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Appendix-II

Sample Strategies and Sample Plans

A. Public Health Expert Panel

A Public Health Expert Panel was purposively selected under following criteria:

Selection Criterion Participation
Planned Actual
Representing the MOPH 3 1
Represent MOPH regions 3 3
Represent the private health sector 1 1
Represent the NGO sector 1 1
Represent academia in public health 2 1
Represent the community 1 0
CPH management 1 0
Total 12 7

The following strategy was applied to a purposive sampling of workshop participants:

Potential participants were identified in a work meeting by the College faculty.

Senior academics visited each of the potential participants to inform, explain and obtain

commitment to contribute to the planned workshop.

A formal invitation letter from the Dean was sent to each planned participant.

An information package was mailed to orient participants on the workshop and its

context.
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Terms of Reference were developed and mailed to participants including specifications
on incentives.
An introductory meeting was organised at the College of Public Health, Chulalongkorn

University, to introduce the need assessment and to get acquainted with on another.

Despite careful preparation two MOPH representatives, one politician representing the

community and one academic apologised due to tight schedules.

B. Mailed Questionnaire

A purposive sampling was applied aiming at a representation of the four main
constituencies’ i.e. Public Health Professionals, Public Administrators, Academics and

representatives of the Ministry of Public Health under following criteria:

1. 12 of the 13 MOPH regions, except Bangkok Metropolitan, were included

2. Within the 12 regions, the province with the highest population

3. Within each province the:
m Provincial Health Office
m Public general referral hospital
m  Community hospital with the largest bed capacity
m Private hospital with the largest bed capacity as listed in the directory of the
Association of Private Hospitals in Thailand
m Provincial Administration Office

m Central (muang) Municipal Administration Office

4.  Within the regions:

m First class Sub-district Administration Offices (the top 24 in terms of budget)
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« 12 national and 12 international NGOs listed in the directory of the MOPH or
the NGO directory of Thailand. Each organisation needed to be active in public
health for at least 5 years and implementing health promotion and or prevention

programs.

5. All academics involved in postgraduate education in public health whether
academic or professional public health programs from following universities:
m Chiangmai,
m Chulaiongkorn,
* Khon Kean,

= Mahidol.

6. From the MOPH

m All 12 Regional Inspectors

m All 12 Regional Medical Supervisors

m Members of the PBRI institute that are involved in human resource
development for public health

m The Director of the Health and System Research Institute (HSRI)

m The Director of the Health System Reform Office (HSRO)

m One Deputy Permanent Secretary involved in the development of the Learning
at the Workplace Program

m One Assistant Permanent Secretary involved in approving the Learning at the

Workplace Program.

However, a personal communication from representatives of the MOPH (3 April 2001)
and a report on an opinion poll in the Chulaiongkorn University Newsletter (2001) indicated that
response rates to mailed questionnaires are usually very low (10 and 17.8%) in Thailand.

Therefore, the original sample size was increased from 276 to 372, by sending the



questionnaire to the Public Health Professionals and Public Administrators in the two largest

provinces within each region (increasing from 12 to 24 provinces).

Letters from Dr. Mongkhol N. Songkhla, the Permanent Secretary of MOPH, from
Associate Professor Wattana . Janjaroen, then, the Acting Dean of the College of Public
Health, Chulalongkorn University, supported this mailing. Mail questionnaires included a self
addressed and stamped return envelope. Phone, local contact persons, and personal contacts

were used in follow-up.

To increase the power of the analysis and validate findings from the first mailing, a
second mailing of the same questionnaire (including guidelines and consent form) was
conducted. This mailing was to Public Health Professionals and Public Administrators in the
remaining 51 provinces in Thailand, increasing the total sample from 372 to 657. The same
guestionnaire was sent with a letter from Dr. Samlee Plianbangchang, Dean of the College of
Public Health, Chulalongkorn University. Two weeks later, a thank you and reminder letter was

sent for both 1¢ and 2rd mailing wave.

The responses from the first and second mailing were separately entered in computer
compatible format; with a randomly selected sample validated by double entry. This data was
analysed using the SPSS program to determine Frequencies, Percentages, Means and
Standard Deviations. For summations of Public Health Services and Levels of Public Health
Staff involvement ANOVA was used to determine statistical significant differences between all
four (4) Constituencies. If a statistical significant difference was found Scheffé’'s method was
applied to specify which of the Constituencies were responsible for the overall statistical
significant difference. Further for each item in the questionnaire, Chi-square was used. Testing
was done for the two largest groups of respondents (Public Health Professionals 119 and
Public Administrators 74); the other two groups were too small for valid analysis by Chi-square.
Because multiple tests of significance were done, only those associations with a p value < 0.01

were considered to be significant.



Sample Plan of the Mailed Questionnaire

Constituencies

Public health professionals
Provincial Chief Medical Officers
Directors Provincial General Hospitals
Directors Community Hospitals
Directors Private Hospitals
Managers I0/NGO

Sub-total

Public Administrators

Provincial Administrators
Municipality Administrators

14 Class Sub-district Administrators
Sub-total

MOPH

Regional Inspectors

Regional Medical Supervisors
PBRI

Director HSRIi

Director HSRO

Deputy Permanent Secretary
Assistant Permanent Secretary
Sub-total

Academics

Chulalongkorn University
Mahidol University

Khon Kean University
Chiangmai University

Sub-total

Total

1 st

Mailed

24

24

24

24

24

24

24

72

12

12

36

50

35

50

369

Mailing
%
g NO
% et
&
11 45.8
9 375
6 25.0
6 25.0
3 125
35 29.2
12 50.0
10 41.7
8 33.3
30 41.7
2 16.7
2 16.7
5 62.5
1 100
0 0.0
0 0.0
0 0.0
10 27.8
6 100
5 10.0
10 28.6
4 8.0
25 17.7
100 27.1

Mailed

51

51

33

186

51

51

102

288

Mailing
Q
2
8 ©
&
31 60.8
28 54.9
20 39.2
5 15.2
0 0.0
84 45.2
16 31.4
28 54.9
0 0.0
44 43.1
0 0.0
0 0.0
0 0.0
0 0.0
0 0.0
0 0.0
0 0.0
0 0.0
0 0.0
0 0.0
0 0.0
0 0.0
0 0.0
128 44.4

Mailed

75

75

57

24

306

75

75

24

174

12

12

36

50

35

50

141

657

Total

Response

37

26

11

119

28

38

74

10

10

25

228

322

56.0
49.3
34.7

19.3

38.9

37.3

50.7

42.5

16.7
16.7
62.5

100

8.0
17.7

34.7
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C. Focus Group Discussions

Provincial Chief Medical Officers

Participants for this Focus Group Discussion were purposively selected. The selection
criteria were (1) being Provincial Chief Medical Officer or a representative and (2) from
provinces that have a Learning @ the Workplace program being implemented. Out of the six
participants invited, five were able to attend the discussion from: Ayutthia, Chonburi, Khon
Kean, Roy-Et and Phayao provinces, unfortunately, the provincial Chief Medical Officer of

Yasothorn province had to cancel at the last minute because of urgent duties.

Selection Criteria: Participation

PCMO or Representative of LWP sites Planned Actual
Chonburi 1 1
Ayutthia 1 1
Phayao 1 1
Khon Kean 1 1
Roy-Et 1 1
Yasothorn 1 0
Total 6 5

Students

Four Focus Group Discussions were conducted representing the four implementation
sites of Learning @ Workplace namely Ayutthia, Chonburi, Isaan (Khon Kean, Roy-Et and
Yasothorn) and Phayao provinces. Participants were purposively selected. The selection
criteria were (1) being a former or present Learning @ Workplace student, (2) represent one of
the three functional levels within the local health system such as provincial, district or sub-
district level, (3) represent one of the educational backgrounds within their learning group, (4)
represent a province in which the Learning @ Workplace program is being implemented.

Further, whenever possible, gender parity was aimed at. Each group had 6 to 8 participants.
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Participation

Planned Actual

E\?\I/;cgict)gscmena. E le § " E ié ﬁ D é % JE :

AR O L O
Health 4 4 7 6 7 28 4 4 6 6 7 27
Non-Health 4 2 0 1 O 7 4 2 0 1 o0 7
Provincial 3 3 1 3 2 122 3 3 1 3 2 12
District 3 2 5 4 4 18 3 2 4 4 4 17
Sub-District 2 1 1 0 1 5 2 1 1 0 1 &5
Female 4 5 5 5 3 2 4 5 4 5 3 2
Male 4 1 2 2 4 13 4 1 2 2 4 13
Total 8 6 7 7 7 3 8 6 6 7 7 34

D. Semi-structured Interview

The semi-structured interviews were an alternative strategy to replace a prior planned
workshop with the Public Health Expert Panel. Three consecutive attempts to organise the

workshop failed due to the members’ tight schedules.

Selection Criterion Participation

Planned Actual
Representing the MOPH 1

Represent MOPH regions

Represent the private health sector

Represent academia in public health

~N N R RN R

3
1
Represent the NGO sector 1
2
8

Total

E. Provincial Public Health Professional Panel

This panel was organised to validate a final judgement on required Levels of Mastery
for the 3 Staff categories on these Skills for which the mailed questionnaire was not conclusive,

as well as the identification of a Target Group for the LWP.



Panel members were identified under following criteria:

m Being PCMO in aformer or current LWP site

m Represent the Provincial Health Office of a former or current LWP site

m Being a member of the Public Health Expert Panel

Selection Criterion Participation
Actual

Planned
Chonburi 2

Ayutthia

Phayao

Khon Kean

Roy-Et

Yasothorn

Trang

Krabi

Nakhon Sri Thamaraj
Pathalung

Representing the MOPH
Represent MOPH regions
Represent the private health sector

Represent the NGO sector

P P RPN P PP P P P P R R R R

Represent academia in public health
Total

=
\‘

E. National Public Health Professional Panel

5

B O B O kP O R kB kP O F F P P

=
(&)}
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Participants were purposively selected and consisted of (1) professionals that

represented the (2) main public health related disciplines such as:

(1)MOPH representatives or those actively involved in provincial health system

development, or in the private health sector, or in the NGO sector, or an

academic in public health in case no professional participant was available

representing a specific discipline as listed in (2) below.
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(2) Epidemiology, bio-statistics, social and behavioural sciences, policy and
planning, management, human resources development, health financing and

environmental public health.

total 13 candidate participants were identified.

Selection Criterion Participation

Planned Actual
Question Workshop Question Workshop

Epidemiology (MOPH) 2 0
Bio-statistics (MOPH)
Bio-statistics (Academic)
Policy and Planning (MOPH)
Management (MOPH)

Management (Private)

Human Resource Development
Health Financing

Social Science (NGO)

Social Science (Academic)
Behavioural Science (MOPH)
Behavioural Science (Academic)
Environmental Sc. (MOPH)
Environmental Sc. (Academic)
Total

P P P P O Fr B P P NMNDN O P
P P R P O K F Fr F N DN O
R O b O O B KB kB + NN P O
N b O b O B O O R b O kL R O

=
(6)]
=
(6]
=
w

F. Educational Review Panel

A purposive sampling was applied in identifying participants for an expert review panel.
The study purpose guided sampling criteria. The aim was to (1) review a draft Relevance
Assessment Tool for the Learning @ the Workplace Program, (2) to critically appraise the
revised tool by applying a prospective evaluation and (3) to modify as required after field testing

of the tool.

Therefore, following criteria were used: (1) being an educational expert, (2) being
actively involved in postgraduate public health education or (3) by function represent a partner

in the Learning @ the Workplace Program.
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(1) Educational experts: academics with a background and experience in adult
learning, program evaluation, or public health education at a postgraduate

level.

(2) Public health experts: academics with a background in public health related

disciplines and actively involved in postgraduate public health education.

(3) Learning @ the Workplace partners: represent the PBRI (MOPH) and be

actively involved in the education program.

Degree Expertise Planned  Actual
Ph.D. Education Education Science 1 1
Ph.D. Education Instructional System Technology 1 1
Dr.PH. Public Health Public Health Education 1 1
Dr.PH. Public Health Environmental Health 1 1
MSc. Med. Anthropology Qualitative research methods 1 1
MSc. Bio-statistics Quality Assurance/measurement 1 1
Ph.D. Health Economics Strategic Management 1 1
MSc. Information Science Information Systems 1 1
MPH Health System Development Learning @ the Workplace partner 1

Total 9 9

G. Evaluation

For the LWP evaluation following data collection methods were applied: (1)
Questionnaires for faculty and students, (2) in-depth interviews for partners and faculty, (3)

focus group discussions for PCMO and students.
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The sample plane for each method was as follows:

Method Planned Actual

«

> 1
o Lﬁ Q

h- cL

8°
=
To

Questionnaire 70 6 76 O 0O 61 6 67
o 3 7

35 0 49 0 5 34 0 39

Interview

o o o @
)
o
w
a1

Focus Group
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Appendix-Ill

Validity and Reliability Testing

A. Validity

The focus in measurement validity applied in this study is on face and content validity.

a) Face validity looks at the application of the constructs of Public Health Services
and Competencies, to check whether it is a good translation of the constructs.
) Content validity is essentially used to check the application against the relevant

content domain of the constructs.

Mailed Questionnaire Section-1 Public Health Services

This section is the product of the Public Health Functions Steering Committee USA
(1995) that was adopted by the Public Health Expert Panel, who then, added one more service
(Planning and Management) to arrive at a set appropriate for Thailand. The list of eleven
services was not intended to be exhaustive. Respondents were given the opportunity to include

other services that they found important as well.

Mailed Questionnaire Section-2 Public Health Competencies

This section consists of a questionnaire developed by the Council on Linkages between
Academia and Public Health Workforce (1998) and is based on an extensive literature review.
The list has been used as a research tool within the USA and on Internet and has been field-

tested and validated.

Because Section-1 was locally modified and Section-2 was translated from English into
Thai and definitions were modified to suit the Thai context, validity needed to be checked. The
questionnaire was submitted to three Thai experts in public health, with the request to comment

in terms of face and content validity.



Based on the comments, modifications were made to improve clarity of translation of

some technical terminology, as well as improved guidelines to ensure validity.

Focus Group Discussion Protocols

Design of the protocols was based on guidelines provided by the literature (Krueger,
Casey, 2000). Protocols were translated from English into Thai to suit the Thai participants;
therefore, validity needed to be checked. The English version was submitted to an academic
involved in developing the LWP program. The Thai version of the protocols were submitted to a
Thai faculty member teaching in the LWP and a Thai professional partner of the LWP, with the

request to comment in terms of face and content validity.

Based on the comments, few modifications were made to improve clarity of translation

of some terminology to ensure validity.

Semi-structured Interviews

For these interviews two sections were used: (1) a questionnaire and (2) a framework
with open-ended questions, developed by the Investigator (Marc Van der Putten). Both sections
were developed in English and did not need translation into Thai. Both sections were submitted
to two Thai researchers who are proficient in English and well exposed to the study, with the

request to comment in terms of face and content validity.

Based on the comments, few modifications were made to improve clarity of the layout

as well as some improvement in the guidelines to ensure validity.

In-depth Interviews

For these interviews a framework with open-ended questions, developed by the
Investigator (Marc Van der Putten) was used. Questions were developed in English and did not
need translation into Thai. The framework was, then, submitted to two academics that had

experience with the LWP, with the request to comment in terms of face and content validity.



Based on the comments, no modifications were needed.

Student and faculty questionnaire

Because both questionnaires were translated from English into Thai and definitions
were modified to suit the Thai context, validity needed to be checked. The questionnaire was
submitted to three Thai experts in public health, with the request to comment in terms of face

and content validity.

Based on the comments, modifications were made to improve clarity of translation of

some technical terminology, as well as improved guidelines to ensure validity.

B. Reliability

Only those reliability tests for which no details were provided in Chapter-ll are

presented in this Appendix.

Mailed Questionnaire

A pre-test was done, under the supervision of research assistants, among 10
respondents (5 MOPH employees and 5 Learning @ Workplace students) to further improve
the questionnaire. Based on the comments, modifications were made in descriptions of some

skills and some definitions as to improve appropriateness of vocabulary.

The Cronbach’s test was used on the total sample, to check internal consistency, and

yielded the following coefficients:
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Cronbach’s Test
For Section -1 on Public Health Services:
Public Health Services a=.78

Level of Responsibility:

Front-line Staff a=.84
Mid-level Management Staff a=.81
Top-level Management Staff a~.84

For Section -2 on the Level of Mastery in Competency Domains:

Front-line Staff a=.98
Mid-level Management staff a=.98
Top-level Management Staff a=.98
In-depth Interviews
Inter-analyst comparisons were used to avoid possible interpretation bias. the

content analyses, the inter-analyst reliability by the Holsti's test showed a Coefficient of

Reliability = 0.94 and by Cohen’s kappa = 0.86.
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Appendix-IV

Analysis of the Mailed Questionnaire

A. Analysis on Levels of Current Performance of Public Health Services

For individual Public Health Services frequencies and proportions were used in the
analysis. An ordinal scale of three (3) levels on current performance of Public Health Services
was used and frequencies indicated a possible response bias for the satisfactory level.
Therefore an arbitrary key in the analysis of frequencies and proportions was applied based on
the rationale of 1 change in 3 resulting in following key: weakness >33.3%, satisfactory >66.6%,

strength >33.3%.

For the total set of Public Health Services the mean was used. The range of the mean

for each level of current performance is presented below in Table-1V.1.

Also ‘item non-response’ was analysed for Section-1 on Public Health Services. Table-
IV-2 shows results on ‘item non-response’, which shows a pattern among Administrators and

Academics.

Analysis on the Level of Involvement of Public Health Professionals in

Public Health Services

For the Levels of Involvement of by Level of staff in each of the Public Health Services,
frequencies and proportions were used in the analysis. Although, an ordinal scale of three (3)
levels on the levels of involvement in Public Health Services, an initial examination of findings
pointed out that it is appropriate to apply majority proportions in the analysis. Therefore, the

criterion >50% was used in the analysis of Levels of Involvement.
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For the overall Level of Involvement by Level of Staff in Public Health Services the
mean was used. The range of the mean for each level of current performance is presented

below in Table-IV.1.

Also ‘item non-response’ was analysed for Section-1 on Public Health Services. Table-
IV-2 shows results on ‘item non-response’, which shows a pattern among Administrators and

Academics.

C. Analysis the required Level of Mastery in Competency Domains

For the required Levels of Mastery in each Skill within Public Health Competency
Domains frequencies and proportions were used in the analysis. Because a four (4) point scale
was used namely: (a) not a core competency, (b) awareness, (c¢) knowledgeable, (d)
proficiency, the analysis of levels of mastery in each skill was based on the majority

proportions, using the criterion >50% for levels of mastery in each single skill.

For the Level of Mastery for each of the 70 specific Skills in Public Health Competency
Domains, by Constituencies, the weighted-mean was used. The range of the mean for each

Level of Mastery is presented below in Table-1V.1.

Also Item non-response was analysed for Section-2 on Public Health Competencies.
Table-1V-3 shows results on ‘item non-response’, which shows a pattern among Administrators

and Academics.

D. Range of mean

The mean for (1) judgements on the current overall Level of Performance on Public
Health Services, (2) judgements on the overall Level of Involvement of professional groups in
these Public Health Services and (3) the weighted-mean for judgements on the required Level
of Mastery for each Skill in Public Health Competency Domains were classified into the

following ranges:



3%

Table-IV.1: Range of Mean for Levels of Current Performance and Involvement Public

Health Services and Level of Mastery in Public Health Competencies

Variables Levels of performance, Range of mean
involvement & mastery
Current Performance Level of Public Health Weakness 1.00-1.66
Services Satisfactory 1.67-2.33
Strength 2.34-3.00
Level of Involvement by Level of Staff in Not involved 1.00-1.66
Public Health Services Participates 1.67-2.33
Responsible 2.34-3.00
Required Level of Mastery in Public Health ~ Not a core competency 0.00-0.99
Competencies Awareness 1.00-1.66
Knowledgeable 1.67-2.33
Proficiency 2.34-3.00

Summations of the mean for (1) all Public Health Services, (2) each Level of
Involvement per Level of Public Health Staff facilitated the application of the ANOVA and the

Scheffé test.



Table-1V.2:
No. Services
1  Monitor
2 Diagnose & Investigate

Disseminate Information

Policy Development

Partnerships

Planning and management

Group

Professionals
Administrators
Academics
MOPH

Professionals
Administrators
Academics
MOPH

Professionals
Administrators
Academics
MOPH

Professionals
Administrators
Academics
MOPH

Professionals
Administrators
Academics
MOPH

Professionals
Administrators
Academics
MOPH

Response

119
74
25
10

119
74
25
10

119
74
25
10

119
74
25
10

119
74
25
10

119
74
25
10

Performance

Missing

OCWOoORr RPRRPADR ORNW OWNN< PWNPR

= 0o N

Item Non-response Rates on Public Health Services by Constituency

%

0.8

2.7
12.0
10.0

1.7
2.7
12.0
0.0

2.5
2.7
4.0
0.0
> /' n
34
5.4
4.0
10.0

0.8
81
12.0
0.0

1.7
6.8
20.0
10.0

Front-1 ne

Missing
0

O WwW~NN Ul o N O waolw oOh~p~O o ww

[@26) B NP

%
0.0
41

12.5
0.0

0.0
54
16.0
0.0

25
6.8
12.0
0.0

5.9
81
20.0
0.0

17

9.5
12.0
0.0

3.4
9.5
20.0
0.0

Involvement
Mid-level

Missing %

3 2.5
6.8
24.0
0.0

o o O

2.5
81
28.0
0.0

ONO W

3.4
81
20.0
0.0

culo b~

4.2
10.8
16.0

0.0

O~ 0Ol

2.5
9.5
12.0
10.0

P W~NW

4.2
6.8
20.0
0.0

o o1 o1 ol

Top-level
Missing %

6 5.0
6 8.1
5 20.0
0 0.0
5 4.2
8 10.8
5 20.0
1 10.0
4 34
8 10.8
4 16.0
0 0.0
3 25
6 81
3 12.0
0 0.0
2 17
8 10.8
2 9.5
1 10.0
4 34
8 10.8
4 16.0
0 0.0

9Ee
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No. Services
7 Enforce Laws

10

Legend: | |

Assure Human Resources

Access to services

Evaluation

Research

Group

Professionals
Administrators
Academics
MOPH

Professionals
Administrators
Academics
MOPH

Professionals
Administrators
Academics
MOPH

Professionals
Administrators
Academics
MOPH

Professionals
Administrators
Academics
MOPH

Constituencies that have >10% item non-responses

Performance
Response  Missing
119 1
74 3
25 2
10 0
119 N1
74 4
25 3
10 0
119 2
74 4
25 2
10 0
119 4
74 4
25 2
10 0
119 4
74 5
25 2
10 0

Item Non-response Rates on Public Health Services by Constituency (Cont.)

%

0.8
41
8.0
0.0

0.8
54
12.0
0.0

1.7
54
8.0
0.0

3.4
54
8.0
0.0

34
6.8
8.0
0.0

Involvement
Front-1 ne Mid-level
Missing % Missing %
3 25 6 5.0
4 54 6 8.1
3 12.0 3 12.0
0 0 0 0.0
q ~wm-hiTr/.
2 1.7 3 2.5
8 10.8 6 81
4 16.0 4 16.0
0 0.0 0 0.0
N
0 0.0 4 3.4
5 6.8 5 6.8
3 12.0 5 20.0
0 0.0 0 0.0
\
1 0.8 2 1.7
10 135 7 9.5
4 16.0 4 16.0
0 0.0 0 0.0
" AN m

1 0.8 3 2.5
8 10.8 7 9.5
3 12.0 3 12.0
0 0.0 0 0.0

Top-level

Missing
4

O wwow O U1 b oSO wo U, o N

oON~NO;

%
3.4

10.8
8.0
0.0

4.2
81
12.0
0.0

3.4
10.8
20.0

0.0

2.5
12.2
12.0

0.0

4.2
9.5
8.0
0.0
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Performance of Public health Services
Data may indicate that Academics do not know exactly current performances of Public
Health Services. They may know more on the performances that relate to the academic field,

i.e. Disseminate Information, Policy Development, Evaluation and Research.

Involvement in Public Health Services

Data may indicate that Academics do not know exactly the involvement of Front-line
and Mid-level Management Staff. This could be because respondents of 2 Universities out of 4
are involved international programs and, therefore, there is the likelihood that they have less

direct contact with these 2 groups of public health staff.

The missing values of each item are no more than 10% for Professionals and MOPH
representatives. This shows that they are the internal stakeholders, therefore, knowing Public

Health Services better than other constituencies.

Data on Administrators (also outsiders) indicate that they have less insight in some

services.



Table-V1.3: Item Non-response Rates on Public Health Skills by Constituency

1 i G

No. Public Health Skills Group Response x .
Front-line Mid-level Top-level
fifflE1 §H i * % % %
11 Identify responsibilities within public health. Professionals 119 0.8 25 25
Administrators 74 41 9.5 6.8
Academics 25 8.0 4.0 0.0
M/OPIQ-| . 10 0.0 0.0 0.0
12 Use basic qualitative and quantitative research methods. Professionals 119 8.4 4.2 5.0
Administrators 74 81 6.8 12.2
Academics 25 12.0 4.0 0.0
MOPH 10 00 0.0 0.0
1.3 Apply basic public health sciences. Professionals 119 34 5.0 5.0
Administrators 74 54 54 9.5
Academics 25 8.0 12.0 0.0
MOPH 10 0.0 0.0 0.0
1.4  Assess the health status  populations. Professionals 119 0.8 17 3.4
Administrators 74 5.4 6.8 9.5
Academics 25 8.0 4.0 4.0
MOPH 10 0.0 0.0 0.0
1.5 Apply critical thinking. Professionals 119 11.8 25 4.2
Administrators 74 16.2 12.2 16.2
Academics 25 16.0 ! 40
MOPH 10 0.0 10.0 0.0
1.6 Identify and access current scientific evidence. Professionals 119 9.2 5.0 6.7
Administrators 74 5.4 9.5 12.2
Academics 25 8.0 16.0 8.0

MOPH 10 10.0 20.0 20.0



Table-VI1.3:
No. Public Health Skills
IgYT. ‘e 7
1.7  Identify limitations of research.

1.8

19

1.10

111

1.12

Apply risk assessment.

Use public health information packages.

Design a surveillance system.

Operate a surveillance system.

Use computer applications.

mumAj e Y

Item Non-response Rates on Public Health Skills by Constituency (Cont.)

Group

Professionals
Administrators
Academics
MOPH

Professionals
Administrators
Academics
MOPH

Professionals
Administrators
Academics
MOPH

Professionals
Administrators
Academics
MOPH

Professionals
Administrators
Academics
MOPH

Professionals
Administrators
Academics
MOPH

Response

)

119
74
25
10

119
74
25
10

119
74
25
10

119
74
25
10

119
74
25
10

119
74
25
10

£l

Front-line

%

14.3
12.2
12.0
10.0

11.8
9.5
12.0
10.0

14.3
14.9
12.0
0.0

16.8

17.6
16.0
20.0

5.9
10.8
8.0
0.0

6.7
9.5
8.0
0.0

Mid-level

%

4.2
12.2
12.0

0.0

4.2
9.5
8.0
0.0

5.9
17.6
4.0
0.0

5.9
14.9
8.0
0.0

6.7
16.2
8.0
0.0

6.7
135
4.0
0.0

Top-level
%

3.4
14.9
0.0
0.0

3.4
135
0.0
0.0

8.4
25.7
0.0
0.0

101
21.6
0.0
0.0

10:9
21.6
0.0
0.0

7.6
18.9
0.0
0.0

ove



Table-V1.3: Item Non-response Rates on Public Health Skills by Constituency (Cont.)

No. Public Health Skills Group Response
- m Front-line  Mid-level Top-level
¥ . ! » % % %
[
1.13 Apply ethical conduct. Professionals 119 5.0 6.7 6.7
Administrators 74 6.8 9.5 13.5
Academics 25 8.0 8.0 4.0
MOPH 10 0.0 0.0 0.0
! 1 1

21 Define a problem. Professionals 119 5.0 34 34
Administrators 74 6.8 10.8 12.2
Academics 25 4.0 4.0 0.0
MOPH 10 1 0.0 0.0 10.0

yd
2.2 Determine use and limitations of data. Professionals 119 59 3.4 50
Administrators 74 81 9.5 14.9
Academics 25 8.0 8.0 4.0
MOPH 10 10.0 0.0 0.0

1
2.3 Select variables. Professionals 119 5.9 4.2 5.9
Administrators 74 10.8 9.5 12.2
Academics 25 4.0 8.0 0.0
MOPH 10 20.0 10.0 10.0
[

2.4 Use basic qualitative and quantitative designs and methods. Professionals 119 8.4 3.4 5.9
Administrators 74 9.5 81 13.5
Academics 25 12.0 8.0 00
MOPH 10 _ 1o, 00 10.0
25 Partner with communities. Professionals 119 1.7 5.0 ].01
Administrators 74 81 10.8 14.9
Academics 25 4.0 4.0 8.0

MOPH 10 0.0 0.0 0.0



Table-V1.3:
No. Public Health Skills
2.6 Use appropriate data collection process.

2.7

2.8

2.9

2.10

211

Make relevant inferences from data.

Identify data and information sources.

Apply ethical principles.

Evaluate data.

Illuminate issues from data.

Item Non-response Rates on Public Health Skills by Constituency (Cont.)

Group

Professionals
Administrators
Academics
MOPH

Professionals
Administrators
Academics
MOPH

Professionals
Administrators
Academics
MOPH

Professionals
Administrators
Academics
MOPH
X=X T

Professionals
Administrators
Academics
MOPH

Professionals
Administrators
Academics
MOPH

Response

119
74
25
10

119
74
25
10

119
74
25
10

119
74
25
10

119
74
25
10

119
74
25
10

Front-line

%

5.0
9.5
12.0
10.0

34
81
8.0
0.0

4.2
6.8
4.0
0.0

34
54
8.0
0.0

25
6.8
8.0
0.0

14.3
135
16.0
0.0

Mid-level

%

6.7
10.8
8.0
0.0

5.9
9.5
4.0
0.0

6.7
9.5
8.0
0.0

4.2
81
8.0
0.0

4.2
41
8.0
0.0

4.2
81
8.0
0.0

Top-level
%

10.9
16.2
8.0
20

7.6
135
0.0
0.0

84
13.5
0.0
0.0

6.7
122
4.0
10.0

59
12.2
4.0
10.0

5.0
10.8
4.0
0.0

cve



Table-V1.3:
No. Public Health Skills
2.12 Interpret information about risks to the community.

31

3.2

3.3

3.4

3.5

Collect and interpret information relevant to an issue.

State policy options.

Articulate implications of policy options.

State the expected outcome of policy options.

Decide on the appropriate course of action.

Item Non-response Rates on Public Health Skills by Constituency (Cont.)

Group

Professionals
Administrators
Academics
MOPH

Professionals
Administrators
Academics
MOPH

Professionals
Administrators
Academics
MOPH

Professionals
Administrators
Academics
MOPH

Professionals
Administrators
Academics
MOPH

Professionals
Administrators
Academics
MOPH

Response

119
74
25
10

119
74
25
10

119
74
25
10

119
74
25
10

119
74
25
10

119
74
25
10

Front-line
%

5.9
6.8
4.0
10.0

6.7
8.1
12.0
0.0

10.9
9.5
20.0
10.0

13.4
8.1
16.0
30.0

9.2
9.5
16.0
10.0

10.1
9.5
8.0

10.0

Mid-level
%

4.2
6.8
4.0
10.0

2.5
6.8
8.0
0.0

2.5
5.4
12.0
0.0

2.5
4.1
8.0
0.0

3.4
54
12.0
0.0

2.5
8.1
8.0
0.0

Top-level
%

5.0
9.5
4.0
10.0

5.0
9.5
0.0
0.0

4.2
6.8
4.0
0.0

4.2
8.1
4.0
0.0

5.9
8.1
4.0
0.0

5.9
10.8
0.0
0.0

€ve



Group

Table-V1.3: Item Non-response Rates on Public Health Skills by Constituency (Cont.)
No. Public Health Skills
3.6 Utilise techniques in decision analysis and planning.

3.7

4.1

4.2

4.3

51

Identify policies related to specific programs.

Interact sensitivity, effectively and professionally.

Identify the role of cultural factors in delivery of services.

Develop problem solving that fits cultural differences.

Prepare and implement emergency plans.

Professionals
Administrators
Academics
MOPH

Professionals
Administrators
Academics
MOPH

Professionals
Administrators
Academics
MOPH

Professionals
Administrators
Academics
MOPH

Professionals
Administrators
Academics
MOPH

Professionals
Administrators
Academics
MOPH

Response

119
74
25
10

119
74
25
10

119
74
25
10

119
74
25
10

119
74
25
10

119
74
25
10

Front-line
%

9.2
2.7
12.0
0.0

13.4
54
8.0
0.0

0.8
54
4.0
0.0

4.2
10.8
4.0
10.0

5.0
10.8
4.0
0.0

7.6
6.8
8.0
0.0

Mid-level
%

3.4
4.1
8.0
0.0

2.5
41
4.0
0.0

4.2
4.1
4.0
0.0

4.2
8.1
4.0
10.0

4.2
81
4.0
0.0

3.4
8.1
8.0
0.0

Top-level
%

5.0
81
4.0
0.0

5.0
81
0.0
0.0

5.0
6.8
0.0
0.0

5.9
12.2
0.0
10.0

5.9
10.8
0.0
0.0

5.0
10.8
4.0
0.0

14%9)



Table-VI1.3:

No.

52

53

54

55

5.6

57

Public Health Skills

Develop plans.

Translate policy into organisational plans.

Monitor and evaluate programs.

Conduct cost-effectiveness-benefit-utility analyses.

Apply theory of organisation.

Contribute to organisational performance standards.

Item Non-response Rates on Public Health Skills by Constituency (Cont.)

Group

Professionals
Administrators
Academics
MOPH

Professionals
Administrators
Academics
MOPH

Professionals
Administrators
Academics
MOPH

Professionals
Administrators
Academics
MOPH

Professionals
Administrators
Academics
MOPH

Professionals
Administrators
Academics
MOPH

Response

119
74
25
10

119
74
25
10

119
74
25
10

119
74
25
10

119
74
25
10

119
74
25
10

Front-line

%

101
6.8
12.0
0.0

9.2
81
20.0
0.0

10.9
10.8
4.0
0.0

101
12.2

20.0
0.0

9.2
10.8
12.0

0.0

101
13.5
4.0

10.0

Mid-level

%

5.0
81
8.0
0.0

25
81
8.0
0.0

25
81
4.0
0.0

25
12.2
8.0
0.0

34
81
8.0
0.0

25
10.8
8.0
0.0

Top-level
%

5.9
12.2
0.0
0.0

5.0
12.2
0.0
0.0

4.2
12.2
0.0
0.0

34
12.2
0.0
0.0

5.0
14.9
0.0
0.0

4.2
12.2
4.0
0.0

Sve



Table-V1.3:

No.

5.8

5.9

5.10

511

5.12

5.13

Public Health Skills

Promote team learning and organisation learning.

Create key values and shared vision.

Identify issues through strategic planning.

Use appropriate methods that effect change.

Ensure participation of key stakeholders.

Create a culture of ethical standards.

Item Non-response Rates on Public Health Skills by Constituency (Cont.)

Group

Professionals
Administrators
Academics
MOPH

Professionals
Administrators
Academics
MOPH

Professionals
Administrators
Academics
MOPH

Professionals
Administrators
Academics
MOPH

Professionals
Administrators
Academics
MOPH

Professionals
Administrators
Academics
MOPH

Response

119
74
25
10

119
74
25
10

119
74
25
10

119
74
25
10

119
74
25
10

119
74
25
10

Front-line

%

5.0
9.5
12.0
0.0

5.0
81
8.0
0.0

8.4
14.9
8.0
0.0

7.6
12.2
8.0
0.0

5.0
41
4.0
0.0

5.9
81
4.0
0.0

Mid-level

%

2.5
9.5
8.0
0.0

3.4
6.8
8.0
0.0

2.5
9.5
8.0
0.0

2.5
9.5
4.0
0.0

4.2
4.1
4.0
0.0

4.2
6.8
4.0
0.0

Top-level
%

4.2
14.9
4.0
0.0

4.2
13.5
4.0
0.0

4.2
14.9
0.0
0.0

4.2
12.2
0.0
0.0

5.9

9.5

0.0
10.0

6.7
9.5
0.0
0.0

ove



Table-V1.3:

No.

6.1

6.2

6.3

6.4

6.5

6.6

Public Health Skills

Communicate effectively.

Solicit input from individuals and organisations.

Advocate for public health.

Lead and participate in-groups.

Use appropriate channels to communicate information.

Listen to others in an unbiased manner.

Item Non-response Rates on Public Health Skills by Constituency (Cont.)

Group

Professionals
Administrators
Academics
MOPH

Professionals
Administrators
Academics
MOPH

Professionals
Administrators
Academics
MOPH

Professionals
Administrators
Academics
MOPH

Professionals
Administrators
Academics
MOPH

Professionals
Administrators
Academics
MOPH

Response

119
74
25
10

119
74
25
10

119
74
25
10

119
74
25
10

119
74
25
10

119
74
25
10

Front-line
%

25
41
4.0
0.0

4.2
54
4.0
0.0

10.9
9.5
8.0
0.0

7.6
81
12.0
0.0

4.2
6.8
4.0
0.0

34
6.8
8.0
0.0

Mid-level
%

4.2
41
4.0
0.0

59
41
4.0
0.0

4.2
54
8.0
0.0

5.0
6.8
8.0
0.0

5.0
6.8
4.0
0.0

4.2
54
8.0
0.0

Top-level
%

50
81
0.0
0.0

5.9
81
0.0
0.0

5.9
9.5
4.0
0.0

6.7
9.5
0.0
0.0

6.7
9.5
0.0
0.0

5.0
81
4.0
0.0

LVE



Table-V1.3:

No.

6.7

7.1

7.2

7.3

7.4

7.5

Public Health Skills

Make effective presentations.

Maintain linkages with key stakeholders.

Collaborate with community partners.

Mobilise organisations within the community.

Use management skills to build partnerships.

Identify community resources.

Item Non-response Rates on Public Health Skills by Constituency (Cont.)

Group

Professionals
Administrators
Academics
MOPH

Professionals
Administrators
Academics
MOPH

Professionals
Administrators
Academics
MOPH

Professionals
Administrators
Academics
MOPH

Professionals
Administrators
Academics
MOPH

Professionals
Administrators
Academics
MOPH

Response

119
74
25
10

119
74
25
10

119
74
25
10

119
74
25
10

119
74
25
10

119
74
25
10

Front-line
%

2.5
6.8
8.0
0.0

3.4
54
4.0
0.0

2.5
81
4.0
10.0

5.9
8.1
8.0
0.0

3.4
8.1
12.0
0.0

3.4
5.4
4.0
0.0

Mid-level
%

5.0
54
8.0
0.0

6.7
4.1
8.0
0.0

5.9
81
4.0
0.0

5.9
5.4
4.0
0.0

2.5
41
8.0
0.0

2.5
54
8.0
0.0

Top-level
%

5.0
9.5
0.0
0.0

6.7
10.8
0.0
0.0

6.7
10.8
0.0
0.0

5.0
81
0.0
0.0

3.4
8.1
4.0
0.0

5.0
81
8.0
0.0

8re



Table-VI1.3:

No.

7.6

81

8.2

8.3

8.4

8.5

Public Health Skills

Conduct a community assessment.

Develop and present a budget.

Manage programs without budget constraints.

Apply budget processes.

Determine budget priorities.

Monitor program performance.

Item Non-response Rates on Public Health Skills by Constituency (Cont.)

Group

Professionals
Administrators
Academics
MOPH

Professionals
Administrators
Academics
MOPH

Professionals
Administrators
Academics
MOPH

Professionals
Administrators
Academics
MOPH

Professionals
Administrators
Academics
MOPH

Professionals
Administrators
Academics
MOPH

Response

119
74
25
10

119
74
25
10

119
74
25
10

119
74
25
10

119
74
25
10

119
74
25
10

Front-line
%

4.2
5.4
8.0
0.0

8.4
81
4.0
0.0

6.7
10.8
8.0
0.0

7.6
10.8
4.0
30.0

7.6
10.8
8.0
0.0

10.9
12.2
8.0
0.0

Mid-level
%

2.5
4.1
80
0.0

3.4
41
4.0
0.0

4.2
4.1
8.0
0.0

4.2
4.1
4.0
10.0

3.4
41
8.0
0.0

5.0
5.4
8.0
0.0

Top-level
%

4.2
6.8
0.0
0.0

4.2
9.5
0.0
0.0

5.9
81
4.0
0.0

5.9
81
0.0
10.0

5.0
9.5
0.0
0.0

5.0
9.5
0.0
0.0

6ve



Table-V1.3: Item Non-response Rates on Public Health Skills by Constituency (Cont.)

No. Public Health Skills Group Response
Front-line Mid-level Top-level
% % %
8.6 Develop proposals for funding. Professionals 119 92 5.0 7.6
Administrators 74 9.5 54 12.2
Academics 25 12.0 4.0 0.0
MOPH 10 0.0 0.0 0.0
8.7 Apply basic human relation skills. Professionals 119 1.7 3.4 5.0
Administrators 74 2.7 4.1 9.5
Academics 25 4.0 4.0 0.0
MOPH 10 0.0 0.0 0.0
8.8 Manage information systems for decision-making. Professionals 119 1.7 3.4 5.0
Administrators 74 4.1 54 10.8
Academics 25 8.0 4.0 0.0
MOPH 10 0.0 0.0 0.0
8.9 Apply ethical conduct in practice. Professionals 119 2.5 4.2 5.0
Administrators 74 4.1 4.1 8.1
Academics 25 8.0 8.0 0.0
MOPH 10 0.0 0.0 0.0

Legend:O Item non-response rate > 10%

Administrators are the only Constituency that scores Item non-response across the 3 Levels of Staff.
Academics have mainly Item non-response scores for Front-line Staff, only a few for Mid-level Management and not a single score for Top-

level Management Staff.

Except for Administrators, most Item non-response scores occurred for a single Level of Staff.

0se
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Appendix-V

Tests of Significance for the Mailed Questionnaire

The following tests of Statistical Significant Difference were applied for further analysis

of questionnaire data:

Section-1 : Public Health Services

Analysis of Variance (ANOVA)
ANOVA on Current Performance of Public Health Services as Considered by

Constituencies is shown below in Table-V.1.

ANOVA on Involvement in Public Health Services for Public Health staff, as

Considered by Constituencies, is shown below in Table-V.2.

Scheffé Comparison

When ANOVA showed a statistically significant difference, then the Scheffé
Comparison was applied to determine which Constituencies showed a contrast. The Scheffé
Comparison is the most flexible and most rigorous of the post hoc multiple comparison tests
and based on the F distribution. It is a conservative test because it adopts a family-wise error
rate that applies to all contrasts, which provides strong protection against Type error L Scheffé
recommended a less stringent level of significance to avoid excess Type error Il (Portney and

Watkins, 2000). Tables V.1 and V.2 below present results on the Scheffé Comparison.

Section-2: Public Health Competencies

Chi-square
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The Chi-square test was applied to every single item in the questionnaire for Public
Health Professionals (119) and Administrators (74). For Academics (25) and MOPH-
representatives (10) the distribution of frequencies was too low to allow testing as shown in

Chapter-Il.

Further analysis with the Chi-square test was done for sub-groups within Public Health
Professionals and Administrators for both Public Health Services and Skills. Sub-groups within
Public Health Professionals and Administrators for further significance testing are represented

below and analysis results are presented in Tables-V.3 to 7.

Constituency No Sub-groups1 No
Professionals 119 PCMO 42
Non-PCMO 77
Hospital Directors 63
Administrators 74 PAO 28
MAO 38
TAO 8

1pPcMO: Provincial Chief Medical Officer, Non-PCMO all other Professional respondents, Hospital Directors are a
subgroup of Non-PCMO, PAO: Provincial Administrative Office, MAO: Municipality Administrative Office, TAO: Tambol
(Sub-district) Administrative Office.



Table-V.1 ANOVA Current Performance of Public Health Services as Considered by All Constituencies

Services

Current Performance of Public Health Services

Table-V.2: ANOVA on Involvement in Public Health Services for Public Health Staff as Considered by All Constituencies

Services Group
X
Involvement Public Professionals 2.05
Health Services Administrators 2.19
Academics 2.34
MOPH 2.08

Front-line staff

S.D.

0.34
0.38
0.43
0.18

p
0.003

Scheffé

Professionals
\s.
Academics

Group

Professionals
Administrators
Academics
MOPH

Mid- evel Management Staff

X
2.34
2.38
2.45
2.54

S.D.

0.41
0.34
0.39
0.21

p
0.315

Scheffé

1.70
1.83
1.64
1.65

S.D.

0.32
0.34
0.27
0.27

p
0.011

Scheffé

Top Management staff

X
2.50
2.50
2.51
2.76

S.D.

0.51
0.43
0.35
0.23

p
0.389

Scheffé



Table-V.3: Frequencies, Proportions and Chi-square on Public Health Skills by Domain as Considered by Sub-groups of Public Health

Professionals for Front-line Staff

Not Core Competency Core Competency
Kill Gro Missing Not Core Total Proficiency Knowledg Awarénes Total X2
No. Ski up eable P value
N % N % N % N % N % N % N %
1.1 Identify responsibilities within public health. Professionals 0 0 1 0.8 1 0.8 12 102 71 602 35 297 118 99.2 0.565
PCMO 0 0 0 0 0 0 2 48 26 619 14 27.6 42 100
Non-PCMO 0 0 1 1.3 1 1.3 10 132 45 592 21 276 76 98.7
1.2 Use basic qualitative and quantitative Professionals 1 0.8 9 7.6 10 8.4 7 6.4 52 474 50 459 109 091.6 0.665
methods. PCMO 1 2.4 0 0 1 2.4 2 4.9 19 46.3 20 48.8 41 97.6
Non-PCMO 0 0 9 117 9 117 5 74 33 485 30 441 77 883
1.3 Apply basic public health sciences. Professionals 0 0 4 3.4 4 3.4 22 191 61 530 32 278 115 96.6 0.165
PCMO 0 0 2 4.8 2 4.8 7 175 21 525 12 30.0 40 95.2
Non-PCMO 0 0 2 2.6 2 2.6 15 200 40 533 20 26.7 75 97.4
1.4 Assess the health status of populations. Professionals 0 0 1 0.8 1 0.8 21 178 57 483 40 339 118 99.2 0.376
PCMO 0 0 1 2.4 1 24 7 171 23 561 11 268 41 976
Non-PCMO 0 0 0 0 0 0 14 182 34 442 29 377 77 100
1.5 Apply critical thinking. Professionals 1 0.8 13 109 12 117 9 86 46 438 50 476 105 882 0.404
PCMO 0 0 5 119 5 119 2 5.4 15 405 20 541 37 881
Non-PCMO 1 13 8 104 9 117 7 103 31 456 30 441 68 88.3
1.6 Identify scientific evidence. Professionals 3 25 8 6.7 n 9.2 14 13.0 47 435 47 435 108 90.8 0.567
PCMO 1 2.4 4 9.5 5 119 5 119 14 333 18 429 37 881
Non-PCMO 2 2.6 4 5.2 6 7.8 9 11.7 33 429 29 377 71 923
1.7 Identify limitations of research. Professionals 1 0.8 16 134 17 142 9 8.8 33 324 60 588 102 857 0.162
PCMO 0 0 5 119 5 119 3 81 8 216 26 703 37 881
Non-PCMO 1 13 1 143 12 156 6 9.2 25 385 34 523 65 844
1.8 Apply risk assessment. Professionals 3 2.5 n 9.2 14 117 19 181 43 410 43 41.0 105 882 0.125
PCMO 1 24 5 11.9 6 143 7 194 10 278 19 528 36 85.7
Non-PCMO 2 2.6 6 7.8 8 104 12 174 33 478 24 348 69 89.6

1251



Table-V.3: Frequencies, Proportions and Chi-square on Public Health Skills by Domain as Considered by Sub-groups of Public Health

Professionals for Front-line staff (Cont.)

Not Core Competency Core Competency
. Missing Not Core Total Proficiency Knowledg Awarenes Total X2
No. Skill Group eable p value
N % N % N % N % N % N % N %

1.9 Use public health information packages. Professionals 3 25 4 118 17 143 19 186 39 382 44 431 102 857 0.104
PCMO | 24 4 9.5 5 11.9 8 216 13 351 16 43.2 37 88.1
Non-PCMO 2 2.6 10 130 12 156 11 169 26 400 28 431 65 844

1.10 Design a surveillance system. Professionals 3 2.5 17 143 20 168 13 131 45 455 41 414 99 832 0.497
PCMO | 24 5 11.9 6 14.3 4 111 17 472 15 417 36 857
Non-PCMO 2 2.6 12 156 14 182 9 143 28 444 26 41.3 63 81.8

1.11 Operate a surveillance system. Professionals 5 4.2 2 17 7 5.9 30 268 50 446 32 286 112 941 0.415
PCMO 1 2.4 0 0 1 2.4 12 293 18 439 11 26.8 41 97.6
Non-PCMO 4 5.2 2 2.6 6 7.8 18 24 32 451 21 296 71 922

1.12 Use computer applications. Professionals 5 4.2 3 25 8 6.7 26 234 66 595 19 171 111 933 0.548
PCMO 4 9.5 1 24 5 119 11 297 21 56.8 5 135 37 881
Non-PCMO 1 73 2 .6 3 3.9 15 203 45 608 14 189 74 96.1

1.13 Apply ethical conduct in practice. Professionals 3 25 3 25 6 5.0 19 168 55 487 39 345 113 95.0 0.042
PCMO 1 2.4 1 2.4 2 4.8 5 125 17 425 18 450 40 95.2
Non-PCMO 2 2.6 2 2.6 4 5.2 14 192 38 521 21 28.8 73 9438

2.1 Define a problem. Professionals 2 17 4 3.4 6 51 20 177 58 513 35 31.0 113 950 0.215
PCMO 1 2.4 2 4.8 3 7.1 9 231 21 538 9 231 39 0929
Non-PCMO 1 1.3 2 2.6 3 3.9 11 149 37 500 26 351 74 096.1

2.2 Determine use and limitations of data. Professionals 2 1.7 5 4.2 7 5.9 14 125 53 473 45 402 112 941 0.237
PCMO 1 2.4 1 2.4 2 4.8 5 125 19 475 16 40.0 40 952
Non-PCMO 2 1.7 5 4.2 7 5.9 9 125 34 472 29 403 72 935

2.3 Select and define variables. Professionals 4 3.4 3 25 7 5.9 13 116 56 500 43 384 112 941 0.020
PCMO 3 7.1 0 0 3 7.1 3 77 22 564 14 359 39 929
Non-PCMO 1 13 3 3.9 4 5.2 10 137 34 46.6 29 39.7 73 948

GGE



Table-V.3: Frequencies, Proportions and Chi-square on Public Health Skills by Domain as Considered by Sub-groups of Public Health

Professionals for Front-line Staff (Cont.)

Not Core Competency Core Competency
. G Missing Not Core Total Proficiency Knowledg Awarenes Total X2

No. Skill roup eable p value
N % N % N % N % N % N % N %

2.4 Use basic qualitative and quantitative Professionals 2 17 8 6.7 10 8.4 1 101 50 459 48 44.0 109 91.6 0.012
designs and methods. PCMO 1 2.4 2 4.8 3 7.1 3 7.7 21 538 15 385 39 929
Non-PCMO 1 1.3 6 7.8 7 9.1 8 114 29 414 33 471 70 909

2.5 Partner with communities. Professionals 2 17 0 0 2 17 49 419 45 385 23 19.7 117 98.3 0.156
PCMO 1 24 0 0 1 24 24 585 12 29.3 5 122 41 97.6
Non-PCMO 1 13 0 0 1 13 25 329 33 434 18 237 76 98.7

2.6 Use appropriate data collection process. Professionals 3 2.5 3 25 6 5.0 22 195 60 531 31 274 113 95.0 0.779
PCMO 2 4.8 1 2.4 3 7.1 8 205 23 59.0 8 205 39 929
Non-PCMO 1 13 2 2.6 3 3.9 14 189 37 500 23 311 74 96.1

2.7 Make relevant inferences from data. Professionals 2 17 2 17 4 3.4 15 130 59 513 41 357 115 96.6 0.215
PCMO 1 2.4 0 0 1 2.4 4 9.8 23 561 14 341 41 97.6
Non-PCMO 1 13 2 2.6 3 3.9 11 149 36 486 27 365 74 96.1

2.8 Identify relevant data. Professionals 4 3.4 1 0.8 5 4.2 31 272 51 447 32 281 114 958 0.160
PCMO 2 4.8 0 0 2 4.8 11 275 19 475 10 25.0 40 952
Non-PCMO 2 2.6 1 13 3 3.9 20 27.0 32 432 22 29.7 74 961

2.9 Apply ethical principles. Professionals 2 17 2 1.7 4 3.4 21 183 64 557 30 261 115 96.6 0.927
PCMO 1 2.4 1 2.4 2 4.8 6 15.0 25 625 9 225 40 952
Non-PCMO 1 13 1 13 2 2.6 15 200 39 520 21 280 75 974

2.10 Evaluate data. Professionals 1 0.8 2 17 3 25 13 112 56 483 47 405 116 975 0.619
PCMO 0 0 0 0 0 0 5 119 19 452 18 429 42 100
Non-PCMO 1 13 2 2.6 3 3.9 8 108 37 500 29 392 74 9.1

2.11 [llluminate issues from data. Professionals 2 17 15 12.6 17 14.3 8 7.8 44 431 50 49.0 102 857 0. 7
PCMO 0 0 5 11.9 5 11.9 3 8.1 14 378 20 541 37 881
Non-PCMO 2 2.6 10 13.0 12 156 5 7.7 30 46.2 30 46.2 65 84.4

9Ge



Table-V.3:

No.

3.1

3.2

3.3

3.4

3.5

3.6

3.7

Professionals for Front-line Staff (Cont.)

Skill

Interpret information about risks to the

community.

Interpret information relevant to an issue.

State policy options.

Articulate implications of policy options.

State the expected outcome of policy
options.

Decide on the appropriate course of action.

Utilise techniques in decision analysis and
planning.

Identify policies related to programs.

Group

Professionals
PCMO
Non-PCMO

Professionals
PCMO
Non-PCMO

Professionals
PCMO
Non-PCMO

Professionals
PCMO
Non-PCMO

Professionals
PCMO
Non-PCMO

Professionals
PCMO
Non-PCMO

Professionals
PCMO
Non-PCMO

Professionals
PCMO
Non-PCMO

Not Core Competency

Missing
N %
2 17
0 0
2 2.6
1 0.8
0 0
1 1.3
1 0.8
0 0
1 1.3
1 0.8
0 0
1 13
1 0.8
0 0
1 1.3
1 0.8
0 0
1 13
3 25
1 24
2 2.6
1 0.8
0 0
1 13

Not Core
N %
5 4.2
1 2.4
4 5.2
7 59
0 0
7 9.1
12 10.1
5 11.9
7 9.1
Th 12.6
7 16.7
8 10.4
10 8.4
4 9.5
6 7.8
1 9.2
4 9.5
7 9.1
8 6.7
2 4.8
6 7.8
15 12.6
5 11.9
10 13.0

Total

N %
7 5.9
1 2.4
6 7.8
8 6.7
0 0
8 10.4
13 10.9
5 11.9
8 10.4
16 134
7 1.7
9 11.7
u 9.2
4 9.5
7 9.1
12 10.0
4 9.5
8 10.4
u 9.2
3 7.1
8 10.4
16 134
5 11.9
1 143

Proficiency
N %
14 125
6 14.6
8 11.3
8 7.2
5 11.9
3 4.3
3 2.8
2 5.4
1 14
2 19
1 2.9
1 15
3 2.8
1 2.6
2 2.9
7 6.5
3 7.9
4 5.8
8 7.4
3 7.7
5 7.2
4 3.9
2 5.4
2 3.0

Core Competency

Knowledg
eable

N %

54 482
22 537
32 451
53 477
20 47.6
33 47.8
41 387
15 405
26 37.7
33 320
11 314
22 324
42 389
13 342
29 414
51 47.7
18 47.4
33 47.8
51 47.2
20 513
31 449
48 46.6
15 40.5
33 50.0

Awarenes
N %

44  39.3
13 31.7
31 45.7
50 45.0
17 40.5
33 47.8
62 58.5
20 54.1
42 60.9
68 66.0
23 65.4
45 66.2
63 58.3
24 63.2
39 557
49 458
17 447
32 46.4
49 454
16 41.0
33 47.8
51 495
20 54.1
31 47.0

Total
N %
112 941
41 97.6
71  92.2
111 933
42 100
69 89.6
106 89.1
37 881
69 89.6
103 86.6
35 83.3
68 88.3
108 90.8
39 905
70 909
107 89.9
38 90.5
69 89.6
108 90.8
39 929
69 89.6
103 86.6
37 88.1
66 85.7

Frequencies, Proportions and Chi-square on Public Health Skills by Domain as Considered by Sub-groups of Public Health

X2
p value

0.151

0.086

0.369

0.141

0.124

0.057

0.020

0.082

PASIS



Table-V.3: Frequencies, Proportions and Chi-square on Public Health Skills by Domain as Considered by Sub-groups of Public Health
Professionals for Front-line Staff (Cont.)

Not Core Competency Core Competency

No. Skill Group Missing Not Core Total Proficiency Knowledg Awarenes Total X2

eable p value
N % N % N % N % N % N % N %

4.1 Interact sensitivity, effectively, and Professionals 1 0.8 0 0 1 0.8 43 364 51 432 24 203 118 99.2 0.578
professionally. PCMO 0 0 0 0 0 0 18 429 20 47.6 4 9.5 42 100
Non-PCMO 1 1.3 0 0 1 1.3 25 325 31 403 20 26.0 76 987

4.2 ldentify the role of cultural factors in the Professionals 2 17 3 2.5 5 4.2 19 167 57 500 38 333 114 958 0.407
delivery of services. PCMO 1 2.4 2 4.8 3 7.2 6 143 24 571 9 214 39 928
Non-PCMO 1 1.3 1 1.3 2 26 13 169 33 429 29 37.7 75 974

4.3 Develop problem solving that fits cultural Professionals 2 17 4 3.4 6 51 26 230 52 460 35 31.0 113 95.0 0.442
differences. PCMO 1 2.4 2 4.8 3 7.2 7 167 23 5438 9 214 39 928
Non-PCMO 1 13 2 2.6 3 3.9 19 247 29 377 26 338 74 96.1

5.1 Prepare emergency plans. Professionals 1 0.8 8 6.7 9 7.5 13 118 49 445 48 436 110 924 0.035
PCMO 1 2.4 3 7.1 4 9.5 4 9.5 18 429 16 381 38 905
Non-PCMO 0 0 5 6.5 5 6.5 9 117 31 403 32 416 72 935

5.2 Develop plans. Professionals 3 25 9 7.6 12 101 9 8.4 47 439 51 477 107 899 0.001
PCMO 1 2.4 3 7.1 4 9.5 3 7.9 17 447 18 47.4 38 905
Non-PCMO 2 2.6 6 7.8 8 104 6 87 30 435 33 478 69 896

5.3 Translate policy into organisational plans. Professionals 1 0.8 10 8.4 u 9.2 10 93 40 370 58 53.7 108 90.8 0.001
PCMO 1 24 4 9.5 5 119 6 162 11 297 20 541 37 881
Non-PCMO 0 0 6 7.8 6 7.8 4 56 29 408 38 535 71 922

5.4 Monitor and evaluate programs. Professionals 3 2.5 10 8.4 13 109 7 6.6 42 396 57 538 106 89.1 0.000
PCMO 1 2.4 3 7.1 4 9.5 2 5.3 17 447 19 500 38 905
Non-PCMO 2 2.6 7 9.1 9 117 5 7.4 25 368 38 559 68 883

5.5 Conduct cost-effectiveness-benefit-utility Professionals 1 0.8 1 9.2 12 100 7 6.5 37 346 63 589 107 899 0.006
analyses. PCMO 1 24 6 14.3 7 167 2 5.7 12 343 21 60.0 35 833
Non-PCMO 0 0 5 6.5 5 6.5 5 6.9 25 347 42 583 72 0935

8G€



Table-V.3:

5.6

5.7

5.8

5.9

511

5.12

5.13

Professionals for Front-line Staff (Cont.)

Skill

Apply theory of organisation.

Contribute to organisational performance
standards.

Promote team learning and organisation
learning.

Create key values and shared vision.

identify issues through strategic planning.

Use appropriate methods that effect
change.

Ensure participation of key stakeholders.

Create a culture of ethical standards.

Group

Professionals
PCMO
Non-PCMO

Professionals
PCMO
Non-PCMO

Professionals
PCMO
Non-PCMO

Professionals
PCMO
Non-PCMO

Professionals
PCMO
Non-PCMO

Professionals
PCMO
Non-PCMO

Professionals
PCMO
Non-PCMO

Professionals
PCMO
Non-PCMO

Not Core Competency

Missing
N %
2 17
1 2.4
| 13
1 0.8
1 2.4
0 0
1 0.8
1 2.4
0 0
1 0.8
1 2.4
0 0
1 0.8
1 2.4
0 0
1 0.8
1 2.4
0 0
3 25
2 4.8
1 1.3
3 2.5
2 4.8
1 1.3

Not Core
N %

9 7.6
4 9.5
5 6.5
n 9.2
4 9.5
7 9.1
5 4.2
2 4.8
3 3.9
5 4.2
2 4.8
3 359
9 7.6
2 4.8
7 9.1
8 6.7
3 7.1
5 6.5
3 25
0 0

3 3.9
4 3.4
2 4.8
2 2.6

Total

N %

n 9.3
5 11.9
6 7.8
12 10.0
5 11.9
7 9.1

6 5.0
3 7.1
3 3.9
6 5.0
3 7.1
3 3.9
10 8.4
3 7.1
7 9.1
9 7.5
4 9.5
5 6.5
6 5.0
2 4.8
4 5.2
7 5.9
4 9.5
3 3.9

Proficiency

N

N O

%

5.6
4.8
5.6

4.7
5.4
4.3

8.8
12.8
6.8

8.8
12.8
6.8

55
51
5.7

4.5
25.3
4.2

15.0
225
11.0

8.9
10.5
8.1

Core Competency

Knowledg
eable

N %

41 38.0
11 26.2
30 423
45 421
19 514
26 371
53 46.9
19 48.7
34 459
52 46.0
19 48.7
34 459
47 431
16 41.0
31 443
50 455
17 447
33 45.8
62 54.9
22 55.0
40 54.8
57 509
17 447
40 54.1

Awarenes
N %

61 56.5
24 521
37 521
57 533
16 43.2
41 58.6
50 44.2
15 385
35 47.3
51 451
15 38.5
35 47.3
56 514
21 538
35 50.0
55 50.0
19 50.0
36 50.0
34 301
9 225
25 342
45  40.2
17 447
28 37.8

Total

N %

108 90.8
37 881
71 92.2
107 89.9
37 88.1
70 90.9
113 95.0
39 929
74 96.1
113  95.0
39 929
74 96.1
109 91.6
39 929
70 90.9
110 924
38 90.5
72 935
113 95.0
40 95.2
73 94.8
112 94.1
38 90.5
74 96.1

Frequencies, Proportions and Chi-square on Public Health Skills by Domain as Considered by Sub-groups of Public Health

X2
p value

0.003

0.046

0.034

0.075

0.024

0.002

0.533

0.113
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Table-V.3: Frequencies, Proportions and Chi-square on Public Health Skills by Domain as Considered by Sub-groups of Public Health
Professionals for Front-line Staff (Cont.)

Not Core Competency Core Competency

No sKill Group Missing Not Core Total Proficiency Knowledg Awarenes Total X2

eable p value
N % N % N % N % N % N % N %

6.1 Communicate effectively. Professionals 3 25 0 0 3 2.5 37 319 65 560 14 121 116 975 0.897
PCMO 2 4.8 0 0 2 4.8 15 375 20 500 5 125 40 952
Non-PCMO 1 1.3 0 0 1 13 22 289 45 592 9 11.8 76 98.7

6.2 Solicit input from individuals and Professionals 5 4.2 0 0 5 4.2 25 219 66 579 23 202 114 958 0.394
organisations. PCMO 2 4.8 0 0 2 4.8 10 25.0 22 55.0 8 20.0 40 95.2
Non-PCMO 3 3.9 0 0 3 3.9 15 20.3 44 595 15 203 74 961

6.3 Advocate for public health. Professionals 3 25 10 8.4 13 109 6 5.7 61 575 39 368 106 89.1 0.487
PCMO 2 4.8 3 7.1 5 119 2 54 24 649 1 29.7 37 881
Non-PCMO 1 13 7 9.1 8 104 4 5.8 37 536 28 46 69 896

6.4 Lead and participate in-groups. Professionals 5 4.2 4 3.4 9 7.6 15 136 69 627 26 236 110 924 0.555
PCMO 2 4.8 2 4.8 4 9.5 5 132 24 632 9 23.7 38 905
Non-PCMO 3 379 2 2.6 5 6.5 10 139 45 6.5 17 236 72 935

6.5 Use appropriate channels to communicate Professionals 5 4.2 0 0 5 4.2 26 228 62 544 26 228 114 958 0.519
information. PCMO 2 4.8 0 0 2 4.8 n 275 18 450 11 275 40 952
Non-PCMO 3 3.9 0 0 3 3.9 15 203 44 595 15 203 74 96.1

6.6 Listen to others in an unbiased manner. Professionals 3 25 1 0.8 4 3.3 26 226 65 565 24 209 115 96.6 0.548
PCMO 2 4.8 1 2.4 3 71 11 282 19 487 9 231 39 929
Non-PCMO 1 13 0 0 1 13 15 197 46 605 15 197 76 98.7

6.7 Make accurate and effective presentations. Professionals 3 25 0 0 3 25 24 207 67 578 25 216 116 975 0.469
PCMO 2 4.8 0 0 2 4.8 10 250 23 575 7 175 0 952
Non-PCMO 1 1.3 0 0 1 1.3 14 184 44 579 18 23.7 76 987

7.1 Maintain linkages with key stakeholders. Professionals 4 3.4 0 0 4 3.4 44 383 58 504 13 113 115 96.6 0.280
PCMO 3 7.1 0 0 3 7.1 18 46.2 19 48.7 2 5.1 39 929
Non-PCMO 1 1.3 0 0 1 13 26 342 39 513 11 145 76 987
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Table-V.3: Frequencies, Proportions and Chi-square on Public Health Skills by Domain as Considered by Sub-groups of Public Health

Professionals for Front-line staff (Cont.)

Not Core Competency Core Competency
. Missing Not Core Total Proficiency Knowledg Awarenes Total X2
No. Skill Group
eable p value
N % N % N % N % N % N % N %
7.2 Collaborate with community partners. Professionals 3 25 0 0 3 25 58 50.0 45 388 13 112 116 975 0.626
PCMO 2 4.8 0 0 2 48 25 625 12 300 3 75 40 95.2
Non-PCMO 1 1.3 0 0 1 1 1.3 33 434 33 434 10 132 76
7.3 Mobilise organisations within the Professionals 3 25 4 3.4 7 5.9 36 321 55 491 21 188 112 941 0.464
communityr PCMO 2 4.8 0 0 2 4.8 16 400 19 475 5 125 40 95.2
Non-PCMO 1 13 4 5\ 5 6.5 20 278 36 500 16 222 72 935
7.4 Use management skills to build Professionals 1 0.8 3 2.5 4 3.4 19 165 55 478 41 357 115 96.6 0.155
partnerships. PCMO 1 2.4 1 2.4 2 4.8 7 175 19 475 14 350 40 952
Non-PCMO 0 0 2 2.6 2 2.6 12 160 36 480 27 36.0 75 974
7.5 ldentify community resources. Professionals 1 0.8 3 2.5 4 3.3 30 261 52 452 33 287 115 96.6 0.493
PCMO 1 2.4 1 2.4 2 4.8 13 325 17 425 10 250 40 952
Non-PCMO 0 0 2 2.6 2 2.6 17 227 35 46.7 23 307 75 97.4
7.6 Conduct a community assessment. Professionals 1 0.8 4 3.4 5 4.2 31 272 52 456 31 272 114 958 0.216
PCMO 2 4.8 1 24 1 2.4 12 300 22 550 6 150 40 95.2
Non-PCMO 1 13 0 0 3 3.9 19 257 30 405 25 338 74 961
8.1 Develop and present a budget. Professionals 2 17 8 6.7 10 8.4 14 128 52 477 43 394 109 091.6 0.018
PCMO 1 2.4 1 2.4 2 4.8 5 125 20 50.0 15 375 40 952
Non-PCMO 1 1.3 7 9.1 8 104 9 13.0 32 46.4 28 406 69 89.6
8.2 Manage programs without budget Professionals 2 17 6 5.0 8 6.7 14 126 46 414 51 459 111 933 0.010
constraints. PCMO 1 2.4 1 2.4 2 4.8 4 100 17 425 19 475 0 952
Non-PCMO 1 1.3 5 6.5 6 7.8 10 141 29 408 32 451 71 922
8.3 Apply budget processes. Professionals 2 17 7 5.9 9 7.6 13 118 55 500 42 382 110 924 0.151
PCMO 1 2.4 2 4.8 3 7.1 5 128 24 615 10 256 39 929

Non-PCMO 1 13 5 6.5 6 7.8 8 113 31 43.7 32 451 71 922



Table-V.3: Frequencies, Proportions and Chi-square on Public Health Skills by Domain as Considered by Sub-groups of Public Health

Professionals for Front-line staff (Cont.)

Not Core Competency Core Competency
issi Proficienc Awarenes X2
No.  Skill Group Missing Not Core Total y Knowledg Total

eable p value
N % N % N % N % N % N % N %

8.4 Determine budget priorities. Professionals 2 17 7 5.9 9 7.6 15 136 48 436 47 427 110 924 0.008
PCMO 1 2.4 1 2.4 2 4.8 6 150 20 500 14 350 40 952
Non-PCMO 1 1.3 6 7.8 7 9.1 9 129 28 400 33 471 70 909

8.5 Monitor program performance. Professionals 4 3.4 9 7.6 13 110 13 123 49 462 44 415 106 89.1 0.366
PCMO 2 4.8 2 4.8 4 9.5 7 184 17 447 14 36.8 38 90.5
Non-PCMO 2 2.6 7 9.1 9 11.7 6 8.8 2 471 30 441 68 88.3

8.6 Develop proposals for funding. Professionals 4 3.4 7 5.9 n 9.3 16 148 50 463 42 389 108 90.8 0.283
PCMO 1 2.4 3 7.1 4 9.5 8 211 19 500 11 289 38 905
Non-PCMO 3 3.9 4 5.2 7 9.1 8 114 31 443 31 443 70 909

8.7 Apply basic human relation skills. Professionals 2 17 0 0 2 1.7 18 154 49 419 50 427 117 983 0.001
PCMO 1 2.4 0 0 1 2.4 5 122 18 439 18 439 41 97.6
Non-PCMO 1 1.3 0 0 1 1.3 13 171 31 08 32 421 76 98.7

8.8 Manage information systems for decision Professionals 2 1.7 0 0 2 1.7 16 137 59 504 42 359 117 983 0.007
making. PCMO 1 2.4 0 0 1 2.4 6 146 23 561 12 293 41 976
Non-PCMO 1 1.3 0 0 1 1.3 10 132 36 474 30 395 76 987

8.9 Apply ethical conduct. Professionals 2 17 1 0.8 3 2.5 23 198 51 440 42 36.2 116 975 0.056
PCMO 1 2.4 1 2.4 1 2.4 9 225 19 475 12 30.0 40 952
Non-PCMO 1 1.3 0 0 3 3.9 14 184 32 421 30 395 76 987
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Table-V.4: Summary of the Analysis on Public Health Services within Public Health Professionals’ and Administrators’ Sub-groups

Public Health Services

Professionals: PCMO vs. Hospital Directors

Current Performance on Public Health Services

Involvement in Public Health Services

Administrators: PAO vs. Municipality vs. TAO
Current Performance on Public Health Services

Involvement in Public Health Services

Administrators: PAO vs. Municipality
Current Performance on Public Health Services

Involvement in Public Health Services

t-test/ANOVA
(Summations)

X Services

X Front-line

X Mid-level

X

Top-level

Services
Front-line

Mid-level

X X X X

Top-level

X Services
X Front-line
X Mid-level

XTop-level

Statistical Tests at p <0.01
chi-square
(Single items)

p value

No Significance

No Significance
No Significance

No Significance

No Significance
No Significance
No Significance

No Significance

No Significance
No Significance
No Significance

No Significance

Planning and Management

Assure access to services

Per Service
Per Service

Per Service

Per Service
Evaluation
Per Service

Per Service

Per Service
Evaluation
Per Service

Per Service

p value

0.004
0.002
No Significance
No Significance

No Significance

No Significance
0.006
No Significance

No Significance

No Significance
0.001
No Significance

No Significance
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Table-V.5:

Health Professionals’ Sub-groups

Public Health Competencies
Front-line staff

Basic Public Health Skills
Analytical Skills

Policy Development Skills
Social Skills

Strategic Management Skills
Communication Skills
Partnership Skills

Operational Management Skills
Mid-level Management Staff
Basic Public Health Skills
Analytical Skills

Policy Development Skills
Social Skills

Strategic Management Skills
Communication Skills
Partnership Skills
Operational Management Skills
Top-level Management Staff
Basic Public Health Skills
Analytical Skills

Policy Development Skills
Social Skills

Strategic Management Skills
Communication Skills
Partnership Skills

Operational Management Skills

364

Summary of the Analysis on Public Health Competencies within Public

PCMO vs. Hospital Directors Statistical Tests at p <0.01

t-test /ANOVA
(Summations)

X X X X X X X X X X X X X X X X

X X X X X X X X

Skills
Skills
Skills
Skills
Skills
Skills
Skills

Skills

Skills
Skills
Skills
Skills
Skills
Skills
Skills

Skills

Skills
Skills
Skills
Skills
Skills
Skills
Skills
Skills

p value

No Significance
No Significance
No Significance
No Significance
No Significance
No Significance
No Significance

No Significance

No Significance
No Significance
No Significance
No Significance
No Significance
No Significance
No Significance

No Significance

No Significance
No Significance
No Significance
No Significance
No Significance
No Significance
No Significance

No Significance

chi-square p value

(Single items)

Per skill No Significance
Per skill No Significance
Per skill No Significance
Per skill No Significance
Per skill No Significance
Per skill No Significance
Per skill No Significance
Per skill No Significance
Per skill No Significance
Per skill No Significance
Per skill No Significance
Per skill No Significance
Per skill No Significance
Per skill No Significance
Per skill No Significance
Per skill No Significance
1.13 0.006

Per skill No Significance
Per skill No Significance
Per skill No Significance
Per skill No Significance
Per skill No Significance
Per skill No Significance
Per skill No Significance



Table-V.6: Summary-1

Administrators’ Sub-groups

Public Health Competencies
Front-line Staff

Basic Public Health Skills
Analytical Skills

Policy Development Skills
Social Skills

Strategic Management Skills
Communication Skills
Partnership Skills

Operational Management Skills
Mid-level Management Staff
Basic Public Health Skills
Analytical Skills

Policy Development Skills
Social Skills

Strategic Management Skills
Communication Skills
Partnership Skills

Operational Management Skills
Top-level Management Staff

Basic Public Health Skills

Analytical Skills

Policy Development Skills
Social Skills

Strategic Management Skills
Communication Skills
Partnership Skills

Operational Management Skills

of the Analysis

on Public

365

Health Competencies within

PAO vs. Municipality vs. TAO Statistical Tests at p <0.01

t-test/ANOVA
(Summations)

X X X X X X X

X X X X X X X X

X X X X X X

Skills
Skills
Skills
Skills
Skills
Skills
Skills
Skills

Skills
Skills
Skills
Skills
Skills
Skills
Skills
Skills

Skills

Skills

Skills
Skills
Skills
Skills
Skills
Skills

p value

No Significance
No Significance
No Significance
No Significance
No Significance
No Significance
No Significance

No Significance

No Significance
No Significance
No Significance
No Significance
No Significance
No Significance
No Significance

No Significance

Municipality <PAO
& TAO
0.000

Municipality <PAO
0.005

No Significance
No Significance
No Significance
No Significance
No Significance

No Significance

chi-square p value
(Single items)
Per skill No Significance
Per skill No Significance
Per skill No Significance
Per skill No Significance
Per skill No Significance
Per skill No Significance
Per skill No Significance
Per skill No Significance
1.3 0.009
Per skill No Significance
Per skill No Significance
Per skill No Significance
Per skill No Significance
Per skill No Significance
Per skill No Significance
Per skill No Significance
1.3 0.003
1.4 0.001
15 0.007
1.9 0.008
111 0.004
2.4 0.01
Per skill No Significance
Per skill No Significance
Per skill No Significance
Per skill No Significance
Per skill No Significance
Per skill No Significance



Table-V.7:

Administrators’ Sub-groups

Public Health Competencies

Front-line Staff

Basic Public Health Skills
Analytical Skills

Policy Development Skills
Social Skills

Strategic Management Skills
Communication Skills
Partnership Skills
Operational Management Skills
Mid-level Management staff
Basic Public Health Skills

Analytical Skills

Policy Development Skills
Social Skills

Strategic Management Skills
Communication Skills
Partnership Skills

Operational Management Skills
Top-level Management Staff
Basic Public Health Skills

Analytical Skills

Policy Development Skills
Social Skills

Strategic Management Skills
Communication Skills
Partnership Skills

Operational Management Skills

t-test/ANOVA
(Summations)

X
£

th th th th th th X

th th th th th X

Summary-2 of the Analysis on

Public

366

Health Competencies within

PAO vs. Municipality Statistical Tests at p <0.01

Skills
Skills
Skills
Skills
Skills
Skills
Skills
Skills

Skills

Skills
Skills
Skills
Skills
Skills
Skills
Skills

Skills

Skills

Skills
Skills
Skills
Skills
Skills
Skills

p value

No Significance
No Significance
No Significance
No Significance
No Significance
No Significance
No Significance
No Significance

Municipality < PAO

0.009
No Significance
No Significance
No Significance
No Significance
No Significance
No Significance
No Significance

Municipality < PAO
0.000

Municipality < PAO
0.001

No Significance
No Significance
No Significance
No Significance
No Significance
No Significance

chi-square p value
(Single items)
Per skill No Significance
Per skill No Significance
Per skill No Significance
Per skill No Significance
Per skill No Significance
Per skill No Significance
Per skill No Significance
Per skill No Significance
1.3 0.003
1.9 0.007
Per skill No Significance
Per skill No Significance
Per skill No Significance
Per skill No Significance
Per skill No Significance
Per skill No Significance
Per skill No Significance
11 0.01
1.3 0.001
14 0.001
15 0.001
1.6 0.006
1.7 0.003
1.8 0.006
1.9 0.003
111 0.001
1.12 0.009
24 0.004
2.7 0.007
2.10 0.004
211 0.007
Per skill No Significance
Per skill No Significance
Per skill No Significance
Per skill No Significance
Per skill No Significance
Per skill No Significance



Name

Nationality

Date of Birth

Education

1996

1976

1972

Curriculum Vitae
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College of Public Health - Chulalongkorn University
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Bangkok-Thailand
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1996-98

1987-95

1984-87

1978-84

1975-78

1972-75
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Integrated Primary Health Care Project: Cambodia

Health Unlimited - London - UK

Project Director
Tuberculosis & Leprosy Control Project: Bangladesh
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Co-ordinator Psycho-Geriatric Care
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1999-to date

International MPH and Learning @ Workplace Program
Lecturer and advisor to students on thesis development
College of Public Health Chulalongkorn University
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1999- 2002

1998-to date

1998-1999

Research:

2000- 2002:

2000. 2002,

International MPH Program
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College of Public Health Chulalongkorn University

Bangkok - Thailand
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Lecturer for the regional training program
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College of Public Health Chulalongkorn University

Bangkok- Thailand
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China Medical Board NY- USA
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World Health Organisation Country Office Thailand.
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