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The phenomenon of chronic renal failure (CRF) has currently been uniquely reﬂécting the
inequity in health service accessibility among number of those patients of which most care have been
managed by self. The health services, meanwhile, existed at the end stage of life, causing high cost of
health expenditure of the country. It is thus crucial to explore for solutions of effective and
comprehensive health care for these special group of patients living with chronic renal failure .

Focused ethnographic study was used to explore care models for persons living with chronic
renal failure in this study. With in the catch-ment areas of selected 2 hospitals in the Northeast of
Thailand, 16 persons with chronic renal failure were approached to be key informants. Cultural ways of
living and care were uncovered using 51 key informants, Fieldwork was done during January and
August 2006. Participant observation, indepth interview, and focus group discussion were employed
during the fieldwork. The field data reflected how the patient and his/her family lived their live,
managed the patient’s health condition, and gained access to essential and available health care and
services. Patterns of care for the persons with chronic renal failure were then emerged representing
current situation of health care/services. The findings lay strong foundation for a synthesis of policy -
recommendations on care models for persons with chronic renal failure which were done through
forums among health service providers, patients, family members, and members of the local authority.

Findings indicate that the persons living with chronic renal failure are classified ‘into at least 3
groups according to stages of illness. They are those who are at risk, at ill and under treatment.
Existing care models/activities/services have been designed to respond to each stage. Such care
models/activities/services could be categoﬁzed into four groupé; self care, problem solving ahd
continuous care, self care supports, and welfare and other supports.

The proposed models from this study aim at 1)delay of renal failure, and 2)empower and support
the patients’ quality of life. The prime principles of the models include; 1)equal access to essential
health services, and 2)achieving good quality of life. The process should empower the patients and their

families, the local authorities, the community organizations, as well as the health service providers to be
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competent in care of patients at each stage of illness. A wide range of health services include;
Dsurveillance of illness condition, 2)follow ’ﬁp visits, 3)home care, 4)health services at the community
level, 5)care and services at the hospital and clinic, and 6)welfare and other supports. People who have
involved in such health care and services should take their own roles and function accordingly. They
include; patients, families, local authorities, community organizations, health service center at the
community level, hospitals, as well as the National Health Security Office. Health outcomes should be
measured and obse/rved through the process and at each stage of illness. Factors contributing to the
success of the models should; underpin theoretical framework, bridge services from institutions and care
at the home and community, and welfare and other supports are appropriately provided.

In the following, the findings provide 3 recommendations to develop essential structure and
mechanisms to nurture the development of the proposed models.

1). Essential mechanisms should be developed for the patients to have access to appropriate
health care and services, as well as welfare and other supports, at all stages of illness.

2). Capacity building should be designed to equip those involving people from all sectors with
sufficient competencies in care of the patients at each stage of illness.

3). Knowledge should be synthesized and built for; core concepts surrounding the illness of the
persons with chronic renal failure, development of care standards and guidelines, tools and mechanisms
to enhance 100% access to essential health care and services, practical methods in health service
provision, participation of those people who involve in the care of'tﬁe patient, and the management of

care for the patient at each stage of illness.





