dengue risk PCU (Table I).

Methods

The Apply Community Participation Action Research (Apply CPAR)[20] approach was
conducted over 18 months (year 2014-2015) and divided into five phases: preparation of all
stakeholders in the district, situation assessment, development of the surveillance system,
program implementation and evaluation.

The 1st phase involved community preparation. The research team mobilized all of the
stakeholders in the sub-district. These stakeholders consisted of representatives from the
sub-district health office, two PCUs, local administrative organizations (LAOs) and VHVs.
The researcher provided the study objectives to the community leader, and collected
consent forms from all participants for data collection and the inclusion of the larval indices
survey in each selected household. The objectives, methods, measurements and utility of the
study were described to the stakeholders as part of this step.

The 2nd phase was the situation assessment phase. Assessments included dengue
knowledge and understanding of larval indices among VHVs as well as group leaders of the ten
villages, interviews of senior VHVs, as well as a household environment survey. The assessment
data were then used for developing and using the larval indices surveillance system.

The 3rd phase was the development of the surveillance system based on community
participation and the community context. The activities included: the presentation of the
situation assessment results; meeting with community leaders and VHVs for dengue and
larval indices training; the grouping of VHVs to cover all of the areas in the ten village; the
presentation of the larval indices surveillance system, the dengue record book for the larval
indices survey; and the development of a computational program for the larval indices
online calculation.

The 4th phase was composed of seven steps at the household level and four steps at the
two PCUs. The steps at the household level were based on VHVs, PCUs and the community
context, whereas the surveillance steps included: the production of source data groups, the

Village number
Low dengue risk PCU High dengue risk PCU
Dengue risk assessment criteria Value (score) 1 2 3 4 7 12 5 8 9 10

1. Severity factor

1.1 Endemic area 1-5 2 3 3 3 3 2 3 3 2 3
1.2 Herd immunity in the community 1-5 111 1 1 2 5 2 5 2
1.3 Diseases incidence in current year 1-5 4 1 1 1 1 1 1 1 1 1
Value of severity factor 3-15 7 55 5 55 9 6 8 6
2. Opportunity factor

2.1 Population movement 1-3 2 21 2 2 3 2 2 2 2
2.2 Density of population per area 1-5 3 4 3 3 3 3 5 2 3 4
2.3 Participation/ Community strength 1-5 1111 1 1 4 4 4 4
Value of opportunity factor 3-13 6 7 5 6 6 7 11 8 9 10
Total score of severity and opportunity factors 6-28 13 12 10 11 11 12 20% 14* 17% 16*




sub-district surveillance center (PCU), user data and larval indices information in the
sub-district groups and practical guidelines for dengue problem solving.

The 5th phase involved the evaluation of the process and program outcomes. The research
team and community participants monitored the system once a month. The resulting data
were used as indicators to prevent a dengue outbreak in each village. The data for the
surveillance system were collected for six months.

Assessment tool

In the assessment and evaluation phase, the study used questionnaires assessing basic
knowledge of dengue that were developed and tested by the researcher. The content was
validated by three experts in dengue prevention and the control showed CI = 0.86. The reliability
confirmed with the 30 VHVs from the other district found Cronbach’s « coefficient = 0.83.
The format of the self-report consisted of two parts: Part I, general characteristics; Part II, basic
knowledge. The survey took 15 min to complete and consisted of 15 items on dengue knowledge
with three possible answers: yes, no and unknown. Questions concerned the cause of dengue,
major signs of dengue, dangers of dengue, mosquito-bite prevention, the mosquito’s life cycle and
methods of mosquito elimination.

The larval indices surveillance system questionnaires were prepared in an open-ended
format and comprised of three sections: personal information, sex, education level, experience,
length of time in VHV role; understanding of larval indices surveillance with meaning, type,
calculation and activities of larval surveillance (items no. 1-11); and problems, barriers and
needs of VHV’s in low and high dengue risk PCUs (items no. 12-14). The principal researcher
trained others in surveying common household breeding sites of mosquitoes. Possible
breeding sites of mosquitoes included drinking water containers, used water containers, water
containers in the bathroom and toilet, cupboard saucers in the kitchen, vases, plants-related
containers and discarded containers surrounding the household.

Data analysis

An assessment of the larval indices surveillance system was performed using the results
from the system. This involved analysis of the larval indices using the computer program at
http://lim.wu.ac.th. Larval indices were analyzed to assess the ratio of the HI, CI and the BI
levels. The types of containers were recorded to assess frequency and percentage. Pre- and
post-development systems were performed assessing the VHVS’ dengue knowledge and
larval indices understanding and then analyzed with descriptive statistics. The testing
difference of the hypothesis of equivalency proportions (null hypothesis: Hy) and non-
equivalently proportions (alternative hypothesis: HI) of the frequency of correct items
before and after using the surveillance system and between low and high risk PCUs were
analyzed with a 4* test and Fischer’s exact test. The comparison mean of total VHV’s
dengue knowledge score before and after using the surveillance system, and between low
and high dengue risk PCUs were analyzed with a #-test statistic. The steps of developing
active surveillance systems were summarized with a diagram.

Results

The Aedes larval indices surveillance system of low and high risk PCUs

The low and high dengue risk PCU system for active surveillance of larval indices consisted of
seven steps: first, VHVs were responsible for 10-15 households/VHV and divided into
2-5 groups per village (total 22 groups per 6 villages in low dengue risk PCUs, and 20 groups per
4 villages in high dengue risk PCUs) in order to support householders to optimize their survey of
larval indices every seven days. Second, the VHVs surveyed the larval indices in a “violet book”
survey every 25th day of the month and sent larval indices data to the group leader. Third, the
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Figure 1.

The larval indices
surveillance system of
low and high dengue
risk PCUs

group leader collected data from the VHVs in a “blue book” every 28th day of the month. Fourth,
the village leader collected the total data from groups in a “yellow book” that were in turn sent to
the PCU. Fifth, the designated PCU official was responsible for collecting and recording data from
all villages into the online program at http://lim.wu.ac.th. The program analyzed and reported
larval indices levels on the 30th of the month. Sixth, Both PCU officials would report and
communicate the larval indices level (BI, HI and CI) at the VHV’s meeting on the 9th of the
following month. The health worker proposed levels of larval indices as information for all VHVs
in order to prevent dengue in high dengue risk villages, and seventh, the VHVs and the head
official of the PCU were responsible for communicating information to all stakeholders in the
community such, as LAOs, primary schools and households (Figure 1).

The high dengue risk PCU focused only on the seven steps in the standard surveillance
system, with no further proactivity in the four villages. In contrast, the low dengue risk PCU
showed the best practice of activity by making the most of the VHVs but also, residents in the
six villages came up with several activities for dengue solution that included regular
inspection of household environments, use of herbal plants as mosquito repellents, sourcing
fish banks for eating mosquito larvae and increased communication and education regarding
dengue prevention and control. All dengue prevention activities in the six villages were an

1. Householder 2. VHV survey 3. Group leaders 4. Head of 5. Low dengue risk PCU
survey their 10-15 in village collect village collect (Village 1,2, 3, 4,7, 12)
house every households every Ly data from all data from high dengue risk PCU
seven days 25th of month VHVs every 28th groups every (Village 5, 8,9, 10)
of month 30th of month
T T T T
1 1 1 1 !
1 1 1 1 !
Village number 1* | — 35 VHVs F— 5 Group leaders —| Head of village |—> Collecting
data, analysis,
»| syntheses by
Village number 2% | — 16 VHVs 2 Group leaders _| Head of village |_> computer
program
htttps://lim.wu.
. ’ . ac.th at 30th of
Village number 3% | — 20 VHVs 3 Group leaders _| Head of village month
Village number 4% | — 23 VHVs 1 5 Group leaders _| Head of village |_>
Village number 5%* | — 21 VHVs 1 5 Group leaders —| Head of village |—> 6 Reporl in
meeting VHVs
for utilization
- at 9th of next
Village number 7%  |— 24 VHVs F— 3 Group leaders —l Head of village |—> month
Village number 8** (— 24 VHVs I 5 Group leaders _| Head of village |_> +
7.
Communicating
Village number 9%% || Head of village for all
age numbel 15 VHVs [ 5 Group leaders stakeholders in
the sub-district
and district in
Village number 10%* —— 21 VHVs 1 5 Group leaders Head of village order to prevent
and control
dengue
Village number 12% |—— 22 VHVs 1 4 Group leaders _| Head of village >

Notes: *Villages number 1, 2, 3, 4, 7 and 12 were low dengue risk. ** Villages number 5, 8, 9 and
10 were high dengue risk
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important component of the larval indices surveillance system in the low dengue risk PCU.
Moreover, the officials of low risk PCUs were actively coordinating, teaching, coaching and
supporting VHVs in all aspects of dengue prevention activities. The high dengue risk PCU
showed only the seven steps of the surveillance system, but did not complete further relevant
activities in each village. The results of developing the system used in this study were best
practiced in the low dengue risk PCU with clear positive outcomes.

Comparison before and after implementing the system

VHVS’ dengue knowledge in the low and high dengue risk PCUs were assessed before and
after developing the assessment system and were at (z = 79, 69), and (n = 49, 47), respectively.
In the high dengue risk PCU, the dengue information sources from the household member
source and television sources before and after developing the system displayed statistically
different results (p < 0.05). However, before development, the low dengue risk PCU received
dengue information more frequently than the high dengue risk PCU, whilst both PCUs
received more dengue information after development. The total scores for dengue knowledge
in the low and high dengue risk PCUs showed 92-100 percent of correct answers (Table II).

In total, there was no significant difference of correct answers for the VHV’s dengue
knowledge between the low and high dengue risk PCUs at before development (¢106 = 0.146,
p > 0.05), and after development (#1714 = 1.214, p > 0.05). However, in the comparison before
and after development, the low dengue risk PCU showed a total score (%, SD) of correct
answers before and after development, (14.67, 0.71 and 15.00, 0.00) respectively, that was
significantly different (f146=—3.843, p < 0.001). In comparison, the scores of the high
dengue risk PCU before and after development were (¥, SD) (14.65, 0.59 and 14.98, 0.14),
respectively, with a significant statistical difference ({94 = —3.637, p < 0.001) (Table III).

VHVS’ level of understanding larval indices before and after developing the surveillance
system. The VHV’s understanding of larval indices surveillance increased regarding items
from 3 to 11amongst the high dengue risk PCUs. Items between 1 and 10 on the other hand
showed high scores before and after, and were not significantly different (p > 0.05). In a
comparison of low and high dengue risk PCUs, the three items with no correct answers for
both PCUs before development were the descriptive meaning of the BI, HI and CI indices.
Item 1 was not significantly different before intervention between the PCUs. The VHVs of
the low dengue risk PCU had more correct answers than the high dengue risk PCU
particularly concerning the seven items before and all items after development (Table IV).

VHV’s problems, barriers and need for support in low and high dengue risk PCUs. VHV’s
problems and barriers to achieving positive results in the low and high dengue risk PCUs
were significantly different (p <0.01, and p <0.001 and p<0.05 and p<0.01,
respectively). However, the larval indices survey of both PCUs were not significantly
different. Additionally, results showed that the overall VHV’s problems, barriers and needs
support in each PCU were significantly different (p <0.001, p <0.01, p <0.001 and
» <0.001, p <0.001, p <0.001, respectively). Thus, it was evident that both PCUs need
support with the larval indices survey, with equipment for the survey, as well as increased
larval indices’ knowledge (Table V).

Larval indices surveillance levels and morbidity. A total of 449 households were surveyed in
the ten villages including 265 houses in six villages of the low dengue risk PCU area, and 184
houses in four villages of the high dengue risk PCU. All houses were in rural communities.
The participants were classified according to their sex, marital status, community status,
religion, experience of dengue illness, with no significant difference in classified data results
between the two PCUs. The education level, occupation, family income/month, time in the
community of people in both PCUs were significantly different at p < 0.05, p < 0.05, p < 0.01
and p < 0.01, respectively. However, larval indices levels for BI, HI and CI of low and high
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dengue risk PCUs were 189.4, 74, 1.9, and 283.4, 9.8, 5.2, respectively. All larval indices levels
were higher than the Thai MOPH recommended figures.

The interviews and survey about the larval indices system showed that the low dengue
risk PCU exercised better practices than the high dengue risk PCU. Examples of best
practice included frequent surveys, reporting larval indices into a computer program,
monitoring of household environments, rechecking the document collection system
provided by health providers as well as regular reporting and data feedback to other
stakeholders. In contrast, the high dengue risk PCU was only taking a larval survey once a
month, and reporting data to the VHVSs at their monthly meeting.

The report from the computer program “http:/lim.wu.ac.th” shows the total larval
indices level of BI, HI and CI in the low dengue risk PCU between August 2014 and January
2015 to be 15.99, 9.77, 1.9, and 9.21, 6.14 and 1.08, respectively, whereas the total larval
indices level of the high dengue risk PCU between August 2014 and January 2015 showed
Bl HI and CI to be 9.04, 8.41,1.14, and 5.67, 4.46 and 0.73, respectively. It showed the level of
larval indices of the high dengue risk to be lower than the low dengue risk PCU (Table V).
The after development showed the dengue morbidity rate to be 31 cases per 100,000 of the
population, decreasing following these outbreak years, with the dengue patients staying in
only the high dengue risk PCU.

Discussion

The low dengue risk PCU followed the best surveillance system practices because it had
completed the seven initial steps as well as the dengue prevention activities in the six
villages under its responsibility. These activities were based on the village context and
worked at household level, such as checking and supervising household environments, the
community level, where active communication and educational methods were practiced, as
well as environmentally sustainable methods such as using herbal plants known to deter
mosquitoes and increasing fish banks that consume mosquito larvae, all of which helped
with improved levels of dengue prevention and control. Furthermore, the low dengue risk
PCU officials strengthened each VHVs’ dengue knowledge and skills at monthly meetings.
The high dengue risk PCU on the other hand conducted only the seven steps as a basic
requirement as they lacked support and involvement of the PCU officials and the head of the
VHVs of the four villages. Successful resolution of the dengue problem needs community
involvement by all stakeholders for the success of the community participatory action
research used in this study[20]. This requires combined efforts in implementing the new
larval indices surveillance system, auctioning the dengue prevention strategy of the WHO
that encourages a proactive surveillance system, use of the computer program as well as
encouraging community action[15, 21].

Before and after
Before development of low and  After development of low and high  development of dengue
high dengue risk PCUs (n=79,49)  dengue risk PCUs (n =69, 47) risk PCUs
VHVs'
dengue Mean Mean Mean
knowledge % (SD) difference  ftest x (SD) difference  ftest  difference t-test

Low dengue
risk PCU 14.67 (71) 0.18 0.146™ 15.00 (0.00) 0.21 1.214™ -0.329 —3.843%k*
High dengue
risk PCU 14.65 (0.59) 14.98 (0.14) -0.326 —3.637%#*

Notes: "No significant. Independent #test statistic significant. ***p < 0.001

Active larval
indices
surveillance
system

415

Table III.
The total scores of

VHV’s correct answers

regarding dengue

knowledge before and

after developing the

surveillance system in
low and high dengue

risk PCUs



http://lim.wu.ac.th

100°0 > G TO°0 > G ‘G0'0 > G 'S159) JOBXD S,I0USL] Pue ¥ :89)0N

#xx8007L *G17'9 wex VS8 (TLD) L TV 2  xCG8ZSIT (126099  (69) L A9AIms Sa0TpUL [BATE] SUISN JO SATNTI() TT
#x%E 1608 #x48CL V1 0659 (€89)82 (06%) ¥  +xLLSTL  (586) L9 (I'I8)F9 ANUNWIWIOD UT SISP]OYSIEIS [[B O} SI0Ipul [BAIE] PaYIodar N)d 0T
#5606 0 60969 %6898 @) 0c 620 1 +x59¢82T (000189  (€9) & ployssnoy no pue ut
MC%@@.HQ [eATE] PUNOJ Uaym EOCC?%ZQ SonIALOE MCEUSUEOU ‘6
#3:0CT TL #961S8 52982 (020) 6 0 wsGLOTT (G86) L9 (0'T8) 79 10 Xopul SUNe[noTed JO NSaI Ay} AJNUSP] '8
iav 2:96T'S8 429865 (022) 6 0 wex0LE8T  (G86) L9 (7€) 8 TH Xopul Suemd[ed Jo YNsai oy Ajuap] °/
#%%EC8'9G 292678 e 0V9TE (08°92) 11 0 #8001 (I76) 79 (2°€9) &¥ I Xopul SulB[NO[ed JO JNSAI 3y} AJIusp] 9
x50V €E 0 wex0SL TV (6'89) 72 0 515000271 (0°00T) 89 0 [0 Xoput [eATe] Jo utteatt 9ANdLSI(] G
*x+x878'8C 0 x::926'GY  (7'€9) 92 0 500071 (0°007T) 89 0 [H XopUl [eATe] JO Sulesw ANdLOSI(T §
e 0 #8567 (£89)) 82 0 5000271 (0°00T) 89 0 I Xaput [eAle] jo Suruesw 2ANdLIOSA( "¢
s €OV8T s TLTCIT  saG10°SS  (€°89) 82 0 80¢'T (T26)99 (2'€6) 7L SI0IPUI [BATE] JO SAAA) JURIIIUSIS oY) ATNUSP] g
5161L°6 2910 69T @S 1e OI90F  88LS (966 9 (5€8)99  uonuLAdId INFUSP 10} SVIpUI [eATe] Juepod Sy} AIUSP] ‘T
(/69 =1u)  (6v/6L="1) x (w=w (v=u X 69=w)  (6L=u) SI0IPUL [BAIR] SUIPUER]SIOPU[)
Reiiavs aI0Jeg Y aloJeg LY aI0Jeg
SNdd N0d ¥t an3usp YSiH N0 Ystt an3usp mo]
Y[SLI aNJULp Y31y pue Mo|
NN (%) SI9MSUR 1091100 JO (d8B)uad1ad) Joqumy
5
55
s
B2
=ETeS
© © 2222
m N — SEcTx
=Nap) Ay SISR-RR




) Active larval

Number (percentage) 7(%) X . qe
Low and high dengue 1pdlces
Low dengue risk PCU High dengue risk PCU risk PCUs surveillance
VHV’s problems, system
barriers, and needs  Before = After Before  After Before After
support n="79) n=69) )(2 n=49) (=41 )(2 n ="7949) (n = 69/41)
1. Have problems 417
with larval

indices survey 2(25) 12(176) 10280*F 14 (286) 5(122) 8.144*  31.896%**  24.104%**
2. Barrier of identify

and calculation of

larval indices 36 (45.6) 5(74) 38607+ 17 (34.7) 7 (17.1) 13.021%* 13.254**%  56.220%**
3. Need support

with the larval

Table V.

VHV’s problems,
barriers and needs
support in low and

indices survey 33 (41.8) 34 (50.0) 2904 15(306) 5(25.0) 5347  21.561%F*  44.230%** high dengue risk
Notes: 47 and Fisher’s exact tests. *p < 0.05; *p < 0.01; **¥p < 0,001 PCUs
Low dengue risk PCU (n = 265) High dengue risk PCU (n =184)

Larval indices Table VI.
level Before (August, 2014) After (January, 2015) Before (August, 2014) After (January, 2015) Larval indices level of
before and after

BI (BI < 50) 15.99 921 9.04 114 development system
HI (HI < 10) 9.77 6.14 841 5.67 in low and high
CICI<1) 19 1.08 1.14 0.73 dengue risk PCUs

The VHVs knowledge of dengue (15 items) was very good, but their larval indices
knowledge and skills were poor. The new larval indices surveillance system was found to
be an important active strategy for community-based dengue solutions[1, 22]. Comparing
the results after development showed an increase in dengue knowledge, and larval indices.
The group leaders were important key groups to survey mosquito breeding and
communicate larval indices to other stakeholders. The practical work in the Thai MOPH
System was carried out by the PCU and VHVs who worked with dengue prevention and
control in the community who were responsible for associating the previous studies
carried out in southern Thailand[12], and other areas[6]. The VHVs dengue
knowledge was good, but the understanding larval indices levels of knowledge were
very poor. Thus, an education program was needed to integrate a larval indices
management system because it increased the effectiveness of the vector control program
[7, 23]. Moreover, the dengue morbidity rates after the intervention were zero in the low
dengue risk PCU because the VHVs and community were clear concerning the larval
indices surveillance system.

The household environment and larval indices survey of 449 households in the low
dengue risk PCUs (265 households in six villages) and high dengue risk PCUs
(184 households in four villages) showed that all levels of larval indices were higher than the
standard level of the Thai MOPH recommendations both before and after developing the
system. Evidence from the dengue risk assessment criteria in each village showed that high
risks for dengue transmission was due to these areas being tourist sites, villages with higher
rates of agricultural workers, reduced or no water, as well as several water containers left
inside and outside the house that were associated with a high dengue illness rates compared
to five years before[24]. This indicated that the dengue problem is being exacerbated by
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eco-bio-sociologic factors[6]. However, both PCUs have now tried to develop the larval
indices surveillance system, with VHVs awaiting instruction from PCU officials before
commencing dengue prevention activities.

The larval indices knowledge levels of the low dengue risk PCU were higher than the
high dengue risk PCU. It is possible that the VHVs in the low dengue risk PCU have a
better understanding of larval indices than high dengue risk PCUs based on suggestions
from systematic review studies indicating that the knowledge of vector ecology was
required for resolving the dengue problem[25]. VHVs should be better educated about
dengue and better understand larval indices that will help them to support prevention
methods. Additionally, they should be trained to monitor the new system so it becomes a
sustainable solution to the dengue problem. For example, a survey of household
environments every seven days, on the 25th of each month with this practice continued for
a period from three to seven years[15, 26]. The larval indices surveillance system is good
but VHVs need to strengthen their capabilities in terms of knowledge and skills as
specified in the larval indices survey.

Conclusion

The “Apply CPAR approach” on the five phases of this assessment consisted of all
stakeholders in the sub-district and included health providers in low and high dengue risk
PCUs, VHVs, householders in ten villages and others. VHVs were in under a PCU
responsible for six low dengue risk villages and four villages in the high dengue risk PCU.
They were available for participation in the study phases, such as community
participation, situation analysis, planning, development and evaluation of the surveillance
system. The results of the test before intervention showed that the basic dengue
knowledge of the VHVs was good but they had a poor knowledge of larval indices.
However, all VHVs in both PCUs had an increased understanding of larval indices after
intervention, because the intervention program developed their knowledge and skills on
the topic. The comparison outcomes between before and after intervention showed that
almost all items of larval indices and activities of larval surveillance of the VHVs had
increased. However, the active surveillance of larval indices remains an important
consideration in the prevention of dengue in low and high dengue risk PCUs. Moreover, all
VHVs require the support of the PCU officials for coordinating, teaching, coaching and
conducting the dengue projects in the villages under their remit.

Limitations

There are some limitations to our study. First, we identified the criteria of the village level
assessment of dengue risks and related factors for dengue to emerge. Second, the study
areas focused on the villages in the low and high dengue risk PCUs only. Third, VHVs in
both PCUs participated as the volunteers because the success of the CPAR concept needs
the participant’s agreement and participation.

Acknowledgment

The authors gratefully acknowledge the support of all participants including VHVs and
representatives of the communities. The authors would like to thank Kamlon sub-district,
low and high dengue risk PCUs in Lansaka district, Excellent Center for Dengue Research
and Academic Service (EC for DRAS), and the Institute of Research and Development unit,
Walailak University, the Thailand Research Fund (RDG56A0031) for support in providing
available time. Special thanks to Assoc. Dr David J. Harding and Elsevier webshop support
(LE204037) who edited the manuscript. Conflict of interest statement: the author declare that
we have no conflict of interest.



References

1.

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

WHO Regional Office for South-East Asia. Comprehensive guidelines for prevention and control of
dengue and dengue haemorrhagic fever. (Revised and expanded edition). New Delhi: WHO; 2011.

. Ministry of Public Health, Department of Disease Control. Dengue situation in Thailand. Report

No. 506, Nonthaburi: Department of Disease Control; 2017.

. Gubler DJ. Prevention and control of Aedes aegypti-borne siseases: lesson learned from past

successes and failures. Asia Pac ] Mol Biol Biotechnol. 2011; 19(3): 111-4.

. Malavige GN, Fernando S, Fernando DJ, Seneviratne SL. Dengue viral infections. Postgrad Med J.

2004 Oct; 80(948): 588-601. doi: 10.1136/pgm;.2004.019638

. World Health Organization [WHO]. Strategic framework for dengue prevention and control in

Asia-Pacific (2006-2010). Meeting of partner on dengue prevention and control in Asia-Pacific,
Chiang Mai: World Health Organization; 2006 Mar 23-24.

. Sommerfeld J, Kroeger A. Eco-bio-social research on dengue in Asia: a multicountry study on ecosystem

and community-based approaches for the control of dengue vectors in Urban and Peri-Urban Asia.
Pathog Glob Health. 2012 Dec; 106(8): 428-35. doi: 10.1179/2047773212y.0000000055

. Jeelani S, Sabesan S, Subramanian S. Community knowledge, awareness and preventive practices

regarding dengue fever in Puducherry — South India. Public Health. 2015 Jun; 129(6): 790-6.
doi: 10.1016/1.puhe.2015.02.026

. Wongkoon S, Jaroensutasinee M, Jaroensutasinee K. Distribution, seasonal variation & dengue

transmission prediction in Sisaket, Thailand. Indian ] Med Res. 2013 Sep; 138(3): 347-53.

. Suwanbamrung C, Dumpan A, Thammapalo S, Sumrongtong R, Phedkeang P. A model of

community capacity building for sustainable dengue problem solution in Southern Thailand.
Health. 2011; 3(9): 584-601. doi: 10.4236/health.2011.39100

World Health Organization [WHO]. Dengue and dengue Haemorrhagic fever. [cited 2011 Jul 7].
Available from: www.who.int/mediacentre/factsheets/fs117/en/

Vanlerberghe V, Toledo ME, Rodriguez M, Gomez D, Baly A, Benitez JR, et al. Community
involvement in dengue vector control: cluster randomised trial. MEDICC Rev. 2010; 12(1): 41-7.

Suwanbamrung C, Nukan N, Sripon S, Somrongthong R, Singchagchai P. Community capacity for
sustainable community-based dengue prevention and control: study of a sub—district in Southern
Thailand. Asian Pac ] Trop Med. 2010; 3(3): 215-9. doi: 10.1016/S1995-7645(10)60012-0

Ministry of Public Health. Manual of assessment district for sustainable disease cotrol 2013.
Nonthaburi: Department of Disease Control, Ministry of Public Health; 2013.

Suvanavejh C. Thailand primary health care profile: primary health care office. Bangkok: Office of
Permanent Secretary, Ministry of Public Health; 1992.

Toledo-Romani ME, Baly-Gil A, Ceballos-Ursula E, Boelaert M, Van der Stuyft P. Community
participation in dengue prevention: an approach from the perspective of different social actors.
Salud Publica Mex. 2006 Jan—Feb; 48(1): 39-44.

Runge-Ranzinger S, McCall PJ, Kroeger A, Horstick O. Dengue disease surveillance: an updated
systematic literature review. Trop Med Int Health. 2014 Sep; 19(9): 1116-60. doi: 10.1111/tmi.12333

Nakhon Si Thammarat, Lan Saka District Public Health Office. Morbidity and mortality rate of
dengue in Lansaka distric. Nakhon Si Thammarat: Lan Saka District Public Health Office; 2015.

Ministry of Public Health, Department of Disease Control. The handbook of strengthen district for
sustainable disease control year 2015. Available from: www.ddc.moph.go.th/

Suwanbamrung C, Thougjan S, Ponprasert C, Situka P, Tapkun B, Mopraman P. “Chaiya Model”,
the network of Aedes aegypti larval indices surveillance system for sustainable dengue solution:
the results of transmitting technology to community. Area Based Development Research Journal.
2018; 10(1): 70-87 (In Thai).

Singchangchai P. Principles and using qualitative research in nursing and health. Songkhla:
Chanmeaung Publication; 2009.

Active larval
indices
surveillance
system

419



www.who.int/mediacentre/factsheets/fs117/en/
www.ddc.moph.go.th/

JHR
32,6

420

22.

23.

24.

25.

26.

. Beatty ME, Stone A, Fitzsimons DW, Hanna JN, Lam SK, Vong S, et al. Best practices in dengue

surveillance: a report from the Asia-Pacific and Americas Dengue Prevention Boards. PLoS Negl
Trop Dis. 2010 Nov; 4(11): 890 1-7. doi: 10.1371/journal.pntd.0000890

Arunachalam N, Tana S, Espino F, Kittayapong P, Abeyewickreme W, Wai KT, ef al. Eco-bio-social
determinants of dengue vector breeding: a multicountry study in urban and periurban Asia. Bull
World Health Organ. 2010 Mar; 88(3): 173-84. doi: 10.2471/b1t.09.067892

Erlanger TE, Keiser ], Utzinger J. Effect of dengue vector control interventions on entomological
parameters in developing countries: a systematic review and meta-analysis. Med Vet Entomol.
2008 Sep; 22(3): 203-21. doi: 10.1111/3.1365-2915.2008.00740.x

Nakhon Si Thammarat Provincial Public Health Office. Dengue morbidity rate. Nakhon Si
Thammarat Provinc; 2012.

Bowman LR, Runge-Ranzinger S, McCall P]. Assessing the relationship between vector indices and
dengue transmission: a systematic review of the evidence. PLoS Negl Trop Dis. 2014 May; 8(5):
€2848 1-11. doi: 10.1371/journal.pntd.0002848

Toledo Romani ME, Vanlerberghe V, Perez D, Lefevre P, Ceballos E, Bandera D, ef al. Achieving
sustainability of community-based dengue control in Santiago de Cuba. Soc Sci Med. 2007 Feb; 64(4):
976-88. doi: 10.1016/j.socscimed.2006.10.033

Corresponding author
Charuai Suwanbamrung can be contacted at: scharuai@wu.ac.th

For instructions on how to order reprints of this article, please visit our website:
www.emeraldgrouppublishing.com/licensing/reprints.htm
Or contact us for further details: permissions@emeraldinsight.com



	Developing the active larval indices surveillance system for dengue solution in low and high dengue risk primary care units, Southern Thailand

