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The purposes of this ethnographic research, conducted with 30 diabetic patients
from one rural community in the Northeast of Thailand were to study 1) the situation of the
development of data set for health care services for persons with diabetes in a community
socio-cultural context?, 2) what kind of the data would be used to care for persons with
diabetes in a community?, 3) how do the data providers and the users manage the data
they have for care the persons with diabetes in a community?, and 4) how should the
development of data set for health care services for persons with diabetes in a community
socio—cultural context be, and what are the factors used to support or obstacle for
developing the data set? In-depth interviews, participant observation, and focus group
discussions were used. The field study took 18 month from August 2004 to February
2006. The data were analyzed by content analysis.

The study showed that the development of the data set for health care services for
persons with diabetes in a community socio-cultural context consisted of three processes:
the process of constructing data, the process of communicating data and the process of
using data. The data used to manage and care for persons with diabetes in the community
was from a combination of two main sets of knowledge. The first set was the knowledge
from the cultural context. People in the community drew on traditional and cultural
information, supplemented by the biomedical knowledge.

Personé with diabetes mellitus were the most important in constructing data, while
other community members used their data. This can be divided into three levels: personal
level, family level and community level. These were the diabetics themselves, their relatives
and family members, neighbors, community organizations, local government organizations,

and even public health care staffs.

The method of generating and using the data set was done in a casual manner.
Face—to—face conversation to exchange experiences among community members is a good
example. Participatory Research is the link to get into to the data.

The factors supporting the process of development of data set for health care
services for persons with diabetes in a community were from: 1) local people who occupy
knowledge, power and potential to manage their lives because they provided intellectual
capital and social capital, 2) natural learning processes of communication, with people
trying to find out the answers and using the information from several sources and using
different approaches; and 3) Thai culture and social structure reinforces the value of

constructing and sharing knowledge in the community.





