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"The medicine of tomorrow will be shaped by the
people, for +the people because the people themselves

will determine their own condition,

their own destiny."”

M. Toure, 1879
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EXECUTIVE SUMMARY

This operations research is aimed at demonstrating
the feasibility and effectiveness of a culturally-
appropriate health program that involves a tribal

community in Lhe provision of preventive, promotive, and
curative health services. One Harnunuo Mangyan
community, i.e. Barangay Binli, in the manicipality of
Bulalacao, Oriental Mindoro was chosen for the study. The
rroject was divided into three phases: (1} an initial
rhase of baseline information procurement to determine
the existing health situation, the health resouree
available, the health-seeking behavior and beliefs

concerning illnesses; (2) a second phase of program
formulation and implementation, and (3) a third phase of
program assessment or evaluation. The entire project
covered a total period of 33 months, from January 1985 to
Septenber 1987.

The haseline data was collected frow 1he health
service providers and the families in the village. The
community had four traditional healer whose perceptions
and management of illnesses were conventional rather than
specific. The c¢linical assessment of  the household
members showed the existence of a nunmber of health
problems which were wmainly infectious and communicable
diseases, i.e. upper respiratory infection, skin diseases,
rarasitism, malaria, and nutritional anemia.

Environmental facilities were found wanting. The
households utilize the bush for defecation and the sources
of water supply were open springs and streams. Waste

disposal was largely done through open dumping of garbage.
The community exhibited a high pregnancy wastage, infant
and c¢hildhood mortality--an average of only five out of

seven children were born alive. Close to half of the
children died in the first five years of life with the
majority dying at infancy from preventable and

communicable diseases.

Prenatal care was virtually unknown to the Mangyan
and hildbirth usually occured at home with the husband or
other relatives as attendants. Delivery was done  in
unsanitary conditions and the umbilical cord was mostly
cut with the use of cogon grass. Complications in
delivery were noted in  the form of uncontrollable
bleeding. Breastfeeding was universal and solid supple-
mentation was given to the child at around six months.
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Most of the families did not know the etiology of
common diseases and they utilized herbal medicine in
the management of illnesses. They claimed that no health
rersonnel visited them in the previous year.

The information derived from the baseline study
served as the basis for the development of a culturally-
relevant training program in primary health care.

During the second phase of the project, the following
activities were undertakern. A community assembly and
consultation meetings were held to plan the population-—
based health program and to select the health workers who
would receive training and extend health services to the
commarnity. A training program was conducted to the
Hanunuo Mangyan health workers in the upland village by
the staff of the Bulalacao Rural Health Unit utilizing a
culturally-appropriate manual on primary health care. The
manual was developed with the assistance of the repre-
sentatives of the Department of Health, the Rural Health
Unit, and public health consultants.

After the training, the health workers delivered
mostly curative health services to their catchment areas.
The community built two health clinics which were manned
by the project nurse and some health volunteers who
received clinic management training from the project

NUrse. The other major activities of the health program
included an election of the officials of the village
health care committees, emergency feeding rroject,

immunization of preschool children, community meetings,
community celebration of the launching and one-year anni-
versary of the health clinics, meetings between health
workers and the project nurse, retraining of health

workers, linkage with the BRural Health Unit, the
establishment of a drug depot and an income-generating
project. A project team composed of a nurse, medical

consultant and two documentors were fielded in the area to
supervise the health workers and to gather basic health-
related information. The Rural Health Unit extended
support to the community-based health program by providing
medicine, vaccines, referrals, training, plestic toilet
bowls, and by sending a malarial spray team and a mobile
film-showing unit to the village.

The major problems encountered in the lmplementation
of the health program were the dwindling number of health
workers who delivered health care services in their
catchment areas and in the health clinics and the
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maintenance of the community’s interest and support of the
health program. Work demands from their homes and swidden
farms, lack of trust and support by some of the households
in their catchment areas were among the reasons posited by
the hesalth workers. On the other hand, the community’s
main reason for the problem cited was lack of cooperation
and unity among the residents in the village.

Fifteen months after the implementation of the health
pProgram, an assessment of the health program took place.
The results showed that the household had slight
improvement 1in environmental sanitation facilities (i.e.
toilet, water supply and garbage disposal), reductions in
childhood mortality, miniscule improvement in delivery
practices and increased knowledge of the etioclogy of

illnesses. The management of illnesses remained largely
traditional and a lardge prorortion utilized the health
clinic and health workers. It was noted that there was a
reduction in the prevalence of illnesses, i.e. upper
respiratory tract infection, skin diseases, anemia,
malaria, and PTB. However tLhere was a high  ratoe of
parasitism.

The health workers felt that they could adequately
manage some illnesses with confidence , viz., headache,
fever, diarrhea, stomachache, and scabies but they claimed
difficulty in mansging PTB, swollen parts of the body,
malaria and vomitting. The majority of the health workers
were assessed by an external medical evaluator to  be
adequately skilled in some aspects of c¢linical skills
{clinic history, referrals, pulse taking, weigh taking,
identification of the symptoms and treastment of malaria,
PTB, skin disorders, parasitism, .diarrheas, upper
respiratory tract infection, knowledge and preparation of
herbal medicine, malarial smear and ORESOL}. They can
also extend health counselling in the prevention and
contrnl of illnesses. They were, however, deficient in
the reporting of clinical data, temperature and blood
pressure taking, identification of symptoms and Lreatment
of scabies, fungal infection, allergy, urinary tract
infection and knowledge of imminization. They were also
evaluated to have low leadership qualities.

The officials of the village health care commiltees
perceived that they did not have clearcut delineation . of
their functions. The staff of the Rural Unit, on the
other hand, perceived the comminity-based health program
positively and underscored their contributions to the
prodgrar.




Issues on community participation and project
sustainability as well as recommendations to sustain and
replicate the program are raised in the study.
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Chapter One

THE RESEARCH PROBLEM

In the health field in the Philippines, several themes
began to dominate the thinking in the late 70°’s. Common
to these themes is the concern for the community as the
basic focal point and instrument of development efforts,
the need to stimulate local initiative, and the recogni-
tion that problems such as health and populatiorn are too
interrelated to be addressed by fragmented sectoral
approaches. A reexamination of strategies and priorities
in the health field has led to the recognition that in
order to maximize resources, programs must pay attention
to the community by encouraging local groups of people to
accept responsibility for their own health needs, not only
in carrying out various health services delivery

functions, but alsc in setting new norms for health -

behavior. In the community-based health program, the
community becomes the center of activity and responsibi-
lity. The clinic siwmply provides tbtechnical back up
support to the community member. Field workers build a
network of community members who take responsibility for
the promotion and delivery functions and the initiative
for the provision of the perceived health needs in  the

community.

Primary Health Care in a Tribal Minority
in the Philippines

The universal Declaration of Human Rights in 1978
proclaimed the right of the individual to the highest
attainable standard of health and the responsibility of
the state for the health of people through the provision
of health and social services. Towards this end, the
present system of health care in developing countries is
directed towards community participation and organization
at the local level in individual villages and municipal-
ities. The government’s concern for the health and
welfare of 1its population is reflected in the continual
modification of the health program to suit the needs of
the masses. Despite the massive efforts, larde sectors of
the population still have no access to any definitive form
of health care. Basic necessities such as adequate
housing, environmental sanitation facilities, and
sufficient food supply are not available to the large
majority of rural communities as well as the urban poor.
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1.2

Infectious diseases continue to take a heavy toll, and
infant mortality is at a high level. Many more are
handicapped for the rest of their lives due to malnutri-
tion and illness. The basic configuration of the health
problem 1is the interaction between population and disease
against the framework of poverty and ignorancs. It is
recognized that health problems of specific populations
are tied to their culture, history, and socioecohomic
status, and s0 are their responses to the crisis
situation. While a health care delivery system exists,
it is not certain that the health of & people is being
adequately cared for. Health programs and schemes may be
irrelevant to the specific needs of communities. Most
often the system of health care in developing countriesis
transmitted from the technolodgies of developed countries
with only superficial wmodification to wmeet indigenous
requiirements.  Western technology has been introduced in
health and medical services. Highly skilled medical
personnel cater to the needs of the elite few focusing on
curative care and virtually excluding the use of tradi-
tional tribal medicine. Each culture has its own health-
seeking behavior which defines what constitutes health and
its own perceptions towards pain, illness, debilitation

and death.

The new approach to primary health care delivery
recognizes the right of people to move out of static and
structured systems and ordanize a modus vivendi in which
they can have greater control over their environment.
This new approach puts gdreater emphasis on the village
health worker as a provider of a wide variety of services.

This approach emphagsizes the use of simple medical
training and technology to supplement folk medicines with
low cost or free medical services, village based

strategies in health care, use of indigenous resources for
health infrastructure and facilities, and active involve-
ment of the people in village health planning.

A project was formulated by the De La Salle University
Research Center aimed at developing an education program
for three Mangyan communities in Oriental Mindoro which
focused on a curriculum that is relevant to the needs of
the community. As such, improved agricultural technigques,
health and nutrition issues, as well as management skills
were addressed in non-formal education classes.
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1.3

In the course of the school program, the poor health
situation of the community was manifested in episodic
out-breaks of viral and respiratory illneses which
influenced school attendance and productivity. While the
leve:ls of morbidity and mortality had not been adequately
gquantified in these areas, it seemed that communicable
discages were of high prevalence due to a number of
factors low level of health education, poor environmental
sanitation facilities, protein enerdy malnutrition, and
inaccessibility of medical services to the community.
Given the limited government health services available,
there is a need to underscore the importance of the com~
minity’s participation in heealth care delivery by
exploring the possibility of wutilizing the health
recipients as the providers of services. Therefore, it
has become important. to examine the various approaches to
comminity health care delivery to determine which is most
appropriate for a specific setting.

While the Department of Health of the Philippine
government has been strongdly committed to the extension of
basic health services to poor people in Lhe remole areas
of the country, constraints in resources and trained
manpower hinder the achievement of the enunciated goals.
In 1978, the primary health care plan was adopted which
aims to carry out a set of activities determined by the
country for the provision of basic services to the people
using appropriate technolody. This goal is o be achieved
through the training of volunteer health workers in the
provision of preventive, promotive and curative services.
Despite these efforts, & large mumber of communities
remain underserved.

One outstanding feature of the contemporary rural
development thrust in  the Philippines rests in its
growing concern for upland development. Motable also is
the accompanying approach which gives sufficient. attention
to people’s participation. Realizing that the greater
magnitude and potential for developing the uplands lie in
the abundance of labor resources in the area and in the
full cooperation of the people themselves, attention is
now focused on the important role that these communities
can play in the success of their development efforts on
their behalf. This approach to upland development brings
out the importance of better understanding of people in
these areas (Ellevera-Lamberte, 1983).




1.4

The Tribal People of Mindoro

One hundred sixty odd kilometers south of Manila and
at the end of Sulu sea lies Mindoro, the seventh largest
island in the Philippines. Christian Filipinos, mostly
Tagalog or Yisayan farmers live in the lowlands and the
coastal plains. In the rugged, more sparsely populated
and less Kknown interior live at least eight groups of
ragan mountaineers known collectively as Mangyans. Most
of these forest dwelling non-Christian groups live in
small scattered settlements, speak mutually unintelli-
gible languadges, have 1little direct contact with each
other or with the coastal Christians, and are loosely
ordanized politically. They are peaceful folks who devote
much of their time to subsistence activities, including
intedgral shifting cultivation. The most populous of these
relatively unassimulated ethnolinguistic droups are the
Hanunuo who number approximately 6,000 and occupy about
800 square kilometers of forest and grass covered hinter-
land in the southeastern part of the island. Of this
area, about 650 square kilowmeters are occupied almost
exclusively by the Hanunuo (see Figure 1.1). Most of +this
territory falls within the southern-most municipalities of

Oriental Mindoro: Mansalay and Bulalacao. The average
population density for the entire Hanunuo territory is ten
per square Kkilometer. This 1is wunevenly distributed

ranging from 25 to 35 per square Xkilometer in some
forested areas to less than five per square Kkilometer
in more exposed regions (Conklin, 1957}).

The average Hanunuo has been described phenotypically
as FRarly Asiatic, small stature and weight but slightly
taller than the other Mindoro mountain peoples. Both
sexes file their incisors flat, stain their teeth black,
trim their eyebrows and wear their hair long. Men dress
minimally in loincloth, women in tubular saronds. Work
knives, rattan pocket belts and betel ingredient baskets
are normal accessories. Most Hanunuo are monolignual.
They speak various dialects of a single Austronesian
language which are genetically related. Hanunuo society
is bilaterally structured, loosely stratified, and predo-
minantly egalitarian. There 1is no stress on unilinear
descent and there are no large corporate kin groups. A
degree of authority and influence attaches f£o the status
of eldest close kinsmen in any given group, and a skilled
medium, smith or weaver gives prestige and such; but there
are formally recognized or titled leaders even of a Jural
sort, no chiefs, no headsmen, and no servants.




Figure 1.1

Map of Mindoro Showing the Present Distribution
of the Different Mangyan Tribes
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1.6

Political integration is obviously weak and there are no
tradition manifestations of warfare. In general, the
Hanunuo live in small nucleated settlement averaging five
or sixX one-family dwelling each. Houses are four cornered
- pile dwelling of wood and bawboo construction, hip roofed
ordinarily with cogon grass thatch. Mern make and repair
metal blades for knives, axes, spears and other simple
tools. Women plant, pick, gin, spin, dye, and weave
cotton cloth for blankets and garments, Both sexes and
all age groups except infants participate in other
economic activities, +the majority of which are associated
with agriculture. Chickens, gdoats, and pigs are raised
within the broader context of swidden farming. Religious
activities include feast and ritual for deceased kinsmen,
local supernaturals, and swidden crops (especially rice).
There are only three discerned, discrete social groups in
Hanunuwo society: family, household, and settlement; the
first based on kin ties; the latter two on locality. The
basic and only corporate Hanunuo social droup is the
family, instituted by marrisage. The Hanunuo are mostly
monodamous salthough the resulting miclear family may be
extended horizontally by permitted but infrequent polygny
or polyandry. The minimal local group is the household
whose membership includes all those who live in a single
house, wuse one hearth, and eat together. A Hanunuo
settlement is a discrete local group the members of which
refer to each other as close neighbor. Such a group is
defined largely by its nucleation. Members of one’s own
community are treated as neighbors who are visited daily
or frequent intervals without special announcement or
preparation and in emergencies may be given certain kinds
of swidden crops but never allowed to make formal payment
for them. Comminities have about 100 to 150 population.

The estimated population of the Hanunuo Mangyan have
remained constant. Twedell’s estimate in 1970 placed the
population at 6,000, In 1975-76, an estimate made by
Barbian indicated that the population remained stationary
at 6, 000. The PANAMIN Office in 1981 put the population
at 6,880 (Ellevera-Lamberte, 1983).

The economy of the Hanunuo is mainly agricultural and
has essentially remained at a subsistence level. Their
economic life is linked to the kaingin and forest, and the
basic agricultural units are the kaingin farms usually
planted during the west season with a vast array of
crops——-rootcrops, vedetables, legunmes, bananas, fruit
trees, corn and rice. Shifting cultivation and
food gathering are the chief agricultural activities of
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food gathering are the chief agricultural activities of
the Hanunhuo. Through careful agricultural rotation, the
Hanunuo farmer cultivates a number of crops in the
hillside kaingin. Basic staples are rice, corn, bananas,
and rootcrops. Rice also is of primary concern to the
Hanunuo in terms of both ritual and prestige values.

School Project

Education 1is an immediate need expressed by Mangyan

leaders. They recognize that cultural deprivation and
exploitation emanate from the lack of knowledge of +the
surrounding world. They desire a Mangyan-appropriate

education that is responsive to their needs and consi-
derate of their culture in a changing world. Accordingly,
the Pundasyon Hanunuo Mangyan (PHM), an organization that
represents thiree Hanunuo communities, requested the
assistance of the De La Salle University Research Center
in the planning implementation and maintenance with the
PHM of an elementary school with a culturally appropriate
curriculum. The PHM represents approximately 250 families
of Hanunuo Mangyans 1living in the sitiog of Amindang,
Bailan and Umabang in barangay Binli, municipality of

Bulalacao in Oriental Mindoro. The PHM area comprises
4,200 mountainhous hectares in the interior of southern
Mindoro. The PHM School project aims to develop an

elem:ntary education program for children in the area.
Jsing a participatory approach, a curriculum was developed
that is relevant to the needs of the community. The
curriculum package addresses the needs for literacy, food
production, ecology, and understanding of the outside

world.

In the long run, the school is expected to be self-
sustaining. To help achieve this goal, a technical/
agricultural component was incorporated in the project in
1985, Throughh the teaching of improved agricultural
techniques, it is anticipated that food production will be
increased, and income to support the school will be
generated from the marketing of farm produce. Another
mean: toward community sustainability of the school is the
training of Hanunuo from the PHM communities to serve as
parateachers who will eventually assume responsibility for
teaching at the school. ‘

he project was implemenited in June 1983. In the
course of project operations in the first year, there wasg

:
i
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a noted seasonality of absences from respiratory, viral
and gastrointestinal infections. An assessment of school
participation at the end of the year indicated that of the
33.9% (36) pupils who dropped out from the school, 69%
(3 had to do so because of prolonged illness, and  one

from inJjury. It also was evident that January and
February were the months with a larde number of absences
due t0o illness. Due to the health status of the popula-

tion, a health education component was incorporated in the
school curriculum that will address the preventive aspects
of health care. Responding to the health problems of the
population, the International Development Research Centre
{IDRC) gave a grant to the Research Center o undertake an
operations research project aimed at testing the feasibi-
lity of setting up a&a simple health program in primary
health care for Hanunuo Mangyans using the participatory
approach and also aimed at determining the effectiveness

of the program.

Jugtification for the Project

While no information specific Lo health and illness
patterns has been obtained for the Hanunuo, there have
been indications that for Mindoro island as & vhole,
diseases related to respiratory illness are most common—-
pnieunonia, tuberculosis and bronchitis. Other prevalent
illnesses are malaria, typhoid, dysentery and skin
diseases. The frequency of tropical c¢yclones charac-
terized by high velocity easterly winds accounts for the
coolness of the mnountains for most of the year. The
sudden change in temperature seems partly to explain the
high prevalence of respiratory diseases such as tubercu-
losis, common colds, brochitis, pneumonia and asthma. In
addition, the scarcity of and limited access to clothing
materials and blankets required for the six months rainy
season contribute to the high prevalence obaerved. The
housing materials used--cogdon, nipa, split bamboo and
coconut palm--do not give enough protection from cold or
rainy weather. :

The environmental sanitation facilities are rather
poor, characterized by the absence of safe water supply;
this explains the high prevalence of gastrointestinal
diseases 1in the area.’ Malnutrition is of a large
magnitude since the diet revolves around boiled

rootcrops.
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Mangyan studies are in agreement with regard to their
state of health. Without question, Mangyans have poor
health, are generally malnourished and are consistently
faced with communicable diseases and threats of malaria

infection. However, no quantitative indices are avail-
able. The need to map out strategies to combat the
problems is pressing. At the same time, Mindoro suffers

from insufficient health facilities and health workers.
The situation is bleaker for Mangyans, particularly for
those living in the hinterlands, since health services are
rarely available to them. If they are available, health
services are delivered by religious missionaries and civic
groups (Ellevera-Lamberte, 1983}.

It also recognized that in the immediate future,
government resources will be grossly insufficient to
support the expected health requirements, and thus the
need for a satisfactory method of mobilizing local support
for health services provision is further underscored.

The need to explore alternative health care delivery
strategies becomes pressing inasmuch as economic con-—
ditions preclude the sector resource expansion necessary
to bring basic health services to the still underserved
cultural minorities. As a consequence, communities are
determining ways to expand health services by building on
local resource capabilities. Health services delivery
systems feature a wide variety of packages, the most
attractive of which is the utilization of the potential
recipients of services themselves as the providers.

The ordganization of communities and training of the
residents in the provision of basic preventive,
promotive and curative services will have wide and far
reaching consequences in terms of the improvements of the
health status of the residents. Besides, the demonstra-
tion effects of building community self-reliance in . the
provision and financing of basic health services will be
useful for replication by other Mangyan tribes in the
uplands.

The impact of improved health and nutritional status
in terms of increased life expectancy and improved agri-
cultural productivity is sufficient Justification for
settind up a community-based health program that is

participatory.
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Review of Current Knowledge

Despite the upsurge of interest in the development of
alternative strategies in the delivery of basic health
services, there is a scarcity of literature on the issue.
Most of the studies revolve around the training and utili-
zation of a multipurpose health worker in the provision of
basic health services--curative and preventive. Docu-
mentation has focused on the operation of such health
delivery programs and their financing schemes (Carino, et.
al., 1982; Alfiler, 1982}). Besides, most of the projects
have been in lowland communities with ready access to the
health services and backup support of the medical
profession.

There are studies, however, on Mangyan health
conditions and practices. Hotable are the absence of
minimum health care, environmental sanitation facilities,
and nutritional adequacy. Especially in the context of
the poverty situation, climate appears crucial. The
absence of a potable water supply agdgravates the situation
since the main source of drinking water are springs coming
downn from the mountains which are prone to contamination
(de la Pazm, 1968). Malnutrition is widespread since the
typical upland diet is inadequate in certain respects.
Due to scarcity of forest game, domestic animals are
consumed only occasionally. There 1is a nutritional
imbalance in favor of carbohydrates with relatively little
of the other nutrients (Ellevera-Lamberte, 1983). These
deficiencies 1lead to low body weights and threaten both
physical survival and mental development particularly of

the c¢hildren. In addition, the overall quantity of food
consumed is low and much influenced by seasonal avail-
ability. Hungry months (between harvests) are between

June to ~ September, during which time families eat only
onnce a day or may go without food; therefore, this is also

a period of much sickness (Leykamm, 1979). Pits, creeks
or rivers serve as toilets and since these are the same
sources of drinking water, uplanders are continuously

exposed to gastrointestinal diseases.

The perceptions and beliefs regarding illness remain
traditional. Sickness is believed to be caused by evil
spirits that 1live on earth—--in forest thickets, on
mount.ain tops, in caves, on big stones, in springs, and in
rivers and lakes. There are a number of evil spirits that
are believed to infliect sickness such as aches, loose
bowel movement, itchiness of the skin that can spread over
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the whole body, boils, weight loss, toothache, sore eyes,
blindness, dizziness and mental illness. Spirits of
deceased ancestors are believed to go arcund as ghosts and
cause sickness (de la Paz, 1968).

Likewise, health management remains traditional.
Mangyans distinguish between sickness for which there 1is
an obvious natural explanation and that for which there is

none, 1i.e., the work of .evil spirits. To the former
belong scratches, cuts, bruises, wounds, insect bites,
burns and pains. To the second category belong dysentery,
measles, flu, skin ulceration, headache, respiratory
illness and sore eyes. Those illnesses attributed to
natural causes are given herhbal remedies, and a folk
healer is sought for offerings and divinations.

However, Leykamm (1979) noted:

For sicknesses attributed to evil spirits, herbal
treatment will not suffice,. and the only one who
can deal with them is the folk healer. It takes
at least three years of preparation before the
traditional curer starts to treat people. These
three years are devobed Lo Lhe acguisition  of
good spirits who will tell him what herbal
medicine to use and give him personal protection

against illness. During this period, the
candidate faces a number of temptations to which
he may succumb. Like everyvone else, he works in
his kaingin during the day for subsistence. If
he is successful in his first treatment, he gains
the people’s confidence, but if the person dies,
he is never approached again. For this service,
the healer does not charge anything although he
accepts presents in the form of sweet potatoes,

bananas, or rice.

The folk curer usually treats patients in the
evening because during the day he cannot call for
the good spirit who comes out only at night. The
patient describes the pain and his whereabouts
prior to the illness. Verses are chanted that
represent conversations between the healer and
the spirits, and eventually, he sees the outcome
of the illness in his dreams. Other rituals are
performed for the sick--the shooting of arrows
to hit the evil spirits, the killing of a chicken
and a pig-—-both woncerned with divination.
Among the Hanunuo, besides the shaman, there are
also the herbalist and the healer by massage.
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The folk curer possesses one or a number of round
and black sacred stones through which he can see
the scars within the human body in his prayers.
The medicine man places his palms on the painful
spot and throws chants repeating the verses many
times. Some plants and pieces of barks are used
to protect the bearer against illness and to
drive away the spirit. These are usually wrapped
in a piece of bark cloth, abaca, or cloth and
worn around the neck. The most popular charm is
a piece of biya wrapped around the neck by
babies and small children.

Two operations research projects on tribal health were
funded by IDRC recently.

In 1982, St. Louis University Collede of Nursing
launched a mobile nursing clinic for the provision of
primary health care services in three selected communities
in Benguet Province in Northern Luzon. The tribal group
studied were the Ibaloi and Kakanai from Mountain
Province. The mobile nuraing clinic conasisted of two
components: the training of the volunteer community
healih workers and the provision of basic services at the
primary health care level. At the end of the study
period upon evaluation of the project it was observed
that: (1) there was a reduction in the prevalence of
respiratory, gastro intestinal, viral, and other infec-
tions; (2) improved basic sanitation was reflected by
increased utilization of semideveloped water sources,
sanitary close pit privies, sewage and garbage disposal
systems,; (3) the capability of some comminity members was
developed through a training given to Volunteer Community
Health Workers especially with the inclusion of Human
Relations Training to the didactics and practicuum aspect
of the training; and (4) participation and involvement of
the community members were maximized by allowing them to
participate in the planning and implementation of the
program (Lara, et. al., 1987).

In another operations project among the Momad Tribe

of l'enans of the Baram District in Sarawak, the social
organization served as the base in developing a relevant
primary health care program (Chen, 1987). The commmuni-

ties were contacted and socially prepared for participa-
tion through the selection of husband-wife teams for
service delivery and the creation of village development
committees charged with the promotion of health among the
settlement and related problems such as  environmental
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cleanliness, health education, agriculture, food pro-
duction, water supplies and toilets. Manuals were mainly
illustrative. The village c¢linic staff assisted the
primary health care workers. Initial data collected
indicate cleaner 1long houses, the cultivation of wvege-
tables for home consumption, and increase in immunization
coverage.

Implications of the Study’s Results

The theoretical and practical value of an operations
research of commanity mobilization in health service
provision is indisputable. Despite the plethora of
information and consensus on the Mangyan’s health and
nutritional gstatus, there have beeén no attempts to evolve
a regource-based health program that is planned and
implemented by the community. A health care program that
considers the culture of the community and is anchored on
the people’s needs, values, patterns of interaction and
existing institutions can be adapted by them and can
provide insights concerning strategies and mechanigms by
which they can improve their lot through the collective
organization of efforts. This operations research will be
useful in terms of documenting the mechanisms by which a
comminity is mobilized to provide for their own health
need:s. The processes can be disseminated and replicated
in their other upland and tribal communities with a
minimum of external inputs.

It is hoped that this study will contribute signifi-
cantly towards the goal of meeting the health needs of the
tribal population as a result of the participation of the
commainity in the provision of health services. It is said
that when service recipients choose people among themn-
selves for provision, then access and accountability may

be guaranteed. Simplistic as it may seem, the concept of
self reliance may be realized initially through a partner-
ship between the community and the government. The

training and wutilization of community members should
contribute to the development of people’s capability for
their own health care and should decrease dependence on
service provided by others. After some time, commuinity
residents can be anticipated to have internalized the
value of health and to be able to deal with minor ailments
using indigenous resources. This research can offer
valuable insights into the dynawmics of operationalizing
the concept of community participation towards effective
health care delivery and development.
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Against such a backdrop, this research project aims
t0o determine the feasibility and effectiveness of commau-—-
nity involvement in the provision of preventive,
promotive and curative health services. Hemce, the
objectives formulated are to:

1. determine the current health situation and the
health resources available, both indigenous and
governmental, in the community;

2. identify the complex interplay of factors
involved in the health seeking behavior of the
residents;

2.1 extricate the factors/conditions that faci-
litate or hinder the 1improvement of the
health status of the population

2.2 define the problems and difficulties encoun-—
tered by the government in the provigsion of
basic health services

3. develop and implement a community-based health
care system that is Jjointly developed and managed
by the community through the village health
workers and the government; and

4. determine the feasibility and effectiveness of
community involvement in planning and delivery of
health services.

Research Methodology: The Qperations
Research Arproach

The study was conducted in Barangey Binli, Municipa-
lity of Bulalacao, Oriental Mindoro. During the first
phase . of the project, the Barangay Binli sitios (meaning
zones) , Amindang, Bailan and Umabang, were included and

1
The barangay is considered as the smallest political

unit in the Philippines. The barangay is further divided
inte zZones or sitios which consists of 50 or more

households.



thess areas covered 250 families. Towards . the second and
third phases of the project Amindang was excluded because
many families residing in this sitio transferred to other
part:; of the community. Figure 1.2 shows the distribution
of the 161 households for gitios Bailan and Umabang.

The project had three major phases. Quantitative and
qgqualitative research methods were utilized in the
collection of data for each phase.

Phase 1. This period covered six months starting in
March 1885 and it included a survey of households, health
assessment of the population and key informant interviews
0of the Rural Health Unit staff and the indigenous health
rroviders in the area.

The survey covered 118 households and this
reprasented 47.2% of the 250 households. The research
instirument was an interview schedule and il covered Lhe
following areas: (1) household characteristics;
(2) health-seeking behavior; (3) management of illnesses;
(4) reproductive history, mortality, and morbidity
history; and (b)) prospects for community participation in
a health program. Personal interviews were conducted to

the male Mangyan household heads and the average duration
of the interview was one hour.

The health assessment of the community included tLhe
following tasks: physical check-up, stool examination,
blood smears for malaria, and anthropometry of preschool
children. The first three tasks were conducted to 298
persons from 134 households. The physical check-up was
administered by the project medical consultant while the
stool examination and malarial blood smears were conducted
by a medical technologist. Clinical assessment forms
were utilized to determine the physical conditions of the
residents. The anthropometry involved a measurement of
the height and weight of 110 preschoolers and it was

undertaken by the project nurse.

The QGomez classification system and the 1983 FHNRI
reference values for height and weight for age were
utilized in identifying all degrees of protein-energy
malnutrition.
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Figure 1.2

Spot Map of Sitios Umabang and Bailan Showing
the Distribution of Households
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The key informant interviews were conducted to two
RHU personnel in Bulalacao and four traditional healers in
the research site. The BHU interviews were aimed at
determing the staffing pattern, services, work schedule,
catchment area, and problems confronting the center. The
traditional healers’ interviews focused on the character
istics of the healers, their catchment areas, and their
perceptions about the cause and management of illness. An
interview schedule was utilized for this purpose.

Fieldwork was conducted for around four months and
were processed in  two months. Yisual modules were
developed from the data which were later wvalidated and
utilized during the planning meeting with the community.

Phase 11. This phase involved a total of 21 months
and it is divided into two sub-phases: the pre-implement-
ation and implementation sub-phase of the health program.
The pre-implementation sub-phase covered the following
activities: the planning of the community-based health
program, the preparation of training materials for village
health workers, and training of the villagde healtbh
workers. The implementation sub-phase involved the
execution of the community-based health program.

Pre-implementation sub-phase. In September 1985, two
community meetings were held in Bailan and Umabang and the
following items were ocovered during the meetings:
presentation of the findings of the baseline study wutili-
zing the visual modules prepared during the earlier phage,
discussion of the health program which included the
selection of 32 health workers (16 in Bailan and 16 in
Umabang), construction of the health clinics, and planning
of the training schedule of the health workers.

In October and November 1985, informal consultations
were conducted with the officials of the two sitios
regarding the construction of the health clinic and the
various ways by which the people from these areas could
participate in the program. During these months, also,
the project team developed the training manual that would
be utilized for the village health workers trainirig’ work-
shop which was scheduled in Deceumber 1985. The training
manual was patterned after the Department of Health’s
Primary Health Care materials but they were modified to
suit the culture of the Hanunuo Mangyan. This resource
material was drafted in English and was later translated
intco Mangven script and Tagalog. The manual was developed
with the assistance of two consultants from the College of
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Public Health and College of Nursing of the University of
the Philippines and the RHU staff of Bulalacao (see
Appendices).

Towards the last week of November, the RHU midwives
who served as the trainors of the Hanunuo Village health
workers were briefed about the training manual and culture
of the Hanunuo.

In December 1985, a five-day training seminar of the
health workers was conducted in each sitio. Two  RHU
midwives served as the trainors of this activity and the
translated meanuals were the workshop’s resource materials.
The Bailan training was conducted in the old clinic house
while the training in Umabang took place at the house of
one of the village officials.

Implementation sub-phase. This phase of the project
covered a total period of 1% months, starting in January
1986 wuntil March 1887. Operational goals were developed
by the project for the health program for this period, as
follows: (1) to develop in the health volunteers the
medical skills (i.e., communication, diagnostic, pres-
criptive and preventive skills) necessary for primary
health care in tribal communities; (2) to encourage or
enhance the use of herbal medicine in illness management;
(3) to involve the tribal communities in the planning,
decision-making and implementation of the Primary Health
Care Program through the Village Health Care Committees;
and (4) to provide the necessary linkages between the
tribal community and the Rural Health Unit and other
lowland agencies involved in Primary Health Care; and
() to document the activities of the health program and
the health providers and collect monthly and quarterly
data of the households’ demographic processes including
illnesses and illness managenent practices as well as
environmental and sanitation changes.

To obtain the foregoing operational objective the

project developed specific strategies (see Table 1.1).

To carry out the strategies spelled out in Table 1.1,
the project deemed it essential to field its own team in
the upland community to serve as the intermediary between
the community and RHU. Figure 1.3 shows the schematic
diagram which depicting the role of the project team in
the area. The role of the project team as the mediating
group was expected to last only during the operational
phase of the program. After this period, the tribal




Table 1.1

Operational Objectives and Strategies Utilized
in the Implementation of the PHC Program

Operational Objectives

Strategy

To develop in the
health volunteers
the medical skills
necessary for PHC
in the tribal
communities

To encourage or enhance
the use of herbal
medicine in illness
managoement

Field a project nurse in the
tribal community to super-
vise and assist the health
volunteers in performing
their tasks;

Provide additional training
to the health volunteers in
the areas of illness manage-
ment, preventive. health
care, child delivery and
health clinic management;

Conduct regular meetings
with the health volunteers
to determine their strengths
and difficulties 1in health
care delivery in their
catchment areas and the
health cliniecs.

Assign a medical consultant
to visit the project area
periodically to assess the
health strategies of the

project nurse and  the
skills of the health
volunteers.

Identify the herbal plants
that are existing in the
community  and determine
their uses;
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Operational Objectives
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btrategy

To involve the tribal
communiities in the
planning decision-
making and implement-
ation of the PHC
through the formation
of Village Health
Care Committees

N

w

Conduct training on the uses
and ©preparation of herbal
medicine;

Develop a manual in Mangyan
and in Tagalog about the
uses and preparation of
herbal medicine. .

Conduct commanity meetings
with the residents to deter-
imnine the kind of PHC activi-
ties that the community is
willing toc support and par-
ticipate in;

Have the community residents
choose the officials and
members of the Village
Health Care Committees and
encourage them to define
their expectations from the
latter;

Consult and seek the assist-
ance of the officials and

membhers of the Yillage
Health Care Commititees
through meet ings or

dialogues about some health-
related activities that the
health volunteers and the
project nurse plan to
undertake;

Encourage the Village Health
Care Committees to regularly
consult with the community
residents through meetings
or some other form of comma—
nication about the plans and
activities of the health
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Table 1.1 (Cont’d)

Operational Objectives Strategy

To provide the
necessary  linkages
between the tribal
community and the
Rural Health Unit

and other lowland
agencies involved in
PHC

To document the
activities of the
health prodgram,
health providers,

and collect household
data on demographic

[aN]

o

]

volunteers and the project
narse.

Inform the tribal community
particularly the health
volunteers about the ser-
vices available at the RHU
and whenever necessary, the
other health-related agen-
cies in the lowlands;

Regularly inform the RHU
about the activities of the
health volunteers in health
care delivery;

Tap the RHU for health
services and resources that
it can extend to the commu—
nity (e.g., regular supply
of wmedicine, immunization,
training for birth attend-
ants, etc.);

Select a group of health
volunteers who can be
t.rained o serve as the
conduit between the tribal
community and the BRHU;

Formally introduce the
selected health volunteers
to the RHU and familiarize
therm with the referral -
system and other coordina-
tion procedures of the RHU.

Assign two field documentors
for the entire operational
duration of health program;

Assign  the documentors to
collect data of the activi-
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Operational Objective

Stratedy

processes  including
illnesses and illness
manasgenent practices as
well as environmental and
sanitation changes.

ties of the health volun-—
teers in their catchment
areas, during meetings with.
various groups, and in the
health clinic;

Make the documentors collect
monthly as well as quarterly
data of the households’
demographic processes inclu-
ding 1illnesses and 1illness
management pattern and
changes in their environment
and sanitation practices;

Ask the documentors to come
up with a wonthly report
with the foregoing data.
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Health Program Operational Framework
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commnity through its trained health workers were expecﬁéd
to manage the community’s health care program and would
directly link up with the RHI for health care services.

The project team that was fielded in Barangay Binli
was composed 0of a medical staff and a social science
staff. The medical staff comprised a project nurse and a
medical consultant. The project nurse lived in the upland
villuge for the entire duration of the project implementa-
tion phase and she was mainly responsible for directly
linking up the project team to the community by further
developing the health workers’ skills and providing back-
stop support to the RHU (e.g., immunization of Mangyan
preschoolers, pProvision of curative services, and
extension of referral services). The project nurse
area for around two weeks. The medical consultant was a
doctor from the University of the Philippines College of
Public Health who made periodic visits to the community to
assess the health strategies of the project nurse and to
provide medical assistance to the villagers.

The Bocial science staffl, on  Lthe  other hand,
consitsted of two female regearchers and they documented
the activities of the health program and monitored the
reproductive history, ~mortality and morbidity patterns of
the Hanunuo households for a period of 15 months.
Monitoring forms served as the instruments for recording

thesc time series data.

The project team linked up as well with the village
directly and with the two Village Health Care Committee
nfficials who were elected by the two sitios to serve as
the residents’ representatives in voicing their wishes and
need:: to the health program.

In Umabang, the project team lived in a small nipa
and bamboo staff house that was built by the project staff
within the compound of the PHM school. In Bailan, the
team utilized the health cliniec cum staff house that was
built, by the community residents at the center of the
village. Both houses had outhouses with plastic water-
sealed toilet bowls which were donated by the BRHUO/Depart-

nment of Health.

The project team reported to the DLSU Research Center
in Manila every two months for at least one week to
present  their reports and to assess the direction of the
project with the project leaders.
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Phase III. This phase encompassed six months and it
assessed the feasibility and effectiveness of the project
in terms of community inputs, project outcomes and short-
term changes in health status.

The following activities were undertaken: {l) re-
interview of 145 households (which represented 80 percent
of the total number of households) to assess the changes
in health-seeking behavior, perceptions attitudes and
utilization of the health services; (2) Pllnlfal asses
ment of 211 persons from 78 baseline households, part10u~
larly physical assessment parasitological examination, and
malarial blood smear were administered; 18 additional
households who were not included in fhe baseline study
were also clinically assessed; (3) assessment of the
health workers in terms of their clinical akllla, partici-
pation in the health program, and their perceptions about
their own involvement in the program; (4) interview of the
Village Health Care Committee officials and personnel of
the Rural Health Unit.

The instrument for the reinterview of the households
was an interview schedule which was basically similar as
the one utilized in the baseline survey except for two
additional Dblocks on community participation and project
sustainability. Further, the block on morbidity and
mortality in the past year was deleted because the 15-
month monitoring data of the community’s vital demographic
processes by the documentors were utilized for this
section (see Appendices for the instruments used during
the evaluation phase)}.

The forms for the clinical assessment which were used
in the baseline survey were also utilized in the
evaluation of the population’s health status.

The instrument for the clinical skills of the health
workers was a structured observation form which incorpora-
ted indices on the diagnostic, prescriptive, and communi-
cation skills of the health workers. Another structured
observation guide of the participation of the health
workers in terms of attendance in meetings, training, and
nther health-related tasks was also developed. An inter-
view schedule was constructed for the health worker in
terms of their perceived current and future involvement in

the health program.
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For the Village Health Workers, an interview schedule
was likewise developed to assess their perceptions of
their current and future roles in the progran. An inter-
view guide was utilized in the interviews of RHU personnel
and it focused on their present and prospective involve-
meni. in the delivery of health care services.

The reinterview of the households, interviews of the
health workers in terms of their perceived involvement in
the program, the Village Health Care Committee officials,
and the RHU personnel were conducted by newly hired social
sciznce researchers. The c¢linical assessment of the
households was adnministered by the wmedical consultant
whereas the s5tool examination and extraction of blood
samples for malaria were carried out by a medical
technologist. The clinical skill assessment of the health
workers was made by an external evaluator, another medical
doctor who specialized in public health. The project
nurse conducted the assessment of the health workers’
over—~all participation in the health program.

Fieldwork was  conducted  in the summer months of
April to June 1987 and data processing and analysis  were
done: from July to September 1987.

Analytical framework. The analytical model for the
entire project is given in Figure 1.4.
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Figure 1.4

A Model for the Formulation of a Strategy for Health
Services Delivery by the Community

Appropriate Health

e e M e A e e o A e M e e M T e - A A e - -
- - - . -~

t . v
! 1
> Socio-cultural Factors ! Service Delivery
i H Scheme
Health problems \L !
| AREAS
i ‘ i Preventive
i Digsease pattern : ' - Tmmunization
i Death pattern H )} - Health Education
i Fertility ! ! - Nutritional
i Mutritional status H H Monitoring
H e} ! -~ Rehabilitation
i - Environmental
Health seeking ' Sanitation
Behavior i — Food Production
e e e e e N H Family Plamming
; ; i Curative
' Type of health services| ' = Treatment of
H provider sought : : specific ill1-
Ly Accessibility of health | < | nesses {(oral
: services : H dehydration)
F——: Home remedies H ! - Home remedies
! Health beliefs/practices | ! Providers
. _ ! -~ Murse
i~ Midwife
Health Resources ! - MD (government/
Availability ; private)
! - Traditional birth
i ' ' attendant
! Governmental : ! - Indigenous pro-
1 Private H v viders
' Traditional i ' ( Shamans )
! ! H ' Support/Referral
{ Rystem
P Willingness to parti- !
| cipate in health
service programs
; Tyvpe of participation
i Resource availability

Financial contribution

v




1.28

ORGANIZATION OF THE REPORT

The report is divided into seven chapters. The
first chapter describes in the addition to the background
of the study, the current state of knowledge on tribal
health and the specifiec methods utilized in the execution
of this operations research.

The next chapter discusses the baseline information
regarding the health and nutritional status of the comma—
nity including the health service providers ' in the
resaarch site.

The third chapter presents the processes of the
planning of the community-based health care program while
the fourth chapter discusses the activities during the
training workshop. The fifth chapter ddescribes the
health program implementation phase, particularly the
participation in program operations of different sectors -
in the community as well as some difficulties encountered
in program implemsntation. The sixth chapter presents
the evaluation results in terms of the feasibility and
effectiveness of the health program while the last chapter
summarizes the study and raises policy and programmatic

155Ues.



Chapter Two

THE HEALTH AND NUTRITIONAL STATUS OF THE COMMUNITY:
PRE-IMPLEMENTATION PHASE

_The formulation and implementation of an adequate
participatory health program hinges on a comprehensive
knowledde of the health situation and the resources avail-

able in the community, the perceived health problems,

the

health seeking behaviour of the population, and potentials
for tapping the community in the health service delivery.

This chapter provides a description of the health
resources in the study sites as well as the socioceconomic

profile of the population. It also presents the commu-
nity’s health conditions, their health beliefs and
practices, and their health-seeking behavior. Prospects

for commnity involvement in future health serviee

delivery are likewise discussed in this chapter.

Information obtained from these data sets ser
useful frame 1in evoking the community intere
developing the health program, provided the b

program prioritization and served as the basis for

as A
in
for
the

formi:lation of a culturally appropriate training program.

Health Resources in the Study Sites

The research site had two major health providers:

the government health staff in the Rural Health Unit
Bulalacao and the traditional healers who are based

Barangay Binli.

The Government Health Staeff in Bulalacao

The Rural Health Center in the municipality

of
in

of

Bulalacao is manned by the following personnel: a rural
health nurse, a dentist, a sanitary inspector, three
barangay health workers and three midwives. The Health
Center’s services include guarterly immunization, cura-
tive care, weighing of preschoolers, control of communi-
cable diseases, environmental sanitation, family planning,

and maternal and child care. The Center is open from

to 4:00, Monday through Friday, and 8:00 to 12:00
Saturdays. It services an average of 20-40 patients

day. Coverage RHU has been low; a chart based on

8:00
on
per
1981
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figures showed that only 18% of the total households in
the 15 barangays of the municipality were covered. Aside
from the municipal health center, only two other govern-
ment clinics have been established in the other barandays.
Amond the problems enunciated by the staff were lack of
drugs and limited manpower resources. The staff felt that
the villages chosen as the study site was too far for them
to render adegquate services.

The Traditional Healers

Four traditional healers were identified in the study
areas. One healer, who is relatively old, did not know
his age. The others have an age rande of 24 to 39. Three
are married and one is a widower. Three are male and one
is female. Their training ranges from four to six years.

Bapa W is a traditional healer or shaman. Bepa is a
kinship term of respect for someone older than oneself.
He resides in the sitio of Umabang. He lives with his
second wife and is childless. He claims that he has
practised traditional medicine for more than 10 years and
that he learned the art from his relatives and ancestors.
According to reports, he dgoes into a trance as prart of the
diagnosis.

Robert Kasberg, a Peace Corps Volunteer (PCV) in the
area until 1982, established a health clinic in Umabang
and +trained a few people as paramedics. However, the
clinic has fallen into dis-repair and is hardly used at
all. The book When There Is No Doctor is consulted by the
paramedics for medical techniques, and herbs are grown and

utilized.

It will be noted that aside from Bapa W whose
perception and management of illness remain traditional,
the three other folk healers utilize a combination of
herbs; and drugs, a result of their exposure to the
training by the PCV and the Programa sa Pagpapaunlad ng
Mangyvan (PPM). Notable, however, is the lack of knowledge
of +he cause of disease and of the proper management of

illni:sses.

These healers claim to have a wide coverage of the

population. The problems presented to them were mainly
stomachache, backache, gastrointestinal disorders,
malaria, parasitism, fever, and headache. Their services

are rendered for free. Table 2.1 presents the perceived
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eticlogy and management of specific illnesses by the
traditional healers.

Results of Clinical Assessment

One hundred thirty-four households were c¢linically
assessed by the medical consultant of the project. Physi-
cal check-up, s8tool examination, and blood smears for

malaria were done. Two hundred ninety-eight people were
examined, and the following health problems were delin-
eated: for males, upper respiratory tract infection

(70.4%), skin diseases (59.3%), anemia (40.7%), other
nutritional disorders (38.3%), and parasitism (ascaris,
trichuris) (43.2%). Malaria wag evident in 17.3% of the
male population. For females, the following problems were
notable: nutritional disorders (64.5%), anemia (50.7%),
goiter (35%), parasitism (39.6%). skin diseases (31.3%),
and upper respiratory tract infection (29%). Dental
caries were observed in 20% of the female population.
(See Table 2.2).

Table 2.2

\

Illness Category . Males Females
Anemia ' 40.7 50.7
Nutritional deficiency 38.3 64.5
Goiter 3.7 35.0
PTH 2.5 11.5
Jpper respiratory tract

infection 70.4 29.0
Malaria 17.3 9.7
Dermatosis 59.3 31.3
Gaustroenteritis 2.5 2.3
Parasitism 43.2 39.6
Caries 18.5 20.3
Ey:: Infection 1.2 1.0



Interviews were ogompleted with 118 households
representing 73% of the 161 households which were
initially 1listed. The nomadic nature of the population
precliuded comprehensive procurement of baseline informa-
tion. Nevertheless, in Table 2.3 it is shown that the
households are representative of the community at large.
The 118 households have a population of 587--306 males and
281 fenmales. Of the population six years and over,
females of the population six years and over, nearly two
in three (865.7%) of the population six years and over,
nearly two in three (65.7%) have never been to school,
while 29% have had a primary education (less than four
years of schooling). More than a fourth (25.5%) of the
population do not know their ages, and of those who
specified their ages, 60.4% were below 15 years; this is
reflective of a high fertility and high derendency burden.
This percentage is much higher than the Philippine
national level of 41% for children below 15 years.

Food and Livestock Production

Almost all of the households (99.2%) have livestock.
This includes pigs (73.7%), chickens (5.7%) and carabaos
(34.%%). Likewise, fruits and vegetables are grown in
their yeards (98.3%). The vegetables commonly grown
include stringbeans, okra, kadyos, legumes, tubers,
squash, camote and eggplant. The fruit trees are bananas,
mango, coconut and jackfruit. About 26% of the house-—
holds sell their produce.

Environmental Sanitation Facilities

The toilet used is mainly the bush (94.9%), while
waste is dumped on the ground (68.6%). The sources of
water supply are springs and streams (75.4%), and water is
stored in bamboo or plastic containers. However, walls
are made from tree bark (35.6%), bamboo (27.1%) and buri
(25.4%). - Assessment of the environmental sanitation
facilities indicates that to ensure the reduction of
gastro-intestinal and respiratory illneses, more vigorous
efforts should be undertaken io improve the facilities

(Table 2.4).



Table 2.3

Percentage Distribution of the Population
by Selected Characteristics ’

_No. A
Sex
Male 306 2.1
Female 281 47.9
Total 587 . 100.0
Education Completed
(Pop. 6 years and older)*
None 272 865.7 .
Primary (1-4) 119 28.7
Intermediate (5-8) 21 5.1
Hiih School 2 b
. Total . 414 100.0
Age (Years)
0 - 4 131 22.3
5 g9 - 94 16.0
10 - 14 39 6.7
15 - 19 . 39 6.7
20 and above 134 22.8
Don’t know 150 22.5
Total 587 100.0

*Including those who did not specify their age but who looked 8
years of age or more.
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Table 2.4

Percentage Distribution of Households by
Environumental Sanitation Facilities

Improved well
Opren spring/streamn

Water Contasiner
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Plastic
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Bamboo and plastic

Haste Disposgal

Burying
Burning
Dumping

Housing Materials

Walls: tree bark
bamboo
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coconut leaves
open

Total

Total

Total

Total

Total

29

118

38
49

30

118

32
81

118
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32
30
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118
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Field observation reports indicate that household
members do not wash their hands before eating. Food is
served in coconut shells or enamel plates. The cooking
pot 1is set on the floor for all members to partake of the
food. Drinking water is taken from a coconut shell or
plastic container known as tabo. Good personal hygiene is
hardly observed at all. Dirt darkens the legs and feet of
the population and the testh are badly mottled. The
houses are single detached without partitions. Inside are
one or two cooking pots, coconut shell bowls, enanel
plates, basin, plastic containers, a hammock, ‘boxes,
kerosene lamps and a sleeping mat. Houses are not kept
tidy. The floors are dirty and the adults spit
everywhere. Children play without slippers and go up and
down the dwelling unit unmindful of the filth they bring
onto the floor where the family eats and sleeps. Animals
such as carabaos, chickens and pigs roam freely in the
area.

In Teble 2.5, it is shown that the average number of
pregnancies is 6.7 and the average number of children born

alive 1is 4-6. Fetal wastage as perceived by the mother
either in the form of abortion or wmiscarriage is rela-
tively high - 13.8% of all pregnancies. This might be

attributed to the poor nutritional status of the mothers
(high percentage of anemisa, 51%) and to the hard labor in
the fields even pregnancy. Childhood mortality (deaths in
the first five years of life) represent 46.2% of all live

births——a relatively high figure. More than half
(52.8%) of the total childhood deaths occur in infancy and
85.2% 1in the first five years of life. The causes of

death are preventable in nature—-53.2% from respiratory
distress, 15.8% from gastrointestinal disorders, 9.0% from
malaria and 10% from nutrition related causes (Vitamin B
defi:iency, anemia, and xeropthalmia). HNearly half of the
wives (43.1%) plan to have more children--—-an average of
three more. The major reason given is Lo have more work
hand: in  the kaindin (6b.1%). Most of the households
perceived a high childhood mortality rate in the community
(86. 4%) .

From the survey, it could be gleaned that the

potential fertility of Mangyans is high. If the 13.8%
pregnancy wastage is eliminated, the average number of
pregnancies can increase to 7.6. Two forces determine the

pronntalist attitude of the population~-biological factors
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Table 2.5

fFertility and Mortality Pattern of the Households

Mean number of pregnancies 6.7
Mean number of children evern born 4.6
Mean number of children alive 3.5
Fetal wastage rate (% of pregnancies) 13. 8%
Childhood mortality rate (% of children

born alive) 46 . 2%
Proportionate mortality rate in infancy

(% of infant deaths to total child-

hood deaths) H2.8%
Proportionate mortality rate in the

first five years of life 85.2%
Percentage of childhood ceaths

attributed to:

Respiratory illness %3.2%
Gastrointestinal disorders 5.6%

Percontage wanting to have more children 43.1%
Average additional number of children

Desired . 3
Percentage giving garm assistance as

reason for wanting more children 65. 1%
Percentage with no sex preference for

their children 66. 1%
Percentage perceiving a high childhood

mortality in the community 86. 4%

{high pregnancy wastage and childhood mortality) as well
as economic factors (the need for more farm hands to tend
the kaingin). The average family size desired is about 8.
However, contrary to earlier beliefs of specific sex
preferences, 66.1% of the households professed no
preference for either a male or female offspring.

Mortality and Morbidity Experience

A major limiting factor in the accurate estimation of
morbidity and mortality among Hanunuo Mangyans 1is the
absence of vital registration and the cultural practice of
not reporting deaths to strangers as a curse might befall
the households reporting such an event. Table 2.6
summarizes the mortality experience of the communities.



[ S8}

.2.10

Mortality. About 7.6% of the households reported
having a family member who died in the previous year. Of
the nine deaths that occurred, .eight (89%) were of those

below four years of age of which four (44.4%) occurred -in

infancy. The causes of death were diarrhea (26.4%),
respiratory illness (47.7%), and nutrition related
factors., More than a third (36.4%) of the deaths were

unati.ended. Of those reported being attended, the persons
ment ioned were the PPM staff (a private health group
based in Barangay Binli), the health center staff, and the
traditional healers. Of the nine deaths, four were given
drug:s (aspirin) and the rest were given herbs.

Morbidity eamongd Preschoolers. Among the 150 pre-
schonlers, 134 (89.3%) got sick in the previous year. For
thos«: who got 111, 68 (%0.7%) had respiratory problems, 44
(32.4%) had gastro-intestinal disorders and 13.4% had
malaria.

Table 2.6

Distribution of Population by Morbidity
and Mortality Experience

Percentage of HH having a family

member who died . 7.6%
Percentage of deaths below 4 years

of ade 89.0%
Percentage of infant deaths to total

deaths . 44 . 4%
Deaths due to diarrhea in relation to

total deaths 26 . 4%
Deaths due to respiratory illness in

relation to total deaths 47. 7%
Percentage of preschoolers ever ill

in the past year 89. 3%
Percentage with respiratory problems 50.7%
Percentage with gastrointestinal

disorders 32.8%
Percentage using herbs 56. 7%
Percentage with home management of

illness 68. 6%
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While a fourth (25.4%) of the population was not
aware of the seasonal occurrence of 1illnesses, it is
perceived that most of the illnesses occur in the early
rart of the year (January} and during the summer wmonths

({May-June). While 47.8% reported only one episode of
illuess, the rest reported repeated bouts. Management is

done at home through the use of herbs like dita, alibhon,
duhat, guava leaves, banana leaves, gambong, pasbhakorn,

lemon leaves and drugs. Home management is usually . done
with relatives particularly with the parents of the
patient (88.8%). About 73.1% claimed to have been cured

and 26.9% mentioned recurrence of the illness.

For older members of the household, respiratory ill-
nesses, malaria and gastroenteritis were often mentioned.
The same type of menagdement was given (i.e., self-medica-
tion through herbs and drugs). However, the response
seemned to be better since 80% of the respondents claimed
to have been cured.

Health Seekind Behavior

The community’s health-seeking behavior were sgought
in the following: during pregnancy, pre-natal care,
delivery, and postnatal care. .

Pregnancy. In Table 2.7, the health seeking behsavior
as reflected in pregnancy, delivery and postnatal care is
given. The signs of pregnancy as perceived by the respon-
dent.s include the cessation of menstruation (84.0%) and
the preference for certain foods (11.8%). HHowever, no
prenatal consultation was made in 94% of the cases. Like-

wise, no medication was taken during pregnancy.

Prenatal care. Antenatal <care 1is unknown among
Mangyans. Dietary taboos are rather minimal; 92.4% of the
respondents did not avoid any specific foods during their
pregnancy. For the remaining six cases who wmentioned
ceriain dietary restrictions, the foods avoided were
bitter twin bananas for superstitious beliefs (i.e., fear
of having twin children) and (i.e., hemorrhage may ococur).
Likewise, 81.7% of the respondents did not have any food
preference during pregnancy. The remainder mentioned
preterence for non-bitter foods, meat, sour foods, coconut
heart, cassava, and fruits due to their flavor and to dain
strength. No specific precautions were taken to ensure a
safe delivery in 95.4% of the cases. The remaining five




Table 2.7
Health Seeking Behavior

Percentage with no dietary tabo
during pregnancy
Percentage with no food preference
during pregnancy
Indicators of Labor:
Cramps, abdominal and waist pain
Place of Delivery:
Home
Parent house
Home of traditional birth attendant
Attendant at delivery:
Husband
Own self
kelative
Traditional birth attendant
Percentagde cutting umbilical cord by
codon drass
Percentage with complications in
delivery
Percentage with uncontrolled bleeding
of those with complications
Percentage perceiving high maternal
death rate
Percentage observing dietary restric-
tions after delivery
Avoidance of relapse as reason for such
restrictions (of those avoiding
restrictions) ,
Percentage taking rice porridge after
delivery
Percentage breastfeeding
Mean age at supplementation

58.
99.

. 4%
L%

. 3%
. 6%
1%
.6%
.T%
1%
. 5%
. 2%
. 8%
. 4%
. 4%

1%

. 4%

1%
1%

8 1mos.

.12
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claimed they stayed at home and avoided meat and twin
bananas in their diet.

_ Delivery. The major indicators of the approaching
delivery by the mothers are stomach cramps, pain in the
abdomen and waist, (99.1%) and the rupture of the

“amniotic sac.” Once these signals come, the women do not
leave the house, they tie their waist and massage the
abdomen or have their abdomen massaged. Most of  the
deliveries occur at home with the husband attending, and
the variants for delivery are:

a) lying down and massaging the abdomen 41.7%

b} sitting with a cloth around the waist
tied to the roof 10. 7%

c) kneeling with the abdomen being
massaged 23.1%

d) standing with the waist tied against
a post 4.6%
In accounting for the absence of hygienic practices,

de la Paz (1968} notes that.

When a young mother is about to give birth, she
is " almost left alone with her labor pains. The
husband helps her by massaging her abdomen. In
case a midwife is present in the settlement, she
may be called to help out in the delivery of the
child. Most of the time it is the husband who
attends to the wife. Immediately after delivery,
the husband bathes the child or simply c¢leanses
it with a damp cloth. W®With a sharp bamboo stick,
he cuts off the umbilical cord. The mother 1is
given a sponge bath and made to drink some
portions prepared from boiled leaves, roots, and
barks. They believe that the mother’s strength
will be restored in no time.”

Another account of a Mangvan delivery by the same
author is as followa: .

The mother was half bare and the child counpletely
bare. The mother pulled something. It was the
cord. Then, another, the placenta. ©She did it
in a sitting position and managed the whole
affair alone. The Mangyan father cuts the -
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umbilical cord with his bolo, cleans the child
with a cloth while the mother drinks a potion
from boiled leaves, roots, and barks.

Herbal conctions such as anahaw, honey, betel nuts, and
banana leaves are taken for ease in delivery.

In the study communities, the cutting of the umbili-
cal cord is done through the use of cogon grass in most
cases (72.9%) followed by the use of thread (14.5%). All
of the respondents felt that it was easy to do this. A
high percentage (47.8%) reported having delivery complica-
tions in the form of uncontrolled bleeding (79.4%) and
abdominal cramps (18.2%). Management 1is done through hot
compress (23.7%), by massaging the abdomen (12.7), and by
rubbing with boiled pasbakon (a tree bark)and banana

leaves (8.1%). Most of the respondents discerned a high
maternal mortality rate (57.4%) due to dystocia (inability
to evacuate the infant - 59.1%), abruptio placenta

(28.8%), and severe bleeding (7.6%).

Dietary restrictions are observed after delivery by

32.1% of the respondents. The foods avoided to prevent
relapse and bleeding include corn, tubers, coconut, meat,
cassava, mongo, papaya, and sweet foods. Porridge 1is

taken by 58.1% of the respondents followed by rice (14%)
to regain strength. No additional precautions are made by
80% of the mothers, and the rest stay at home for about a
week without doing any work.

Traditional healers and some village elders are often

sought by women who want to have abortion. These health
providers claimed that they have a foolproof method of
inducing abortion. They said that there are special vine
and tree roots and barks in the village that they use to
make a potion. The reason given for inducing abortion is
poverty. Cases of unwanted babies being given away for
adoption due to poverty have also been reported.

Postnatal Care. The prevalence of breastfeeding is
evident in the reports of 989.1% of the women. No nipprle

cleaning was observed among the mothers and babies are
breastfed on demand. Very few (6.1%) received advice from
their mothers and among those who did, this was in the
form of herbs and foods. No specific foods are taken

. during lactation. Very few mothers gave their babies food

and milk supplements initially. Supplementation occurred
gquite late--an average of six months after birth, and
porridge was the main food given. Milk supplements were
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also mentioned and they included noted milk brands such -
Alaska, "Liberty and Nido. Porridge is likewise given when
a child is i11.

After Dbirth, the child is always with its mother

until it is weaned. There are some older children those
who are between three to five years old) who continue to
breastfed. The <child is constantly with the mother, at

times slung on her shoulders, and is brought along by the
mother whereever she goes, whether she is in the clearing,
visiting another settlement, or washing in a nearby
spring.

Perception and Management of Specific Illnesses

The household heads were queried about their
perceptions of the causes and treatment of different
comion illnesses in the community particularly diarrhea,
measles, respiratory tract infection, tuberculosis,
rarasitism and skin diseases. The results are as follows.

Rierrhea. Details on the perception and management
of gspecific illnesses are given in Table 2.8. More than
thres-fourths (77.1%) of the respondents did not know the
causation of diarrhea. Of those who gave a response, most
felt that it was due to overeating and inhalation of germs
(15.3%). The symptoms mentioned were watery stools
(57.6%), stomach cramps (26.3%) and vomiting (4.2%). The
major therapy given is duhat boiled and ingested (53.4%),

dita boiled (4.2%), guava leaves (3.4%), and 13.6% do not
use any remedy at all.

Measles. More than half of the respondents . (63.2%)
did not know how measles occurred. The rest posited bad
air (15.3%), weather (16.1%), overeating (3.4%), and dirty
surroundings (7.6%). The manifestation mentioned was skin
rashes. No medication was given by 66.9% of the house-
holds; of those who gave medication, the herbs mentioned
were boiled dita leaves, boiled bignay, tandlad leaves,

boiled lemon leaves, and tobacco seeds.

Respiratory Illnesses. . About a third (30.5%) of the
respondents did not know the etiology of respiratory
illn=sses, although more than half (59.3%) attributed it
to the weather. The major manifestations cited were
colds,  cough. fever and head-aches. Again, herbs are
ingested such as dita, sambong, ginger, banana, bangkal,
alibon roots, lubigan roots, and karamwbong juice. About a

third (35.86%) take aspirin.
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Table 2.8

Perception and Mansgement of Households
of Specific Illnesses

Percentage with no knowledge of the etiology of:

Diarrhea 77. 1%
Measles 54. 2%
Cough and Colds 30. 5%
Malaria 33.1%
B £63.68%
Parasitism 54, 2%
Skin Disease 63.7%
Percentade using traditional healers g92.0%

Percentade reporting not being visited .

by any health personnel in the past

year 98. 5%
Percentagde willing to join a health

program 92. 4%

Malaria. Malaria was attibuted to the weather by
51.7% of the respondents, while 33.1% did not Kknow the
cause of the disease. The others reported dirty food,
unsanitary environment, and weak body. The manifestations
cited were fever (46.6%), chills (38.1%), headaches and
fever. About 42.4% take tables from the Peace Corps
trained healers, while the rest take herbs like dita,
sambong, Ssambariba, pasbakon, bangkal, lemon leaves and
bitter bark.

Tuberculosis. About 63.8% of the respondents did not
know the cause of tuberculosis, The rest who had some
notions about this disease perceived that dirty food,
dirty surroundings, hard work, weather, sprain and dried
perspiration as the causes of this illness. The manifes-
tations reported were spitting of blood (65.3%), coughing,
and weak body. No medication was given by 45.3% of the
respondents, and another 47.5% did not know how to manage
the illness. Only two respondents mentioned barayong bark

and roots.

Parasitism. More than half of the respondents did
not know +the etiology of parasitism. The rest gave
ingestion of dirty food (21.2%) and playing on the ground
(21.2%). The manifestations reported were excretion of
worns (66.9%) and bulging of the belly (16.1%), while 1Y%
did mnot know the outward appearance of the 1illness. No
therapy was reported by 44.9% of the respondents, and

49.2% did not know how to treat it.
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Skin digease. A substantial portion (68.7%) of the
respondents did not Kknow the cause of this ailment.
About. 13.6% indicated playing with dirt and 11%, playing
in the grass. The manifestations given were scabies and
itchy skin. Adain, 68.6% did not know how to treat it,
and 29.7% did not have any specific presciption at all.

Family Planning

Most of +the respondents were not aware of family
planning practices (87.7%) as well as voluntary termina-

tion of pregnancy (93.9%). - Only seven respondents
mentioned having used a method--five through the intake of
pills and two through potions of roots of trees. It is
Comia n for couples (89.2%} to refrain from sexual

relationship post partum for an average of three months.

Otilization of Health Services

The ' persons utilized for health services were mainly
the traditional healers (92%) who prescribe herbs, massage
the patient, and occasionally modern drugs. Most of the
services are rendered for free, but in certain instances
beads which costs from 25-50 centavos are given by the
patient’s family as gifts or donations to the traditional
health provider. Consultation of the traditional healers
ranges from one to five times during the year. An over-
vhelning majority of the people (98.5%) bewailed the lack
of health personnel to visit them for their health
problems. However, 4% visit the health center for varied
purposes and 8.5% go to the PPM (Programa sa Pagpapaunlad
ng Mangyan) to ask for free medicines.

Potentials for Tappind Community Resources

A large proportion (92.4%) of the respondents signi-
fied their interest in joining a health care program as
trainees for health care services in the community, and
they are willing to put in any amount of time that is
need«d by the program (81.1%). Only 7.2% were willing to
render service for one day per week. About 75% mentioned
any <ay as convenient, while 6.3% wentioned Sundays. They
were interested in to become involved in weighing and
feeding programs, family planning, immunization cawpaigns,
health education, and environmental sanitation.
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Dietary Pattern

Since food intake is very deficient in protein,
vitamins, minerals and other essential nutrients, Mangvans
are susceptible to various kind of diseases. Their diet
often consists mainly of root crops 1like yams, togue
(munggo sprouts) , sweet potatoes, ube, sago, peanuts,
edible vines and fruits. Rootcrops are sometimes sup-
plemented with game such as wild birds and chickens, wild
pids, deer and monkeys. Figsh, eel and shrimps are caught
occasionally in the streams and rivers, and rattan shoots
are gathered. Honey 1is «c¢ollected principally for
children. During the year, community experiences periods
of food shortage particularly in the months of April to
June. These months are considered lean periods and it
was observed that there is often a dip in the intake of
specific food items such as rice and corn among the
households.

Nutritional Status of the Preschoolers and Mothers

Malnutrition is prevalent as evinced by the clinical
signs presented by the children and the mothers. Children

with kwashiorkor were spotted in the households. The
stomach are often bloated, signs of anemia are evident,
and the hair is thinning and discolored. kariier studies

described that more than 75% of the preschoolers had
weights for heights below the Food and Nutrition Research
Institute (FNRI) standards and that generally, +the nutri-
tional status of the children is below the normal 1level.
Sixty one per cent of the wives had weights for heights
below the FNRI standards. Using the Waterlow’s classifi-
cation (Table 2.8), it is observed that only about a
third (31-45%) of the preschoolers were normal. A large
percentage of the infants were either stunted (37%) or
wasted (18.5%). Among those 1-3 years of age, 26% were
wasted, 28% were stunted and 15% were both stunted and
wasted. Again, 28% of the 4-6 years of age were wasted
and 34% were stunted. About 52% of the preschoolers and
47% of the mothers were below the standard weight for age
(See Figures 2.1 and 2.1). Using the FNRI standards
(Table 2.10), it was observed that more than half of the
preschoolers (53.7%) were malnourished at the second and
third level. Another 39% were in the primary malnourished
category. Only 7.4% of the children can be considered
normal . The high degree of stunling s a refleclion of
chronic malnutrition which affects the children over a
long period of time and is less amenable to intervention
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measures. The 1link between nutrition and infection 1is
not clear since 33.3% of normal children either had no
illnesges or were gsick of non-preventable causes (e.g.
injuries) compared to a range of 27 to b2% among the

malnourished. Among the 1latter, the proportion of
illnesses due to gastrointestinal causes ranged from 12 to
25.4%. The relationship between malnutrition and

infection 1s more marked in respiratory illnesses where
the prevalence is only 16.7% in normal cases but ranged
from 36 to 40% among the malnourished (Table 2.11).

Table 2.9

Percentage Distribution of Preschoolers by
Nutritional Status According to
Waterlow’s Classification

Stunted '
Ade GQroup Normal Stunted Wasted Hasted TOTAL

0 -11 mou. 44.5 37.0 18.5 - (27)-100%

( 1 yr.
; 12-47 mo:;. 30.7 28.4 26.1 14.8 (88}-100%
; (1-3 yrs.) .
{ 48-72 w01, 34.0 34.0  27.7 4.3 (47-100%)
; (4-6 yrs.)

TOTAL 55 51 41 5 162

1!
(34.0) (31.5) (25.3) ( 9.2} (100)




Figure 2.1
Weight /Height Distribution of Hanunuo

Mangyarn Women in Relation to
FNRI Standards
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Figure 2.2

Weight/Height Distribution of Hanunuo Mangyan
Preschoolers in Relation to
FNRI Standards
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Table 2.10

Distribution of Preschoolers According
to Nutritional Status Using the
FNRI Standards

Age Group Normal fo) fo) fo)
{mos. } Weight 1 2 3 TOTAL
0 - 12 13.8 34.5 44.8 6.9 (29)~100%
12 - 23 5.7 28.6 34.3 31.4 (35)~100%
24 - 3H 8.5 19.1 38.1 33.3 (21)~100%
36 - 47 6.7 53.3 30.0 10.0 ({30)-100%
48 - HY 5.5 44.5 50.0 - (18)-100%
60-above 3.5 51.7 37.90 6.9 (29)-100%
TOTAL 12 63 82 25 162
( 7.4 (38.9) (38.3) (15.4) {100}
Table 2.11
Illness Experience in Relation to
Nutritional Status
Gastro
Nutritional Intes- Respi-
Status tinal ratory Others MNone TOTAL
Normal 50.0 16.7 8.3 25.0 (123-100%
o
1 25.4 47.6 7.9 19.1 (63)-100%
s}
2 22.6 37.1 14.5 25.8 ({62)-100%
[»)
3 12.0 36.0 20.0 32.0 (25)-100%
TOTAL 39 64 20 39 162
(24.1) (39.5) (12.3) (24.1) (100%)
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Summary

The baseline information on the health and nutri-
tional status of the Hanunuo Mangyan population in
Barangay Binli was drawn from three sources--community
service survey, clinical assessment, and personal
interviews with the health providers. Assessment of the
government health services in the community indicated a
low coverage (approximately 18%) of the households due to
lack of manpower and drug supply. The four healers who
wvere interviewed manifested a general lack of knowledge of
disease causation as well as of proper management. The
clinical assessment undertaken revealed problems involving
the respiratory tract, nutrition, parasites, skin
discases, malaria and dental caries.

The population is largely young with 60.4% below 15
years of age. A substantial number do not have any
education, and the major source of livelihood is kaingin
(swidden) farming.

Environmental sanitation facilities are poor--94, 9%
use the bush as their toilet, 75. 4% procure water from
open streams and springs as the stored this either in
bamboo or plastic containers.

The pretransition nature of the society is exhibited
in the high fertility and mortality of +the population.
The average number of pregnancies is seven, and the number
of ~children born alive is five. Fetal wastage occurs in
14% of the households, and 25% ‘of the total livebirths end
in childhood death. The major causes of death -.are
preventable--53% from respiratory distress, 16% from
gastrointestinal disorders. 7% from malaria, and 10% from
nutrition-related causes. The average family size desired
by the household heads is eight for the major reason of
add ing more manpower or farm hands for swidden agriculture

(kaingin).

The recall of deaths occuring in the previous year
was relatively poor, and of the nine deaths reported, all
vwere children. The causes were diarrhea, upper respira-—
tory tract infection and nutrition-related. The,illness
prevalence was 89% in Janmaary and the summer month of May
and June. Again, the aforementioned causes were cited.
Intervention for illnesses was made at home largely by
family members with the use of herbs.
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. As_ for childbirth, no prenatal care is sought.
Deliveries are undertaken at home either by squatting or

by lying down, and with the husband as the attendant. No
sgptlc Precautions are taken. The umbilical cord 4is cut
with the use of cogon grass or thread. Complications of

delivery are rather common (48%) in the form of uncon-
trolled bleeding and abdominal cramps which are managed by
a hol. compress, abdomen massage and herbs. Unfortunately,
nourishing foods are avoided and food intake is limited to
porridge and rice.

High maternal mortality is likewise reported. Breast-
feeding is prevalent in 99% of the wives, and food
‘supplementation for infants occurs late, -—about six months
from delivery. Again, porridge and leftover foods are
taker:.

The lack of knowledge of the etiology of specific
illnesses is notable and is compounded by nontherapy or
the use of traditional healers whose health management is
inadequate. Stunting and wasting are prevalent among the
preschoolers, and from 55.5% to 69.3% of the children are
malnourished. About B2% of the preschoolers and 47% of
the mothers are below the standard weight for age. Using
the FNRI standards, only 7.4% of the preschoolers have
normel weights for age. The link between nutrition and
infection i3 rather nebulous. However, no concrete
relationship was obtained between gastrointestinal iliness
prevalence and malnutrition, while for respiratory
illness the prevalence is higher in the malnourished
grouyp. Cognizant of these problens, the residents
signified their interest in participating in a training
program for the provision of specific health services such
as weighing and feeding, immunization campaign, famwily
planning and health education.

The absence of medical personnel as well as the
unhygienic practices amongd Mangyans are responsible for
the high mortality and mortality rates observed in the
three sitios. Despite the growing acceptance of modern
medicine, health facilities are non-existence in these
comminities. The more important health problems confron-—
ting the Mangyans are the following: (1) Environmental
sanitation or the lack of sanitary toilets, the absence
of potable water supply, improper storage of water and the
problem of water pollution result in the widespread
incidence of cholera, dysentery, diarrhea, skin discase
and tuberculosis; (2) Lack of medical personnel and drugs;
(3) Inadequate knowledge of curative and preventive health
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care emanating from the ignorance of the etiology of
illness and its subsequent improper management; {(4) Lack
of adequate ©prenatal care and septic delivery practices
and absence of maternal and child health programs; (5)
Poor nutritional status due to improper dietary practices
and lack of food supply; and (6} Lack of health education.

All of these problems point to the need for adegquate
information and training on healilth ceare, for lectures and
for digsemination of media instruments for teaching health
practices.




Chapter Three

PLANNING OF THE HEALTH CARE PROGRAM

A participatory development project should begin with
the substantive participation of the local community in
its planning. This involvement of community members from
the very start of a project can ensure that their ideas
and viewpoints are given full consideration in the plan-
ning and design of the activities that are to be
implemented and can serve as a means for initiating
commuinity decigsion making in Pproject administration.
Comminity ©participation in project planning is a primary
factor in  the ultimate success and sustainability of a
participatory development project insofar as it enables
the community to perceive that the project is of their own
making and design rather than that of an outside agency.
Some of the areas in which a community can participate in
the initial planning of a project include whether or not
it will be involved in the project, who among its members
will participate, what will be tLhe nalure of its partici
pation in the project, and how will it be able +to have
decision making authority in the project.

This chapter 1is concerned with the planning of the
community based health care program with the Hanunuo
comimunity. It includes discussion of the dissemination of
the health survey results to the comaunity, the decision
making of the community to participate in the health care
program, the recruitment and selection of villagers to
serve as community health volunteers, and the organization
of village health committees to participate in project
planning and decision making.

Dissemination of Survey Results

Baseline information on the health and nutritional
status of the Hanunuo villagers was obtained from three
sources, that is, a household health survey, a

primary

clinical assessment of villagers conducted by the medical
consultant and medical technologist of the project, and
structured interviews with the health care providers in
the villages. Those data were processed and analyzed, and
the more significant results from the health survey and
clinical evaluation were selected for the research
dissemination to the community. To ensure that the

Hanunuo would be able to understand the findings presented
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to them, large drawings that illustrated the research
results were produced for the the dissemination.

Several days prior to the dissemination meetings in
sitios Bailan and Umabang, project staff members met with
the village officials to discuss the preparation for the
disscmination and other aspects of the health care
projact. In both villages, agreements reached with the
officials concerned the date, time and specific locale ©of
the dissemination and their responsibility for informing
the other officials and community members of the upcoming
dissemination. Also presented to the village officials
during the meetings were the other topics that would be
discussed after the dissemination including the implement-
ation of the community health care program, the training
of +the health workers and the construction of health
clinics in each village. In addition to those meetings in
Bailan and Umabang, a project staff member went +to the
village of Amindang, which was initially included in the
project site, to invite the residents to the dissemination
in Umabang.

The dissemination meetings were held in the larger
housve:s in the sitios with the people sitting on the floor
facing the project staff members. The sessions began with
one of the staff members presenting the rationale for the
houschold health survey and clinical evaluation and for

the dissemination of the research results to the
comminity. The project nurse then discussed the more
salient findings from the health survey and the c¢linical
assessment. The topics presented to the villagers

included the socioeconomic and demographic profile of the
villages, their most prevalent illnesses and diseases, the
primary causes of death among villagers, their fertility
and mortality patterns, their perception and management of
specific illnesses, including their use of herbal plants,
and their major health problems.

Also reported to Lthe community during the
dissemination was that almost all of the survey
respondents  (92%) had indicated an interest in partici-
pating in a community based health care prodram and that
they had expressed a willingness to devote "any amount of
time” that was required for such a program (81%}. The
villugers were told that the kinds of health care activi-
ties they had indicated an interest in joining were family
planniing, immunization, health education, and environmen-

tal sanitation.
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The above information from the health survey and
clinical assessment was presented to the Hanunuo through a
lecture which was supplemented by lardge, colored drawings

that 1illustrated the topics discussed: for example,
sketches of Hanunuo figures were used to depict the signs
and symptoms of their common illnesses. The general

atmosphere of the dissemination was somewhat informal
insofar as people asked questions or offered comments
during the course of the presentation rather than
remaining silent through it.

As for the community’s response to the dissemination,
the villagers appeared very interested in the research
results and responded by expressing confirmation of somne
of the findings and by asking questions and commenting on
other results that were not immediately clear to them.

The dissemination meetings in both villages lasted
for almost two hours and were well attended. In Bailan
aboul. 85 adults were present including almost all of  the
villnge officials, while in Dumabang about 70 adults
attended including 10 vigitors from Bailan who came Co
listen to the presentalion once more.  Also abtoendind the
dissemination in Umabang were the midwife of the govern-
ment health center in Bulalacao, the nearest lowland town
o the project site, and the sanitary inspector of that
town. They, along with the community health nurse of the
health center, had been invited Lo the dissemination. The
midwife and the nurse previously had agreed to conduct the
training of +the health care workers scheduled for a few
months later.

Community Decision to Participate

Following the presentation of the health survey
results, the proposed community based health care program
was discussed with the villagers, and they expressed their
ideas; and offered their sugdestions for its implementa-
tion. In Bailan, after a general discussion of the pro-—
posed health care program led by project staff members had

‘been conducted, +the villagers were given the opportunity

to discuss the health program among themselves. They
asked their village officials to give their comments and
thourhts regarding the program, and  communily membe s
responded to them with questions and comments.  One of Lhe
issues raised by the  leaders was the necessity for
maintaining cleanliness in the village, particularly in
the core settlement areasa. In this regard, they stated




that pidgs and other farm animals should not be allowed to
roam freely throughout the village. The officials also
brought up the possibility of building toilets, and sonme
commuinity members responded that it would be difficult and
woulll require much time and effort. Monetheless, the
comminity consensus was that they should construct pit
latrines, and this is the primary reason why during the
training workshops the practicum assignments given to the
trainees was to build a toilet facility near their homes.

The major decisions concerning the proposed community
health care program made by the members of both villages
during the dissemination meetings were that they wanted to
participate in the health program and that they were
willing to assume the duties and respongibilities that
are involved in such participation. They also agreed to
construct health clinics in the village centers for the
healtth program for which they would provide the necessary
mateyrials and labor through arawatan or commmunal effort.
They also decided that the training workshops for the
comminity health workers would be held in their villages
in December since by then the rice harvest would be
completed, and thus they would have the necessary time to
devoi,e to the training. Also during the dissemination
meetings, the prospective health care Lrainees were
presented to the villagers and were given their approval
to participate in the training. The trainees agreed that
they would provide their own food and lodging during the

training period.

Recruitment and Selection of the Community
Health Volunteers

The recruitment of villagers to be trained as
community health workers was conducted in the first phase
of the project, particularly during the months of July and
August 1985 During the course of data gathering activi-
ties, a project staff member informally asked individual
villagers if they would be interested in  serving their
community as health care providers and also explained to
them the nature of the tasks and responsibilities involved
in doing such work. Other villagers, upon learning of the
proposed community-based health care program and of the
possibility of being trained +to provide health care
services, approached the staff member to inguire about
participation in the training. An  informal list of
potential trainees was thus compiled based on those
initial inquiries with villagers.
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The primary ecriterion in the recruitment of +the
villugers who would be trained as health care providers
was expressed interest in participating in the health care
program since they would be serving the community as
volunteers. All villagers who indicated such an interest
were accepted for the +training workshops. Howe ver, 2}
prerequisite for being accepted as a trainee was the
ability to read, write and understand Pilipino, the
national language of the Philippines, or literacy in the
Hanuriuo languagde. Knowledge of Pilipino was necessary
because the training workshops were conducted in  that
language, and the training manual and other written
materials used during the training were in Pilipino.
However, for those trainees who cannot read or write
Filipino, a Hanunuo translation of the training manual was
provided to them.

A secondary criterion for acceptance as a trainee was
harmonious interpersonal relationships with other vil-
lagers. This factor was considered necessary because in
order to serve the community properly and to ensure that
villagers would not hesitate in seeking their services,
the health workers had to be community members who, atl. Lhe
least, were not disliked or socially avoided by other
villegers. Indeed, prior to the training workshops, nega-
tive comments were expressed to project staff members
about particular volunteers for the training. But rather
than exclude those villagers from participating in  the
workshops, caution was uSed in assigning them to the
households to which they would provide health care
Services.

Another secondary factor taken into consideration in
the recruitment of the trainees was their location of
residence. Since the project area consists of two core
settlements that are both surrounded by numerous outlying
clusters of households, some of which are gquite distant
from the village centers, it was necessary to ensure that
the health care providers came from both the core settle-
ments and the surrounding hamlets so that all villagers
throughout the project site would have access to health
care Services. Thus, villagers from both the core and
outlying areas were recruited for the training.

The volunteers for the +training workshops were
presented to their respective communities for their
approval  during the health survey dissemination mnmeebings
held in both project villages. Each of the volunteers was
individually introduced to the community which gave its




approval  to them as a group by acclaim. Thus, the
ultinmate selection of the trainees to serve as health care
workers was the community’s decision, although a project
staf{ wmember did the initial recruitment of interested
villagers. .o

Profile of the Health Workers

A total of 37 villagers were trained to serve the
Hanunmio community as health workers--16 in Umabang and 21
in Bailan. As evident in Table 3.1, the great majority of
them are females (81.%), while only seven are males.
Their average is 26 years with those in Umabang (28 years)
somewhat older than those in Bailan (24.5 years). The
age range of the volunteers is from 15 to 52 years,
although five persons do not know their exact age which is

common among the older villagers. Most of +them are
married (73.0%), while the others are still single
(13.%%), have been widowed (10.8%) or are separated
(2.7%}. In terms of educational attainment., 18 or almost

one-half of the health workers have had no  formal edu-
cation, while their averagde number of years of education
completed around two years with the highest grade attained
being the sixth grade. The occupation of all of the
volunteers is farming with the exception of one person who
is s1111 a student. With regard to locale of residence,
about. one~third (35.1%¥}) of the health workers live in the
core settlement area of the villages, while the remainder
reside in the surrounding area in dispersed hamlets that
consists of small clusters of households.

At least six of the community volunteers had received
previous health training a few years before the
implementation of the health care project. Three
villagers, two in Umabang and one in Bailan, were trained
as community paramedics by American Peace Corps volunteers
who previously had served in the villades.

Three other villagers, again two from Umabang and one
from Bailan, received health care instruction from a non-
government organization that provides assistance 1o
Mangyan communities, the Progrsma sa Pagpapaunlad ng
Mangyan (Mangyan Development Program). However, the health
training provided those villagers was not within the
specific context of a community-based health care program.
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Table 3.1

Bocioeconomic and Demographic Profile
of the Health Workers

Bailan Umabang Total

Sex

Males 5, y Co oy

Females 16 14 30
Average age (in years) 24.5 27.9 26.1
Civil Status

Married 14 13 o7

Single 3 o g,

Widowed . 3 S | 4

Separated 1 0 1
Education

Average (number of

years in school) 2.0 1.7 1.9
Qccupation
Farmer 20 16 36
Student 1 0 1
Residence
Village proper 7 6 13
OQutlying hamlet 14 10 24

Coveragde Areas

In terms of their assigned catchment areas to which
they were responsible for providing health services, the
averande number of households assigned to a health worker

was 4.3 (including his or her own family). The health
providers 1in Bailan served slightly more households than
those in Umabang. As evident in Table 3.2, the number of

families 1in a coverage area ranged from three Lo as  many

L
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as geven, although an attempl was made to distribube the

housieholds as equally as possible among the volunteers in
a village.

Table 3.2

Number of Households Served By A Health Worker

Mumber of Number of Health Workers
Housieholds Bailan Umabang Total
3 3 4 7
4 3 9 17
5 & 1 g9
6 2 1 3
7 0 1 1
21 16 37

Average number of
assigned household 4.3 4.4 4.1

The families assigned to a health worker were deter-—
mined by the project nurse primarily according +to the
location of residence of the worker. Those volunteers who
live in the core area of the village center, while those
surrounding the village proper were responsible for house-
holds in those areas. The primary reason for this divi-
sion  of services among the health providers was to mini-
mize the distance between a volunteer’s residence and his
or her her coverage area in order to facilitate the
regular provision of health care since the Hanunuo are
widely dispersed in numerous hamlets throughout the pro-
ject site. For example, Umabang’s 66 households are di-
vided among the village center (17 households) and 13
outlying hamlets that have from 1 to 15 households.
Bailan has 93 households and con sists of the village
proper (23 households) and 23 surrounding hamlets  that
range in size from 1 Lo seven households. Furthermore,
the number of hamlets in Bailan increased to 31 later in
the implemen tation phase of the project as a result of
families moving to new swidden fields, in some cases quite
distant from the central village area. In both villages,
the closest hamlets to the village center are &a thirty
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minutes’ walk away, but the more distant hamlets can be
over two hours away by walking. -The dispersal of vil-
lagers in different settlement sites is compounded by the
hiking from one hamlet to another quite tiring if not
difficulty, especially during the five-month rainy season
from June to October when the trails are wmuddy and
slippery.

In Bailan, which has considerably more households and
outlying hamlets than does Umabang, the health volunteers
were responsible for households in as many as three ham-
lets (including the village proper) with almost two-
thirds of them serving two or three hamlets. This
situation was made necessary because of the lack of health
providers in the majority of hamlets in Bailan such that,
for example, most of the workers in the village proper
also were assigned to one or two hamlets that are as., far
away as a two hours’ walk. = In such cascs, the distance
from a volunteer’'s residence to his or her catchument area
affected the delivery of health services as will be
discusged later in this chapter. In contrast  to  the
situation in Beilan, only one health provider in Umabang
servi:d families in more than one: haml et

Organization of Village Health Care Committees

Village health committees were organized by the
project nurse in both of the project villages during the
firai. month of the project i1mplementation phase. The
committees are composed of health workers, their husbands,
comminity officials and other villagers and have ten

memboers, most of whom are males. Each of the committees
is cliaired by the sitio kapitan or village headman who was
appointed as chairman by the project nurse. Given the

participatory orientation of the health care program, the
objective in organizing those committees was to enable the
comminity at large and not only the health workers to have
a formal and direct means of participating in project
planning and decision making. That is, the committees
were intended to serve as the means by which the community
can provide inputs into the plamnming and implementation of
the project by informing the project staff of their
desires, needs and views regarding project plans  and
activities.

In the village of Umabang, there was no difficulty

encountered  in organizing the health commitbee insotar asn
nominated community members were willing to serve on 1t.
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This willingness might be due to the fact that two-thirds
of +the elected comnitiee members were also health care
workers snd thus were already participating in the
prroject. However, in the other project village, Bailan,
it +took over an hour to organize its health committee
because of the unwillingness of villagers to serve on it.
The ordanization of the health committee was held during a
general comnmunity meeting with project staff members
regarding the health care project which was attended by
about 100 people. During the discussion of the health
committee, villagers reiterated that they wanted to parti-
cipate in the project and agreed that a committee is
necessary to assist the project staff members, the health
volunteers and the wider community in initiating and
implementing project activities. Nonetheless, almost
everyone who was nominated for the committee declined to
Serve., The villagers were then given some time to decide
among themselves who should serve on the committee.
Following their discussion, the previously nominated
persons saccepted the nominations and were elected by the
community by acclaim.

After the community meeting, a project staff member
informally interviewed one of the newly elected health
committee members as to why villagers were reluctant to
serve  on the commitbbes, He said that perhaps it is
because of their fear of the traditional responsibilities
and duties involved and also of being blamed by others for
any negative results. The villagers® apprehension that
holding a formal position in a commuinity project means
that they will have additional work to do is perhsasps based
on their misunderstanding of the intended function of the
village health comnittee in the project. It seems that
the villagers viewed the committee primarily as a means by
which the project staff would be provided with assistance
in the form of voluntary labor for the implementstion of
project activities. Even during the data gathering phase
of the project, villagers had been asked to bring up
supplies and materials needed by project staff members
from the foothills, which are a considerable distance away
from the village. Furthermore, they have their own work
to he done in their swidden fields. Apparently, the
villagers did not view the health committee as a means by
which they could actively participate in project planning
and decision making, perhaps because this point was not
emphasized strongly enough to them.

%

)
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Sumary

In planning the community-based health program, con-
sultation meetings with leaders and community members were
condiicted. Even the selection of village health workers
and the village health care committees were done with the
approval of the commanity. Such approaches were adopted to
ensure participation from the community during the
implementation phase of the health program.




Chapter Four
THE TRAINING PROGRAM

This chapter describes the initial training program
for the Hanunuo health care workers. It discusses the
preparation and contents of the handbook that was used in
the +training of the health workers, the format of and
activities undertaken during the training workshops, the
results of an evaluation of the workshops by the health
workers, problems encountered during the training, and
provigsions for continued training of the health care
providers.

Preparation of the Health Workers’ Handbook

The instruction manual that was used to train the
Hanunio health workers, "A Handhook for the Barangay
Health Worker in Mangyan Communities"”, was adopted from
the primer developed by the Department of Health (DOH} of
the Philippines for its nationwide Primary Health Care
Program, which is being implemented primarily in lowland
urban and rural communities. The DOH’s manual was revised
for use in Hanunuo communities by the project consultants
~--a physician and public health nurse with considerable
experience in primary health care. The revigion took into
cons ideration the health and nutritional problems, indige-
nous health beliefs and practices, local resource avail-
ability, and overall cultural context of the Hanunuo,
information that was ohtained through the household health
survey, clinical assessment, and observations and inter-
views conducted during the first phase of the project.
For example, & section on medicinal plants was added to
the handbook since it was observed that the Hanunuo use
certain plants from the area in their treatment of various
illnesses and ailments. This section includes instruc-
tions on the preparation and directions for use of various
medicinal plants that can be used in the treatment of
common illnesses in the area such as fever, cough, head-
ache, diarrhea, stomachache, and cuts and burns. On the
other hand, a module on soap making was omitted from the
revisied handbook because gsome of the important ingredients
were not available locally or would have to be purchased
at relatively considerable expense (see Appendix}).

The revision of the handbook also took into conside-
ration the lack of formal education on the part of most of
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the Hanunuo and their assumed level of understanding such
that certain sections or sentences that were thought to be
too difficult for them to comprehend were either rephrased
or omitted altogether. Furthermore, in order to make the
manuial culturally relevant and appropriate to the Hanunuo
and also to enhance its understanding by them, namerous
illustrations that depict Hanunuo figures, material
objects, common plants and fruits, and other familiar
features from Hanunuo village life were added to accompany
the text.

After the handbook had been revised, it was trans-
lated from English into Filipino, the national language of
the Philippines, by project staff members. This Filipino
version of the manual was then translated into Hanunuo
using their syllabic script by a Hanunuo college student.
The Hanunuo version of the handbook is  presently being
finalized by & Dutch priest who has lived and worked among
them for many years and who has attempted to standardized

their syllabic script.

Contents of the Manual

The general objectives of the handbook are to
instruct health care trainees so that they would be able
to do the following : (1) understand the roles and
functions of the village health worker in promoting health
and preventing disease within the context of primary
health care; (2) provide basic health care and services Lo
the community, (3} to conduct household instruction in
health and related subjects relevant to the prevailing
health problems in the community; and (4} maintain a
record of the services rendered to individuals and fami-
lies within their assigned service area.

The contents of the training manual consist of the
following topics: (1) concept and goals of primary health
care; (2) roles eand functions of the village health
worker; (3) maternal and child care, including pregnancy,
childbirth and post-partum care; (4} family planning; and
(5) nutrition. The handbook also includes instructions on
first aid for bleeding, wounds, - fractures, burns and
antimal bites and on the detection, treatment and
prevention of specific illnesses such as tuberculosis and
common respiratory infections, diarrhes, parasitism,
malaria, and skin diseases, all of which are prevalent in
the project area. Each of the above topics is presented
as & Sseparate module with specific objectives tbap the
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trained community health worker should be able to meet.
The handbook also includes instructions on the preparation
and administration of locally available plant materialsg
for the treatment of common ailments, for example, bananas
to prepare a powder for the treatment of diarrhea, and
tamaurind, gdinder and limes to concoct a cough syrup. In
order to foster understanding and learning of the contents
of the manual, each of its sections is accompanied with
sketches that illustrate the instructional material.

Training of the Trainors

The trainors for the primary health care training of
the Hanunuo health workers were a community health nurse
and a midwife from the Department of Health’s health
center in Bulalacao, the nearest lowland town to the
project site. They were asked to conduct the training
because it was hoped that through this initial experience
withh the village health workers a collaborative linkage
between the health care project and the health center
could be developed. Prior to the training of the villege
health workers, the project nurse underwent training in
Primary Health Care under the Department of Health.
Besides, the public health nurse and midwife underwent a
DOH-sponsored training for nurses and microscopic Lraining
on Malaria and Sputum Examination for TB Bacilli, respec-
tively.

Two weeks before the training of the health care
providers, a two-day workshop was conducted in Calapan,
the provincial capital of Oriental Mindoro, for the
trainors by the project consultant who had prepared the
handbook for the instruction of Hanunuo villagers. The
workshop was intended to familiariwe the trainors with the
contents of the manual and to provide them with
instructions and teaching techniques on how to conduct

the training for Hanunuo.

Training workshops for the community health workers
wer:; conducted for five-day periods in the two project
aren in December 1985 using the handbook as a resoutrce
guide. The workshops sought to provide the trainees with
a minimum level of skills and knowledge so that they would
be able to assume initially their duties and responsibili-
tien am health care providers. It was fully realized that
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the trainees would have to be provided with additional
training during the ensuing year. As noted above, the
trainors were a nurse and a midwife from the health center
in the nearest lowland town.

The +trainees numbered 16 in each of the project

villages of Bailan and Umsabang or a total of 32. Some of
the prospective trainees who had been given the sapproval
of the villagers during community meetings held in

September 1985 chose not to participate in the +training,
whilz others who expressed an interest in joining the
training were allowed to do so. Twenty—-five (78%) of the
trainees were females, and 75% were married, while 15.6%
were s5ingle and the others were widowed. Although some of
the trainees do not know their exact age, the majority of
then appeared to be between twenty to forty years old.
The trainees came from both the core settlement areas of
the villages and their outlying hamlets, some of which are
two hours’ walk from the village proper.

Some of the reasons given by the trainees for parti-
cipat.ing in the training workshops were: to help others
with their health problems, to know what to do in the
event of illness in the family, to know what medicines to
use for particular illnesses, to learn about family plan-
ning, and to learn preventive health care measures.

The +trainees included the village paramedics who
previously had been instructed on providing health care
services to the community by American Peace Corps
volunteers who had worked in the research sites before the
project began. Two paramedics are from Umabang and one is
from Bailan. However, the traditional healer or shaman in
Umabang was ill during the training period and was not

able to attend the workshop.

The training workshops were conducted in the month of
December because that is when the villagers are least
occupied with agricultural work following the rice harvest
in October and November and before the preparation of
their fields for planting early in the coming Yyear. In
Bailam the training was held in the home of the village
paramedic, which is one of Lhe largoer houses in the commu -
nity, while in Umabang it was held in the partially
congtructed health clinic. Both of these structures are
located in the core settlement areas of the villages.

Specifically, +training courses were conducted in
Umabsng and Bailan on November 30 to December 7, 1985 and



December 9 to 12, 1988, respectively. There were 186
health workers in Umeabang (2 males and 14 females) and 15
health workers in Bailan (4 males and 11 females) who
completed the training courses.

Training Program

The training sessions began with the trainors intro-
ducing themselves to the trainees who individually did the
S ame . The trainors gave a brief introduction about prima-
ry health care and the activities that would be conducted
ags part of the training during the following week. Each
trainee was given a copy of the handbook for personal
use, &a notebook for recording lecture notes and pencils.
The trainees generally sat on the floor of the structure
facing the trainors with some of the mothers tending to
their babies or young children.

The basic format of the instruction method was that
the trainors would write information from the handbook
concerned with a particular topic on a blackboard. Then
the trainees would copy it in their notebooks, and then
the trainors would lead a discussion of the subject
matter by reviewing it for the trainees and by asking them
a few qguestions. The trainors also used illustrated
posters and other drawings as visual aids to supplement
their lectures and discussion in order to enhance the
learning of the trainees. As with the illustrations in
the manual, the visual aids depicted Hanunuo figures and
familiar objects and situations from village 1ife. After
each section of the handbook had been discussed the
trainors reviewed the material with the trainees by asking
them several questions. In general, the trainors
attempted to create a congenial and somewhat informal
atmosphere for the training sessions. For example, they
led the trainees in singing songs together to serve ag
“ice-breakers” s0 that the trainees would feel less
inhibeted during the classes and would be willing to
participate more in the discussions.

The trainors agreed to divide the topics included in
the training handbook and assign among themselves topics
they could handle adequately. Teaching-learning activi-
ties inecluded lecture-discussions conducted in Tagalog or
translated to Mangvan by the participants themselves,
demcnstrations and visualization of pictures and illustra-
tions. learning resources included the use of flip-
charts, chalkboards, pictures, training handbooks,
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notebooks and pencils. A question and answer portion,
role playing and return demonstration served as evaluation
activities at the end of each training session.

Aside from lectures, the training workshops also
included demonstrations and "hands-on” instruction. The
trainees were shown how to collect sputum samples for
tuberculosis detection tests and blood smears for malaria
tests, procedures which they then performed on each other.
They also prepared various kinds of herbal remedies, such
as a banana powder for treatment of diarrhea, a cough
syrup made from locally available fruits and roots, and a
protein supplement for malnourished children made from
rowdered beans. The trainees also learned how to prepared
a sugar and salt solution for oral rehydration therapy as
treatment for diarrhea.

The training also included practicum assignments
given to the trainees. Their first task was to compile a
listing of the wmembers of the households within their
assigned catchment areas, 1.e., the households to which
they were assigned to provide health care services. A
longer term practicum assignment was that each of the
trainees construct a pit latrine for the use of their
families within the next month and a half and that they
encourage the households within their catchment areas also
to build such toilet facilities. During the training
workshop held in Bailan, to serve as an example to the
community, village officials constructed a pit toilet
through communal labor for the use of project staff mem-
bers based in that village.

The training workshops ended with a verbal question
and answer review session to determine the extent of
knowledge retention on the part of the trainees. The
trainors prepared vwhat they considered to be general
gquestions on the subjects they had discussed and read them
to the trainees, In both villages the results were some-
what diseppointing insofar as only some of the trainees
were able to answer the questions correctly, while the
majority, particularly the women, did not even attempt to
answer the questions. Following the training, some of the
trainees were informally interviewed as to why they had
not responded to the questions posed by the trainors.
They said that they were afraid that the trainors might
become angry with them if they gave the wrong answer.
Apparently, despite the efforts of the trainors to  make
the trainees feel at ease during the workshops, they still
fell somewhat uncomfortable with the trainors, perhaps a




reflection of the general reserved behavior of Hanunuo
among Strangers and outsiders, particularly lowland
Filipinos.

An additional five female villagers from Bailan were
trained as community health workers by the project nurse
during a five day period in April 1986. The training
followed the same format as in the initial training work-
shops; 1t covered the same topics from the handbook and
involved similar teaching techniques such ag lecture,
discussions, visual aids and demonstrations. Three health
workers who had been trained previously assisted in the
second training by dictating material on the blackboard to
the trainees making it easier for them to take notes.
However, as in the previous training workshop in Bailan,
the performance of the trainees during review sessions
following the completion of each topic and during the
final review session was poor. Only a few trainees
attempted to answer the trainor’s questions, while the
others remained silent even when they were asked
questions directly by the trainor. However, their non-
respongse did not necessarily mean that they did not
know the answer to the persons seated next to them.
It would seem that the new trainees, 1like the previous
ones, were hesitant to express themselves in such a
classroom-type setting.

Problems Encountered

A major problem that arose during the training work-
shops 1involved the language in which it was conducted.
The trainors used Pilipino, the national language of the
Philippines, in their lectures and in their written
presentations on the blackboard and visual aids since they
are wunfamiliar with the Hanunuo language. All of the
trainees can speak and understand Pilipino to varying
degrees of proficiency with the men in general having a
better command of the language than the women because of
more frequent interactions with lowland Filipinos. How-
evey, several of the female tralnees cannot read Pilipino
and &0 had problems in copying notes from the blackboard.
In such cases, they had to have the persons seated next to
them translate the information to them in Hanunuo while

they wrote it in the Hanunuo syllabic script. After the
training, the villagers stated that they would have
preferred that it had been conducted in their own

language because they could have understond the lectures
and instruction better and also could have expressed
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themselves more freely. As a result, almost all of the
trainees said that they found the training workshops
difficult, primarily because of the language problem.

On their part, the trainors also said that they found
the training very difficult, requiring patience and repe-

tition, but they also considered it challenging. They
said that the trainees require clear explanations and
constant encouragement 50 that they can develop

confidence in themselves as health care providers.

The only drop-out from the training workshops
occurred in Bailan on the fourth day of instruction, and
the reason involved the landuage used in the training.
The husband of a trainee withdrew his wife from the work-
shop because she said that the other trainees were not

assisting her in taking notes from the blackboard. The
trainee cannot read or write in Filipino, although she
can write using the Hanunmuio script. When she mentioned

her situation to the trainors, they asked those sealed
near to her to translate the material on the blackboard to
her in Hanunuo so that she could take notes since this
procedure had been used successfully in Umabang during the
previous workshop. But apparently the assistance provided
her was insufficient.

The Hanunuo version of the handbook also presented a
problem during the training workshops. Because the
Hanunuo syllabic script has not been fully standardized,
most of the trainees said that they had difficulty reading
the manual due to variations in the shape of the syllable
characters. As a result, most of the trainees preferred
the Pilipino version of the handbook for their personal
use, except for those trainees who cannot read that

languagde.

Another problem during the training workshops was the

non-attendance of trainees from Amindangd, the third
village in the project site, who were supposed to attend
the workshop held in Umabang. Although some Amindang
villagers had indicated a desire to participate in the
training, no explanation was given for their not
attending. However, in the next few months following the
training during the planting season, the people in

Amindang, which was a small village of less than twenty
households, dispersed over the surrounding area to be
closer to their swidden fields, in effect, disbanding the

village.




Provision for Continued Training

Since it was realized that the training workshops
were much to short to expect that the trainees could
adegquately perform their tasks, project plans called for
them to receive review and additional training during the
course of the project implementation period. The review
training was to have been conducted during the monthly
meetings of the health workers with the project nurse, It
was planned that the entire handbook would be reviewed
once again with the health workers during these wmeetings.

The training workshops for the village health workers
were conducted by the nurse and midwife of the Bulalacao
Rural Health Unit in the two village sitios. Each training
was conducted for around five days. The resource material
was a handbook which was developed by external project
consiiltants who were well versed on primary health care.

The training mwethods consisted mainly of lectures,
demongtrations, role playing and visualiszalion of plctures
and illustrations. The major difficulty raised during the

training was the use of Filipino instead of the Hanunuo
Mangyan languege as the medium of instruction. The short
duration of the village health workers’ training warranted
addit.ional training and review sessions during the
inplementation phase of the progject.

i
i



CHAPTER FIVE
HEALTH PROGRAM IMPLEMENTATION

The most critical phase of the health program was the
implementation period for it did not only test +the
capabilities of the health workers to deliver ‘health
services to the community but it also demonstrated the
ability of a tribal group to engage in a
population-based health program.

This chapter presents the major activities that took
place during the implementation phase of +the health

progratau. It also describes the roles, inputs and
performance of the various groups that are involved in the
program. Problems that surfaced in the course of project

implementation are also discussed.

Highlights of Program Activities

The implementatidn phase of the health program
covered a total period of 1% wmonths, starting in January
1986 to March 1887. The activities that took place can be
generally classified as organizational (e.g., meetings
of various groups within the community, training of health
workers} health service delivery and linkage with the
Rural Health Unit and other health-related agencies in the
lowlands. The presentation of activities is divided into

five quarters.

First Quarter, January to Marclh 1986

This <gquarter was perhaps the most crucial period
for it served as the take-off phase of the health program.
It was at this stage when the various groups involved in
the health program began to fulfill commitments made
during the planning meeting in September 1986.

Two community meetings took place in January--one was
in 5itio Umabang and another was in Sitio Bailan. The
major topics discussed in both meetings were the dgeneral
health program, roles and functions of the health volun-
teers, usage of herbal medicine, immanization of pre-
schoolers, the health clinic construction status, and
the maintenance of the health <linics. In the same
meetings, the community residents of the two zones
formally elected the officials of the health care

comasittees.
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In the same month the health workers received their
medical or first aid kit from the project team. The kit
was a small plastic colored bag containing a pair of
sciussors, small bottles of alcohol and tincture of mer-
thinlate, small packs of cotton, gauze and adhesive
bandages. The majority of the health volunteers began to
provide health care services to the households in their
catchment areas. The health services that were rendered
were mainly curative and herbal medicine was administered
in almost all types of illnesses. A few health volunteers
started environmental sanitation campaign 1in their
coverade areas, particularly toilet construction.

Aside from extending health services to their catch-
meni, areas during this period, the health volunteers had
several meetings with the project nurse. These wmeetings
served as sharing sessions regarding experiences and
difficulties in health care delivery, review sessions of
som:; topics that were taken up in the initial training,
and planning period for some health-related activities.
An  important meeting between the health volunteers,
project nurse and residents suffering from tuberculosis
also took place.  In this activity, the etiology, treat-
ment,, and prevention of tuberculosis were presented by the
project nurse with assistance from some health volunteers.

The most significant community event that took place
in the first quarter was the completion of the two health
clinics in February, four months after the two. villages
agreed to construct these health facilities. The formal
opening of the health clinics was marked with a whole-day
celebration by the members of the entire community in each

village.

The first immunization of preschool children also
took place in February; only BCG and DPT shots were given

to the children. The vaccines were provided by the Rural
Health Unit but because of the limited number of EHU
persionnel, the immunization was administered by the

pro.iect nurse.

In March, the selection and first training on health
clinic management of the health volunteers who offered to
operate the health clinic was conducted by the project
nurse. In Bailan, the trained health volunteers began to
operate their health clinic right after the training but
thiy lasted for only one wesek due mainly to work
requirements in their swidden farms and the distance of
the health clinic from the homes of the health workers.
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In the same month, the health workers received their
identification cards from the Provincial Health Office in
Calapan, certifying their status as government Barangay
Health Workers which entitled them to free health services
in any government hospital and health center.

Second Quarter 1986

From April to June 1986, & considerable number of
health volunteers continued to extend health care services
to their respective areas. Five additional health
volunteers in Bailan received training from the project
nurgse  in  April, bringing the total number of health
volunteers to 37. In the same month, 11 health workers
volunteered to participate in a two-day training for hilot
or birth attendants by the midwives of the Bural Health

Unit in Bulalacao. Towards the culmination of the
training, the RHU donated five birth attendants’ kitsl to
the community and two weighing scales. Two  birth

attendant kits were given to the Umabang health clinic
whil:: three were sent to the health c¢linic in Bailan.

In May, the Umabang health volunteers who received
training on clinic management began to operate their
health clinics three times a week. In the same month, the
second immunization was administered by the project nurse
to the preschool children. The BCG, DPT, and OPV vaccines

were provided by the RHU. Aside from the vaccines, 40
water-sealed toilets were also donated to the community by
the Department of Health through the RHU. Each health

volunteer was given a toilet bowl with instructions from
the the project nurse regarding its proper installation.
To demonstrate the construction and usage of the toilst
bowl, the project team constructed one toilet in each
sitio which was later utilized as  the project team’s

toilet,

Also in the same month, the project medical con-
sultant conducted a field visit to the area and extended
wedical services to the community residents as well as
advice to the project nurse for a period of about two

weeki,

1 ) :
Each birth attendant’s kit contained a kidney basin,

a pair of bandage scissors, soap, a soap dish, a brush,
thre« empty bottles, a small pack of cotton, rubbsr
suction tubse, and plastic shest.
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Other activities for the month of May covered the
construction of bamboo fence around the health clinic by
the health volunteers and planting of herbal plants within
the «linic’s compound. The fence was intended to protect
the herbal garden from destructive stray animals in  the
commaunity.

Aside the foredoing activities the health workers met
with the officials of the health care committee for some
project plans and needs. They also met regularly with the
project nurse and continued their review of some illness
management techniques,

In late May, the weight and height of 163 young
children, particularly preschoolers, were measured. The
results were alarming for over half of the preschoolers
were found to be moderately and severely degree mal-
nourished (second and third degree malnourished based on
the FNRI standards). The poor nutritional status of the
young children as well as the low supply of food in  the
community (the months of June to August were considered
lean months in the Hanunuo Mangyean’s agricultural cycle},
led the project team, the health volunteers, and the
health care committees in consultation with the community
residents to embark on an emergency feeding project for
malnourished children. The activity was planned to last
for around two months and supplementary food would be
golicited from the Rural Health Unit and other lowland

agencies. The emergency feeding project was to be accom-
panied by a training on food preparation and nutrition
education to parents of malnourished children. It was

also planned that for the entire duration of the emergency
feeding proJject, supplementary food consisting of mongo
beans, powdered anchovies and powdered milk would be given
every week at the health clinic to the entire household
with malnourished children. The weight of the mal-
nourished children would be monitored every week.

Third Quarter 1986

In late July 1986, the emergdency feeding project was
launched. Information dissemination was conducted by the
health volunteers and the health care committee officials
to the households with malnourished c¢hildren in their
catchment areas regarding the procedures of the feeding
project. The comminity was likewise mobilized by the
village health care committees to procure from the foot-
hille sgeveral sacks of powdered milk +that were donated
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by the Rural Health Unit, one sack of mongo beans
and several Kkilos of dried anchovies that were donated by
the project team. The major activities of the emergency
feeding project were: (1} the training on nutrition
education and food preparation by the project nurse and
health volunteers to parents of malnourished children as
well as to other interested parents; (2) weekly distri-
bution of food shares to households with malnourished
children; and (3) weekly monitoring of the weight of
malnourished children by the health workers at the health
clinic.

The third immunization to preschoolers also took
place during this period with vacecines from the Rural
Health Unit. The children received BCG, DPT, and OPY,
vaccines from the project nurse. Fewer health volunteers
continued to provide health services in their catchment
areas and attended meetings with the project nurse
during this period. Another health clinic management
training was conducted by the project nurse Lo a new group
of «linic watchers in Bailan and Umabang. After the
training, the c¢linic watchers took turns in managing
their health clinics on certain days.

Three community meetings were convened in September
to discuss the issue of diminishing interests in  the
comminity and among health workers. Other health-related
topics, particularly the emergency feeding projects, the
management of the health clinic, and linkage with the
Rural Health Unit and other lowland agencies were

discussed.

Fourth Quarter, 1986

The emergency feeding project was continued until
October because the Catholic Helief Services donated
several sacks of corn soya milk as well as some boxes of
medicine to the community. The residents were once again
mobilized by the village health committees to pick up
thest supplies from the foothills., A demonstration of how
corn soya milk should be prepared, nutrition education
training to parents with malnourished children, as well as
weekly distribution of corn soya milk to households with
malnourished children were the major activities undertaken
by the health volunteers and the project nurse.

The medical consultant of the project team visited
the research site at this time and he extended health
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services to the community. In addition, he made a preli-
minary assessment of the clinical skills of the health
volunteers. Due to inclement weather, less than half of
the health volunteers were able Lo see the wmedical con-
sultant at the health clinic for assessment. The initial
evaluation showed that the health workers were adequately
skilled in obtaining clinical history and interviewing the
patients, identifying common illnesses, and in prescribing
drugs and herbal medicine. Their inadequacies were in
diagnosis, particularly in tewperature and blood pressure
taking and abdominal examination of pregnant women.

Another less formal assessment was conducted by the
project nurse during this period regarding the health
volunteers’ Dbasic skills as health providers. Based on
her personal supervision of their activities in the field,
the project nurse noted that around two-thirds of the
health workers were proficient in curative skills such as
the management of diarrhea, fever, cough and headache;
less than half were skilled in preventive health care
techniques. The Umabang health workers were assessed Lo
be better skilled than the Bailan health workers. The
health workers also felt that they needed a retraining
workshop to beef up their health skills and knowledge,
particularly in those areas were they were inadequately

skilled.

For this quarter, the number of health volunteers who
provided health services in their respective assignments
and who regularly attended to hold regular meetings with
the project nmurse further dwindled despite encouragements
from the project team.

Retraining or review sessions of some illness manage-—
ment and Pprevention were started by the project nurse.
The health volunteers who offered to become health clinic
watchers continued to receive training on clinic manage-
ment particularly on the dispensation of over-the-counter
drugs, maintenance of clinic records, growth monitoring,
and other administrative procedures in the maintenance of
the health clinic.

In Umabang, the health volunteers and the officials
and members of the health care committee met regarding the
cash donations received by thie health clinic from the
residents who utilized the services and drugs ‘of
the slinic. Upon the suggestion of the project nurse, the
health volunteers and the health care committee officials
agre=d to use the money for an income-generating project.
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The donated amount would be utilized to procure beads to
enable some skilled residents to make bracelets and other
trinkets. These products would be sold within or even
outside the community.  Members in the community who were
skilled in bead making would be commissioned to do  the
work. Earnings or profits derived from the income-genera-
ting project would be divided between the worker and the
health program. It was agreed that the money earned by
the health program could be borrowed or utilized by other
commimnity members involved in the income~generating
project mainly for emergency purposes, (i.e., hospitaliza-
tion in the lowlands)} and to procure additional materials
for the IGP. The IGP served as a kind of health financing
schewe for the community.

Puring this quarter, the project nurse started to
train four health volunteers to link up with the Rural
Health Unit in the lowlands. The health volunteérs were
chosen by the project nurse based on their ability to
provide health services in the community and their capa-
ity to communicate with the KHIL The health volunteers
were brought by the project nurse to the RHU  to demon-
strale the linkage procedures with this government health
unit. And whenever someone from the community was
seriously 111, the project nurse would ask the four health
volunteer +to accompany her and the patient so that they
cotild  observe referral procedures from the RHUO to  thesge
health institutions. '

Towards the end of the quarter, the Rural Health Unit
provided BCG, DPT, and OPV vaccines for the fourth imma-
nization of preschoolers in the community; the project
nurse  continued to administer the vaccines to these
children.

Apart from the vaccines, the RHIJ  through the
Provincial Health Office Staff from the provincial
capital, sent an anti-malaria team to the community. The
team sprayed anti-malarial chemicals to practically all
the houses in the community. A malarial blood smear of the
upland residents was also undertaken by the team. In
addit ion, another team from the same office brought their
mobile film showing facility to the community and showed &
movie in Umabang about family planning and preventive
health care practices. Due to Bailan’s distance and
relatively rough terrain, the film was not shown in this

area.

;
?
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Fifth Quarter 1987

. During the last quarter of the implementation phase
of the health prodgram, i.e., January to March 1987. the
following major activities were undertaken.

Seven community meetings were convened during this
period. The January meetings focused on the preparation
for the celebration of the first year aniversary of the
health c¢linics, the income-generating projects, and the
establishment of a drug depot. The March neetings
continued to concentrate on the foregoing topics and  on
the linkage of the community with the RHU and other low-
land agencies.

In January and February, +the residents of the two
sitios,villages, of Umabang and Bailan, had a one-day
celebration in each area to commemorate the first
anniversary of their health clinics. The health volun-
teers as well as the other residents of the community were
mobilized to prepare the food and to participate in the
program for this activity.

Another major event in the last quarter was the
establishment of the Botika sa Barangay or drug depot in
both villages. The health volunteers, the village health
care officials, and project nurse agreed that the medi-
cines that were relatively more expensive and were not
usually available at the health ¢linic or even at the RHU
such as antibiotics for tuberculosis should be sold in the

drug depot. The drug depot would be managed by a health
volunteer who lived in the center of the village; her home
would serve as  the community drug depot. The health

volunteers and the village committee officials agreed that
for the drug depot to have a regular supply of medicine,
no credit would be extended to its patrons. Because the
Provincial Health Office no longer had a program support-
ing the Botika sa Barangay, the proiject team had to
utilize a small amount of its project funds (around P80O0)
in procuring the first set of medicine for the drug depot.
The medicines that were bought served as a Kkind of a
donation to the community.

Retraining of the health volunteers by the project
nurs:e  in each village was also conducted during the last
quart.er. The retraining period lasted for about a week
and the approach was more informal than the initial train-
ing because there were nmore discussions and sharing of
what had been learned. Although there were 5 0QINeE
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discussions on the uses of over-the-counter drugs, the
main focus was on the uses and preparation of herbal
medicine. In these retraining sessions, some health
volunteers helped identify new herbal plants in the
comuminity and assisted in the construction of a manual in
the Hanunuo Mangyan language on the uses and preparation
of herbal medicine.

The ©project nmurse also continued to familiarize the
selected health volunteers with their responsibilities in
linking wup with the Rural Health Unit. These health
volunteers were in fact the ones who picked up the
vaccines from the RHO for the fifth immunization of the
preschoolers in their community.

Another significant activity that took place in the
comminity was the establishment of the income-generating
project in Bailan Village. The approach utilized by
Umabang for the small cash donations from its health
clinic funds was adopted by the Bailan health care
comuittee officials,  health volunteers, and other resi-
dents in starting their own IGP,

Having heard from the project nurse about the IGP of
the two villages, the Bulalacao-based social worker of
“the Department of Social Welfare invited some officials
from the village health care committees and health volun-
teers from the +two sitios to meet with her about the
poscibility of applying for a group loan for additional
capital for their IGP from the DSW’s Self-Employment

Assistance Program. The meeting took place in the DSW
office towards the end of March. After the DBW meeting

these representatives met with their respective villagers
and decided that they would avail of the psw loan
assistance program. .

Participation of the VYarious Groups

in the Health Program

As indicated in the operations scheme of the
project, the health program called for the participation
of different sectors in the community. This section

provides a description of the specific involvement. wf the
following: the Barangay Health Workers or volunteers, the
Village health care committees, the community residents,
the project team and the Bural Health Onit.
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Table 5.1
Najor Activities Undertaken From January 1986
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The Barangay Health Worker

At the heart of a community based health-care program
are the 37 individuals who volunteered to be trained to
provide health care services to the comunity. While
wider community support and organization are essential to
the success and sustainability of a participatory health
care program, ultimately the program is dependent on the
comminity health workers and their effective and regular
performance of their duties and responsibilities as health
care providers. It would not be an overstatement to argue
that without such willing and dedicated participants from
the community, there can be no population-based health

care prografm.

This subsection discusses the health care tasks, the
supeivision, support, and incentives derived by the health
workers from the program. It also presents the performance
ot these volunteers in their catchment areas as well as in
the health clinic, their linkage with the Rural Health
Init. and other health-related lowland agencies.

Health care tasks. The health workers were given
general guidelines rather than specific regular assign-
ments by the project nurse in performing their duties as
health care providers to the commanity. In general, their
primary tasks were curative in nature. They were instruc-
ted to visit the families in their catchment area on va
regitlar basis every week and to inguire if anyone was  ill
and, if so, to provide the appropriate treatment. They
also were told to treat persons who came to them for help.
The health volunteers were instructed by the project nurse
to wuse herbal remedies first in  their treatment . of
patismts rather than tablets or other medication since
they wmay not always be readily avallable. In the event of
illnesses for which they did not know what treatment to
administer, in serious cases, or when the patient’s
condition did not  improve after two or three days of
t.reatment, the health workers were told to refer or
accompany such patients to the project nurse or to inform
her about them so that she could attend to them.

Besides curative care, the health providers also
were assigned some promotive and preventive tasks by the
yrojoect nurse. They were instructed Lo encourage  the
families in their coverage arca to maintain  personal
cleanliness and to keep their homes and  their ilmmediate
surroundings clean particularly with regard Lo the
disposal of human and animal waste. They also were

i
H
H
i
i
i



H
H

.12

[Sha

encouragded to promote the use of contraceptives, which
wern:  made available by the Rural Health Unit through the
proiect nurse, as a family planning method. !

Other kinds of promotive tasks given to the health
volunteers involved their informing and mobilizing
villagers, particularly those in their catchment area, to
part.icipate in various project activities such as  the
imminization of young children, an emergency feeding
project team for malnourished children, and training on
nutrition education.

Supervision and support. The health volunteers were
directly supervised in the field by the project nurse who
was primarily responsible for overseeing their activities
and performance as health providers in the community. The
proiect nurse divided her Ltime between the two villages,
by staying in each village for about two weeks per month,
50  that she could directly supervise and train both sets
of health workers. Supervision was also conducted through
individual consultations particularly to those who live in
the village centers or in nearby hamlets and through group

meeltings.

The health workers in each village met as a group
with the project nurse in meebings held at the village
health clinic during the implementation phase of the
heaith programn. The meetings provided support to  the
health workers in carrying out their tasks for these
served as avenues for the health volunteers to share
exporiences and raise problems or questions that they had
encountered during the performance of their tasks for the

nurse to resolve or answer. The weetings were also
occasions where accomplishments and prodect plans  were
discussed. For the entire implementation period, the

Umabang health volunteers met with the project nurse more
frequently than the Bailan health workers (22 vs. 13
time:s; see Table 5.27%. The higher frequency of meetings
in Umabang than in Bailan can be attributed to the
relative ease of the project nurse in convening the
Umabang health workers. Such a situation can be partly
explained by a seemingly better information system anong
the health workers, and the closer distance of many health
workers® homes to the village center.
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Table 5.2
Summary of Meetings Attended by Health Workers
' NUMBER_OF NEETINGS/SITIO —
i Health Worker and Project- |  Health vorker and project nurse meeting with other sectors ;
] Nurse Meeting ' Hith Comsunity ' With_Other Groups
' SITIO0S ' SITIOS | SITIOS
i Umabang Bailan Total | Umabang Bailan Total | Umabang Bailan Total
1386 = ' =
January ! 3 K 1 1 2
February ' 9 1 6 - - - With VHC
! : : officials
' ' i ) |
Karch i 2 1 3 1 - - = 1 HWith T8 With 1B
: : i\ patients patients
| ! R {)) (th i
April : 3 2 5 - - - With nev !
i g ' set of HW
H ' ' (1) 1
May S - 1 - - =1 With PTA  With VHC {
: : i L VHC officials
' ' ' (1) (0 2
June b2 1 3 0 - - - 0
July b3 1 ¢ - - - 0
August ! 1 - 1 - - - 0
Septeaber V- 1 1 4 0
October | - 1 - 0
Noveaber ' - 2 2 - - - 1 With soee
: : i officials
: ' : () 1
Deceaber - - 0 ! - - - E 0
1987 = = 5
January ! 1 - 1 - 2 2 0
February S - 1 b1 - 1 0
Narch ' 2 1 3 0 1 2 3 E 0
TOTAL 7. 13 b5 7 b3 4
: I/ 1z 7
H 1] 1 '
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Apart from the meetings with the project nurse, the
health workers also had meetings with the entire village
on matters pertaining to health and with the other sectors
of tLhe community, i.e., with tubercular patients, the
village health care committee, the Parent-Teachers
Association of the Appropriate Mangyan School. /2

Aside from their participation in wmeetings, the
health workers Joined several training activities that
were conducted by the project nurse. These training
activities were designed to further develop the health
care capabilities of the health workers. A total of 20
training sessions were held in Bailan and 22 in  Umabang
(see Tables 5.3 and 5.4). The topics covered in the
training included family planning, clinic management, food
preparation, natrition education, determination of
preschoolers® nutritional status, and retraining or review
of the various topics in the PHC manual that were taken up
during the first training. Except for the training on
clinic management which was attended by only those health
workers who volunteered to operate the health colinic, the

othes training activities were participated by nost
health workers. The time spent on training ranged from 30
minutes to five hours per session. The approach utilized

in the training was informal and less writing was done as
this was the foremost complaint in the initial training.
The project nurse also encoursged more active participa-
tion on the part of the health workers. For example, a
health worker was asked to share what she knew about
diarrhea and its management or to demonstrate the prepara-

tion of a malarial smear.

Only the hilot or birth attendant’s training was held

outside the community and it was conducted by the midwives

‘at the Rural Health Unit in Bulalacao Municipality. The

training was attended by 11 health volunteers (five from

Dmabang and six from Bailan) for two days. Towards the
2

Because several residents were identified as tuber-
cular cases, the project nurse asked the health workers to
ident.ify and to bring these patienls to the village clinic
50 that they could be briefed about the etiology, manage-
ment, and prevention of the disease, The meetings with
the village health care committees dealt with consulta-
about specific health-related activities while the

tions
between

PTA meeting was a clarification of expectations
the :chool and the health care program.




Table 5.3

Training Activities Participated by Umabang Health Workers
From February 1986 to March 1987

© 515

Type of Training

When Conducted

Place

Topics

Trainor (s)

-~ ——-

ll

2.

3.

4

5.

6.

1.

Family Planning
Class

Clinic Management
Training

Clinic Management
Training

Clinic Management
Training

Hilot Training

Health Workers'
Reviev Class

Training on Food
Preparation for
the Emergency
Feeding

Training on Food

Preparation for the

Esergency Feeding

Clinic Management
Training

Feb. 7, 1986

Feb. 7, 1986

Feb. 9, 1986

Harch 26, 1986

April 29-30,
1986

Nay 10, 1986

July 28, 1986

July 29, 1986

Aug. 5, 1986

10. Nutrition Training Sept. 8, 1986

Unabang Health
Clinic

Unabang Health
Clinic

Unabang Health
Clinic¢

Unabang Kiosk

Bulalacao Health
Clinic

Sitio Umabang
Clinic

Sitio Umabang
(kiosk) engarmada

Sitio Umabang
{Kiosk) engarmada

Sitio Umabang
Clinic

Sitio Umabang
PHM School

Nuaber of Duration
Attendees

12 His 30 ain.

6 His 30 ain.

8 HWs 30 ain.

12 His 2 hours

5 Umabang 1 1/2 days

Trainees

(vith Bailan

Trainees)

8 His - 2 hours

14 HWs 4 hours

3 mothers

9 pre-

schoolers

15 HWs 3 hours

6 mothers

8 His 3 hours

g Hlis 3 1/2 hours

11 mothers

Family Planning
Hethods

Procurement of
Blood Pressure

and Temperature

Thermometer

" Reading

Thermometer
Reading

All Nodules (Hand-
book for Hilot
Training) prepared
by the Ninistry of
Health

Causes and Symptoas

of Diarrhea/Uses
and preparation of
Medicinal Plants

Emergency Feeding/
Cooking Demons-
trations

Copying of Notes/
Cooking Demons-
trations '
Procurement of
Blood Pressure/
Medicines for

different Illnesses

Modules for the

Nutrition Training

Project Nurse

Project Nurse

Project Nurse
Project Nurse

) Tvo Rural Health
Unit Midvives

Project Nurse
HNs 11 & 13

Project Nurse

Project Nurse

Project Nurse

Project Nurse
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Retraining of
health vorkers

Clinic

Type of Training When Conducted Place’ Number of Duration Topics Trainor (s)
Attendees
11. Nutrition Sept. 9, 1986 Sitio Umabang 10 HWS 3 hours Proper Diet, Basic Project Nurse
Training PHN School 14 mothers Food Groups, lessons
Building 9 fathers on Anemia, Goiter
12, Mutrition Sept. 15, 1986 Sitio Umabang 7 His 2 hours and Diarrhea) Project Nurse
Training PHM School 3 mothers
Building
13. Nutrition Sept. 16, 1986 Sitio Umabang 12 HNs 4 hours {Recipies for Corn Project Nurse
Training PHN School 9 mothers Soya Milk)
Building
14, Nutrition Oct. 14, 1986 Usabang 11 HNs 4 hours Modules for the Project Nurse
Training Kapitan Inunga's 4 mothers Nutrition Training
house (Recipies for CSM)
15. Nutrition Oct. 17, 1986 Umabang 10 Hus 3.5 hours Project Nurse
Training Kapitan Inunga's 4 mothers
house
16. Training on the  MNov. 16, 1986 Unabang 2 Trainees 2 hours Computation and Project Nurse
Deteraination of PHM School Deteraination of
Preschoolers' Nut- Building Preschoolers' Degree
ritional Status of Malnutrition
for Clinic
Watchers
17. Retraining of Dec. 8, 1986 Usabang Health 8 HNs 4 hours Different I11- Project Nurse
health vorkers Clinic nesses' Symptonms,
Causes, Treatment
and Prevention
(vith emphasis on
18, Retraining of Dec. 9, 1986 Umabang Health 9 Hus 3 hours Medicinal Plants,  Project Nurse
health vorkers their uses and
preparation)
19. Retraining of March 20, 1986 Usabang Health 8 HWs 3 hours Project Nurse
health vorkers Clinic
20, March 26, 1967 Unabang Health 12 His 3.5 hours Project Nurse



Table 5.4

Training Activities Participated by Bailan Health Volunteers
From March 1986 to March 1987
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Number of
Type of Training When Conducted Place Attendees Duration Topics Trainor (s)
1. Clinic Management March 17, 1986 Sitio Bailan 7 His 2 hours Procurement of Project Nurse
Training 0ld Clinic House Blood Pressure and
Teaper ature of
Patients
: 2. Second Set of April 3-4, 1986  Sitio Bailan 3 Trainees 4 days All Modules (Hand- Project Nurse
: Barangay Health 0ld Clinic House book for the
: Workers' Training ‘ Barangay Health
j Workers in Mangyan
| Comaunities)
% 3. Hilot Training April 29-30, Bulalacao Health & Bailan 1.5 days All Modules (Hand- Two Rural Health
§ Center Trainees book for Hilot Unit Midvives
; (vith Usabang Training) prepared
% Trainees) by the Ministry of
; Health
4. Health vorkers'  May 19, 1986 Sitio Bailan 6 His 2 hours Diarrhea Project Nurse
Review/class 0ld Clinic House
(first set)
S. Training in Food August 1, 1986 Sitio Bailan 16 His 3 hours Mechanisas of Food Project Nurse
Preparation for 0ld Clinic House 14 children Distribution for
the Emergency 14 parents Esergency Feeding
Feeding (mostly
nothers)
6. Training on food August 2, 1986 Sitio Bailan 6 Hws 4 1/2 hours Reviev of past Project Nurse
Preparation for 0ld Clinic House 12 pre- lessons, Copying of
the Esergency schoolers Notes, Cooking
Feeding 6 sothers Demonstrations
7. Training on Food August 3, 1986 Sitio Bailan 15 Hus S hours Reviev of Past Project Nurse
Preparation for 0ld Clinic House 20 pre- lessons, Cooking
' Desonstrations

the Emergency
Feeding

schoolers
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Type of Training

When Conducted

Place

Nuaber of

Attendees Duration

Topics Trainor (s)

-------------

B. Training of New
Set of Clinic
Natchers

9, Nutrition

Training

10, Nutrition
Training

i1, Nutrition
Training

12, Nutrition
Training

13, Nutrition
Training

14, Clinic Nanage-
aent Training/
Height-getting

15, HWs' Retraining

Sept. 6, 1986

Sept. 17, 1986

1986

Oct. 10,

Oct. 11, 1986
Oct. 15, 1986
1986

Oct. 186,

Nov. 19, 1986

Dec. 5, 1986

Sitio Bailan
0ld Clinic House

Sitio Bailan
01d Clinic House

Sitio Bailan

Sitio Bailan
81d Clinic House

Sitio Bailan
0ld Clinic House

Sitio Bailan
01d Clinic House

Sitio Bailan
(kiosk) engar-
sada

Sitio Bailan
01d Clinic House

1 hour &
43 nins.

10 His

12 His
13 Community
people

1.5 hours

13 Hiis 2.3 hours
6 nothers
14 childvren
14 Hils 3 hours
10 mothers
13 pre-
schoolers
8 Hiis 3 hours
12 children
14 Community
people

11 His 4 hours
11 Community
people

Some children
6 His 2 hours
fev people

vatching

9 His 1.5 hours
soae child-
ren 3 non-DSB

sothers

Blood Pressure Pro- Project Nurse
curement Medicines
for Certain Illness

Nodules for the
Nutrition Training
(Proper Diet, Basic
Food 6roups, lessons
on Anemia, Goiter
and Diarrhea)

Project Nurse

Project Nurse

Project Nurse

Project Nurse

(Recipies for Corn Project Nurse

Soya Milk)

Deteraination of Project Nurse
Degree of Malnutri-
tion/Procurement of
Patients' Temperature
and Blood Pressure
Respiratory Tract  Project Nurse
Infection and

Medicinal Plants
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519

Nuaber of
Type of Training When Conducted Place Attendees Duration Topics Trainor (s)
16. HWs' Retraining Dec. 6, 1986 Sitio Bailan 14 Hus 4 hours Project Nurse
01d Clinic House few children
3 non-DSB
sothers
Different illnesses’
17, Hus' Retraining Dec, 11, 1986 Sitio Bailan 13 Hus 3.9 hours  Syaptoas, Causes Project Nurse
01d Clinic House Treatsent and
frevention (with
18, HWs' Retraining Dec. 12, 1986 Sitio Bailan 15 Hils { hour eaphasis on Project Nurse
01d Clinic House Medicinal Plants
19, H¥s' Retraining Jan. 22, 1986 Sitio Bailan 14 Hus 2 hours their Uses, and Project Nurse
01d Clinic House preparation)
20, HMs! Retraining Feb. 4, 1986 Sitio Bailan 8 Hils 1.9 hours Project Nurse
01d Clinic House
21, HWs' Retraining March 24, 1986 Sitio Bailan 9 Hils 2 hours froject Nurse
01d Clinic House
22, HMs' Retraining March 23, 1986 Sitio Bailan 11 His 1.5 hours Project Nurse

01d Clinic House
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end of the training, the health workers received five
birth attendant’s kits (two for Umabang sand three for
Bailan)} from the BHU which were later presented +to the
community in one of the village meetings.

Incentives. The health workers received tangible as
well as intangible incentives from their participation in
the health care program. The tangible benefits were the

first aid or medical kits, identification cards certi-
fying that they were government Barangay Health Workers,
food shares during the emergency feeding project and free
medicine. The intangibles were the skills and knowledge
derived from the training activities and the prestige
brougZht about by the indigeneous title Dokior sa
Barangay or village doctor.

A material incentive for villagers to become Gomma-
nity health workers was the provision of a medical kit to
each of the trainees following the training workshops.
The kits, contained in an 87'x1Z" colored plastic handbag,
included some basic first aid instruments  and supplios
such as a pair of gcissors, small botitles of alcohol  and
merthiolate, cotton, gauxz arl adhesive bandages. The
medical kits seemed to have been a source of prestige Lo
the volunteers insofar as they indicated their status as
community health providers. During the first few months
after they had received thewm, the workers could be seen
carrying their bags with them whenever they went Lo the
village <center, especially for large community meetings.
Even in their houses, the bags were prominently displayed
for others to see. However, after a few months the health
providers began to leave their kits at home rather than to
carry them all the time.

Another material benefit for the community volun-
Lecr:; was that during the first month of project
implementation, their names were submitted to the Ministry
(now &a Department) of Health's provincial office in
Calapan, Oriental Mindoro so that they could be included
in the Barangay (village) Health Worker Program of the
Ministry. They were given identification cards that
certify their status as government Barangay Health Workers
which entitle them and their families to free consulta-
tion, hospitalization and treatment in any government

hospital or health center.

Yet another material incentive for the health volun-
teer:; was that they were given food shares that denerally
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were distributed to other community members during nutri-
tion related project activities. For example, they
received mongo beans, dried anchovies (dilis) and powdered
milk that were primarily for the benefit of malnourished
children during the emergency feeding program, and they
also  were given shares of corn soya milk which were for
families with preschool children during the nutrition
education activity.

Because of their c¢loser contact with the health
cliniec and the project nurse, the health workers could
readily avail of modern drugs that were given free to
residents.

The health care knowledge and skills provided in  the
training workshops and throughout the project implement-
ation phase also can be considered incentives insofar as
some villagers stated that they decided to become health
workers in order to be able to provide proper health care
to their families and to others.

Their being community heallh volunteers appear Lo
have a positive psychological effect on them. When the
trainees were asked what they wanted to be called
following the training workshops, they readily replied
Dokt or sa Barangay, or village doctor. Because they chose

the term doctor rather than nurse, even though the great
majority of them are women and obviously lack the same
medical skills as a doctor, indicates the high social
stalus  they perceived themselves as  occupying in  the
community. '

Performance of the health workers in their catchuent
areng. The performance of the health workers in the two

villages was monitored for the entire duration of the
implementation phase of the health program.

In terms of curative services, it was noted that the
totnl number of cases or illnesses treated by the health
workers in both Umabang and Bailsan was 943 and the number
individuals who were served was 7H5. Bailan, the larger
$itio, had more morbidity cases and  iondividuals  who
rectived direct assistance from the health workers. The
overall average number of cases treated by the health
volunteers per month was 3 (see Table 5.53. The majority
of the patients got well except Tor four individuals who

’

died.

AR T R A5 8 s 3 b
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Table 5.5
Number of Cases, Individuals Treated by Health Volunteers and their Dutcome

From January 1986 to March 1987 in
Sitios Umabang and Bailan

: : ' Number of Health 1
' ' i Volunteers vho Provided !
Year /Month V____Nusber _of Cases \___Nusber of Individuals i ___ Assistance_ ____i________ Outcome®
' SITIOS ! S§IT10S ! SITIOS ' SITI0S
i Usabang Bailan Total ! Umabang Bailan Total i Umabang Bailan Total ! Usabang Bailan
1986 : ! : :
January -7 50 102 39 43 o 13 14 27 { died; 1 did
' ' ' ' not get well
fFebruary R ] 100 130 ' 26 71 103 1+ it 15 %
Harch Vo1 87 105 19 67 g2 + 8 15 23 1 ! died
April V20 43 65 + 19 43 64 1 10 13 23 1
May S 60 B9 | 26 45 noy 1 18 25 |
June N I 47 % ! 39 42 8 1 12 16 8
July ] 47 2 S ) 43 . v 9 13 2 |
August v k1] 4 1 10 28 /14 i 15
Septeaber 7 K} 3’ 7 24 k) I 9 14
October ] 25 0 5 24 29 V5 7 12
Noveaber ] it % 1 12 9 2 1 8 ] 16 1
Deceaber i3 2 6 1 17 16 KX I R V! i 22 1 1 died
1387 i = ; :
' } ' [ i
January P9 2 N5 19 { | 9 13 1 1 died
February ] 17 27 11 20 ! 8 9 17
Harch Y 16 3 19 % 7 9 16
TOTAL P33 613 943 | 251 504 799 4 123 1n 300 ¢

&pycept for the number of patients with indicated outcomes, all eventually got well.
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Of the total number of cases serviced by the health
worker, a 1little over half were those from their own
households, implying that the health volunteers largely
benefitted from the training received from the health
program.

It was observed that the majority {(around 60% to 73%
of the health volunteers were actively serving their areas
of coverage in the first six wonths (i.e., from January to
July 1986) of the program. In Umabang, the number of
health workers who extended curative assistance ln  their
cathchment areas began to decline to less than half as
early as the third month of the program (see Table 5.5},
This can be partly explained by the fact that several
clients tended to go directly to the health c¢linic for
medical assistance because of the relative proximity of
the health clinic to the outlying hamlets.

Except for the month of December 1986, less than half
of the health workers were reportedly active 1in  heslth
care delivery in the succeeding months. Work in their
kaipngin or swidden farms, varying demands ffrom their
households (e.g., child care}, low credibility in  their
catchment areas because of the inability of some health
workers to cure their patients, and diminished interest in
the health care program were the major reasons for the
declining number of health volunteers who serviced their
assipgned areas.

Around 50% (19) of the health volunteers, however,
have consistently extended health care services to their
catchment areas. The records of the health volunteers for
the entire implementation period of the program’ sShowed
that there were eight health workers (two from Umabang and
aix from Bailan) who extended curative services ranging
from 40 or more (up to 80) cases in one year.

Four health workers treated 30-39 cases, while seven
serviced from 20-29 cases. Proportionately there appears
to be no difference between the number of cases served by
health workers assigned to service five or more households
in their catchment areas than with those serving fewer
households (see Table 5.67.

Eighteen or almost half of the health volunteers were
found to be rather inactive because for the entire 15+
month period, they treated only 19 or fewer nuunber of
cases (the lowest number of case served was one and this
was by the health worker who droppeod oul early in  the
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Table 5.6

Number of Cases Treated by Health Workers
Serving Different Mumber of Households
January 1986 to March 1987

Mumber of

Housieholds Total

served by , MNumber

Health 40 Cases 30-39 20-29 19 and of House-

Workers and Above Cases Cases Below holds

4 house-

holds and

below _

{31 HWs) 7 4 5 15 31

5 house-

holds and

above

{6 HWs) 1 - 2 3 153
TOTAL 8 4 7 .13 37

program), There apprears to be slightly more inaptive

health workers in Umabang than in Bailan.

The following map (see Figure 5.1) indicates the
location of the most active (those who treated 40 or more
cases)y, very active (30-39 cases), fairly active (20-28
Ccases ), and inactive (19 sand bhelow cases) health
volunteers. The health workers who lived within or near
the village proper and those who reside close to  the
households in their catchment areas tended to extend wmore
assistance to their clients than those health workers who
lived away from their areas of coverage.




] - Figure 5.1
; Cpot Map of Sitios Umabang and Bailan Showing the

é Distribution of Health Workers who Extended
: Varying Number of Curative Services
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A review of the socioeconomic characteristics of the
most active and inactive health workers showed that there
are really no major differences between these groups
because the level of education (including the number of
health volunteers with no education), average age, the
numb:er of health workers with preschool children appear to
be proportionately similar. It was observed that what
distinguished the active from the inactive health workers
was  that the former had more kinsmen in their catchment
areas who tended to live near their homes. It was also
noted that the active health workers were also those who
regularly participated in meetings, training and other
activities of the health program.

Illnesgses treated by the health workers. In terms of
1illnesses treated by the health workers, the most
prevalent was a non-specific, symptomatic tLype, i.e.,
fever (27.9%}, followed by skin diseases (23.0%)  and,

gastro-intestinal infection (17.74%). The prevalence  of
skin and gastro intestinal infectious disecasey may  be
al.by ibuted to  the poor gSanilation pracbices ol Lhe
residents as well as the infected and inadequale and
infected source of water supply. These dissases appear to

3

e more prevalent in Bailan than in Umabang (Table 5.7}.

Although the number of illnesses appear to  have
decl ined towards the last three quarters of the iwmplement-
ation phase of the program, this trend ecould not be
attributed to the improved heallh status of the populace
but to the declining number of health workers who
rendered curative assistance to the households in their
coverage areas. A review of the mamber of health workers
and the number of cases treated by these health providers
showed that there is an association between the number of
health workers and number of illnesses because on the
first six months of operation, the figures for both
variables were higher and when the former declined, so did
the number of i1llnesses (see Table 5,53,

Because the health workers had previous knowledge
about the uses of herbal plants and the health rprogram
itgelf encouraged them to prescribe these to  the house-
holds in their coverage areeas, the majority (61%)
continued to utilize or advise the use of herbal wmedicine
in managing the different types of illnesses. Close to
orte  third prescribed or utilized modern drugs only (e.g.,
analifesic for fever and headache). Around 10 percent
applied herbal medicine first in treating some cases and
when  this was not found effective, the patients were




5.27

Table 5.7

Types of 1llness, Number of Cases
Treated by Health Volunteers
Sitios Umabang and Bailan

= TYPES OF ILLNESS/SITIOS et
i Respiratory Tract +  Gastro-Intestinal : '
Year/Quarter |______ Infection v Diseases o Viral ' Skin Diseases
| S1T10S ' "SITI0S i SIT10S | SITIO0S
i Umabang Bailan Total | Umabang Bailan Total ! Umabang Bailan Total ! Umabang Bailan Total
1986 | ' ! '
-First Quarter | 4 | 121 6 42 8 1 | 0 14 1 42 60 102
Second Quarter ! 2 6 81 2 30 5t 7 1 8 1 H KL} 13
Third Quarter | 0 l 71 8 30 38 b 0 6 ! 18 13 k7|
fourth Quarter ! 23 2 27 v 3 13 16 1 6 2 8 1 3 4 7
1987 : : ; ,
First Quarter ! 18 6 24 1 4 10 14 3 0 3 | 0 4 4
TOTAL V49 29 I ¥ 125 V3 3 ' 97 120
: 78 167 ! 39 ! 27



Table 5.7 (Cont'd)
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TYPE OF ILLNESS/SITIOS

OTHER [LLNESS

Year /Quarter : Fever : Headache ! Other :
: SITIDS : SITIDS ! 51T10S i Overall
! Usabang Bailan  Total ! Usabang Bailan  Total | Umabang  Bailan  Total | Total
1986 : ' ! :
) ) ) )
First quarter P25 Nn e 1+ & 19 2% 4+ 3 17 20 V3
Second quarter R ¥ St 68 1 4 13 17 13 12 25 i250
Third quarter : 6 23 9 2 22 4 1.1 17 18 I+ X
Fourth quarter P10 19 9 4+ 8 1 19 + 0 6 6 P12
198 = g = 3
First quarter : 4 17 A 1 6 12 2 1 2 -3 1|
N Y 201 T 2% 81 HESX 54 :
TOTAL : 263 107 12 i3
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either given wmodern drugs or referred +to the health
clinics to procure modern drugs (Table 5.8).

The health workers’ most commonly used herbal plants
are alibon leaves, guava leaves, duhat bark, gumamela or
hibiscus buds, dginger, and tamarind. In treating patients
with herbal plants, it was observed that the health
workers usually applied the proper procedures that they
learned during the first training in preparing herbal
medizine. For example, in managing boils, the documentor
observed a health worker who treated a four-year child who
was suffering from a large boil which emitted a 1little

blood and pus.

Bapa Ikong prepared 10 small pieces of

gumamela (hibiscus) buds and pounded these
into a paste by using a wooden mortar and
the blunt side of a bolo (long knife). He
then placed the gumaumela paste on the
child’s boil and advised the mother to
repeat doing this wuntil the pain and
swelling of the boil subsides. He also said
that 1in case the mother could not find
gumamela buds, she could also wuse the

blooming flowers.

The following procedures were also noted by the docu-
mentor when a health worker treated a family wmember who

had diarrhea.

The one-year old daughter of Gimo, a health
worker, had been suffering from stomachache
since midnight. By early morning of the
next day, he boiled some guava leaves and
gave the concoction to his daughter but it
was found to be ineffective. He observed
that his daughter defecated twice with
watery stools and concluded that she must be
suffering from diarrhea. He took a handful
of dried banana pieces which he had stored.
in a small bottle and pounded these into
powder using a wooden pestle and mortar.
Then he bedgan to cook rice porriddge and when
this was about to be done, he added the
banana powder and allowed this to boil for
10 seconds. He reumoved the kettle  of
porridge from the fire and put some porridge
into a small plate made of aoconul shell.
He allowed the porridge to cool off and fed
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Table 5.8

I11ness Managesent, Number of Cases
January 1986 to March 1987
Sitios Usabang and Bailan

ILLNESS MANAGEMENT
Herbal first then
modern later, or

Year/ Nuasber of Herbal Medicine ‘referred to Modern Medicine
Quarter Cases Only the clinic Only Others
SITI08 SITI08 SITIOS SITIOS SITIOS

imabang Bailan Total! Usabang Bailan Total! Usabang Bailan Total: Umabang Bailan Totali Umabang Bailan Total

' ]
' i ' !
w e e e
First quarter E 100 237 3% ; 39 1y 14 E 14 35 49 E K]l 64 95 0 19 19
Second quarter; 99 152 250 E 63 73 136 E 3 19 22 E Y 58 90 E 0 2 2
Third quarter l. 4 112 133 ; 25 7 102 E 5 1 16 E 1 20 3 E 0 4 4
fourth quarter; 35 57 12 '; 16 46 62 E 5 1 ) E 33 10 | 43 E 1 0 1
m | e s e s
First quarter ; 36 33 9 ; 15 44 M E 3 0 3 E 18 11 29 5 0 0 0
; 330 613 :l 174 359 ; 30 66 :. 125 163 ; 1 25
TOTAL i 943 | 533 | 9% | 288 E 26




all of it to his daﬁghter at around eight in
the morning. After two and a half hours, he

fed his child with the same porridge. And
by four in the aflernoon, he gave her
another serving of the same food. By late

afternoon, the health worker’s daughter no
longer had watery stools and her stomach
pains subsided.

Participation in the Emergency Feeding FProject and
Preventive health services. Apart from managing
illnessess in their respective catchment areas, the health
volunteers were also engaged in a major curative activity,
i.e., the emergency feeding project for malnourished
children, which took place for arocund three months.

The varied tasks performed by the health workers in

this activity were the following: (1} mobilization of
households with malnourished children by encouraging them
to  report fo the boalih clinio Lo attend  the natribtion
education and food preparation training activities,

procure their weekly food supplies and have their mal -
nourished children’s weight monitored once a week for
around two months by the health workers at the health
clinic; (2} repracking sand distribution of the donated
supplementary food to families with malnourished children,
at the health clinic; (3) donation of some indigeneous
food items (e.g., coconut, rice, cassavay which were
needed during the cooking demonstration; (4 assistance

in actual food preparation; and (5) weekly growth
monitoring of malnourished children over a period of six
weeks . It was observed that the esmergency feeding project

was participated by & majority of the health workers.

Although most of the health care services of the
volunteers were curative, they also provided S5 0Mme
preventive services by mobilizing households to  submit
their young children for immunization by encouraging +the
families to practice family planning, to construct their
own tollets and to practice environmental sanitation.

It was noted that among the foregoing activities, the
health workers were more successful in their campaign for
imminization because the records showed that over fLwo-
thirds or 118 young children in the community received at
least one vaccine during the implementation phase
(Table 5.9). Although most of the mothers were willing to
allow their children to receive the full dosage of the

i
i
i
;
£
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Table 5.9

Distribution of Preschoolers who were immuniééd,
January 1986 to March 1987

Totnl number of preschoolers 118

Number of children who received
the following vaccines

BCG 89
DPT1 . 47
DPT2 8
OoPv1 64
OPv2 ‘ 286
OPVY3 4

basic vaecines, this was not obtained because of the
irrcgular schedule of Lhe vaccines’ availability from the
RHO.

Very few women (only 12} in the community practiced
family planning and the most frequently utilized
cont.raceptive was the pill, the method which the heslth
workers were encouraged to promote.

The health workers were not also successful in their
campaign for toilet construction because many households

conl.inued to use the bush for defecation. Further, the
heaith workers themselves did not serve as models  for
Lhieir comminiity since only »a handful  had Loilets.

Although each health worker was given one set  of  the
plactic water-sealed toilets donated by the Department of
Bealth so that he or she could construct her own toilet to
serve ags the model in hissher respective catchment areasa,
very few maintained this facility throughout the imple-
mentation phase of the health program. In August 1986
nlmast half of the health volunbteers had toilets and most
of these were the water sealed  Lype; Lowards thie  {inal
gquarter of the implementation phase, only seven had
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funitioning toilets and four of these were water-sealed
plastic bowls. The health workers explained that the DOH
plastic toilets were not practical or convenient because
it required the user to pour a small can of water after
Fvery use. Because water is nol, readily available to the
health workers® households, several of them shifted to the
antipolo type of toilet and eventually reverted back to
using the bushes.

Clinic management. The management of the health
clinic was not undertaken by all the health workers
becauge only 20 health workers (10 in Umabang and 10 in
Bailan) volunteered to undesgo training in clinic manage-
ment. and participated in the operations of the health
clinic.

The clinic management training covered the procure-
menit, of blood pressure and temperature, presoription of
over-the-counter drugs, recording of client’s names  ard
treatment of applicable medication. The foregoing  were
the major tasks required of the health workers aside from
opening and closing the health clinic.

Two health volunteers were usually assigned to
operate the clinic in one day. This strategy was adopted
by the health volunteers and project nurse because one
health worker usually assumed the tasks of diagnosing and
prrescribing treatment to  the patient while the other
health worker did the recording. Illiterate health provi-
ders were often paired off with the literate ones because
the latter assumed the tasks of recording and dispensation
of drugs.

In Umasbang, six health workers started their c¢linic
manafZement training in February 1986 and continued until
March for a total number of two and a half hours. In
March, six more trainees were added but only 10 eventually
participated in the management of the health clinic.

The health workers only began to manage the health
clinic in May 1986. From May until July, the Umabang
health clinic was open thrice a week, i.e., Monday,
Wednsday, and Friday, from nine in the morning until four
in the afternoon. From August to December 1985, the
health clinic was opened five times a week, from Monday to
Friday, .at nine in the morning until four in the after-
noor . During the last quarter, however, the health
volunteers discontinued manning the health clinic
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everyday. Only when +there woere patients who needed
medication or assistance from the health clinic,  or when
there were nmeetings and trainings or when the project
nurse  was in the community, was the health clinic opened

by & health worker who lived in the village proper. The
work in the swidden farms . and household demands were the
most-often cited reasons by Lhe health workers for

discontinuing the daily operations  of this health
facility.

In Bailan, seven health workers had their firvst
clinic management training for around two hours in March
198¢. A week after, the health volunteers began to
operate the health clinic in pairs from nine in  the
morning to four in the afternoon but this was undertaken
for only one week. Work in tho swidden farm and distance
of the health clinic from the homes of the health volun-
teers were among the difficultices cited by  the health
workers for not continuing the health clinic operations.
The health clinic after this period would only open  when
the project nurse or documentor was in “the staff house.

It was not until after six months or in  September
1986 when another health clinic management training was
conducted by the project nurse to 10 health volunteers
(four were 0ld trainees while six were new) for around Lwo

hours. After the training, the health volunteers began to
operate the health clinic everyday for a total period of
two  weeks. After this initial enthusiasm, the health

workers®' interest began to diwinish and clinic operations
were  discontinued; major reasons mentioned for the stop-
page were similar to those thal were given in March. The
health clinic then would only open  whenever the project
nurse or documentor was in the village or whenever a
health volunteer from the village proper who kept the key

would open it to administer modern drugs  to needy
villagers.

The majority of the illnesses that were treated in
the health clinic were gastro-intestinal infection
(19.8%), headache (18.9%) ~viral infection (15.7%) and
fever (15.2%, see Table 6,10} . Bince Bailan had a higher
population, its total number of cases was obviously higher

tharn those in Unabang. However, not all of these cases
were administered solely by the health volunteers bul also
by the project nurse since the latter extended assistance
during those times when no health volunteers operated the

health clinic.
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Table 5.10

Types of Illness, Number of Cases Assisted
by the Health Clinics froa
February 1986 to March 1987 at

TYPES OF ILLNESS/SITIOS
fastro Intestinal

Respiratory Tract .
Skin Diseases

PERCENTAGE

] ' ' :
' Infection : Diseases H Viral Disease :
Year /Quar ter g SITIOS : SITIOS ' SITIOS g SITI0S
} Usabang Bailan Total ! Umabang Bailan Total ! Umabang Bailan Total ! Umabang Bailan Total
o ‘ o ——t g e
1986 : ] { '
First quarter R | 8 12 3 29 2 | 2 1 3 0 8 8
Second quarter P4 2 6 ! 0 20 20 15 21 36 9 13 24
Third quarter N b 2 17 20 2 1 16 20 % 3 6 9
. Fourth quarter S L 28 2 1 10 14 4 1 B 21 6 4 12 16
Al ! ; ! ;
First quarter HI b 21 ¥ 110 28 KT I 3 8 13 ! 4 7 11
TOTAL P92 61 (13) | 45 1t «ase) + 53 n a2 48 (68)
i d : '
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TYPES OF ILLNESS/SITIOG

OTHER ILLNESSES

Year /Quarter ; Fever ; Headache ; Others ;
H SITI0S ' SITIOS i SITIOS {1 Overall
E isabang  Bailan  Total E Usabang  Bailan Total E Usabang  Bailan  Total :. Total

1986 ; ; ; ;
First quarter ; 6 29 35 ; 0 9 9 ; 6 8 14 ; 113
Second quarter 5 0 8 8 5 5 12 17 E 4 10 14 E 125
Third quarter 'E 14 14 28 % 19 15 3 ; 17 14 31 ; 187
Fourth quarter ; 15 it 26 ; 13 44 57 E it 7 18 E 219

m e s |
First quarter ; 7 16 23 ; 4 28 32 E 19 20 39 E 192
TOTAL ; 42 78 (120 ; 41 108 (149) E 57 59  (116) ; 836
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It is worthwhile to point out that the number of
cases which received health care services from the health
clinic continued to increase until the fourth quarter of
the c¢linics’® operations. It seems that as the number of
health workers servicing their coverage areas declined,
the trend in the health c¢linic reversed. This may be
explained by the observation that more health workers
tended to refer clients to the health clinic whenever they
were unable to attend to them personally and by the fact
that many residents seem to prefer to seek assistance from
the health c¢liniec for free modern drugs which are
perceived as easier to administer and are thought to be
more effective. Most of the assistance given to clients
in the health clinic was the provision of over-the-counter
drugs, particularly analgesic for headache and fever.

A slight decline in the number of cases serviced
during the last quarter may be attributed Lo the
inadrequate supply of medicine and the irregular operations
of the health clinics in the village.

Linkage with the Rural Health Unit and OQther Lowland
Health-Related Agencies. Towards the fourth quarter of
the health program, four outstanding health volunteers
(two from each village) were chosen by the project nurse
to  train in referral procedures and to link up or coordi-
nate with the RHU for the health needs of the community.
Thes:: health workers were brought by the project nurse to
the town proper and were introduced to the BHU personnel
and some representatives from the Department of Health
Region IV Office. They were also introduced to the social
worker of the Department of Social Welfare in town because
this office also provides referral services to needy

clients.

Whenever & member of the tribal community had to be
brought to the lowlands for health care services, the
forepoing health volunteers were tapped to accompany the
project nurse so  they could observe how the referral
system operates and understand the procedures of other
healih institutions particularly hospitals.

Towards the final quarter of the health program, the
health volunteers appeared to be more confident in linkKing
up with the RHU on their own, e.g., they would pick up the
vaccines for the immunization of the children or _bring
malarial smears or tubercular sputum for laboratory

examination.
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Other health-related services. The health volunteers
also participated in other activities that promoted or
facilitated the community-based health care program. In

particular, these activities were (1) the construction of
the health c¢linic; (2) the construction of the fence
around the health clinic; (3} identification and planting
of herbal plants &and preparation of a manual on the uses
and preparation of herbal medicines; (4) preparations for
the opening of the health clinic and its first year
anniversary celebration; (5) the operations of the income-
gencrating project; and (6) the Botika sa Barangay or
druyy’ depot.

Although the construction of the heslth clinics was
the main responsibility of the residents of the two
villages, it was observed that the health volunteers and
their families assumed a mich more active role in  provi-~
ding the necessary materials and, manpower to facilitale
the completion of these health facilities. They also
played a major role in constructing the wooden  fence
around the health clinics o thal Lhe herbal planty  that
thery planted would wnot be damaged or eaten by  sbray
animals. Apart from attending to the physical infra-
structure of the health clinics, the health volunteers
alse played an active role in its launching or - formal
operning. Not only did they assist in mobilizing the
households in their coverage areas Lo participate in the
celebration, they also solicited and contributed food and
labor and other logistios necessary for  the suceoessful

inaguration of the health clinic, The health volunteers
alse had a celebration to commemorate the first year of
operations of the health clinic. Similar tasks as  those

perfomed during the formal opening of the health «linics
were undertaken by the health workers.

Because the promotion of the use of herbal wmedicine
was one of the major concerns of the health program, | the
active involvement of the health workers was solicited by
the project team in the identification of herbal plants in
the area. Although herbal planits are the medication that
uplenders are gdenerally utilizing prior to the entry of
the health program, it was nobed that the health workers
were only familiar with around 10 herbal plants at the
start of the health program and their knowledge of these
plants’ Qsage was limited to few types of illnesses only.
Towsrds the final quarter of the lmplementation phase, 41
mor+ herbal plants were found Lo  be existing in  the

commpuanity.
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The health workers also collaborated with the project
NUrse and documentors in drafting a manual of the
diffi rent KkKinds of herbal plants and their uses 1in  the
Hanunmio Mangyan langusage. They also included a detailed
description of how these herbal plants would be prepared
for medication,

The other activity that gained considerable enthu-
siasi from many health volunteers is the income-~generating
pro jzct. Towards the end of the fourth quarter, the
health clinic had accumulated small amounts of money from
the donations made by the residents for health services
and medicine procured from the health clinies. With the
approval of the village health care committees and the
comoinity, the health volunteers decided to utilize the
donat.ions to purchase beads and thread form the lowlands
and to commission some skKilled members from the community
to wmake intricately designed trinkets (for which the
Hanuno are noted) and ramit. a handwoven navy blue and
white: skirt which are often worn by the Hanunuo Mangyan
WOl . These products were sold within and even outside
the community eand the profits were divided between the
worker and the health program. Earnings derived by the
heallth program were used for two purposes--to purchase
more materials for the IGP and to set up a health fund for
the cmergency needs of the participating households of the
comminity, i.e., when some member households would need

MOney for medication and hospitalization in the
lowlinds, they could borrow around P200 and repay this
pProgiram. Aside from the health volunteers there were

several women and young children who were participating in
this income—-generating project.

-

The Botika sa Barangay or drug depot which was

launched by the community towards the last quarter, was
suppnrted by the health volunteers. Jpon the approval of
the health care committees and vilagers, the health
workors agreed that the drug depot should be managed by
only one health volunteer who lived in the center of the
villige Dbecause sheshe would be more accessible  to  the
commmnity. The policies and management procedure of the
drug depot, however, were formulated by the village health
care committee and the community. There was no problem in
Umabang as to who among the health workers would! manage
the drug depot. In Bailan. however, the health volunteers
who lived in the village center were reluctant to acceptl
the responsibility of operating this project. A comuan ity
meeth ng  had to be convened regarding this difficulity  and
the villagers chose the health worker who would manage
the drug depot.
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The Village Health Care (VHC) Committees

The two health care committees that were organized in
the two zones or sitios at the start of  the program
inp lementation were  intended to serve  as  aechanisms
through which the larger community could voice its wishes
and concerns about the health program. Each YHC committee
had 13 officials or a total of 26 officials. Ten
officials were also health workers. The YHCs had 19 male
and 7 female members; 18 were married, 2 were widowed,
whiie 6 were single. Hine YHC wmembers were related to
some:  health workers. Most (14) of the VHC members had
som:  elementary education and the average number of
schooling years was three.

The sitio kapitan or zone headman served as  the
comaittee chairperson and was the only appointive position
in the comnittee; the others were elected by the
comminity. The VHC had three subcommittees: Tagapagawa
{me:ning doer or performer), Kakavahan (meaning ability to
learn) and Tagapagsanasy (meaning trainor). Each sub--
comuitte had one chairperson and three members. The
village headman served as the overall chairman of these
comaittees. The Tagapagawa was in charge of implementing
a project while Kakayahan took care of wmobilizing the
comminity for wumeetings and to pick up drugs and other
health-related materials (e.g., sacks of powdered milk)
from the foothills. The tLagapagsanay took charge of
nobilizing the community and health workers to participate
in the training activities of the hesalth program.

Because of the overlapping membership of some health
workers in the health care committees, most of the
officials were largely awanre of  the health program
activities. In Bailan, it was observed that some health
car: committee officials who resided at  the center of
village often attended the meetf ings of the health workers.
They were also always present during community neetings
and in such gatherings the VHC officials particularly the
chairman and the health workers-officials were often  in
the forefront by attempting to explain to the community
the health program plans {(e.g., energency feeding; drug
depot) that were presented by the project nurse or by
giving sugdestions to further improve the implementation
of a project. :

The VHC officials were often consulied by the project

nurse and health workers in most of their activities. For
example, when the émergency feeding project was plannerd,
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the VHC officials were asked Lo react to the proposed
activities that were designed by the project nurse and the
health workers before the said project was launched. They
were also asked what roles they would play in facilitating
this project. In this particular activity, what perhaps
appeared to be the more visible contribution of the VHC
members - and officials was the mobilization of the
residents to haul several sacks of donated powdered and
corn  soya milk as well as medicines from the foothills.
Even the VHC members themselves were personally involved
in the foregoing tasks.

Another activity was the celebration of the first
¥year anniversary of the health <linic. Prior to this
activity, the VHC members were asked to comment on the
planned program of activities for the one-day celebration.
They were also asked to help wmobilize the residents
contribute some food and other resources for this under-
taking.

Perhaps the activity where most VHC officials  and
menhers  were actively involved in was the  income genera
Ling project (IG) of the health workers. Whiens  Lhe
projiet nurse consulted the Umabang health care commithbee
about the possibility of utilizing the funds for an
income-denerating project during the fourth quarter of the
implementation phase, the officials readily approved the
idea. They then agreed that the initial funds be utilized
to buy beads and thread from the lowlands so  that they
couldl commission other health workers sand interested
residents to make bracelets, trinkets, and ramit or hand-
woven skirts. They also agreed that the products of these
workers would be collected and marketed by the committee
within and outside the community and the earnings would be
divilded between the VHC and the bead or skirt maker. A
go tou the weaver the remaining 70 percent would go to IGP.
Bracelets and other trinkets could be sold at P7 o P16
and 30 percent of this amount would be paid to the worker
whil.: the larger percentage would go to IGP. The VHC and
the health workers agreed that the earnings derived  from
the IGP would be initially utilized to procure more
materials for the project, and when they have accumalabed
enouh  profit, they would use part of this for community
health financing. Towards March 1987, the VHC in Umabang
had already accumulated a total amount of around P1, 000.
The YHC officials set side approximately one third of this
money for health financing and utilized the rest to
procure IGP materials. The health financing scheme would
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be limited to the families or communibty members who were
involved in the IGP, 1i.e.,  the VHC, the health workers,
and bead and skirt-makers. These families could borrow
money  from the comwittee for cuergency purposes., i.6.,
when a family member must be hospitalized or tHreated  in
the lowlands. As of March 1987 around one-third of the
comminity were involved 'in the IGPs and the VHCs planned
to  involve other members so they could avail of the
benetits as well as the possible loan assistance from DSW.
The YHC assigned a secretary treasurer Lo keep the records
and funds and to coordinate the marketing of the trinkets
and «KkKirts. To countercheck the records of the secretary-
treasurer, the village headman or the YHC chairman plus
thre« other VHC officials regularly audited the former and
kept their own copies of the Ltransactions between the
workors and secretary-treasurer.

The Bailan VYHC health workers and villagers emulatsed
the IGP procedure of Umabang towards the last quarter of
Lhe health program.

In March 1987, +the social worker from the Department
of  Uocial Welfare of the municipality of Bulalacao wmet
withh the VHC officials and expressed her inbterest  to
assict the IGPs  of both communities by extending loan
assistance of around P5,000 from their Self-Euployment
Assictance Program to  each rarticipating village.
Hegotl iations between the DSW project officers and the VHCs
continued after the implementation phase of the health
program.  The VHCs in consultation with their respective
comminities were inclined to borrow from the DSW.

e Uommanity

Another major component in the community-based health
progiram are the residents who patronized their health
workers and contributed their resources to the projects of
the health programs. Without the sustained interest and
cooperation of the community residents, the health program
would not have been launched.

The major contributions of the commnity residents
were noted in the following areas: {1} construction of
the health clinic; (2) participstion in inauguration and
first year anniversary celebration of the health clinics;
(3} attendance in community meetings; (4} participation
in health-related activities such as emergency feeding,
immunization, nutrition education training and income-

H
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generating project; and (5} provision of quarterly house-
hold data on vital denographic processes (L., ferlility,
mortality, and worbidity). :

The health c¢linic. The wmost concrete manifestation
of the community’s contribultion to the health program was
the construction of a health clinic in each of the two
sitios or zones in the village. g oagreed upon during the
planning weeting of the health program, the clinics would
be built with the community residents providing the
material and manpower resources for their construction.
It rtook around four months for the residents in Umabang
arl Bailan to complete their health olinices. It was
observed that after the planning meeting the construction

“of the health clinics was rather slow. But after the

January 1987 community meeling. construction work wag
facilitated. The relatives of  the health WOTKR& S
contributed more manpower and material resources  in the
final completion of these facilities.

The Umabang health clinic g located in s 200 gquare
metes  lot on the right side of the w@wmain gate ol Lhe
compound of the PHM school.  I1 is surrounded with a fence
made of wooden posts and bamboo splits. Its front gate
face:: the basketball court. Within the clinic compound iu
a hi:rbal garden planted with different kKinds of medicinal

rlan'.s. The health clinic is about 2.5 meters wide and
about. 5.5 meters long. Its roof is made of cogon grass
whil: its walls are made of Lree  barky. Its door is
arcund 2.5 meters wide and it igs made of bamboo splits.
The: «:linic has three one-fool sized windows. Two thirds

of the elinic has no flooring except for the small room
which ocecupies about one third of the area which has
bamboo splits flooring. This small room is separabed by a
wall made of tree barks and it 15 utilized as an
examination room and as a place Lo store the medicine. It
has a two-meter long bamboo bed a small  bamboo medicine
cabinet and a small mirror.

The furniture found on the major part of the «<linic
or the area with no flooring are a long baumboo  bench, a
rectangular table with small wooden benches around it
The elinic also had some on health and nutrition posters
on its walls and a wall clock on one of wooden posts.  The
following instruments are found in the clinic: a stetho-
scope, & blood pressure apparatus, a pair of scissors, two
thermometers, syringes, needles, two weighing scales,
lancets, glass slides for malarial smear, and two birth
attendants’® Kits.

4
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The Bailan health <linic, on the other hand, occupies
a 400 square meter lot in the center of the village. It
is  surrounded by a wooden and bawboo fence and it has two
gates——-one fronting the clinic’s main door and another
facing the village’s kiosk and old clinic. Within the
cliniec compound are a long wooden bench situasted near the
main gate, a long bamboo table with benches around it arnd
a garden with different Kinds of herbal plants.

Unlike the Umabang health clinic, the Bailan ¢linic
also  serves as the staff house for the project team. o In
faci., only about one-third of the 6 meter long and 4.5
metir-wide structure was the health clinie while the rest
served as the staff house. The staff house is  separated
from the clinic through a bamboo and wooden wall and a
small door. It has a small kitchen, a receiving room with
a rattan hammock arkd long bamboo  bench, and mezsanine
which served as the sleeping quarters for the staff.

Inside the health clinic are the following: a swall
wooslen tLable, two  smnll bencohies) twey  wooklen bhailt o in
cab netsg as storage for wedicine sand instrumentsy, a small
bamboo bed which is separated from the main ¢linic by  a
colored plastic curtain, a baltery-operated wall clock, a
small mirror, and some posteryd on fawmily planning and
matirition. The instruments of the Bailan <linic are
similar to those of Umabang except that the former has
three birth attendants kits.

To maintain both clinicy, some health volunteers

agreed to operate thewm on specitio days. They also agreed
10 undergo special training on clinic management. The

commainity residents, on the other hand, agread that in
order to replenish the supplies particularly over-the-
counter types of druds, cash donations will be given by

those who would utilize the olinic’s  gervioos. Thew
understood that the donations would be utilized to procure
medicine, particularly those Lhat were not available at

the Bural Health Unit.

During the launching of thoe health olinic, most  of
the households in the communibty participated in the one-

day celebration. They donated food items such as rice,
576} o ¢ rooterops and vegetables: some residents also lent
their cooking utensils for this ocoasion. In Umabang and

in Bailan, food was preparcd in the sLal{ house  and o o
some homes of the health workers living in the center  of
village. Before serving iunch, the residents had  oa
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Lhonksgiving ceremony, with the village headwan leading
the invocation and thanking the project Leam and the other
residents for the efforts exerted in  constructing  the
health clinic. In Bmabang, Junch was served in Lhe yard
f the health eclinic while in Bailan, food was served in
the village kivusk which was about 50 yards away from
hesith clinic. After the celebration, the residents
cleaned up the place.

One year after the launching of the health c<linic,
ancther community celebration was held in each village.
The. celebration was called Araw ng  Kalusugan (meaning
health day)}) and the activities were =a photo exhibit
showing various health-related aspects of comaunity life,
a hasketball game, parlor game, singing contest, and the
comminity thanksgiving. The  residents donated arid
prepared the food for lunch and ¢leaned up the place after
the celebration the way they did in the launching of the

heslth clinic.

Community meetings. For the entire implementalion
rhase  of the health prograwm, 12 commuinity meetings weres
conducted in the area (five in Umabang and seven in
Bailanj. Seven of these mectings were convened by the
project nurge while the others were joint meetings  with
the project staff of the Pundasyon Hanunuo Mangyan 3chool

(see Tables 5.11 and 5.12}.

The first community meeling in sach village was held
in  January 1986. In Umabang. the meclingg was held  on
January 22 and it was attended by 4% adulls and 16 heallh
workers;, in Bailan, the meeting was conducted on January
29 and around 85 adults and 1% health workers attended.
It was observed that the majority of the participants were

males  or the household heads. The wmeeting lasted from
three to four hours and it was chaired by the project
nurse., The agenda covered the following items: (1) The

health program in the community; (2} duties of the health
worker; (3) immunization, family planning, and use of
herbal wedicine; (4) completion of the health clinic’s
construction; (5) election of the officials and members of
the health care committee; (B) the "Botika sa Barangay™ or
druyg depot; and (7) the launching or inaugration of the
health clinic. It was noted thal the residents in the two
villages were rather enthusiastic to iwmplement the health
prodram that was presented to them by the project nurse.
They pledged to expedite Lhe completion  of  Lhe heallh
clinie construction and to participate in this facility’s
inauguration in February. It was observed that during the
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Table 5.11

Suasary of Community Meetings
(Sitio Umabang)

3.46

Date Duration Attendees (Number and Composition) Major Topics Discussed
January 22, 1986 4 hours 16 health vorkers; 43 adults 1. The health workers' duties and responsibilites
2. Health clinic activities
3. Election of Village Health Committee officials
4. Health program as a vhole
Septeaber 2, 1986 4 hours 12 health vorkers; 5 Village Health 1. Emergency feeding
(1 hour and Committee officials; 44 comsunity 2, Nutrition Training
30 minutes - people 3. Issues and Probleas
health 4. Income Generating Project : |
progras
topics)
Septeaber 20, 1986% 3 hours 63 community people; 8 health 1. Income Generating Project
(20 minutes - workers
health
prograa
topics)
February 7, 1987# 3 hours 13 health workers; 14 sitio men/ 1. Income Generating Project Activities
(f hour and voaen 2. Botika sa Barangay
30 minutes - 3. Kalusugan Day celebration preparation and
heal th and activities
progras
topics)
March 21, 1987 2 hours and Health project staff; PHNS staff; 1. Income Generating Project Activities
30 minutes  PESAM agriculturist; 42 sen/voamen
(20 minutes - (7 health vorkers)
health
prograa
topics)

1oint seeting vith the Pundasyon Hanunuo Mangyan School.
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Table 5.12

Summary of Comsunity Meetings
(Sitio Bailan)

Date Duration Attendees (Number and Composition) Major Topics Discussed
.
January 29, 1386 3 hours 70 adults; 15 health vorkers L. Health vorkers' duties, responsibilities and %
probless encountered '
2. Health clinic activities; immunization of :
preschoolers 5

3. Election of Village Health Committee officials

-------------

Septeaber 6, 1986 | hour and 13 health vorkers; 9 children; 3 1. Health workers' activities and community
13 minutes  Village Health Committee officials; participation
3 PHM Board Mesbers; 2 sitio 2. Health clinic; supply of medicines
officials; some men and vomen

. Septeaber 13, 1986 2 hours {5 health vorkers; 27 children; 1. Emergency feeding Activities
3 PHM Board members; 8 sitio 2. Nutrition classes
officials; b VHC officials; about 3. Probleas on cooperation
43 sen/vomen 4. Presentation of Hilots and Hilot kits
3. Hauling of things needed at the Bailan

clinic from the foothills
6. Other probless regarding the health progras’s
activities and plans

January 16, 19862 4 hours 40 men/vosen (4 health vorkers) 1. Income Generating Project
(50 minutes - 2. Botika sa Barangay (drug depot)
health 3. Arav ng Kalusugan (health day celebration)
progras
topics)

January 54, 1986 1 hour and 50 men/vomen (12 health workers), 1. Preparation for the Aray ng Kalusugan (health
15 minutes 20 children, 2 PHNS teachers day celebration

2. Other activities and plans

Rarch 22, 1986 1 hour and 33 sen/vomen (12 health vorkers) 1. Botika sa Barangay (drug depot)
40 minutes 2. Llinkage and coordination
3. Retraining schedules

Narch 29, 1986 1 hour and 26 men/vomen (10 health workers) I. Presentation of the results of the meeting
13 minutes vith the DSW officer in Bulalacao

%j0int seeting vith the Pundasyon Hanunuo Mangyan School.
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election of the health care committee officials, particu-
larly in Bailan, the residents were hesitant to volunteer
or 1o accept nominations to become committee officials
because they did not want to be blamed for anything should
the health program fail in their village. Apart from the
sitic or =zone headman who was appointed by the project
nursce ag the overall chairperson of the committee in  each
sitic, the other 12 officials were alected by the
residents.

The Botika sa Barangay or drug depot concept was
broached by the project nurse as early as this phase  of
the health program and the community appeared to be favor-
able to the idea. It took several months, however, for
this project to be launched by the community.

The initial meeting as well as the subsequent  ones,
ofter started late, about onhe to hours after the
designated time. The distance of the homes of the far-
flung hamlets to the village proper and the cultural
concept of time may be some of the contributing factorsy

for the delayed start of community meebings. Tt was noted
that most of the participants in the meeting were males
and several children were often present. In moss b

meetings, the project nurse usually presented the health
program and project to the villagers and most of those who
reacted to the presentation or who joined the discussions
were the older male village officials. It was observed
that if there was a favorable response to s project among
the village leaders, the other community residents  would
tend to approve this endeavor. Or if wvolunteers were
neededl for certain  tasks, the villagers were often
hesitant to offer their services unless the officials and
other leaders encourage thew Lo participate.

The next community meeling was convened in  September
1986, eight months afiee the first meeting. Ho meebing
was held between February to August because  the ‘project
team relied on the health workers as well as the health
care committee officials to link up the program to  the
comainity residents. The project nurse observed that the
number of health workers serving in their respechtive areas
have declined and the community’ 5 interest in  participa-
ting in the PHC program appoared Lo diminish  in the
succreding months so  she  requested  or called  for o
community meeting to discuss these obgservations. Other
health-related activities such as the health cliniec, and
emergency feeding project were also  raised  in thig
mecting. In Umabang, the wmeeting was  convened  on
September 2, while in Bailan the meeting took place  on
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Septomber 6. There were 44 residents who attended  the
Unabing meeting plus 12 health workers and five Village
Health Care Committee officials. In Bailan, arcund 21

esidents came (14 health workers, 3 health care
Comm:ttee officials, 2 school officials, 2 village
officials). The Umabang meeting lasted for about four
hours while the Bailan mpeflny t ook arouud one hour and 15
minad es.

During the Umabang meeling, the residents expreused
their interest o the project nurse in  continuing  the
program and discussed that Lhe declining number of health
workers servicing their respectlve areas maybe attributed
to the demands in their swidden farms and other activities
of ihe program, e.g., emergency feeding. They also
discussed the different topics presented to them by the
project nurse, Vis., emergency feeding, clinic donations.
used clothing donated by outsiders, the health colinic,
medicine, and referrals to hospitals and RHI. The project
nurse  clarified to the residents that only families with
malnourished children were included in the emergency
feeding project and there would be a nutrition training

for the families in the commanity. The residents agreed
that the training that would be divided into two sessions
and this was scheduled on the following dates: seplenber

8-0, and September 15-16. 19885,

The Umabang commuanity also witnessed the counting of
the  olinic cash donation from Jdanuary to August 19868  and
the  amount reached a total of P45.95. The residents
approved the recommendation of the projecht nurse, the
health care committee officials and health workers that
this money should be used 1o buy beads to make bracelets

for the community’'s income- generabing project. ohe
further informed the body that the YHC Chairman would  be
the head of this project. She also asked  for  three

volunteers from the villagers to serve as witnesses Lo the
I1GP  tbransactions of the VHC Chalrman and three male  vil
lagers offered to do the task.

The project nurse also informed the residents  that
the project received some used clothing from Manila and
these were distributed to the health workers in the comma-
nity. The project nurse likewlse informed the residents
Lhatl. the health clinic would be opon overyday Lrom weight
o' clock in the morning to five o' clock in the afternoon,
five lays a week, from Monday to Friday. She also 1old
them that several sacks of  corn soya milk would be
donatid to the community and requested the help of  the




resicents in hauling these from Lhe foothills.

The Bailan September meeting. on the other hand,
focused mainly on the performance of the health workers
and community participation, emcrgency feeding, the health
clinic and prescription of modern dmages. Inn the  digocag
sion about the health workers and the community’s  in-
volvement, it appeared Lthat the participants wers blaming
the bealth workers for their inability to continue serving
theiy  coverage areas. They informed the project nurse
that they still wanted Lo conlinue the program and oven
supggcsted  that there was a need to determine from the
residents and health workers what their difficulties  or
problems were in health care service delivery. The health

workers who were present cited work in the farm and at
home as the constraining factors in regularly serving
itheilry catchment areas. They also recommendead that  some

poople  who lived 1o far flung hewlets to build  their
housess at the village proper so that they could be casily
react.ed by the health workers. Because only a Lew people
wi:re:  present. in Fhic meeting Lhe piroup decidoed Lo convone
another meeting on September 13 to discuss the  Lsoue of
coope ration and unity with the majorily of the residents,

The emergency feeding projecl, particularly the pro-
blews that arose in its implementation, were presented by
the project nurse. The issue that few mothers were
picking up the food shares of their malnourished children
aixd  having their children regularly weighed was  praised.
The:  concerned residents reasoned that the stormy  weather
and strong rains were the deterring factors that prevented
the wmothers from collecting the food shares and  taking
their children to the village proper but as soon as  the
westher improved, they promised to undertake the foregoing
tasks.  The other problem that, the project purse raised in
relation to the emergency feeding project was the hauling
of the sacks of powdered milk from the foothills to o the
village. The residents deliberated for aboul five winutey
on  how these food items would be procured before two  wen
and & health care committee officials volunteered to  pick
up these materials themselves. A health worker also
volunteered her husband to help the three foregoing
volunteers.

The issue of medicine diuspensation from  the health
clinice was also brought up by the project  nurse. Sotae
residents complained that Lhey had difficulbly in Procur ing
the drugs because the health clinia was always closed  and
no  health worker was often available to manage the health
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cliniec  when the project nurse was not in the commanity.
Although around seven health workers had reeived sone
training on clinic management, o one from  among  this
batch regularly operated the clinic because of  the mis-
conception that each volunteer would work in the health
clinic for one full week instead of only one day, thus
taking them away from their swidden farms and families.
Hoting the need to operate the health clinic everyday, 10
health workers volunteered to undergo another clinic
management training and to work in  pairs, each  pair
manning this health facility at least once a week, from
Mondnay to Friday. On weekends, when Some medicine  were
need:zd by the residents, the health workers who wero based
in the wvillage proper werce asked Lo open the ¢linic  and
dispense .some drugs.

The September 13 meeting in Bailan was attended by 80

adulis, 15 health workers, and 27 children and it was held
in the old c¢linic house. The 60 adults included the  PHM
school board chairman from Umabang village, eight village
officials, and six health care comitbes officialy. Thie:

meelingd  was supposed Lo starl at 9:30 in the morning  bul
it was not until 10:4% in the morning when  the  meeting
actuslly began. The project nurse presided over the
meeling and a similar agends as in the September 6 meebting
was presented. The meeting lasticd Tor about two hours.

The meeting started with the project nurse bringing
up her observation that many pecople were not  cooperating
in the health program’s acLivilies despite the fact  Lhat
the program had been operating for almost a year. Bhe
then asked the Umabang PHM schoolboard chairman to share
his oxperiences in his village about the program. The PHM
representative frankly informed the body that the problemn
of  nadequate cooperation was also experienced  in his
sitic and he then enjoined the Bailan residents to extend
the il cooperation to  whaltever project  the commani Ly
intended to undertake because this would be beneficial to
the wajority.

Then they listensed Lo Lhe aclivities presented Lo
them by the project nurse regarding the emergency feeding

project and nutrition training. - The project nurse  re-
expl: ined the system followed by the health workers and
families with malnourished cohildren regarding the
eMmerL Bncy feeding actbivity and  then scheduled the

nutrition training with the heallh workers and  gpolhers.
When she raised the issue about the use of the warehouse
of & mining firm in the lowlandy for the initial storage
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of  the corn soya milk which would be donated by Catholic
Charities, the community officials expressed Ltheir reser-
vations because this mining firmm was known to have a land
probiem with the community. The Umabang PHM  represent-
ativ:: appeased them and suggested that they should go  in
groups  to haul  the sacks of corn soya milk  from  the
warehouse.

In this meeting, Lthe heallh workers who took the RHU
hilot, or birth attendants’ training in  April We e
presented  to community and the kits that were donated by
the FHID to the comsanity.

After discussing health-related activities, Lhie Com
minily resumed discussions on the issue of coopsration for
abowi. one hour. The leaders raised ther observations thatl
the community, including the health workers and residents
vere: not yet united in performing some tasks that worJd
redonnd to the welfare of the community.  They emphasized
o  he body the need for cooperabion from the woajorily in
orde for them to succeed in Ltheir health as well as  the
othie projects.

During the last quavter, .., January to March 197,
Hmaby g had a monthly mecbing while Bailan, had fLwo commu
nity ameetings in January and bwo wpore in March.

The meeting on January 17 in Dmabang was s joint
endesvor with the PHM school staff ardd the health project
team and it was held at the schoolhouse and it was  pre-

sided by a member of the school project staff. It lasted
for three and half hours. It was atiended by 45 re-
sidents. Most of the topics thal were covered pertaineod

to school matters and the health aspect  was  included
towards the later portion when the project nurse was asked
o present the activities of the health programn. The:
projoct nurse, noting that the residents  were  already
tired, simply informed the body that the health  workers
arxl health care committee officials were planning to hold
a he:slth day in Februasry o one day oactivity they bormed ag
Araw ng Kalusugan (health day)} Lo colebrate the health
clinic’s first year anniversary. She reguested that this
topis be discussed in anobthor meoting?.

The February 7 Umabang moot ing was attended by 173
healih  workers and only 14 villagers including the sitio
head and the PHM chairman. Thies agernndn covered the income
generating project, the drug depobt. and the activities for
the 1 alusugan or health day celobration. After going over

]




the earnings and expenses of the [GP with the projdect
nurse, the participants decided that they would continue
this endeavor for it was beneficial to them. They would
also produce other products such as the hand-woven ramil
or sKirt. The project nurse also presented o the
residents the mechanisms in operating the drug depot which
she, the health workers and the VYHC officials  developed.
ohe stated that & health worker who was based in tLhe
village ©proper should manage the drug depot. The drugs
woulil be sold at her house and these medicines should be
thos: that were not readily avatlable at  the health
c¢linte and RHU, e.g., antibiobics. The first set of druds
amnoctating to around P300 would be initially donated by the

ol cam. Credit would not be allowed in the  procurement
o medicine  because  Lhe  carnitws would  bo oased Lo
reepl cnish the depot’s supply. The VHC officialy,  parli

ciulac-ly the chalrman, would overscee Lthe performance of the

henlth worker who would take charge of the drug depot and
reeo,ds would  be  kept for the community Lo examine  orp
Teevioow, The mechanisms in the operations of  the drug
depot.  appeared acceptable Lo the participants  of  the
meeting.

When the plans for the heasdlh day celebration  woere
discussed, the PHM schoolteachers joined  the wmeching.
This portion of the meeting was presided over by o health
workir. It was sagreed that the health day celebration
would be on February 14 and the activities would include a
shori. program, basketball games, parlor gamecs, Singing
conbaest, lunch,  and photo exhibit, The: families would
alun contribute five cups of rice or corn and vegetables
while: the project staff ~would donate salt and dried

anchovies. They would also divide thelr tasks in pre
paring the food but many did not want Lo bring fircwood or
fetcl water. It was decided thal each family would bring

firevood and that water for cooking and washing would be
felohed by several families.

On March 21, another Jjoint wmeceting with the TPHM

school  staff  was held in Umabang. It was held at  the
school  building and 42 residents attended. TL began st
10:%0 in the morning and lastead at around three in  the
aftesnoon. Almost 20 minwtes was utilismed by the hoealth
prog;am  and  the topic fooused on the village IGpy. A

heanlih worker gpresented a progross report of IGP to the
She informed bhe body Lhiab Lhin projecl wasy

oy,
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progressing and they were also producing rawit aside
brac -lets made from beads and those who would  like  to
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become IGP members were welcome to join the group. She
claimed that a member was entitled to borrow from the IGP
as much as P200 for the hospitalization expenses of any
wmember of his family. She also informed the group that
some  health workers and VHC officials from Umabang and
Bailan would go to Bulalacao on March 27 to meet with the
D5HW social worker for briefing about the possibility of
borrowing additional capital for their IGP venture. The
group appeared to be enthusiastic about the progress of
the IGP.

In Bailan, a community meeting was held on January 186
in collaboration with the PHM school project staff.
Around 40 adults came and the meeting was presided by one
of the PHM teachers. Most of the topics covered were on
school matters. When the health project was asked to
rresent a status report, the project nurse presented  the
IGP, drug depot, and health-day celebration plans.

The project nurse informed the people that the amount
doneated by the villagers to the clinic was over P4% . ansd

she asked them how this amount would be ulilized. She
thern: informed them about the IGP in Umabang and asked them
if they wanted the same activity. They agreed to carry
out the same project.: The project nurse said the head of
this venture should also be the sitio headman because he
also headed the Health Care Committee. Then she asked for

three villagers to volunteer as witnesses to  the IGP
transactions and to help the VHC chairman in managing the
proiect but no one wanted to assume the tasks. Only after
a careful presentation of the roles of the witness by the
presiding  teacher and the project ourse did the residents
decide to elect three male villagers as  the [GP’s
withesses. When the issue of how debls would be paid by
tmeantoirs who  would borrow from the IGP  was  ralsed, the
group decided to postpone the discussion to a later date.

The mechanisms for the drug depobl were presenbed by
the project nurse and these were approved by the comma-
nity. However, no one was sassigned to handle the drug
depot  yet. It was agreed that the plans for the heallh
day celebration would be discussed in another meeting.

On January 24, 50 residents, 12 health workers, and
two  schoolteachers Joined the Ballan community meeting.
in this meeting, the project nurase asked the health  care
comnittee chairman to serve as the presiding officer.
Without giving a background about the planes made by thie
health  workers and health care commibboe, Lthe  chinirman




informed the residents that they were supposed Lo donate
rice and vegetables for the health day celebralion.
Because this direct assignment of donation confused the
body, the project nurse intervened by giving a background
of  what was planned by the health staff and  VHC. The:
project documentors also assisted the chairman on how  he
could  present the topics systematically so that  the
villugers could understand  the  dizouss ion. When o Lhe
flow of discussion was more organized, Lhe sitico headman
and the residents agreed on the {ollowing: (13 the heanlth
day «celebration would be held on January 31 (2 they
wowrld  contribute rice or corn and vegetables: (3} there
would be parlor games and basketball competion which would
be managed by the health care committes officialy,  hoealth
workers and project staff; {4} the project staff would
donate salt and dried anchovies,; and (5) the deadline for
submission of contributions would be on January 29.

The next Bailan community meebing was held on March
22 and only 33 residents came, including 12 health
workers. It was held in the afternoon and it lasted for
around two hours. The first topic had to do  with who
among the health workers would nmanage the Botika usa
Barangay ~or drug depot because no one from among the
health workers would volunteer to Jdo  the task. The
officials and other villagers were able Lo persuade 2
health worker who lived in the village proper bto handle
this project. The project nurse turned over the drugs for
the Botika to the health worker right after her acceptance
of the responsibility from the community. The projecth
nurse informed the body that one of the heallh  workeres
who was critically 111 was confined at  the Calapan
Provincial Hospital and the DSW, DOH. - and Red Crosg
assisted in the hospitalization expenses ol this  health
worker., She added that linking up with lowland sagencieg
was wne of the training activitics Lhat the heallh program
was conducting and that two health workers were beling
trained to link up with these agencles.

, The group was informed by the project nurse that two

health workers and the hezalth care committer chairman
would Jjoin the Umabang representatives to  Bulalacao on
March 27 to meet with the DSW social worker regarding a
possible loan for additional capital for their IGP.

On March 29, another communibty meeting was convensed
for  around one hour and fiftecn minutos and 260 residonty
came including 12 health workers. The Bailan represent-

atives who joined the Umabang Leam to meet with the DSW
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social  worker reported the results of their weeting.
They were informed about the DSW mechanisms  which  would
enable them to borrow additional capital for their IGP.
Encouraged by the support extended by the Bulalacao social
worker, the droup agreed that they would pursue their
plans of borrowing capital funds for their project.

Participation in health related activities. Aside
from wtilizing the services of the health workers and the
health clinic, the residents in Lhe community participated
in other health related activities particularly in the
immenization of young children, cmergency  feeding, and
nutrition education training, and the income-generating

project.

Although the immunization of young children was  an
unfamiliar preventive health practice, wmost households
with preschoolers did not resist the cowpaign of  the
health workers to bring their children to  the health
clinic for immanization. The orientation given by the
health  workers and nurse about the benefityg derivend  from
vacoines plus the proper care given 1o a newly  lmmanised
child might have molivated the wmothers Lo Submit their

young children for immamization. Of the 170 preschool
children in the community, 118 (89.4%) received al.  least
one: type of vaccine. Only around four children were able

o receive the full dosage of the basic vacoines (1 BCG, 2
DFT, and 3 OPV). Although many mothers would have wanted
their young children to receive the full  complementation
of  the vaccines, this way not realized because of  Lhe
irredular schedule of the vacoines’ arrival at the  RHOL
Many mothers, particularly those {rom the distanl hamlets,
were not readily informed  abowl  the arrvival of  the
vaco ines. Some children were also reported Lo be 1110 at
Lhe cime the innoculation was available.

The other major undertaking that was suppoirted by the
comninity particularly by thouse households with malnour-
ishel children was the emergency feeding project. After
the health workers and health care committee officials
informed the parents about the need for their families to
participate in the feeding project and the acupmp&nying
training activities, many houscholds responded by
attending the training on food preparation, mabrition and
by picking up the weekly supplementary food consisting of
mongs beans, powdered dried archovies and milk for the
family for a period of arocund two months. However,  only
few parents took their children to the health olinic  for
the weekly weight measurement.. Of Lhe 86 children (out of
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163 who were weighed in May 1986) who were identified asy
second (32.5%) and third (20.2%) degree malnourishod, only
36 (41.8%) had their growbth monitored for six  weeks
(Augrvst  to  September 15, 1986 while three cochildren
dropred out  after the second week. Distance from the
village center, inclement weathor, sand illness wero among
the reasons cited by the parents for their non -compliance

tu the weight monitoring activity. Of the 12 (out of 21
malnourished children) preschoolers in Umabang whose

weight were wmeasured, only Lwo showed some woight  gain
(rang e, B8 to 1.5 1bs.); the rest did not  show  any
improvement, or even lost some weight. ranging from a
lbs. to - 1.2 1bs. In Bailan. on the other hand, 23 of
the 24 preschoolers who were weighed for six weeks showed
some slight improvement ranging from .3 to 3.9 1bs. The
highest weight gain were from among the third degree
malnourished children (ranging frow .7 to 3.9 1bs. ).

Although the emsrgency feeding project did show some
slight  improvement in the weight of most children whose
weights were monitored, the overanll weight of 146 children
whose  weilghts were meacurcd five monbtbes daber (ilo., i
February 1987} indicated that the proportion of iwmal-
nourished children in the community had shown no marked
improvement (65% in May 1986 and 862 in  February 1987).
In UDmabang, the number of third degree malnhourished
children had in fact considerably increased from 5.4% to
32.57%. In Bailan, the third degree malnourished children
slight.ly decreased but the number of second degree  mal-
nourished children went up from 32.7% in May 1986 to 41,5
in February 1987 (see Table 5.13).

While no marked change was noted in the weight of the
children, there appeared Lo be some qualitative change in
the way some households in the community prepare bheir

food for the family.  This obscrvation may  be  partly
attributed to their exposure Lo the food preparation . and
nutrition education training. For example. prior to the

nutrition training, it was observed that houscholds  used
to boil a cupful of kadios or pigeon peas in a  cauldron
full of water, and when this was cooked, the children were
usually fed with only the soup while the cooked peas  were
given to the adults. After the nmubtrition bLraining, the
beans were cooked with less water and  both the cooked
beans and soup were given to the children.

The income-gencrating prodect (IGP) which bhe comau
nity supported was not directly cConcerned  with  health
serviee delivery bul its origins and goals  were mainly
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Table 3.13

Nutritional Status of Preschool Children
(0-6 years old) in May 1986 and february 1987

- = = = = = D = e e 08 e e G O O D 0 80 o

TOTAL (nuaber) 56 100.0 107 100.0 163 100.0

e May 1986 ______ .. e February 1987 _______________
' Unabang Bailan Total ! Usabang Bailan Total
Nutritional Status | No. 1 No. 3 No. 1 i No. 1 No. 1 No. !
Normal V8 14.3 13 12,1 21 129 + 3§ 12,3 6 5.7 1 1.5
0 } H
1 v 2 48.2 29 27.1 36 4.4 1 13 32.5 30 28.3 43 - 29.5
o H H
2 i 18 32.1 Kh] 32.7 hX} 32 1 9 22.3 44 41.3 33 36.3
' ]
o 1 !
3 V3 5.4 30 28.0 n 20,2 4 13 32,9 26 24,9 39 26.7
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health-related because the wmoney which started this
progect  was donated by the rooidentbs Cor Lhe  mainbetinges
of the health clinic and the earnings would partly be
utilized for community health financing.

About one-third of the residents in the bwo villages
have: contributed to the project’s dovelopment. by providing
the needed manpower and skills to produce the trinkets and
hand-woven skirts. The interest and actual involvement of
a growing number of residents in the [GP  indicates Lhe
progspects for a viable health financing scheme in the two

villages. With possible support from the DBSW, it would
seem  that this health-related activity hag brighter

prospects for providing support not only to the health but
other related aspects of community life as well, e.g.,
educational needs of the children.

Monitoring of health and othor demographic agpocts of

Lhe  households. The: - household heads  mani festad  their
cooperation to the health program by willingly allowing
themselves to be interviewed by the documentors repgarding
the health and demographic changes in Lhelsr fowmilics  al
least once a guarter,

From the guartserly data collaecboed from all Lthe house
holds  in Umabang  and Bailan, the following wmorbidity
patierns surfaced. The tyvpes of 1llnesses which were
identified from the first guarter of 1986 to the first.
gquarter of 1987 covered a total of 2,818 cases  invoelving
2,413 individuals (see Table 5. 14). The  overall tLotal
cases of illnesses increased from 539 cases (19.1%) in the
firet quarter to 723 (25.7%) in the third guarter which
declined to 483 cases (17.2%) in the last quarter of +the

operational phase of Lhe programan. The: dercline  in Lhe
number of illnesses maybe attributed o Lhe . lmnproved
health status of the households and perhaps o the ability
of many households to prevent the ocourence of  some
illnesses such as gastro-intestinal diseases through

improved sanitation and illness managemeni neasures.

Table 5.15 shows that the three most  prevalent
reported 1illnesses were fever (802 cases or 28.5%%,
followed by gastro-intestinal disecases (633 cases  or
22.5%) and by headache (411 cases or 14.8%). Bkin
discases ranked fourth, followed by respiratory and viral
ailment. '




Nusber of Cases and Individuals with Illness
in Sitios Usabang and Bailan

Table 5.14

From First Quarter 1986
to First Quarter 1387

3,60

Nuaber of Cases with Illness

Nuaber of Sick Individuals

Year /quarter ; ; .................
E Usabang Bailan Total E Unabang Bailan Total
1986 : ;
First quarter ; 9 447 540 :' a1 310 391
Second quarter ; 170 91 561 E 146 299 445 |
Third quarter ; 167 536 123 ; 140 3% 534
' ' |
Fourth quarter ; 172 337 509 E 130 - 266 3%
1387
First quarter ; 9 389 483 é n 300 mn
TaTAL ; 100 2115 2816 ; YL 1569 2143




- Table 5.13

Types of 1111nesses in Sitios Usabang and Bailan Households
From First Quarter 1986 to First Quarter 1987

3.6l

_..TYPES OF ILLNESSES _NO SITIO

Respiratory Diseases

__Bastro_intestinal Diseases

Viral Diseases

Bailan Total

26

21

26

49

Year/Quarter ; SIT10S ;- SITIOS ; SITIOS
E Unabang Bailan Total 3 Usabang Bailan Total E Usabang
1985 | =' ;
First quarter E ] 21 21 ; 19 95 110 E 20 b
Second quarter ; 18 9 27 ; 57 89 146 ; 12 9
Third quarter ; 20 27 47 ; 36 152 208 .E 13 13
Fourth quarter E 40 49 89 E 24 57 81 E 27 22
1307
First quarter 5 21 M 73 E 23 63 8 E 1 8
TaTAL ; 105 160 265 ; 175 458 633 ; 3 58
i ' '
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Figure 5.2 indicates that among the four major
illnesses (respiratory, gastro-intestinal, viral and skin
diseases) reached their peak during the third quarter,
i.e., during the rainy months of July, August, and
Seplember. Respiratory infectious diseases and viral ill-
nesses, on the other hand, were at their highest during
the fourth quarter or the cold months of October to
December. The four types of illnesses declined during the
last. quarter of the program, a possible indication of an
improved health status among the households in the area.

Aside from fever and headache, it appears that the
most, prevalent illness in both Umabang and Bailan were
gastro-intestinal infectious diseases yet. The second most
prevalent 1illness in the two villages differed. In
Umabang, respiratory diseases ranked next to gdastro-
intestinal 'illnesses and in Bailan, skin diseases placed
second in the list. The prevalence of skin diseases in
Bailan may be attributed to the poor personal hygiene
amond the residents due mainly to certain eultural habits;
it may also be related to the inadequate and unsanitary
water supply in the sitio. It is interesting to point out
that. although Umabang had fewer households than Psilan,
the number of viral cases turned out to be higher in the
former than in Bailan.

Of the 2,816 morbidity cases, 1,283 (45.6%) were
experienced by the preschool children in  the past 156
months. The topmost reported illness was fever (453
cases 35.4%) followed by gastro-intestinal problems 383
(29.9%) (mostly diarrhea), then by respiratory diseases 14
{11.5%) while skin diseases 130 (10.1%) (see Tabke 5.16}).
Compared to the 1985 baseline data there seems to be more
young children who suffered from gastro-intestinal
illnesses during this period, but the number of cases who
had respiratory diseases declined. The number of pre-
schoolers who had malaria dropped considerably from 13.4%
in the baseline data to around one percent. The high rate
of baseline data to around one percent. The high rate of
malaria cases in the baseline data may be attributed to
the 1inability of the households then o recognize the
sympptoms of the disease whereas after exposure +to the
health program, there was perhaps a more adequate know-
ledge of this disease.

Over half the morbidity cases applied home
remedy, particularly the use herbal medicine, and most of
patients got weall. A little over 17 porcent  sought
assistance from the health clinic while a slightly lower




e v

Number of
cases of
illnesses

Legend:

XXX XX

00000

Figure 5.2

Number of Illnesses From First Quarter 1986
to First Quarter 1987

240
220
200
180
160

140

100

ﬂ,.\
L
VAR FRASE IR L J
~

’,
'] ® e ~
° 7% 0 ane ~
o

80
60

40

|
|
|
|
|
|
|
|
I
|
|
|
120 | o

|
|
|
|
I
|
|
|
|
20 |
|

|

Quarter

Respiratory diseases
Gastro-intestinal diseases
Viral diseases

Skin diseases

5.64




Table 5.18

Illnesses of Preschoolers (0-6 years old)
From January 1986 to March 1987

Overall
Illness Number _..Number of Preschoolers
of Cases Cases % Individuals
Respiratory 265 148 11.5 127
Gastro-Intestinal 633 383 29.9 273
Viral 141 63 4.9 63
Skin Diseases 281 130 10.1 130
Fever 802 453 35.3 - 314
Headache 411 63 4.9 52
Others 283 43 3.4 41
TOTAL 2816 1283 100.0 937

figure (16.2%) utilized modern drugs only which were
either administered by the health workers or given by the
clinic or bought from the drug depot. Compared to the

baseline data which exhibited a high usage of +traditional

healers, the number of cases that sought this group's
assistance went down considerably to less than two percent
(Table 5.17).

Examining the fertility and mortality trends of the
community from January 1986 to March 1987, the data show
that the fertility rate was more than double the mortality
rate in the area (see Table 5.18). Of the 21 deaths, nine
were infants and the causes of their death were prevent-
able 1in nature--two died of diarrhea, two had umbilical
cord infection, two had fever, one had asthma, one had a
nutrition-related deficiency (beri-beri) and one had a
congdenital defect. The number of young children (4 years
and below) who died in the previous year (based on the
1986 baseline data) was lower by one child.
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Table §5.17

I11ness Management (Households) Number of Cases
January 1986 to March 1987
January 1986 to March 1987
Sitios Umabang and Bailan

lUsed modern Sought

Home remedy  Home remedy ‘ drugs only assistance Sought
Year /Quarter Nuaber (utilized first then (from clinic  from health assistance
of herbal utilized and other clinic (modern of traditional  QOthers?
(ases sedicine) modern drugs) sources) sedicine) healers

1386
First quarter 540 314 22 67 112 9 16
Second quarter 561 402 2 61 63 3 I
Third Quarter 132 456 13 134 90 B 20
Fourth Quarter 509 178 3 13 104 17 45
387
First Quarter 483 204 61 63 125 10 20
Total Number 2816 1354 193 456 494 47 112

1 93.2 5.4 16,2 17.5 1.7 4.0

849 cases vere referred to RHU, PHO or doctor in San Jose.
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Table §.18

Nuaber of Births and Deaths in Sitios Usabang and Bailan
From First Quarter 1986 to First Quarter 1987

T e Bueth L Death .
Year/Quarter .: Uaabang Bailan Total 2 E Unabang Bailan Totalb ' ‘
1966
First quarter ; i 2 3 ; i b} 6
Second quarter ; 2 7 9 ; - = -
Third quarter ; 6 § 15 .: { 3 4
Fourth quarter E 4 8 12 ; 3 4 9
First quarter :: 3 6. 9 % I 1 2 i

--------------------

a
24 males 24 fomales,

bTen were adulis, 9 were infants while two vere children with ages 7 and 13 years old. The majority died of
illness vhile 3 adults committed suicide. The infants died of the following: diarrhea (2), umbilical cord infection
{2y, fever (2), beri-beri (1), asthma (1), and congenital defect (1),
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The Rural Health Unit

Although the Rural Health Unit was unable to actively
participate in the health program in the upland communi-
ties due to its limited number of personnel, it provided
support to the program by extending training services,
curative as well as preventive services, referrals, drugs
and other formg of assistance to the project team and the
commuanity.

After the initial training of the health workers in
the two upland villeges by the RHU midwives in December
1986, the RHU extended another +training for birth
attendants in their health station for 11 male and female
Mangvan health workers for almost two days in April 1987.
The trainors were also the RHU midwives and they wutilized

lectures and demonstration wmethods. Free meals were also
provided to the Mangyan trainees during the training. As
mentioned earlier, five birth attendants” kits were given

by the RHU to the Mangyan participants for their use in
the uplands.

Throughout the implementation phase, the RHU also gave
some over—-the-counter drugs to the upland villages such as
aspirin ‘and analgesic. Because of the limited and
irregular supply of medicine and the wide catchment area
of +the RHU, the amount and type of medicine received by
the two upland villages were also affected particularly
for tuberculosis and malaria.

Aside from medicine, the RHU was able to provide BCG,
DPT, and OQPV ~vaccines for the Hanunuo preschoolers.
Because of personnel limitations, no one from among the
staff could go to the upland villages to immunize the
children; instead this task was undertaken by the project
nurse. The vaccines were picked up by the project nurse
or the health workers from the RHU and were placed in a
small styrofoam box with ice.

The 40 water—sealed plastic toilets that were dornated
by the Regional Office of the Department of Health were
coursed through the RHU. The RHU’s sanitary inspector
instructed the project team about the construction of this
type of toilet during the first quarter of the health
program. :

flaving known about the high degree of malnutrition
amon;? young children in the two upland villages, the RHU
set aside 20 sacks of powdered milk for the emergency

i
]
'
!
;
i
i
:
;
‘
i
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feedindgd project for these aresas. Because malaria is
endemic in Mindoro, particularly in the wuplands, a
malarial spray team composed of five Department of Health
staff, were sent to the villages for around two days.
Four sgtaff members sprayed anti-malarial chemicals to
every house in the area and one member took malarial blood
smear of the upland residents. The people in the
community recalled that the last time a malarial spray
team merviced their area was around 10 years ago.

Although the tribal community could only be reached by
climbing steep and mountainous terrain for at least four
hours, the RHU and the Department of Health brought their
heavy equipment to Umabang to show a film on family
rlanning and preventive health practices. It was +the
firat experience for the upland residents to gee a film
within their community.

Although the RHU staff were unable to visit Umabang
and Bailan during the implementation phase of the health
Progrram, its facilities and other gervices were available
to the project team and the Hanunuo Mangyan health workers
from the community. For example, when tubercular sputum
and malarial smear slides were sent by the upland commu-
nity to the RHU for analysis, the RHU staff would forward
these to their laboratory in the next municipality or in
the provincial capital. The RHU midwives also assisted
the project nurse and health workers in securing referral
documents from the municipal mayor and the social workers
of the Department of Social Welfare when the former
brought patients that needed hospitalization. Around five
referrals had been provided by the RHU during the imple-
mentation phase of the program.

The RHU staff also cooperated with the project nurse
in Lhe training of the health workers who would serve as
the 1link or conduit between the upland community and the
RHU. During the visit of the health workers to the RHU
during ther training, the midwives provided them with a
general orientation about the set up of the health unit
and its services and referral system.
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The P'roject Team

The presence and active intervention of the project
team 1in the area has no doubt facilitated the implement-
ation of the community-based health program in the sitios
of Umabang and Bailan. The project team is composed of a
nurse and two field documentors. The team also received
direct support from a medical consultant who conducted
pericdic visits and extended medical services to the
villuages. He also provided directions to the strategies
utilized by the project nurse in training the health
workers.

The project nurse. The central figure in the commu-
nity-based health program in the upland villages was the
project nurse for she participated in  practically every
rhase of this project, starting from the collection of
baseline information, dissemination of findings, initial
training of the health workers up to the implementation

phase  of the health program. Relatively tall for a
Filipino, the project nurse was around 5’7" tall and was
in her late twenties. Prior to her assignment in the two

villages, the project nurse received formal training in
primary health care procedures from the Ministry (now
Department) of Health.

The project nurse was primarily responsible for the
supervision and development of the upland health workers
medical skills in the field and at the health clinics.
After the initial health training in December 1985, she
took charge of practically all the training activities in
the highlands (refer to Tables 5.4 and 5.5 for the list of
training activities participated by the health workers and
other sectors of the community}.

Aware of the difficulties encountered by the health
workers during the first training workshop, the project
nurse Ssaw to it that the subsequent training activities
would be undertaken with more participation on the part of
the trainees by conducting more discussions and demonstra-
tions. For example, during the review or retraining, the
project nurse often asked health volunteers what they knew
about a particular health topic such as tuberculosis and
malaria and to describe how this illness should be man-
aged . If a demonstration was needed in the discussion
such as the preparation of a tubsrcular sputumn, a health
worker would be asked to show how this would be carried

out.



Another concrete evsmple was the nutrition education
training. Aside from describing nutritious food groups
and discussing which food items were available or could be
grown in the community, food preparation was also demons-—
trated by the project muarse to the mothers of malnourished
children with the assistance of the health workers.
Simple but nutritious recipes which took into consider-
ation the cooking practices (which was mostly boiling and
broiling) of the Hanunuo Mangvan and the food groups that
were available in the area (e.g., kadios, pigeon peas,
mongo  beans, and other vegetables) were utilizsed by the
projoct nurse in this particular activity.

To determine whether the health workers imbibed the
health care lessons taught to them in  various training
activities, the project nurse conducted a less formal eva-
luation of the health workers® skills in  October 1986,
She assessed the curative and preventive abilities of the
health providers based on her personal knowledge of and
exper-ience with them from supervising their activities in
the 1'iteld rather than through o formal proficicney domon:s

Ltration. In terms of curative skills, the nurse reported
that 87.5% (14 of 16) of the Umabang volunteers konew how
o provide treatment for common 1llnesses such  as

diarrhea, malaria, fever, cough and headache, while in
Bailan around 48% (10 of 21} of the health workers could

treatl. such i1llnesses. The treatment that the volunteers
knew how to administer were herbal "remedies such as
various preparations of roots and leaves. HWith regards

to preventive skills, the nurse maintained that 58% (12
out of 21) of the Umabang workers were knowledgeable in
the prevention of diarrhea and parasitism while 43% (9 out
of 21) of the Bailan volunteers knew how to prevent those
illnusses. The issue that can be raised with this
evaluation concerns the actual provision and effectiveness
of the health care services.

The project nurse stated that in order for the health
providers, particularly those in Bailan, to igprove their
health care skills they need to be better able to identify
the signs and symptoms of various illnesses, to dissemni-
nate information properly to the people and to develop
greater interest and willingness in their work. The nurse
also estimated that 94% (15 to 16} of the volunteers in
Umabang and 43% (9 of 21) of those in Bailan were
adequately perforning their tasks. The project nurse
attributed the poor performance of the Bailan workers to
their inadequate knowledge of Lhe topics covered during
the training workshops, the distance frowm their residences
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to their areas of coverage, and their lack of interest in
fulfilling their duties as community health providers.

Apart from training, the project nurse was primarily
responsible for convening the meetings among the health
workers and other sectors of the community (see Table .3
for the 1list of meetings). During mneetings with the
health workers she often initiated the discussion to
encourage the health workers to voice their problems in
the field and to discuss program plans and projects. The
health workers often relied on her for suggestions or for
assistance in helping them decide what activities to
undertake and to prepare initial project plans and acti-
vities, For example, when the health workers and the
health care committee officials met to discuss about the
health clinic fund from donations given by the residents
who used this facility, they asked the project nurse how
this money could be utilized productively. She  then
suggested that this fund could be used to start an income-
generating project which was enthusiastically approved by
them. Aware of the participatory concerns of the health
program, the project nurse tried to see to it that  the
decisions made during such meelings were made by the
majority of the health workers or with the health care
committee officials and were not solely her own or by a
small group of health volunteers.

In community meetings, the project nurse often served
as the chairperson and she also usually presented to  the
villagers the health program activities and project plans
which she earlier discussed with the health care committee

officials, and health workers. After her presentation,
she would solicit the reaction or comments of the
residents as to whether +the plans or projects were
feasible. In the first three quarters of the operations

rhase of the project, it was observed that the project
nurse did most of the presentation about the health plans
and projects to the community. Towards the final quarter,
Some of the officials of the village health care
commi ttees, particularly the health workers who were also
VHC officials, participated in the presentation. For
example, after the initial exposure of the four health
workers who were chosen to link up with the RHU, the
project nurse presented them to the community and ‘they
were asked to share or discuss their experiences in the

training.

Aside from developing the skills of the health
workers, the project nurse also extended curative services
in the field and at the c¢linics, particularly at the
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initial stage of the health program’s implementation phase
when the health workers were just starting to try out what
they 1learned from the program and during cases of
emerdency. She =also provided the linkage between the
Fural Health Unit and the community by periodically
visiting. the former and informing the midwives about the
activities in the uplands. Together with the documentors
and some Mangyan health workers, she picked up drugs,
vaccines, powdered milk and other medical supplies from
the RHU. Because of manpower constraints on the part of
the BHI, the project nurse immunized the Hanunuo Mangyan
preschool children. Bhe also  introduced to the RHU the
selected Mangyan health workers whom she trained to serve
as the liaison between the RHU and the community.
Further, she accompanied Mangvan patients to hospitals in
nearby municipalities and the provincial capital and
secured the referral documents from the HHU, Department of
Social Welfare and the Municipal Mayor. She also referred
the village health care committee officials to the social
worker of the Department of Social Welfare in Bulalacao
for possible agsistance for the latier’s income-generating
projact.

The medical consuyltant. The other member of the team
was the medical consultant who conducted four field visits
to Lthe upland area during the operational phase of the
health prodram. The medical doctor during each visit
extended medical services to the residents and provided
direction to the strategies utilized by the nurse in
developing the skills of the health volunteers.

The duration of the medical consultant’s field visits
lasted from 7-15 days.

About the same period as  the project nurse’ s
evaluation, the medical consultant conducted a preliminary
evaluation of the basic health care skills of the health
volunteers. C

The health volunteers were evaluated in three primary

skillsg areas, i.e., comminication, diagnosis and
prescription. The: tirst area included clinical history
taking by interview and recording of the information
obtained from the patient. The second area covered: {(a}

physical examination, including temperature and blood
pressure taking and reading, and abdominal examination of
a pregnant woman, and (b)) identification of common
diseases. The last area included: (&) health counseling,
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(b) dispensing and giving instructions on drug . dosades,
and (c¢) prescribing the use of herbal medicines.

The health workers were evaluated by direct observa-
tion by the medical consultant as they demonstrated their
proficiency in the above skills on villagers who went to
the health cliniecs for consultation. In Umabang, 13 of
the 16 health providers (81.3%) were assessed, while only
four of the 20 workers in Bailan (20.0%) were
evaluated. Together the volunteers who underwent
evaluation comprised 46 percent of the total number of
comminity workers. The low turn-out in Bailan was attri-
buted to the bad weather conditions at that time and to
the villagers’ observance of the pawaguhan, a first rice
harvest ritual of thanksgiving. The Umabang volunteers
demonstrated their abilities on 26 persons who went to
their health clinic, and those in Bailan on 12 patients at
the clinic there. The four most coming illnesses
presented by those 38 villagers included pulmonary tuber-
culosis (9 cases), anemia (8 cauesy),  upper  reupivatory
infection (5 casey) and malaria (1 cates).

In terms of communication skillys, all of the healih
provi.ders were able to interview their patients properly
in order to elicit the necessary information from them.
As  of recording patient data, all 13 of the Umabang
workers could write the oblained information, seven in
Pilipino and the other six in the Hanunuo syllabic script.
Similarly, all four of the Bailan volunteers could record
the patient information, two  in Pilipino and two in
Hanurwuo script. The high literacy rate in Pilipino or
Hanunuo 1is to be expected since lilLeracy was a condition
for acceptance into the training workshops.

With redgards to diagnostic skills, particularly in
the physical examination, the results on the whole were
poOT. Only +two of the 13 Dmabang health workers could
demonstrate properly how to take the patient’s +tempera-
ture. Only +two of the health providers in Umabang could
take blood pressure correctly, and the project nurse
reported at the time of the evaluation that only five
UDmabsang workers had acquired that ability. Similarly,
only one of the volunteers evaluated in Bailan could
demonstrate proper blood pressure Ltaking, and the project
nurse indicated that she was the only Bailan health worker
who could do so. As for the abdominal examination of a
pregnant women, only the worker who had been Ltrained as a
hilot or +traditional birth attendant through the health

care project, had the opportunity to perform this
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capability which he did correctly. The other aspect of
diagnostic skills pertained to the identification of
common illnesses which all of the community volunteers
could do. However, that skill may have been an ability
that they had acquired through previous experience with or
exposure to those illnesses rather than necessarily a
capability developed through their training as health
providers.

In terms of prescriptive’ skills, all the health
workers could offer simple counseling on the prevention of
common diseases and could properly prescribe the drugs
avsilable at the village health clinics along with the
correct instruction on dosages. As for herbal medicines,
all of the Umabang volunteers were able to give the
correct advice to their patients on the use of herbal
remedies for their illnesses. Again, that knowledge may
not necessarily have been acquired through the training
provided in the project since the baseline SUrvey
conducted in the first phaze of the project indicated that
the villadgers had some knowledge of the use of  herbal
plants. v

Based on the above resulty,  the medical  consul bant
concluded that in general, Lthe health workers who  were
evaluated had adequate communication skills necessary to
conduct effective interviews with their patients. They
alsc had some degree of diagnostic skills such as  being
able to identify common illnesses by their signs and
sympbtoms and some rrescriptive skills such as being able
to  treat common illnesses. However, the consultant
maintained that the health providers needed retraining in
the areas of temperature, blood pressure and weight taking
ard reading. He also recommended that the previously
trained hilot undergo retraining in performing prenatal
examinations and in the care of pregnant, post-partum and
lactating mothers. Furthermore, the consultant pointed
out that the skills evaluation did not assess the actual
delivery of services by the health volunteers, parti-
cularly in terms of the extent of their service coverage,
the frequency of delivery of services, sand the effective-
ness of the treatment provided.

The field documentors. The project had two  young
fenmale documentors who had academic degrees in the social
sciences (anthropology and political science, respect. -
ively) who lived in the community for the entire duration
of the implementation phase of the project. These docu-
mentors were tasked with interviewing the health workers




Table 5.1

Summary of the Health Care Skills Evaluat.ion
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of the Health Yolunteers by the
Medical Consultant
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every two weeks during the program’s operations phéée
regarding the patients they had treated in the field and

in the clinic in the previous period. They also inter-
viewed all the households every quarter to find out the
health status of the household members. Further, they

documented all health-related activities that took place
during the implementation phase of the health program.

Through the foregoing activities, the documentors
provided indirect means of supervising the health workers.
The information that they collected from these efforts
provided the project mirse and the Manila project ' Teaders
with a basis for determining the performance of the health
work:rs as well as the problems that may have arisen
betwesen the health workers and the families 1in  their
catchment areas. Also because the assistants lived in the
villages throughout the project operational phase, they
were kKept informed of the health volunteers performance
through informal interaction and conversalion witlh  comma
nity members.

Furthermore, at times the research assistants
provided health care instraction to the health workers
when the latter sought their assistance, particularly when

the project nurse was in the other village. They also
enconraged the less than active volunteers to continue
with their duties and to participate in project

activities.

The household quarterly monitoring provided the
documentors with the opportunity to observe the health
praciices of the households and to further c¢larify the
health program to various sectors of the community.

Aside from the abovementioned contributions of the
documentors, they also provided assistance to the health

workers and the project nurse by facilitating the
preparation of the Hanunmio Mangyan manual of herbal
medicine. They also participated in community activities

such  as the opening and inauguration of the health clinic
(e.g., the preparation of the photo exhibit and during
other agricultural rituals or rites of the Hanunuo
Mangy an.
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Table 5.20

Participation of Different Sectors in the Health Program Activities/Projects

PARTICIPATION

] Community -

Najor Health Prograa ! Barangay Village Rural
Activities i People Health Health Health Project

: Horker Committee Unit Tean

~Heeting : §

Compunity Meetings I X . X X

Barangay Health Workers' Meeting i b X t

Village Health Committee Meeting ' X X X

Training '

Barangay Health Workers' Training ] X X X

Barangay Health Workers' Retraining/ H
Reviev Sessions ) ] X X

Hilot Training : X b X

Clinic Managesent Training H X X

Activities in the Clinic '

Completion and [nauguration of Sitio '
Clinics (including one year '
anniversary celebration) T | X X X

Bamboo Fence Construction around i
the clinic Poox % X X

Herbal gardening around the clinic i X X

Delivery of Health Services = §

Delivery of curative health services in |
the catchaent areas and in the clinics §©  x X X

' |

Other Health-Related Activities : i

Emergency feeding project Voo X X X i

Orug depot (Botika sa Barangay) Voo X X X

Income-generating project N X X X

Provision of over-the-counter drugs; :
referral to hospitals ] X X X

Temunization; provisi.a of vaccines b X X X X

Toilet Construction boox X X X X

Mobile Fila Shoving on Family Planning :
and preventive Health Care PoX X X X X

Anti-malarial sprayiny and Procureaent '
of blood smear R X

_____________________________
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Summary

The implementation of the health program covered a
total period of 15 months, from January 1986 +to March
1987, The major accomplishments of the health program
were: (1) the transfer of primary health care skills to a
group of tribal male and female health volunteers, (2} the
prrovision of health care services by the health volunteers
to 1he catchment areas, {3) the establishment of village
health clinics, (4} the formation of village health care
committees, {(5) immunization of preschoolers, (6) the
establishment of village drug depots, (7) the training of
a sclect droup of health volunteers for linkage and
coordination with the Rural Health Unit, and (8) the
establishment of an income-generating project that nmight
sustain some health needs of the community.

The health workers and the project team were involved
in w«ull the projects and activities that pertained to the
healih program. The community, on the other hand,
participated in community-wide wectinga, the construction
and fencing of the health c¢linics, Lhe inauguration and
celebration of the first year anmiversary of  bhe  health
clinics, income—-generating project and in projects that
benefitted the children in their households i.e., immuni-
zatiovn and emergency feeding. The officials of the
village health care committee provided the conduit between
the health program and the community by assisting the
health workers and project team in their activities and in
facilitating the dissemination of information regarding
health projects to the community. The Rural Health Unit
assisted the program by providing training to health
workers, medicine, referrals and other preventive health
care servieces to the community (i.e., anti-malarial spray,
plastic toilet bowls, family planning campaign).

The major problem encountered during the imple-
mentation phase of the health program was the diminished
participation of the health workers and the dwindling
interest of the community in sustaining the health

Program.

The reason cited for the decline in the participation
of the health workers were their work in their kaingin or
swidden farms, household demands, low credibility in their
areas of coverage, and loss of interest in the health
program. Lack of unity and cooperation among the comma-
nity residents were wumentioned as the obstacles in
maintaining their health program.




Chapter Six
ASSESSMENT OF THE HEALTH PROGRAM

This chapter presents the findings from the assess-—
ment of the different sectors involved in the community-

based health program, namely: the community, the health
workers, the project medical team, the village health
care committees, and the Rural Health Unit. The first

section describes changes in the baseline households in
terms of morbidity and mortality experience, health
beliefs and practices, verceptions and utilization of the
village health workers as well as their participation in
the health program.

The second section presents the findings of the
clinical assessment conducted by the project medical
consultant and medical technologist of the baseline house-
holds. It also covers the assessment of the nutritional
statug of the preschoolers who were weighed in the
baseline study. The third section, on the other hand,
describes the results of the assessment of the external
medical consultant regarding the clinical skills of  the
health workers. The fourth section presents the results
of the project nurse’'s assessment of the health workers’
participation in the health program while +the fifth
section touches on the village health workers’® assessment
of their involvement in the program. :

The sixth section discusses the perceptions of  the
officials of the village health care committees regarding
their participation in the program. Finally, the last
section presents the perceptions of the Rural Health Unit
personnel of their involvement in  the community-based
health rrogram.

Community Evaluation

The community evalualion covered 145 households which
represents a total number of 737  persons. There were
slightly more males (52.2%) in  these households. As
exprected, a large percentage of the population (28.9%) did
not. know their ages. Nearly a fifth (19.3%) of the people
were less than 5 years of asge and more than a third
(34.9%) were less than 15 years old. The majority did not
acquire any education at all {(see Table 6.1}. As
expeted, most of the household heads were swidden Tarmers




and 78.6% claimed to own the land where they built their

house,
§ Table 6.1
Percentage Distribution of the Respondents
by Selected Characteristics, 1987
No. %
Sex
Male 377 51.2
Female . 360 48. 8
TOTAL . 3 100.0
Age (Years)
0 - 4 142 S 19.3
§ _ 5 -8 112 15.2
b 10 - 14 67 9.1
§ 15 - 18 58 7.8
: Not Known 213 28.9
| TOTAL 737 100. 0
Education Completed (For those
6 years of age and over)
None 384 64.6
Primary (1 - 4) 144 24.2
Intermediate (5 - 6} . 52 8.8
High School . 5] 1.0
Others (Bible School Parateacher) 2 .4
Unspecified 6 1.0
0

TOTAL 594 100.
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The majority of the households (98%) own livestock
{chicken, pig, carabsaos), vegetable and fruit gardens
(99. 3%). Income 15 generated through wage labor and farm
production. '

Environmental Sanitation Facilities

For comparative purposes, the results of the baseline
survey will be presented with the findings of +the
evaluation of the study in order to assess changes over
the more than one year period of program implementation.
As shown in Table 6.2, these has been an improvement in
the environmental sanitation facilities in the community.
A reduction in the percentage of the households using the
the bush for defecation and a concomittant increase in the
use of pit privy and water-sealed toilets were noted. In
1985, none of the households had a water-sealed toilet.
By 1387, 6.2% reported such usage. However, in terms of
improvement of water supply, the effect was minimal. Open
springs and streams were predominantly used due to  their
accesgibility and familiarity. Waste disposal, likewise,
improved with an  increase in the number of  households
burying (from 4.2 to 11.7%) and burning (from 27.1 to
44 . 1%) their garbage. Dumping of waste was reduced from
68.6 to 44.2%.

Reproductive History and Childhood Mortality

A reduction in pregnancy wastage as well as childhood
deaths was noted. There were 865 pregnancies that occured
in the intervening period (1985-87}. However, the small
nunmber of households preclude statistical comparisons  of
averages. There were 152 children reported dead below 5
vears of age over the past several years. This represents
23 4% of the total livebirths - a major reduction from the
46.2% reported in 1985, 1+ is not ascertained whether
this outcome is a recall lapse or a real decline. The
average number of children ever born remained constant at
5.0. Of the total deaths, 22.2% were due to respiratory
illness, a similar percentage to neasles, and 18.7% to
diarrhea which indicates that there has been a change

in the pattern of the cause of death. This could be borne
out from the household monitoring of illnesses and deaths
in the previous chapter. The fertility and mortality

jwpact measurement would be precluded by limited Lime.
Ther: was also a reduction in the percentage wanting to
have more children - from 43.1% in 1985 to 37.2% in 1987.




Table 8.2

Percentage Distribution of Households by
Selected Environmental Facilities

1985 1987
Ho ¥ No. %
Toilet Facilities
Bush 112 94.9 121’ 83.4
Pit privy (&) 5.1 13 9.0
Hater sealed 9 6.2
Wrap and throw — 2 1.4
TOTAL 118 100.0 145 100.0
Source of Water Supply
Improved spring/well 29 24,86 21 14. %
Open spring, steam,
river 89 7H. 4 115 79.3
Combination of 1 and 2- __ I __9 6.2
TOTAL 118 100.0 145 100.0
Water Disposal
Burying 5 4. 2 17 11.7
Burning 2 27.1 64 44 .1
Dumpil’lg 24 _6_8_._5_ ﬁé i‘_i_.g
TOTAL 118 100.0 145 100.0




However, the number of additional children desired
remained congtant at 3.0 and the main reason given was the
need for more farm hands. There was marked improvement

on the number of households who did not have any sex
preference for their children - from 66.1% in 198% to 82%
in 1987, There was also a considerable reduction of
households that perceived a high childhood mortality in
the community (from 86.4 to 66.9%).

Table 6.3

Peroentagé Distribution of Respondents by
Selected Responses, 1985, 1987

1985 1987
Percentage wanting additional
children 43.1 3%.2
Average additional children desired 3.0 3.0
Percentage with no sex preference : 66.1 82.0
Percentege perceiving a high child-
hood mortality in the comminity 86.4 66.9

Health beliefs- and practices during antenatal period
and during childbirth were sought from the mothers during
the evaluation phase to determine any change in the bhelief
and practices of the mothers before and after the entry of
the program.

Prenatal Care. Pregnancy 1is detected through the
cesuation of menstruation, fatigue, nausea, sleepiness,
preferences for certain foods, vomiting, and breast
hardening. Only 12.3% (16} were given advice _on
prenatal care. The advice came from the husband, the
health center, and the mother-in-law. Admonitions were
made: to lessen the workload, eat a balanced diet, and
avo.d exposure to the sun. Only three women reported
taking herbs for their health and for safe delivery in the
form of boiled roots of the mango tree, malunggay loaves,
ban na pasbacon, alibon, and banana sap. Fourteen women
stal ed the avoidance of certain food itemns during




pregnancy. These are birds, bitter foods, rootcrops,
coconut heart, fish, pig’s intestines, and cassava. The
contra-indication stems frowm the feeling that normal
delivery will be precluded. The foods preferred by the
wonmen are sour-tasting fruits, meat, vegetables and eggs
mainly because of their palatability. Prenatal practices
include daily bathing, vegetable intake and rest to-ensure
having &a healthy baby and safe delivery. Durimg the
baseline survey, natal care was unknown to the Mangyvans.
However, based on the 1987 survey, 13 women went to either
the village <c¢linic or the Bulalacac Health Center for
antenatal check up. Of these, women, only three went
regularly during their antenatal period. The project
nurse provided the pregnant women with vitamins, food
supplements in  the form of milk, dried fish, mongo,
cornmilk and imported health education skills.

Delivery. There was a slight decline in 1987 of the
number of women who gave birth at home (from 92% to 82%).
It was reported that one woman delivered at +the health

centar and another at the hospital. Five deliveries were
attended by the nurse, midwite and health worker. Thies
signs of imminent delivery were manifested by painful
abdomen, hips, back, uterine movement and bleeding. As

soont as these symptoms were detected, the expectant
mothers would stay in the house and would tie the abdomen
with a piece of cloth. The women delivered their baby
either by lying down or by kneeling and by holding on to a
rope tied on the ceiling. The stomach was massaged
intermittently either by the wife herself, the husband, or
the traditional birth attendant. More septic practices
were  observed after the implementation of the health
program such ag the cutting of the umbilical cord with
scisgsors and the use of merthiclate and alcohol as

disinfectants. However, a majority of the women still cut
the umbilical cord with cogon grass (59.2%)}. The
umbilical cord was cut as soon as the baby came out. The

common complaints during delivery included bleeding and
abdominal pain, which were relieved by massaging hot
leaves (pasbacon) poultice, hot water compress, and heat
arplied in the painful area. The usual food given to most
womenn after birth is  rice. To some, chicken with
malunggay leaves was added. Daily bath, rest, vegetable
intske and body steaming were done. While most of  the
wormenn did not seek advice during postnatal care, four
reported consulting the doctor and the health worker. In
other instances, the husband and other relatives were

consulted.
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Table 6.4
Relevant Information Concerning
Childbirth, 1985, 1987 .

1985 1987
Percentage with antenatal care - 10,4
Percentage of home deliveries 92.3 82.0
Attendant at delivery is husband 64.6 81.6
Percentage with delivery problems 47 .8 36.0

Percentage cutting the umbilical
cord with cogon grass 79.2 59.2

Lactation and Supplementation

Almost all of the women breastfed Lheir iofants.
Around one-fifth breastfed within an hour after delivery.
Advice was given regarding lactation by the health

personnel concerning ' proper diel  when breasifeedling,
nipple cleaning, and milk extraction. Fifty women (40%)
reported having breastfeeding problems duse Lo painful and
swol len breasts. Twelve womern:  (9.6%) gave: milk
supplements in the form of condensed, evaporated and soya
milk. Food supplementation was given at an average of
five months in the form of rice porridge, bananas, sweel
potato, rootcrops, and vegetables, This was, on the

average, one month earlier than the baseline survey
results.

Dietary Practices During Specific lllnesses

4 . . . .
" As shown in Table 6.5, 1rice porridge is  the most

common food item that is given to young children vhenever

they have diarrhea, fever, cold, and skin problems. This
it followed by bananas and breastmilk. Except tor rice
porridge which is not  an  ordinary food  item RO

Mang vans, there seems Lo be no special food prescoription
in illness.
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Table 6.5

Commors Food Items Frescribed During
Specific Illnesses

fllness Food Items

1. BDiarrhesa Rice porridge, bananas, breastmilk
only

2. Fever Rice porridge, mashed bananas
breastmilk, rice

3. Cough/colds Rice porridge, banana, breastmilk,
rice

4. kin disease Porridge, banana

Etiology and Managewment of bpecific |Lineuseoy

To determine changes in the perception of the causes
and management of specific illnesses, the households heads
were asked about the etiology and treatment of common
illness, " viz., diarrhea, cough/colds, malaria, fever and
tuberculosis.

Diarrhea. Compared to the 1985 survey which showed
that 77.1% did not know the etiology of diarrhea, +the
rercentade in 1987 with no such knowledge was reduced to

34.7%. Around one-third of the respondents attributed the

causs of this illness to contaminated food and water. The
others related the occurence of the illness to oversating,
hot weather, and teething. Herbs are largely used for

diarrheal treatment such as ingestion of boiled duhat
leaves, guava leaves, bark of trees, boiled banansas in
rorridge, pasbacon bark, maningkal, hagonoy leaves. Only
five respondents claimed to have gone to the health clinic
or the Rural Health Unit for modern medicines.

Cough/colds. In 1885, about one-third (30.5%) of the
respondents did not know the etiology of respiratory

illnegses. In 1987, +this was slightly reduced to 28.9%.
The cited causes were exposure to heat and cold (rainsj,
the draft, and bathing when tired. Nearly one-fifth of

the respondents felt that the condition is self limiting.
Others take herbal medicine such as calamansi, boiled

AT AR R



alibon, pieces of banalo, sapinit, sour gourd, bark of

malabuhay tree, tamarind leaves, sambong, boiled ginger,

guava leaves, and sponge bath. Two claimed to have gone
to the health workers for consultation.

Malaria. More than one-tenth (12.4%) of the
respondents reported that malaria is caused by mosquito
bites, More than a third attributed it to the eXposure
to the sun and rains and the others thought that it
occured as a result of fatigue. Medicines from the clinic
were ingested according to 15.2% of the respondents. The

remainder resorted ‘to herbal medicines such as  bark of
ditn (boiled and ingested), bitter bark, bangkal Ileaves,
boiled ginger, anonas bark, pasbakon, and banana leaves.
Othar herbal plants such as hagonoy and alibon leaves
wer=s utilized to treat this illness by pressing them on
the forehead. Knowledge of the etiology of malaria
improved over 1985 where more than half (52%) of the
respondents reported weather as the main gause of  the
illness. A marked reduction in the percentage of  those
whioo did not know about the diseasarn was nobed - from 51 7%
in 1985 to 11.7% in 1987,

Fever. A majority of the women attributed fever 1o
the weather (51%). Others reported fatigue, bathing at
night, intake of dirty food and teething as possible
causes of this ailment. More than a third (37.3%; did not

know its causation. Less than a tenth (6.2%) mentioned
taking pills or consulting the health worker whenever they
or a member of their family feel feverish. The others

retained their traditional home remedies such as alibon,
dita, bangkal, cashew, young banana, sambong, anonang, and
pashakon either boiled, or pressed on the forehead.

Tuberculosis. PTB was attributed to fatigue by 42%
of the respondents. The rest reported intake of dirty
foolds, genetic linkagde, exposure to hot weather and
sprain. Nearly half (45.5%) did not know how it is
caused, a considerable reduction from the 64% of the
households in 1985 who did not know the etiology of the

disvase.

The perceptions of symptomns of the foregoing
illnesses remained largely the same between the baseline
and evaluation surveys.
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% " Table 6.6

Disease Etiology, 1985, 1987

11lness 1985 1987

Diarrhesa 7.1 34.7
Cough/Colds 30.5 28.9
Maluaria 51. .

7
Tuberculosis 64.0 45 .5

,TabIe oL

i Symptoms Perceived by the Respondents
f Corresponding to Specific Illnesses

11lness Manifestation

Stonmachache, frequency of bowel movement,

loose watery stools, weakness ’

Cough/colds Difficulty of breathing, runny nose,
rainful throat and nose, pain in head and
chest, i1tchy throat, headache

Malsaria Fever, c¢hills, weak body, reddish face

Hot body, weakness, painful head and

shoulders, vellowish eyes

: Tuberculosis Spitting or vomititing of blood, coughing,

i loss of weight, painful chest, back pain

Diatrrhea

Fever
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Family Planning

Thirteen women (9.6%) reported using a family
planning method as contrasted to only seven women (5.9%)
in 19885. The wmethods used were pills (8.1%) and  tubal
ligation (1.5%). The ligations were administered at Roxas
Hospital in &a nearby municipality while pills were
procured from health clinic, the Bulalacao Health Center,
Botika sa Bayan, as well as the hospital. A majority of
the women felt that two to three years would be an  ideal
interbirth interval. Eleven women mentioned that,
fertility control could be done through acceptance of
family planning methods while nine indicated the wuse of
medicinal plants particularly roots and barks of trees.
Nine women also thought thal the fetus can be oxpelled
through the intake of boiled roots and bark of bitter
trees. Aspirin and other tablets were mentioned by  Lwo
women as abortifaccents.

Health BSeeking Behavior

The household heaeads  were queried  about. how  they
prevint and manage specific illnesses and about the health
resources they utilized during the implementation phase of
the project.

The household heads were asked how they ocould hbest
avoi:l  or prevent specific common 1llnegses. They wetre
also queried about their knowledge in  treating such
diseases.

Nearly half (46.8%) of the respondents did not know
how Lo prevent diarrhesn. For those who posited an answer,
the preventive measures seemed scientific. Management
likewise remained traditional such as the use of herbal
medicines. With regard to skin disorders, close to two-
thirds (63.4%) did not know how to prevent the illness.
However, for those who gave an answer, bathing and clean-
liness were often mentioned. The responses for the
prevention and treatment of coughs and colds were rather
inadeqguate.
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Among the health resources in  the community, the
heaith eclinic was the most utilized (82.8%) followed by
the health workers (49%) and the traditional healers
(18.9%). The average frequency of visit to the health
clinic i four and the main reason is to obtain free
medicines for fever, malaria, diarrhea, and headache.
Yery seldom was the health clinic used for check up or

consultation.

On the other hand, the average frequency of visit by
the health workers to the households was seven. The two
traditional healers were visited by the households at an
average of five times per year. The reason for the visits
were mainly for consultation for the treastment of
stomachache, fever, diarrhea, scables, worms, coughs and
colds.

Other health resources mentioned were a pumober of
traditional healers, relatives, missionaries, and the San
Jose Hospital in Occidental Mindoro. The perception of
their utilization is mainly for curative health care.

Decision of Health Consultation

Prior to seeking medical attention, attempts were
made by the households to treat the illness by using
herbal medicines first and when the illness persists  the
health worker or the traditional healer is consulted. In
worse cases, the third recourse is the c¢linic, followed by
the Rural Health Unit and the hospital in certain cases.
Direct consultations are made in the clinic, in  some
instances,

Thirty—-three (22.8%) women brought their children for
jmmunization during the implementation period of the
projact. Of these 18 (54.5%) did not know that the
inje:tions were for their young children were for the
prevention of measles (8) DPT, BCG, Polio (B, TR (1) and
malacria (1}. Most of the women (81.8%) claimed thaf their
chillren received only a single dose of the injection.




Health BEducation Program

More than half (57.2%) of the respondents claimed to
have attended a health education program. They mentioned
that the contents of the program were the preparation of
food, immunization, use of herbal drugs, cleanliness to
rrevent disease, proper nutrition, and illness managenent.

Awareness of the Health Worker

Nearly all of the respondents (97.2%) knew about the
health workers. The function of the health worker .as
perceived by the community included illness management,
education and prescription of herbal medicine, advice on
environmental sanitation, referrals, medicine depolf and
nutrition education. The average frequency of visit made
by the health workers to the households was seven ©iwmes.
Four households reported having been visited by the health
worker for at least twice a month.. The rensons given for
the visit were Lo chechk on bthoeir hoealth probleans, Lo bLreat
specific i1llnesses,  Leach household members  on Lllncgs
manaiement and health educabtion. With GLlime progrobsion,
the visits were reduced to about three times for the same
purposes. The services availed of were curative in suope,
i.e., the treatment of stomachache, headache, cough,
diarrhea, fever, scabieas, woundg, mslaria, colds and TB.
The preventive services were cleanliness of surroundings,
utensils, clothes, bathing, toilet construclion, lmmuniza-
tion referral, and illness prevention. Over three-fourths
78.86% of the respondents mentioned that their households
have availed of the services of the health workers. The
majority of the users (92.1%) were satisfied with the
services for the following reasons:  the household members
got well; they were able 1o avoid illnesses; they fostered
a harmonious relationship within the community; and they
were taught how to Keep sanitary surroundings. The few
(73 who expressed dissatisfaction over the services
rendrred by the health workers claimed the patients
attended by the health workers were not cured; they were
not visited by the health worker when they got sick; and
that the preparation of herbal medicine was already known
by them.



Table 6.8

.14

o)

Prevention and Management of Specific lllnesses

Illness

Prevention

Cough/
colds

Diarrhea

Skin
disorders

Avoidance of extreme
exposure to sunlight,
avoidance of specific
foonds {(sugarcane,
young coconut)},
walking and playing,
fatigue, cleanliness
in the house

Avoidance of meat

fats, cleanliness in
handling, boiling of
water before drinking,
washing of hands before
eating, washing glass
and plates, avoidance
of throwing of human
waste

Daily bathing,
avoidance of grassy
places, avoidance of
contact with infected
persons, avoidance of
use of dirty water

Management

Self limiting,
boiled leaves,
rubbing of leaves
all over the body,
wear necklaces
made of herbs,
place ginger into
throat, modern
medicines

Drinking of bhoiled
guava leaves, bark
of mango tree,
bananas, baravong
bark, poultice of
heated leaves,
modern medicines

Daily bathing,
juices of herbal
medicine, use of
soap, boiled medi-
cinal plants




Table 6.9

Health Resources, Frequency of
Visit, and Purpose

Average
frequency
of visit of
respondents’

households Percentage
Type per year utilizing Reason

Health 7 49. 0 Ask for medicine

workers for fever, head-
ache, wounds,
herbs, cough,
o0 )dy

Bapa Wayak 3 11.0 Etiology of 111

(traditional ness, massage,

heater) prayvers

Bapa Luhay 3 2.8 Etiology, seek

{traditional herbal drugs,

healer) massage for
fractures

Laki Wayhigan 2 4.1 Cure for sto-

(traditional machache, head-

healer) ache, eye prob-
lems through
prayery

Clinic 4 2.8 Medicines for

specific 111~

nesses, nubri-
tional supple-
ment., bmagrica
110
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Among those who did not avail of the services of the

health workers (25.5%), the reasons  given  were: the
health workers never visited them; their kaingin farm

was so far that they are not aware of the heaslth workers’
rresence; the health workers have other tasks; and they
were utilizing the services of the traditional healers.
Over one half (51.6%) of those who did not avail of  the
health workers® services intended to utili=ze them in  the
future.

Recommendations and suggestions were elicited to
improve the performance of the health workers. The
community members suggested that the heaslth workers should
conduct regular visits to the households, refer patients
to Roxas Hospital and Bulalacao Health Center in cvause of
serious illnesses, impart their skills to their catchment
households, teach environmental sanitation, dispense
medicines, and dress wounds.

Community Participation in the Health Program

Around one half (51%) of the respondents participated
in some of the projects and activities of the health
Program. The participation was mainly in the form of
assistance in building and fencing the health <¢linic,
attendance in community meetings, procurement of supplies
from the foothills, assistance in food preparation for the

cooking demonstration during the emergency feeding
project, and attendance 1in lectures on the uses of
medicinal plants. Among those who did not  participate,

the reasons given were lack of time due to work in  the
kaingin, distance from the barrio, lack of information,
household tasks, and religious activities. All those who
ment ioned participation in any health project Were
satisfied with their involvement due to  the sense of
cooperation imbued, health improvement, unity, and Lhe

prospects of preventing and managing illnesses.

Decision Making in Health Care Progect

The respondents were asked how decisions were made in
the conduct of the health project by the commurnity, the

health workers, the project nmurse, From the comminity’ s
prespective involvement in decision wmaking regarding

health programs takes the form of convening mestings fo
discuss projects with the other residents, the health

workers and the project, nurse. For the health workers,
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the meetings served as the forum for decision making.
Meetings were considered important because when the cormma-
nity members are involved in planning and decision making,
there would be more cooperation in any undertaking.
However, the residents felt that whatever decisions  that
were made should be transmitted to the community as soon
as possible.

Prospects for Community Participation

Over one~half (55.5%) of the community residents felt
that they can be of help to the health program through
assistance in  carrying medical supplies from the foot-
hills, attendance of weetings, helping in building and
fencing the clinic as well as participation in the income-
generating project. However, over two-fifths (44.5%) did
not know how they can be of help Lo the commuanity.

More than one-half of the respondents (b6, 5%} felt
that community participation is lmportant in any comsunity

endeavor. They underscored the lmportance of cooperabion
in ensuring the management of illnesses and the health of
the community. The problewms in eliciting community parti

cipation are attributed to lack of time due mainly to work
in the kaingin, lack of unity among the residents,
people’s indifference, distance {iom project site, lack of
knowledge about the health program and projects, ignorance
and illiteracy, and lack . of rapport with the health
worker.

There is a great deal of cocynicism concerning lhe
ability of the community to sustain the program once Lhe
project team pulls out. Only more than one tenth (17.0%)
of the respondents felt that the health workers ave in A
position to treat the patients and iwprove the health of
the population. The majoriLly expressed Lheipr douablys by
citing the passiveness of the recipients, the perceived
incompetence of the health workers, the disunity of  the
community, the demands of the kaingin, and the inadequate
supply of medicine in the health clinics.

Sustainability of the Project

More than one half of the respondents felt that  the
health workers could susbain the health Lasks that  were
charged to them by the community. The perceived areas of
competence of the health workers were in the treatment of
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illnesses  (20%)  through the use of medicinal plants
(25.4%) and in their ability to discuss about environmen-
tal senitation. Nearly one half though, could not
specify the competent areas of the health workers. The
weak areas include the ftreatment of tuberculosis, pres-
cription of modern drugs, injection, wound dressing and
management of the swollen parts of the body. BSome
sugdestions to  improve the health workers’ services  sare
for them to conduct more regular visits to the households,
additional training to improve thelr level of  competency,
particularly in the prescription, of medicine, and acces
sibility to the users. The lukewarm attitude of the
community to the health workers is evinced in only 17.73%
wanting to participate in a community health program. The
interest of those who wanted Lo participate was mainly

focused orn disease management such as medicine
prescription, treatment of wounds, skin diseases, malaria,
and injection. Despite this, the majority, (92.4%) still
felt that the health workers should contipue Lhelr

services for illness management, prevention of specific
diseases, medicine prescriphbion and clean  surroundings.
Nearly a fourth of the residents (Z24.1%) thought that the
community can sustain the health program due Lo the skills
of the health workers in preventive, curative, and
referral health care services. All that iy needed ig
coope:ration from the people.

Clinical Assessment of the Community’s
Health BLatus
Clinical re-examinations were  oonducted by the

project medical consultant and the medical technologist
among 211 members from the 78 baseline households to
assess the changes in morbidity of the community after the
implementation phase of the health program. Physical
examination, fecalysis and malarial smear were done.

The weight of the preschool children who were
measured in the baseline survey was likewise conducted by
the project nurse in May 1987 to determine any change in
the nutritional status of young children.

As shown 1in Table 8.11, Lthere was a significant
reduction in the prevalence of specific i1llpnesses  from
1985 to 1987 among the male and female subjects. However,
there were significant increases in the occurence  of
parasitism and dental caries.
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Comparing the health conditions of +the male and
femanle subjects, it appears that the males in the comma-
nity appeared to have marked: improvement during this
reriod, particularly in the following ilinesses: upper
respiratory tract infection, skin diseases,  anemia, and
maloaria. The females exhibitad significanl lmprovement in
other nutritional disorders, goiteyr, and PTB.

The positive changes in Lhe prevalence  of  discascys
couid be attributed to medical treatment, supplementary
feeding, health and nutrition seducabtion. On the other
haml, the negative changes broughit about by an increase in
the prevalence of parasitism and denlal caries might be
attributed to poor environmental sanitation and health
practices and less emphasis on  dental health education,
respectively.

Table 6.10
Highlights of the Assessment of the

Health Progrsam from the
Comminity’ s Perspective

1985 1937
Health Indicator (113 (145)
Percentage
With water usealed bLoilets
Using the bush for defection 94.9 B83.4
Using improved spring/well 24.6 20.7
Burying and burning the garbage 31.3 55.8
Of children dead in relation to
births 485 . 2 23. 4
Wanting additional children 43.1 3%. 2
Perceiving a high childhood
mortality in the community 86.4 66.9
Who delivered at home 92.3 32.0
Cutting the cord with cogon grass 79.2 Ha. 2
With antenatal care - 10. 4
With delivery complicaltions 47.8 36.0
& 5

Menn age at supplementation (months)



Table 6.10 (Cont’d)

1985 1987
Health Indicator (118) (145)
Percentage with no knowledde of the
atiology of:
Diarrhea 7.1 33.3
Malaria 1.7 11.7
TB 3.6 45. 5
Percentade
Hlsing a family plamming method 5.9 19.6
Jsing traditonal healers 92.0 18.0
Mtilizing the health workers 49. 0
Attending the «linic Heon
Of women bringing their children for
immunization 22.8
Attending a health education program 57.2
Awarecness of the health workers 97.2
Avernge frequency visit by health worker 4
Percentage
Claiming participation in a health
pProgram 51.0
j Verceiving that they can partici-
pate in a program Hh.o b
¥Feeling the importance of community
participation 6. 5
Feeling the adeuacy of health
workers as service providers 17.0
I'ercentage wanting to participate
in a commnity health training
pPrograi 17.3
Feeling that the comwinity can
a4, 1

sustain the program




Table 6.11

Prevalence of Specific
Sex and By Year (Percentage

of the Population)

1ilness
Category

Upper respiratory tract
infection

BSkin diseases

Parasitism

Anemia

Other nutritional disorders

Caries

Malaria

Goiter

PTB

Gastioenteritis

The results of the

6.21
Illnesses by
Maley Females
1985 1987 1985 1987
70.4 45 .8 29.0 23.0
9.3 22.0 31.3 23. 7%
43.2 87.8 39.6 ?3.0
40. 7 11.9 50.7 25.0
38.3 6.8 64.5 26.3
18.5 27.1 20.3 29.6
17.3 1.7 9.7 0.7
3.7 ) 35.0 17.1
2.5 0 11.5% 3.9
2.5 1.7 2.3 1.3
weight measurement of the

preschoolers indicate that there was no marked

in the nmatritional status of the

YoOung

difference

children before and

after the implementation of the health program (see Table

6.12}.



Table 6.12

Mutritional Status of Preschool Children
(O-6 Years Old} in 198% and 1987

Nutritional 1985 1987
Status (=110} (=82}
Normal 11.8 10.2
')
1 36.4 38.7
O
2 : 38.2 42. 0
[s)
3 13.86 g.1
a

Twenty eight children were not measured because they were
overagded .

The clinical skills of 30 (79%) out of 37 trained
health workers were assessed by an external medical
evaluator by utilizing interview and observation tech-

niques. The skills of the health workers were assessed in
the following areas: communication, diagnostic prescrip-
tion and preventive measures. The health workers were

alse evaluated in that knowleddge of the uses and prepara-
tion of herbal medicine. -

The majority of the health  workers could (83%}
adequately take the clinical history of their patients and
make the necessary referrals for them. However, over two-
fifths (43%) could not asdequately record clinical data
while one-fifth were found to be deficient in this  skill
(See Table 6.13)




Table 6.13

Assessment of Clinical 8kills of Health

Workers by an External
Medical Evaluator

Inadeguate/deficient.

e A S ESSHENT,
Skill Adequate
Communication a. Clinical History b,

taking and refer-
ral skills

Diasgnostic &. Pulse taking and .

weight taking

b. Can identify
s51igns and
symptons of
malaria, PTB,
skin disorders,
and parasitism,
malnitrition,
anemia, upper
respiratory tract
infection, diarrhea

c. Can adequately
prepare malarial
swmear

Prescriptive &. Can mention medi- o,

cal treatment
for the illnesses
mentioned in 2.b

b. Know how to prepare
ORESOL and Lreatment
for diarrhea

g

Reporting of
clinical data

Temperature
taking and
blood pressure
taking

Can not ade-
qualely iden
t.ify the signs
and symptoms of
scabies, fungal
infection,
allergy, uri-
nary tract
infection

Deficient Rnow-
ledge of treat
ment for il1l-
nesses in 4.e
and in the
Lreatment, of
Yitawin A defi-
ciency and
endemic goiter

¢
§
H
!
i
i
i
i

[
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Table: 6.13 (Cont’d)}

sesament

Skill Adeguate Inadeguate/deficient
Previntive a. Can extend health b, Deficient in
counse) ing servi- knowledgoe about
ces5, in the pre OFY, DPT, and
vent.ion and conbrol BCG vacocines

of illnesses
mentioned i 2. b

Herbnl a. Adeqguate know-
Medicine ledge of Lhe b

of herbal medicine

Disgnostic Skills

Pulse taking and weight  taking were adequately
demonstrated by the health workers (53% in Damabsaoy? saxl 7672
in Bailan}). Temperature and blood proessurse taking sroading
are higher psychomobtor skills, 5o only 18% of the Umabang
and 10% of +the Bailan health workers could do  these
adeguately.

The majority of the health workers (56-100%) could
adequately identify the signs and symprtoms of malaria,

tuberculosisg, skin disorders (wounds, ulcers, boils/
abscess) and parasitism in thelr increasing order. How-

ever, many of them (53-73%) were deficient in identifying
the signs and symptoms of scabies, fungal infection and
allevgy. The signs and symptoms of malnutrition (P'EM),
anemia, upper respiratory tract infection and diarrhea
could be adequately recognized by a majority of the health
workors (76%), Only over one-third (36%) of them could
adequately recognize the manifestations of urinary tract
infection. Abdominal examination of a pregnant wmother
could not be demonstrated by any of the 11 trained tradi-
tional birth attendants (hilol) because of the lack of
willing subjects. Twenty-51ix health workers WEY
requasted to  prepare malarial smears and  around  Lhree
fourths (76%) of them were able to do this adequately.



Prescriptive 8kills

Upon interview of the DSBs, 43% to 76% of them could
mention the medical treatment for malaria, skin disorders
(wounds, ulcers, boils) and parasitism in their increasing
orde:r, while 63% to 80% had deficient knowledge of +the
treatment for scabies, fungal infection and allergy.
Treatment for malnutrition (PEM}, anemia, urinarvy tract
infection and diarrhea in their increasing order were
adeqguately known by 56% to V3% of the health workers.
Howwver, the majority (90%-100%) had inadequate/deficient
knowledge of the treatment of Yitamin A deficiency and
endemic goiter. The preparation of oral rehydration
therapy for the treatment of diarrhea ((Oresol} wasg
adequately known by & majority of the health workers
(73%).

Preventive Skills

Knnowledge of preventives measures was deficient
becuuse the majority of the health workers (80-73%) did
not know he uses of OPY, DPT and BCG vacoines, in their
increasing order. Health counseling skills wers generally
adequate among the majority of health workers along  the
line: of prevention and control of malnutrition (PEM},
anemia, Skin disorders (wounds, ulcers, boils/abscess),
diairrhea, upper respiratory infection and parasitism in
their increasing order.

Use of Herbal Medicine

The majority of the health workers (850-100%) had
adequate knowledge of the uses and preparation of herbal
medicines as antihelwinthics, treatment for skin ulcers,
antidiarrheals, antitussives, antiseptics, antipyretics
and antiinflammatory for boils/abscess.

2 Program

the Health
f-‘

Because the project nurse had a direct hand in  the
supervigsion of the health workers, she was asked to  come
up with her own assessment of this group’s participation
in the entire prograiu. The level of adequacy of  health
service delivery was divided into five categories:
attendance in meetings, participation in training
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Table 6. 14
Project Nurse’s Evaluation of Adequacy
of the Health Workers®™ Participation
in the PHC Program
Adequate %
Mumber
(=37}
A.  Attendance in Meetings
1. Regular health workers’ 18 48. 65
meetings with the project nurse
2. Health workers’ meetings with
the Village Health Care
Committee and the commanity 16 424
B. Participation in Training Activity
L. Clinic management 11 29.73
2. Review session 5 13.52
3. Retraining 7 18.92
4. Nutrition education 12 32.43
C. Delivery of Health Services
1. In the health clinic 3 3.11
&, In catchment area 7 .18.92
D. Other Health Related Activities
1. Participation in income-
generating project 21 56.75
Z. Lingkade with RHO and other
lowland agencies 1 2.70
3. Inauguration of health clinic B 21.862
4. First anniversary celebration
of the health clinic 19 51.35
E. lLesdership Qualities 2 5. 40
S 6 16.21

F. QOver—all Performance as DSB
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activities, delivery of health services, other health--
related activities, and leadercship qualities.

Based on the evaluation, over one half of the health
workers were found to be adequately involved in income-
generating activities (5%%) and during the first year
anniversary celebration of the health olinic (51.4%).
Almost one-half (49%} were observed to be regularly
present in meetings. Participation during meetings,
however, was minimal (8.1%), and this could probably be
attributed to the basic shyness and relicence of tiLhe
Mangyans. The leadership qualities are also wanting for
only two health workers demonstrated adequate leadership
qualities. Less than one-fifth (18.9%) were observed to
be sdequately delivering health services to the community
and only 3 (8.1%) were found to be satisfactory in  their
verformance at the health clinic. The level of partici-
pation in training activities was relatively low 29.7%
for c¢linic management, 32.4% for nutrition, 18. 9% for
retraining and 13.5% for review sessions.

As a whole, only 6 of the 37 health workers were
assessed to  have adeguately participated in the various
activities of the health program.

a

Village Health Workers’ Assessment

A total of 34 health workers--28 females and gix
males were interviewed during the evaluation phase of the

project. The major topics covered in the interview are:
the health workers’ participation in the health program,
training and retraining activities, health service

delivery, participation in meetings, linkage with Rural
Health Unit, and future involvement in the health program.

Motivation in Joining the
Health Program

Over one half (20 out of 36 or 58.8%}) of the health
workers volunteered to gain some skills in treating the
s1ck. Over one-third had personal as well ay altraistic
reasons, i.e., to be able to help thelir own families as
well as other sick Mangyan.

Most of the health workers (14 out of 36 or 41.2%;
laimed that the decision to become volunbeers was  golely
their own. The project nurse was cited by seven health




workers as the person who influenced them to become health
workers. The reqst mentioned other commsunity residents,
the village headman and their spouses.

When asked what thelr functions or duties were asy
health volunteers, the main answers given by the majority
of the respondents dealt with the extension of curative
services, visitation of households in their catchment
aren, and teaching of older household wmewbers about
1llness management.

Twenty-one health voluntesrs (81.8%) appearsd Lo he
still actively involved with the health program during the
evaluation phase. Hine claimed Lhat they were no  longer
participating in the program at Lthe time of the evalua
tion. Among the reasons they cited were the distance of
the health workers’ house to the households in their
catchment aresa, work in the kaingin farm, recent
childbirth, no sick client, disapproval of the spouse, and
complete loss of interest in the project.

Participation in the Planning and

Implementation Phases of the Program

There were 20 (58.8%) health volunteers who partici-
pated in the planning phase of the health program. Nine
recalled attending the planning meeting of the community
and participating in the selection of the health
volunteers while four cited active participation in the
community deliberation about the health program.

Of the 14 respondents (41.2%) who claimed non-
involvement in the planning phase, only five recalled that
they Jjoined the project when it had already started; the
rest had no explanation or answer.

The wuajority of the respondents stated that they
participated in the implementation phase of the project by
attending the meetings with other health workers and the

project nurse. Ten recalled that in such meetings,  the
project nurse informed them about the immuanization
schedule of young children. They responded to the project
nurses’ announcement by either personally or through

intermediaries informing the households with preschoolers
in their catchment areas about the scheduled vaccination.
Eight stated attendance in meetings but did not partici-
pate in the decision-making process while six recalled
active involvement in decision-making as to what activi-
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ties would be undertaken by the health program. Four
health workers specifically pointed out that they had a
hand in the discussion of the sale of the bracelets  and
handwoven skirts for the income—-generating project.

Initial Training and

The majority (25 out of 37 or 73.5%) of the health
volunteers claimed that they participated in the initial
training and retraining sessions of the health program.
Eighteen (52.9%) saw no difference in these two training
activities because in both sessions, they were taught the
uses and preparation.of herbal medicine and the medium of
instruction was in Tagalog. .Only five health workers
thought that there was a difference between the Lwo
training workshops because during the first training, the
types of illnesses and their corresponding management were
not thoroughly discussed or explained; there was also a
ot of writing or note-takirg.

Ten health volunteers recalled that the use of visual
aids was  the most effective Lteaching  method  that  wag
utilized by the trainors. Hix respondents cited  the
content of the training program, particularly the emphasis
on the uses of herbs for certain tvees of  1llnesses  and
simple curative techniques for common illnesses, as  the
most effective approach adopbLed Ly the training program.

The least effective methods as recalled by only nine
health volunteers involved writing down of so many  ilems
in Lheir notebooks, difficully in comprehending Tagalog
which was the medium of instruction {(preference  was  for
the Hanunuo Mangyan language) and the unpleasant  remarks
made by one trainor when the trainecs would  commit
mistakes or give the wrong answer.

Six health volunteers (17.6%) thought that all  Lhe
methods adopted by the trainor or the project nurse in the
retraining were effective; four ¢itod that the trainor was
more pleasant, that visuanl aids were 51ill wbilized  amxd
they appreciated the approach in teaching the ases  of
herbal plants and thelir preparat.ion for medication becmuase
thes:  were written in the Hamaoo  Mangyan soript. Thie
emphasis  on the uses of herbs Tor the treatwent of  comon
illnisses was to four health volunbeers most useful while
the thorough discussion of the treatment of diarrhea,
cough, PTB, and wmalaria was the most etffective Lo three

other health volunteers.
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The majority found uo ineffective approach in the
retraining session.

The health volunteers were asked to give an  assess-—

ment of their level of understanding of the following
topins that were covered during the first training and
retraining sessions: (1) primary health care; (2) maber-
nal care: (3 child care; (4) family planning: (5) nutri-
.tion; (B) lung infection/tuberculosis; (7 diarrhesa; (8)
parasitism/intestinal worms; (9 malaria; (10} skin
diseases; (11} simple curative Lrestment; and (12) herbal
medicine.

In the first or initial training in December 1985,
the majority of the health volunteers had difficulty in
comprehending six of the 12 foregoing topics, particularly

primary health care, nutrition, tuberculosis, skin
disenses, malaria, and maternal care. Close to half (15

of 136 or 44.1%) fully understood the lessons on  diarrhea
while a similar number fairly grasped the topics of simple
curai.ive traaltment and herbal medicine.

In the retraining, which took place one year alter
the 1initial training, the level of understanding signi
ficantly improved for 1lhe health workers expressed  full
comprehension ot the topics on child care, family
planning, diarrhea, parasites/intestinal worms, and herbal
medicine.  One--half also elaimed full understanding of the
etioclogy and treatment of tuberculosis/lung infection, and
skin diseases. The majority fairly understood primary
health care and maternal care while two-fifths comprehen-
ded nutrition and the causes and treatment of malaria.
The «xposure to the different illnesses and their manage-
ment during the year as well as  the more informal
atmosphere during the retraining sessions could be some of
the factors that contribute to the mach improved under-
standing of the various topics covered in the workshop.

The health volunteers thought that all Lhe fopics
covered in  the first training and retraining workshops
were esgential to their tasks as health providers in the
community. They, however, recommendsd that training
regarding the prescription of modern drugs, immanization,
and the procedures of referring or bringing a patienl 1o
the lowland health facilities should be  added 1o both
training activities. Although each btrainee was provided
with &a training manual on primary health care, eight
exprissed the need for a bonk that could serve as  a
pernsnent reference in treating the sick.
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As to the method of teaching., the majority articula -
ted that the medium of instruction that should be ulbilimed
should be the Hanunuo Mangyan language for easier  and
faster comprehension of the various topics  thal  were
covered. As to the length of the training, ten health
workers suggdested that the duration of the training should
be  two  weeks, at three to four hours of  classroom  and
vrractical activities per day. vevern thought  that  the
training should be aroursl one month, ‘

Field Exposure to Health
Care Delivery

More +than half of the heallh volunteers expressed
difficulties when they first sbtarted as health providers
in their respective catchment areas. They cited diffi-
culty in recalling the lessons thal, were Laught to Lhem
and this handicap was more salient among those who could
not read or write. A few heslth workers felt  that  Lhe
households assigned to Lhem did not trust them for  sSome
weere not cured with Lthe herbo Lhaol Lhey pevcsoribhead, s
preferred  to use modern dreugs tike tablets or pills Lhan
herbal medicins.

Eleven (32.4%} health volunteers coped with their
initial difficulties by reviewing what they had written in
their notebooks, or by consulling other heallh volunteers
and the project nurse. Sevenn health workers (20.8%)
simply kept their difficulties to themuelves and  avoided
visiting the households in their catchment areas because
of their inability to answer the questions of  their
clients. Three volunteers said that they just sent  the
sick from their catchment areas to the clinic for modern

drugs.

More than one-half of the health volunteers reported
having experienced some difficulties in extending both
curative and preventive health care services during the
Year. In curative health care sérvices, nine did not know
how to treat patients who vomitted blood or who had acute
tuberculosis while eight had difficulty in dealing with
severe cases of stomachache, diarrvhea, intestinal worms,
headasche, fever, arnd upper respiratory tract infection.
For preventive health care services, the problem expressed
by the health volunteer was the inability of  the house-
holds  in  their catchment areas Lo apply the things  that
the: health workers taught, them particularly cleanliness
and proper prevention of illnesses.

4
H




Most of the health volunteers coped with the
difficult cases by referring their patients to the health
clinie to procure modern drugs or tablets and Lo see  the
project nurse. Others sought assistance from the know-
ledgrable health volunteers in their village.

The top five illnesses that health workers claimed
they could treat are headache (27), fever, diarrhea,
stomachache and scabies. On the other hand, they stated
that they were unable Lo treat tuberculosis, swelling of

the different parts of the body, vomiting, severe cough,
and malaria.

In the past year, the most common health problems or
illnesses brought to the health workers for Lreatment were
fever, headache, diarrhea, scabies, cough, colds, wounds,
and malaria.

Only 13 health volunteers (38.2%) articulated that
their experience in curing or Lreating olient households
who were 111 had contributed Lo thelr offeclivity a4
health workers in the commarcity.

Sixteen health volunteers (47.1%) had expressed some
difficulties in participating in the health care program
at the time of the evaluation. The major reasons cited
were conflicting obligations ab home and at work in thelr
kaingin or swidden farm and poor relationship with the
households in the catchment areas which often resulted  in
non-compliance what with was imparted by the health
workers. Three illiterate health workers, felt
hand icapped 1in their health care fLasks because of thelr
inability to read and write.

Of the 18 (47.1%) who mentioned current difficulties
in health care delivery, only five (31.3%) attempted Lo
give some solutions - Lhree  thought of  getling  moro
training by studying certain Lypes of illnesses while the
two illiterate health workers would ask the assistance  of
Ltheies  literate  son or daugghter Lo read and  write  some
malecials for Lhen. Fomr hialtbh workers (25, 1% chose Lo
withilraw from theiv ditficultics by stopping Lo visit  Lhe
hous-—sholds  in their ocatchment avcan oy by simply  kaeping
+thei~ problems Lo themselves.
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A majority of the health volunbLeers (56.3%) percoived
that., some changes had taken place in the heallh praclices
among’ the families in thelr catchment aveas. The:  health
workers noted that the households assivned 4o them have
learned +to start cleaning their houses and  surroundings
while: other families have started to bathe regularly or to
clear: their bodies. Only two health workers specifically
cited that the households Lthat were assigned o them have
already constructed and utilized toilets.

Relationship with

The health workers were asked about their level of
satiasfaction regarding their relationship with the project
nurse, other health workers, and the families within their
catchment areas.

The majority (67.68%) of Lhe health volunbecrs appoear
to be gatisfied with their relationship with the project
Nurse: . Close to one half (47.1%) perceived the project
nmarse  as a good teacher for she taught them about  health
and illness management and she had been helpful to Lhem in
carryving out their duties as health providers. Right
health volunteers, however, are {alrly soabisficd wilh Lhee
project nurse for they felt embarrassed ov shy o ask the
latter on topics that were already taught to them or  to
seek for her assistance in their problems.

The relationship with other health volunteers appear
to be also satisfactory to the majority of the respond-
ents. Most of the satisfied health workers perceived
their co-workers to be quite kind and helpful in  solving
some problems that they had encountered; a few enjoy the
company of the health workers whenever they get together
for meetings.

Sutiufaction of the Health HWorkers

The level of satisfaction of the heallh workors wilh
theiry  client households  appeared toe be  more  variod--14
expressed  satisfaction with Lhe families that Lhey wore
serving while 12 (3%.3%) health volunteers expressed  dis-




satisfaction; only 10 (29.4%) were fairly satisfied.

The major reasons cited by those who expressed satis-—
faction with the households that were assigned to them
cited the cooperative spirit and enthusiasm of the
families in learning the various health care technique
that the health workers tried to impart. The reasons for
dissatisfaction, on the other hand, include low credi-
bility of health workers among their client families,
little cooperation extended to them by the families
assigned to them and non-compliance of many households
with the advice given by the health volunteers. The
inability of the health volunteers to visit +the client
households or the difficulty of finding the health worker
at home due to their work in the farm were the other
reasons for the perceived dissatisfaction of their
relations with the families in their catchment areas. The
reasons extended by those who were fairly satisfied with
their households are similar to the reasons given by those
who are dissatisfied with their client households.
Howevar, not all the families asaignead to them did  not
follow what they attempted to teach them particularly in
the areas of cleanliness, uses, and preparation of herbal

medicine.

The health volunteers were asked to recall the number
of times during the past year when they had meetings with
the project nurse, with their co-health workers, and with
the families from their catchment areas.

Around one-fifth of the workers claimed that they
could not recall the number of times they met with the
project nurse. The weighted average number of times they
met was close to six. The major reasons for the meetings
with the project nurse were to discuss the immunization
schedule of the preschool children, training activities,
curative services, use of herbal medicine, the opening of
the thealth clinic, growth monitoring of young children,
coordination among the health -workers, and discussion
about the use of modern medicine. -

The majority claimed that they had never met with the
other health workers in their village by themselves nor
were there meetings between them and the families in their

catchinent area.
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Decision—making Pattern RBegarding
Health-related Activities

The respondents were asked whether they knew  how
decisions were arrived at by the health officials, the
preople in  the community, and Lhe volunteers on health
related matters.

Over half of the respondents did not know how  the
officials of the village health care committees reached a
decision on issues related Lo health ;  only around one
fourth claimed that meetings. were held before any decision
was made. Most  of the health volunteers, on the other
hand, perceived that the people held community meetings
and the decision of the majority was carrvied out  when
certain health matters were raised for their deliberation.

The health voluntecers’ decision-making mechaniuse  was
coursed through wmeetings among themselves and  with  the
project nurse. They expressed Lhat meel ings were theilr
avenues to discuss Lheir needs so that everyone would know
and understand their concerns as a group. Doecisions  were
made by the majority on whatever issue was  railsed. They
arti.;ulated that group decision was necessary so bthalt no
one will be blamed of whatever outcome which may come  oub
from it. Around one-fifth of the health workers, however,
articulated that 1in such meestings. the project nurse’ s
decision on certain health wmatters was often accepted or
carried out because they perceived the project nurse as  a
leadrr who was familiar with the heslth program.

The majority believed that the participation of the
people in the community is essential for the health volun-
teers to perform Lheir duLies and Lasks. They clabmed Lhad,
without the people’s involvement, nothing will be acoom
plished, there will be no one Lo apply the health  skills
that were acquired by Lhem.

Management of the Health Clinic

Over two-fifths claimed participation in the opera
tion of the village health clinicys. VPrior Lo manning their
village health cliniecs. .the same number (46 %) of health
volunteers stated that they received training on clinico
manafement, particularly in procuring the patient’s blood
pressure, temperature ,  pulse rale and administral ton of
selected  over-the-counter drugs  such as  analgesic and
nupirin. One-third olaimied  that they  roported Lo the

B AL TR
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heallth elinic at least once a week. Three health workers
claimed that they seldow manned the clinic.

The wmajor responsibilities perceived by  the health
workors who operated the olinics incluade opening and man
ning the village clinic, prescription of modern drugs, and
preparation of malarial smear whonover necessary.

One-fifth (20.62) of the health workers stated  that
they encountered some problems in operating  Lhe  village
health clinics. The difficulties wero insufficient
guantity of medicine, uncertainly or inadequate knowlodge
of what drags Lo prescribe to patients, and the absence of
the jerson who held the key Lo the woedicine cabipet, Thie:
last reason had ocourred a few (around five) tLtimes and
this had inconvenience the assigned health worker saond Lhe
pratirmts.

The clinic watchers solved their problems by discus-
sing them with the projech nuaeoe and daring mecb ings,
During these consultalions thio crouses of Lheir  difrion]
Lties were determined atd solutions were gale Lo pegolve
them.

Percrived Utilisation of the
Health Clinic

Around one--third of the health workers  opioned  Lhat
only few people were utilising the village health olinic
becanse the olinic often ran oul. of medicine or  the
medicine needed by the patient 1o often unavailable.

Only less  than one £ith of the  hooallh  voluanloery
perceived  thabt  wmany  cowmminily  vesidents ubidiwest Lhe
services of the olintos and the  most often  mentioned
response  was that the clinic was a major source of  drugs
particularly tablets which appear to be more preferrad by
the clients.

Linkoge with the Rural Health Unit

After the first training that was condacted by Lhe
PHI} nmurse and midwife in their community, most  of the
health  workers no longer had porsonal conbact with  them.
Only over one-fourth or ten health  workers olabmed
mest ing  the two trainors afier the initial contact . T
claimed that they saw the BIU nurse when they brought a
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Mangyan resident who was sick, four went to see  the
midwife to ask for medicine while the same nunmber recalled
seeingd the midwife during the training for bieth
attendants.

Around one~fourth claimed that they had patients from
their catchment areas whom they immediately referred to
the BRural health Unit for treatment because of  some
difficulty in treating them at the health clinic.

The few health voluntesrs who had direct dealings
with the BHI found the personnel gquite accommodating and
helpful.

Almost one-half of the health volunteers Lhought Lhat
they were in & position to accompany or bring a  palient
for assistance to the RHO boecause some of  thewn already
received  referral training from the project  marse, The
majority also thought that they could approach Lhe RHU for
medicine and other supplies and for training reguirvements
on health-related topics for their community,

Overall Qatisfaction on the
Health Care Program

The majority of the health volunteers exprossed
satisfaction in their participation in the project. Having
assisted many people and having acquired many health
skills are the two most  common  reasons tfor the
satisfaction.

Prospects for Future Involvemernt,
of Health Volunteers

More +than one-half (L% of the heslibh  volunlboeerors
categorically stated that they planned Lo continue serving
the community as health workers even if the DLSU  project
team would no longer be  arvound. Around  one-fitth (7}
claimed that they would like to help their community
becanse  they  perceived that health workers are of  greath
service to the area. A few (45, however, expresssexd e
desire to serve for personal  gains, i.e., Lo contimae
receiving  free medicine.  Only Lwo articalatoed Lhat Lhey
wanlt to utilize Lheir knowledge in Lreabing the sick:  the
same: number articulated Lheir intention of mainbaining and
improving the health cliniec.

i
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One-fifth (7} of those who sbated thal they no longer
intend to continue serving as heaslth workers after  the
project  team pulls oul from the community expressed
incapability or lack of confidence in treating their
ratients on  their  own, 1.e. . they might, tench Lheir
clients the wrong thing or prescribe bthe woons modioine.

Over one-half (55.9%) of the health volunteers alsgo
believed that even though the DLAESY team would not be  in
the community anymore the people  would still continue
utilizing the services of the health volunteers, Aol
one-fifth (8) thought that the health voluntesrs are  of
great help to the community, for they hknow how Lo Lreatl
the 5ick, they work hard fto be of service to the community
and they are accessible Lo the residents.

Over one-thievd (38.22) of Lthe health  voluntbeers
opined that their co-workers would continue manning  Lhe
health clinic while around two -fifths (40%)  gave n
negative answer; one fifth, however did nol know  Lhe
answer.  Four of those who gave o positive answer reasoned
that the continued operation of Lhe clinice weant a repadar
sour:e of medicine or a permanend. place for  meslioal
treabtment, i.e., when herbal wedicine are no  longer
effective, the health clinic can be 2 place Lo burn Ho Lor
modern drugs.  Three opined that the health workers will
continue mannming the clinic so as not  to  pul  money,
medicine, and efforts invested in the health program  to
wastiz; only two thought that the health oclinic  would
continue 4o be operated because some of their co-workers
had training in managing this facility.

Five of those who perceived that their c¢o-health
work rs would no longer conbtinue Lo man the health clinic
claimed that nobody wanted to manage the clinic  for  the
following reasons:  the medicines were always locked up in
the cabinet which implied that they were nol  readily
available to clients; clients only utilize the <o<linic
whenever they need modern drugs: and health volunibeeers are
busy in their kRaingin farm. Four stated that only one
person actually operated their heallh clinic so it was not
necessary for the others Lo operate it

Suggestions of how to mobilise other residents  for
health  care delivery were elicited from  the health
workoers. Arocund one-half  of the bhealth volunlesprs  (@Fave
their opinion about how other people who are not  involved
in health care delivery could be wobilized. Among  the
suggestions given  were (&} Leachh or advise  olbher

Ao e
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Table
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Highlights of the Assessment of the Barangay
Health Volunteers

Percent age Females

Motivation to gain skills
in the treatment of illnesses

Percentage who joined on their
own volition

Major tunctions perceived
Percentage still active

Percenisage participating in the
planning phase of the program

Percentage participatory in
training and retraining

Most effective content of
training program

Problems in training

Lessons understood

Areas with difficulty in
learning

Percentage with difficulties in
preveative and curative care

I1linesses which respondents
coull manage

M = 34
2.4
(% 8.8
41.2

Curabtive cara

1.8

0

3.8

F3.5

Uses of herbs and
management. of 111-
Nesses

e of Tagalog as the
medivmg and writing
down A lobt of ibems

Diarrhea, curative carve
and herbal mediocine

Primary health care
pmalrition, TB, uskin
diseases, malaria,
maternal care

50%

(TR, severe caseas of
diarrhes, parasitism
arvd upper respiratory
Lract infection)

Hemdachs, fever, Jdiar
rhiea, stomachache,
soalles




Table 6.15 (Cont’d)

Illnesses which respondents
could not manage

Percentage with difficulties
in participating in the
health care program

Reasons

Percentage perceiving changes
in the health practices in
the catchment areas

Percentage satisfied with their
relationship with the project
nurse

Percentage dissatiafied with
client households

Average number of meetings with
the project nurse

Percentage participating in the
clinic operations

Parcentage who have linked with
the RHU

Percentadge intending to serve the
community at the end of the
project operations

Percentage feeling that people
would 8till utilize the health
volunteers

TB, swelling of body

parts,

malaria

47.

1

vomitting,

Work obligations at
home and the kaingin,
negative attitude of
households in catch-
ment areas and in-
ability to read and

write

46.

29.

w

.0
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residents about cleanliness and prevention of illness;
{b) treat them when they are ill; (¢} invite them in some
project activities or persuade them about the benefits
derived in extending health care services to the
comiminity.

Assessment of the Village
Health Care Committees

Twenty one out of 26 officials of the village health
care committees were interviewed during the assessment
phase. They were asked to describe their duties or
funct.ions as committee officials, members, why they became
involved in the committee and how they participated in the
program. They were also asked to assess how their
committee was able to assist the health program , their
perceived problems regarding the tasks of the commitites
and what the committee could contribute to improve the
health condition of the people in the community. 1

Perce:ived Functions or Duties of the
Village Health Care Committee (VHCC)

Over two-fifths (42.9%) of the VYHCC oiff{icials articu-—
lated that they did not know or could not recall their
functions or duties in the committee. Six explained that
their function was to coordinate or contact the people who
would assist in hauling or picking up the medical or food
supplies from the foothills to their upland communities.
Two members claimed that they personally helped the health
program by getting the supplies themselves from the low-
land. Four respondents, however, c<¢laimed Lhalt they were
officials of the entire committee and were in charge of
undertaking health-related projects.

Reasons for Joining the Village Health Care
Committee and Mode of Participation
in the He gi&h Proiect

The majority of the members claimed that they Jjoined
the committee because they were elected or chosen by the
people in their community.
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One-third of the respondents stated that they parti-
cipated in the health program by attendivng mectings  while
close to  two-fifths helped in o Lasks io Lthe  program
e:ither by contacting olher residonts Lo ntbond compurnity
meesings, carrying medical supplies Ceom the lowland, ot
picking up the materials themselves and bringing Lhew Lo
the upland area.

One-half of the wmewbers perceived  that, they  had
actually helped the health program by picking wup  bthe
supplies from the lowland themselves.  Only  two  oited
attindance in meetings as  their contribution Lo the
proyram.

Health Committee Mewbers

Perceived Problems of the Yillage

The majority (71.4%) colaimed bhat Lheir comapitlee hoad
problems in fulfilling Lheir tasks. The: most. -often oitaed
problem  was the refussal or inabhility of other  residents
and even sitio officials o help Ll commibteo pick up Lhe

heaith supplies from the lowlandyg.

Over one-half (57.13) offered some sSudgestionys as Lo
how the village committce could helyp improve bhe  hiealbh
staltus  of the people v Lhie apeo Wightt (3. 1l of Lheose
resyondents suggested teaching 1the people aboul the:
importance of unity, health, «oleanliness and disease
prevention. Only four (19.0%) suggested helping the health
volunteers by informing them about the people who are sick
in the community. Two respondents (9. h%), hrowe:ve We e
pestimistic about  any improvement in the health program
becuuse they perceived the people in the community to  be
guitl.e stubborn.

the Rural Health Unit Staff

Four staff wmembers of the Hural Health Unit in Lthe
i cipality of Bulalacao were inteprviewed Lo elicit thelr
auucssment of the healtbh projoct . They woero constitated by
throe midwives and one sanitary inspeclhor. The sagie  range
of  the midwives was from 30 Lo 48 and the rural  sanitary
inspector was b0 years old. The ruaral health midwife who
i4 the officer iu charge has been in public health service
tfor 29 vears while the ftwo others have been in sepvice for
three and five years, rospectively. Thie:  Lhe  sand lary
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inspeector has been with the health program for 19 vears.
Most of their work experiences were in Mindoro.  The
average wmonthly salary of the widwives was P1,000 while
the sanitary inspector had a lower rate of P813. The major :
tasks of the midwives include olinic work, prenatal care. '
responding  to  energency  oalls  and  referrals, monthly
immuanization, prenatal care, operabion Limbang, attendance
in monthly Barangay Health Workers’ meeting, monitoring of
under the six years old children, and conduct of the hilotb

or birth attendants’ training. The sanitary  inspector i

take:; care of the surroundings, toilets, factories,
ceateries, the health education seminars, antl © vital

registration.

The clinic is equipped with hospital beds, medicine
cabinets, examining table, vacoine chests, delivey tables,
wieighing scales, a microscope, and stepilisers. The cabloh
ment of the RHD includes 15 barangays with s population of
20, 000. Two barangays are populated hy Mangyans (Binli and
Cabwian) and the rest by non-Mangyans. The wajor outreach

programns included Primary- Health Care (Five Tuwpac:t
Program), Expanded Program in lmmuanization, Family Plan
ning. MNutrition, Hilobt /BHW Training, Operation Timbang,

Botika sa Barangay., Mutrition and Food Ausistance Program.

Knowiedge and Awareness of
Participation in the A

Projoct

The midwife who served as the officer in-charge of
the Rural Health Unit was approached by the project staff
to  inform her of the project and to coordinate with the
unit on specific activities such A lmoanitzation and
referral.  The sccornd midwifo hag vigihexdd Lhe prodoch aron
threi: times - for Lhe disscminablion sowinar, the Lraining
and upervision of the healbl workors, The: Lhird widwife
was  present  ab the BHY when initial linksage was made by
the project staff. The sanibary inspoctor was invilod Lo
the project site a few Limes and has visiboed Lhe area Tor
the: environmental sanibabtion camfecigng, madlarinl  spray,
andd toilet installabion.

U Involvement in bthe Poojech

Within the primary health cace Tramework, Lhe Rurad
Hizalth  Dnit (through the widw) Qo) wan Privio vl in t.her
training of traditional birth s besedanty among Che Hooono
Mangoan health  workers booa tae oday Live P Sedninar b
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1986, Earlier in Decéuber 1985, the midwife participabed
as trainor in a btwo-wesk Lraining program {or Lhe  health
workers on the delivery of primary health ocare services.

The BHUs involvemont 1o Lhe project was in Lhe form
of monthly ifmmunisation throush vaceine distribution o
the project nurse, Lraining on preventive heslth cave such
as environmental sanitation, Food harndl bog?, Duean baat ion,
prroprer use of toilet, deworming. sending the malarial
spray team from the provincial health uanit. toilet
conctruction where 40 toilet bowls were sent. Lo Baillan and
Unabang and water inspection for prevenbtive Services. For

curative services, referraly  from the project were
attended by the staff. Lectures were given on herbal  and
modern medicine. Delivery assistance was  given 1.0

patients. The treatment of patients who were reforred to
the RHU was carried out. by the Lean. For  promotdve
services, lectures were delivered on family planning
methods, promotion of breastfeeding and  imounisation.
Likewise family planning wethods (pills and condowns) were
provided as well ag free milk dariog? the cmergoney food ingg
progect. Medicines were aluo donabed Lo Lhe prodesl i b,

In terms of content, the staff perceived that the
training was adequate although it was felt that more
audiovisual materials could elicit the interegt of the
trainees. Considering that this was the firel Lime that
they were exposed to the rudiments of training a Mangyan
health Worker, more time should have been given to them to
digest the contents of the materials.  They added  that
refresher courses should have been provided to them.

The staff seenmed Lo be pleased with  the heallh
development of the community, particularly the increase in
the immunization level, malarial spray thal reduced Lhe
incidence of malaria and the construction of  Lollelsg, A

decline in illness incidence was also percelved. There
was likewise a reduction in malnutrition due to food sl

nilk supplementation as well as Lraining in food prepara
tior. Bkin infection prevalence was also nobed Lo have
declined due to proper hygiene and  sanibalion. Tt was
suggested that mwmonitoring of health status  and loputs
should be undertaken by the Mangvan health workers  and
these should be sentt to  the BHis. Reinforcement on
environental sanitation should also be urnddervliaken.
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A referral system has been set up such  Lhats the
Mangan health workers will refer difficall cases Lo Lhe
BHI} who in turn, will refer them Lo the hospital in Boxas
or Calapan if necessary. The perceived problem was finan-
cial in  terms of the Lransporbation fare orv purchase of
medicines, The RHU staff felt that more emphasis  on
preventive health care should be given Lo the  Mangynan
health workers’ training. They perceived that bthe problems
in promotive health care were due Lo the lack of inberest
on the part of the Mangyauns, theilr traditional beliefls and
rrachices, and side effects of family planning pills and
immanization. They added that efforts neced Lo be direched
toward dispelling traditional beliets and prachbices, The
need to place more emphasis on prevenbive  suwldl  promolive
care, (such as operation Limbang, meaning weight measare
ment d immunization, environmental sanitation, recrulbment
of family ylanning acceptors and curative care in bhe form
of drug dispensing, referrals and 1llness reporting ) was
streagsed by the RHU staff. The perceived problews  raised
by the staff regarding the health scervice delivery of the
Mungnn health workevs wore financial, dvswdioopantys geedb o,
lack of incentives and supcervision by modical  otatt ared
the distance of the houses in Lhe catchmoend aronsg . The
proposed  solubions  foousesd  moinly on Lhe  provision  of
incentives particularly clothes and  money, SuUpervision,
and medical supplies.

Linknge between the RHU and Hanunao
Mangyan Yillage Health Workeou

The RIU personnel claimed Lhat the liokaego  belweon
+the BRHO and the health workers was  actually initlated
during the first training in the uplamd  Communi Ly, Singe
then, the RBU has been receiving referrals from the pro-
ject nurse. They had also provided the health program with
medicine and powdered milk.

The perceived major dif{ficulty of the BHIU  staff iy
the health unit’s distsnce from Lthe area which makes it
inaccessible to  Lthe commanity. | They saw A nesd Lo
strengthen  the  present linksge betbtween the BHO and the
Mangvan health workers because of this difficaltly.

Since +the DOH intends Lo brain more  health  workers
from their municipality by 1986 they expocboad  Lhato Lhe
present cadre could be further  poinforced, Howerver, hes
RHU  staff expects more comminily parbicipation in hoalblh
services delivery. It is fell that braining the Mamg@yan
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health workers would foster less dependence on the RHI.
The sustainahility of the project hinges on  appropriate
monitoring and supervision and on incentives that would be
extended to the health workers.

LuAary

After the iumplementation phase of the project, an
evaluation of the health program with the use of  the
following approaches - fthe household survey, personal
interviews with health workers, personnel of  the Rural
Health Unit, and the officials of the village health care
comsittees, colinical assessment of households, and skills
assessment of the health workers.

The findings shiowed Shight jmpl evement. in
envivonmental sanitation facilities, reductions tn child
mortality, miniscule lmprovement. in dellvery practioces arnd
increased RKnowledge of the etiology of illocsses.  Manngs
ment, of diseases contirmiced to be Targely traditbionnl ancl
many households wutilisze the health clinic  and "heafth
workers for curative purposes,

It was noted that the prevalencs  of itllnesses
particularly upper reoespiratory  Lreact  infection, skin
diseases, anemia, malaria, and PTB was reduced. However a
high prevalence rate of parasiticem was  observed, The:
yvoutyz  childrens nutritionanl  stabus had  aol shows oy
marked improvement before and afler the assesswment.,

Most of the health workers joined the health program

to Zain skills to treat 1llnesses. The health  services
hey often delivered were curative. The majority  olaimed

participation in the plarming of the health program  and
were actively providing services at the tLime of  the
assessment . In the initial traitning on primary health
care, the health workers found the lessons on herbal
medicine and the management of illnesses most  aseful.
Their main difficulties in the initial training were  in
the use of Tagalog as the medium of instruction  and in
writing down of nobtes, Thie: he:alth workers appearaod Lo
have easier comprehension of Lhe lessons in Lhe celbiralning

larg:ly because of  Lheilr cxpousure Lo Bhe delivepy  of
health care services daving Lhe vont.

The henlth workers ol thats theew ool gumtadn o
i1 lnesses, Vi, bressadzn beee, Fowvicy, dianrrhen. stomnchacting,
and  ucabies  bul Lhoey  oclabmeasl 1 hiave  ditfbealty in
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treating PTB, swollen parts of the body, malaria, and
vomitting. Clinio management was nob regularly performed
and direct linkage with the BHU way practically  sabsent,
The wain problems faced by the heallh volunbeers in  Lhelr
worl demands at home and in their swidden farms, illi-
teracy, and uncooperative households in theirs  catohment
arens. They were generally salisfied with their involve

menl  in. the health program and  most were willing to
conlinue serving the communibty even afbter Lhe prodect Leam
would leave the area.

The officials of the village health care  commiLboos
did not have a clearcut delineation of their Tunoctions and
they thought that their major task was Lo carry  heallh
supplies from the lowlands.

The staff of the Rural Health Dnit, o Lhe  olher
hand, perceived the project positively and  undersooped
their participation Trom the  Lraining 1,05 DO T R
moni toring.

The majority of the heallh workers were assoessod Lo

be sgdequately skilled in some aspecLs ol comunicnblion
{(:linical history and referral skills), diagnostic (i.e.,

pulue taking, weight taking, identification of the
symptoms of malarisa, PTB, skin disorders, parasitisn,
diarrhes, upper respiratory Lract infeat ion, arwd

preraration of malarial smear), and prescripbive shkills
(i.¢., they can cite trealtment of the Foregoing illnesses,
can yrepare ORESOL}. They ocan  also  extend health
counselling in the prevention and control of illnesses and
has adequate knowledge of herbnl medicine. They  were,
howsver, deficient in  some areas suach as  reporting ot
clinical datla, tempetrature taking  and blood pregsare
taking, identifying symptoms and treatment of  scabies,
fungal infection, sallergy, urinary tract infection and
knowledge of immunization, Based on  her practical
exporience with them, the project nurse assessed a jower
degree of adequacy of service delivery and leadership
gqualities among the health workers,




Chapter Seven

BUMMARY, CONCLUSIONS, AND RECOMMENDATIONS

: The late 1970’s witnessed a transformation in the
orientation and substance of health programs from a purely
curat.ive approach where the concern was for etiology and
the problems were isolated to a coherent whole, both

sectoral and intersectoral, that emphasizes the pre-
ventive and promotive aspects of disesse prevention and
contirol. The new philosophy is geared on the premise that

reople with health needs but scarce financial resources
can get proper care if they are sufficiently mobilized and
trained with appropriate support at the intermediate level
as well as the more specialized referral services. Each
culture has certain fundamental structural features and
activities where health exists as a body of more or less
systematically articulated beliefs and values concerning
illness, its prevention and its cure. This ideological
and value system supports their traditional institutions,
health provider and recipients relationships, roles and
behaviours, as well as activities that taken together
const.itute a special segment of the social system. With
this recognition, the De La Balle University Hesearch
Center, with funds provided by IDRC, embarked on a health
operations regearch aimed at demonstrating the feasi-
bility and effectiveness of a culturally appropriate
health prodram that involves the community in the
provision of preventive, promotive, and curative services
in a Hanunuo Mangyan comminity in the uplands of Oriental
Mindoro province. One Hanunuo Mangyan community, Barangay
Binli, Bulalacao in Oriental Mindoro was chosen elected
for the study. The project was divided into three phases:
(1} an initial rthase of baseline information procurenent
to determine the existing health situation, the health
resources available, the health seeking behavior, and
beliefs concerning illness; (2} a second phase of program
formulation and implementation; and (3} a third phase of
program assessment or evaluation.

The baseline data collection was undertaken on  the
health service providers and the community. Four tradi-
tionnl healers were identified and their perceptions of
disease management and etiology were elicited. It
appeared that these perceptions and management remained
conventional than scientific. The clinical examinat.ion of
household members revealed the existence of a number of
healih problems which were mainly infectious and communi-

o




cable - upper respiratory infection, skin diseases, para-—
sitism, malaria and nutritional sanemia. Environmental
facilities were wanting with most of the households using
the bush for defecation and open springs and streams for
their water supply. Waste disposal was mainly done by
open dumping of the garbage. In a society plagued by high
infant and childhood mortality, it becomes logical to note
a high pregnancy level - an average of seven out of which
an averagde of five children were born alive. The high
dedree of pregnancy wastage may be attributed to heavy
labor in the swidden farms and a marked level of mal-

nutrition. Nearly half of the children died in the first
five years of life of which more than half occured in
infancy - from measles, upper respiratory tract in-

fections, and to a slight extent diarrhea. The frequency
of tropical cyclones characterized by high velocity
ceasterly winds account for the coolness of the mountain
and sudden temperature changes partly explains the occur-
rence of respiratory tract infections which are aggravated
by the scarcity of clothing, blankets and sheets. It 1ig
therafore not surprising that an average of siizht ohildren
was desired far assistance in the farm and care in  old
age. Prenatal care was virtually unknown to the Mangyans
and the delivery was done at home with the husband or
other relatives attending. Delivery was hardly done under
aseptic conditions and the umbilical cord was mostly cut
using the cogon grass. Complications in delivery were

noted in the form of uncontrolled bleeding. Lactation was
universal and solid supplementation was given to the child
at an average age of six months. Most of the residents
did not know the etioclogy of the common illnesses, parti-
cularly diarrhea, measles, coughs and colds, malaria, and

TB. For those who posited a response, the causation was
largely erroneocus. Herbal medicine was utilized in  the
treatment of illnesses. They claimed that they were not

visited by any health personnel in the previous year.

The information obtained from these data sources
served as the basis for the development of a culturally-
relevant training program in primary health care. The
sustainability of the program was perceived in  terms of
the ability of the Rural Health Unit in the municipality
of Bulalacao to absorb Lhe village health workers at  the
end of the project period. Therefore, 1t was decided that
a culture based trailning program be developed within the
context of the primary health care framework devised by
the Ministry. Representations were made with the Ministry
{now Department) of Health’s national, regional, ancd
provincial offices. A committee was formed to devise the




manual composed of a representative of the Ministry of
Health, the medical consultant, a public health
consultant, &and the project nurse. The contents of the
manual were selected from among those deemed relevant from
information derived from the community and from the
primary health care manual used by the Department of
Health. The contents were subsequently transformed
visually to sketches of Mangyan daily life. The manual
wvas drafted and reviewed by the committee. Meanwhile, the
project nurse was sent by the Department of Health for
trainind in the primary health care program. As soon as
the manual was finalized, the rural health midwife
and project nurse were trained in the new manual for
their role as trainors in the community. Simultaneously,
the results of the survey were transformed into charts for

visual presentation. Community assemblies were held to
elicit the community’s response to the health problems and
proposed solutions. The communities also initially
selected 32 village workers who called themselves.

Doktor sa Barangay on the basis of their perceived
capability and interest in the health program. REach
subject area was discussed with the trainees by the nurses
and midwife through lectures, demonstraltion, hands-on
instruction, and practicum. The health workers were then
fielded sand the project nurse had the c¢linic as the
health station for consultation in addition to her field
visits. Catchment households were assigned to the health
workers - an average of three households per health
worker. The health workers duties and responsibilities as
well as cliniesl activities were discussed in the
community assemblies. The health workers were to serve as
health educators, health service providers, record
keepers, and links between the community and +the RHU
personnel. With time progression, the number of health
workers went up to 37 as more health workers Jjoilned the
April training program. The project nurse manned the
clinic, was involved in nutrition monitoring and program,
gave immunization, and provided additional training %o
health workers among her other activities. The health
program revolved around clinic consultations, curative
care, immunization and household monitoring of activities
as well as in the collection of vital information
{morbidity, mortality and births). Tev augiment. the lack of
food reserves, an emergency feeding program was undertaken
for those malnourished in the third degree. The sanitary
inspector of the Rural Heslth Unit made occasional visits
to check on the environmenial sanitation facilities, while
a team from the Provincial Health Office provided malarial

spraying.




After fifteen months of project implementation, an
assessment of the health prodram was undertaken using a
number of instruments: the household survey, the
clinical assessment of households, the interview of the
health workers, the interview of the Rural Health Unit
staff, the survey of the Health Care Committee wmembers,
and the skills assessment of the health workers. The
resiults revealed slight iwmprovement in environmental
sanitation facilities (toilet, water supply, and garbage
dispossal}, reductions in childhood mortality, miniscule
improvement in delivery practices and increased knowledge
of the etiology of illnesses while the management remained
largely traditional, a large proportion using the health
c¢linic end health workers do so for curative care.
Reductions in the prevalence of . illnesses e.g., upper

respiratory tract infection, skin diseases, anemi a,
malaria, and PTB were noted. However, a high rate of

parasitism was noted.

Most of the health workers Jdoined the health program
to gain skills to treat illnesses. They often delivered
curative health services Lo Lhe commuanity. The 'majority
claimed participation in the planning of the health
program and they were actively providing services at the
time of the assessment. In the initial +training on
primary health care, the heallth volunteers found the
lessons on herbal medicine and the management of illnesses

most useful. Their wain difficulties in the initial
training were in the use of Tagalog as the weduim of
instruction and in taking down of notes. The health

workers sappeared to have easier comprehension of the
lessons  in the retraining largely because of their
exposure to the delivery of health care services during
the year.

The health workers felt that they could manage some
illnesses with confidence, viz., headache, fever,
diarrhea, stomachache and scabies but they claimed to have
difficulty in treating PTB, swollen parts of the body,
malaria and vomiting. Clinic management was not regularly
performed and direct linkage with the BHU was practically
absent. The main problems encountered by the health
workers in  performing their tasks were work demands  at
homne and in their swidden farms, illiteracy and
uncooperative households in their catchment areas. They
were generally satisfied with their involvement in the
health program and most were willing to continue serving
the community even after the project team would have left
the village.



The officials of the village health care committee
did not have a clearcut delineation of their functions
and they thought that their major task was to carry health
supplies from the lowlands. The staff of the Rural Health
Unit, on the other hand, viewed the project positively and
underscored their involvement from the training to program
monitoring.

The  majority of the health workers were assessed to
be adequately skilled in some aspects of communication
(clinical history and referrals), diagnostic {pulse
taking, weight taking, identification of the symptoms of
malaria, PTB, skin disorders, parasitism, diarrhea, upper
respiratory tract infection and preparation of malarial
smear and prescriptive skills (can cite treatment of the
foregoing illnesses, can prepare ORESOL). They can also
extend health counselling in the prevention and control of
illnesses and has adequate knowledge of herbal medicine.
They were, however, deficient in some aspects such as
reporting of clinical data, temperature and blood pressure

taking, identification of symptoms and treatment of
scabies, fungal infection, allergy, urinary tract
infection and knowledge of immunization. The project

nurse assessed that the health workers have a lower degree
of adequacy and leadership gualities.

As the project ends, two important issues need to be
addressed in a definitive manner: community participation
and project sustainability.

Community Participation

This has been considered the central aspect of any
primary health care project since it has been felt that
harnessing people’s energies results in more accomplish-
mentss, that an intrinsic value is imparted to the parti--
cipants which is the avoidance of feeling of alienation
and powerlessness, the increase in cooperative interaction
that will lead to a more united community,; and the
catalytic force for further development efforts as it
creates a sense of regsponsibility for expressed felt needs

making use of indigenous knowledge. It has been posited
that community involvement in an efficient program 14
contingent upon a number of factors: (1) the commanity

sees itself as a group of people who have a sense  of
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belonging to the same entity, who have a common perception
of c¢ollective needs and priorities, and who are able to
assume collective responsibility for community decisions;
(2) the community possesses a legitimate, internal
administrative structure as an informal means of social
control over its members; and (3) the members partially
identify their own interests with the interests of others.
The program conceived of comnunity particlipation by
evoking the felt needs and demands of +the households,
feeding back the information through a comwmanity assembly,
recruitment and training of community health workers for
service delivery, and the creation of village health
comuittees for frequent informal dialogues to monitor the
program implementation and institute changes. A number
of factors seemed to have precluded the objectives:
(1) the basic reticence, passivity, and shyness of the
Mangyans which accounted for the attitude of non-involve-
ment.. Community meetings were attended by a few people
who assumed a reticent stance in most health delibera-
tions; (2} the economic base of kaingin farming (swidden
agriculture) fosters family individuality sinece the farms
are far flung. Cooperative farming activilies are under-
takenn within the family system. Therefore, interfamily
cooperation in & new endeavor becomes a nuance; (3) farm
work and household tasks take a lot of time of the
residents such that the undertaking of additional
activities becomes an added burden to the family; {(4) the
health system is a collection of cognitive, affective, and
behavioral environments such that health beliefs and

pr&utices exist within the cultural milieu. Therefore,
any deviation from this completely homogenous entity is
viewed with skepticism. As  evinced by the household

members perceptions, the health workers could not provide
anything that is not already known to them; (5) community
participation as envisioned in this project involves the

training and fielding of volunteer health workers. The
workers were not sufficiently motivated to undertake the
tasks for a number of reasons: the distance of the

conutituent households, the lack of faith of the house-
holds in their capability, and the initial difficulty in
training due to the language barriers and the method of
instruction. A certain degree of literacy wight be
required to achieve the training goals; and (8) the
village health committees were constituted to assist DBBs
in their respective tasks, hold dialogue sessions for the
progressive monitoring of the project, and assist the
project team in the implementation of the program. The
organization of these committees was accompanied by the
reluctance of the proposed members, the lack of interest
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in sustained activities, and failure to convene meetings.
A5  the members indicated, their visible participation to
the project was the carrying of supplies from the foot-
hills to the uplands.

Project Sustainability

To ensure the project sustainability requires the
consideration of several dimensions - the community, the
health workers, the rural health unit, and the program per
se.

The Community Dimension. Short term changes were
noted in health status, preventive activities, and know-
ledge: of specific illnesses in the community. However, many
households were not aware of the overall functions of the
health workers. Their attention was focused only on
curative care that the health workers could provide. They
viewed their participation in terms of single shot
activities: building the c¢linic, fencing the olinio,
installation of toilets, attendanace in meetings. However,
cynicism was raised over sustained participation due Lo
the distance from the barangay center, the kaingin
activities, lack of information, and household tasks.
They claimed that the health workers hardly visited  then

and were not in their place for consultation. Some  even
questioned the competence of the health workers. The lack
of cooperation has been underscored by the members. And

this was manifested by the fact that only 17% of the
households expressed interest in participating in health
activities.

The health workers. The initial selection of  the
volunteer health workers was undertaken by the commanity.
They were subjected to training with the use of a cul-
tural ly-appropriate primary health care manual. The
workers experienced difficulties absorbing all the con-
cepts presented. Soon after their training the workers
were fielded in their respective catchuent areas.
Inadequate social preparation was given Lo the health
workers regarding their roles and functions in  the com-
munity. The workers’ constituent households were also not
properly oriented about their role and the ftasks of the
health workers in the health program. Therefore, the
expectations set were different. The workers were mainly
approached for illness management while environmental
sanitation, health education and referral services were
undertaken to a slight degree. The workers claimed that




these are weak areas in their knowledge which could have
been assuaged by constant interaction with the other

health workers and the project nurse. Involvement in
other activities (kaingin,  household) precluded  their
effective participation .in the program and evoked negative
feelings on the part of the households. This has been

aggravated by the lack of logistics support from the
commnity.

The Rural Health Unit. The staff of the Rural Health
Init expressed interest in the project and felt their
involvement from the first stage of training to imple-
mentation mainly through the distribution of supplies
(medicines, milk supplements, family planning methods, and
vaccines). Referrals are likewise made to the health
centaer. The staff expressed regret that they were not
able to participate actively in the program due to phy-
sical distance and work load. The sustainability of the
project hinges largely on an effective linkage between the
Kural Health Unit who will assume responsibility  for the
supervigion and monitoring of the project and the  health
workers who will deliver the services. buring the imple-
mentation phase of the health program the gap was bridged
by the project nurse who acted as the link 1in  the
expregsion  of needs. The nurse’s role should slowly  be
agsued by a respongsible and committed group of health
workers who can make representation with the Rural Health
Dnit for the community.

The Health Program. The program was formulated with
the primary health care philosophy in mind that has the
following facets: accessibility of services to everyone,
relevant and effective services which meet the health
needs of the people and which are socially and culturally
acceptable to them, functional integration with the higher
technical levels of the health system, improved efficiency
and allocation of resources for the greatest benefit, and
community participation in the planning, wmanagement and
evaluation of services at all levels. When the training
program was conceived, little attention was given to the
capability of the potential health workers such that  they
had to understand ithe different instructional modules in
Tagaiog a language that is not so familiar with them.
Littie social preparation was given to orient the communi -

ties of their tasks and functions. Begides, they gravi-
tated toward easier roles of illness advice through herbal
pescriptions. Other tasks diverted their activities which

increased the cynicism on the past  of the recipients.
However, certain services were provided that induced




changes in the health secking behaviour and status of Lthe
population.

Recommendations for the Program’s Sustainability
and Replicability

With the recognition of the merits and limitations of
the sgtudy a number of suggestions will be made to ensure
the replicability and sustainability of the health
prograr. A conceptual  framework has been devised to
examine the components of this program.

The framework can be conceptualized in terms of  two
sub-systens: the program component which involves both
the community sand the Rural Heslth Unit  providing the
resources from which the health services are produced and

the community component -~ the people that utilize and
provide the health services. The linkage between them is
the crucial aspect of this study. Issues that need to he

clarified are the compunity sbruclare, functiont, degreoeo
of responsibility, authority, structural channels, mode of
interaction, participatory managenent and integration.

The following elements are vital for a truly parti-
cipatory and sustainable health project

1. 'The participatory facet needs to take into consi
deration the source of initiative, incentives, structural
chanuels, scope, and duration of the program. Unless the
community is sgufficiently convinced of the merits of

their participation and informed of the nature of
their involvement, commitment could hardly be
obtained.

2. The health program is likely to succeed when the

interventions are technically uncomplicated, clearly

defined, short term and have no more than one objective.

The successful execution of project interventions is more :
likely when tasks required are simple and familiar.

3. As the social and cultural milieu of the comma-
niticrs is to be recognized, the health care should ope
rate so that the program could be geared to this reality.

4. The training program should consider the capabi-
lity of the health workers such that adequate skills
are imparted within a reasonable time frame.
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Figure 7.1

Conceptual Framework for the Analysis of the
Participatory Strategy in Health Care
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5. Attempts should be made to involve other community
members in the planning and implementation of the
programs. An appropriate local organization can act as a
channel through which 'the people can participate in  the
development of the health program. A community organizer
can help mobilize the people for specific services.

6. Organizational skills are required Lo call
meetings, keep records, and arrive at decisions. There ig
a need for the community leaders and hoallth workers to
bring the health issues to Lhe memnbers. The s=upport
processes should be strengthened to unify the people.

7. The Rural Health Unit should be actively involved
with the health workers on all aspects of the health
cars delivery - monitoring, modification, and evaluation.
ConlLinuous dialogues should be held between the .rural
health unit and the workers to  identify rroblems,
prinritize solutions, and mobilize resources,

1Y
8. The community should able Lo draw o demand Lhe
gervices of those who control Lhe resoarces espoecially Lhe
govi:rnment.

9. The health worker should be able to relate the
health program with the realities of  tLthe  Joocal  9ocial
organizations and how the inlerests, impulses,  and
resources of the community can be linked Lo Lhe program.
In conclusion, it can be stated thal the debermination
of the fit between culture and health care remains an
objuetive for future work. The importance of determining
the 1ndividual and societal response to  primary health
care 18 underscored. The commonly held beliefs and
values about 1illness cannot be ignored. Likewise,
the disease distribution in populations can not be
neglected. What is needed is a sense of scope and purpose
for the primary health care system to evolve a
meaningful program to achieve the goal enunciated at
the Alma Ata conference of health for all by the year

2000.

DISCUSSION

Primary health care has been viewed as a combined
basic health service and community development program
envisagding health as a spearhead to improving the quality
of 1life through a wide ranging variety of activities both
health and health related. It seeks to extend health care




7.12

even to impoverished people in inaccessible communities.

It is Dbased on three essential processes: community
participation, voluntary village health work, and
appropriate technology for its implementation. Part of

the failure to achieve community participation in tradi-
tional societies lies in trying to impose an alien
bureaucratic notion of participation rather than seeking
to achieve it through the traditional structure of the

village. Community participation per se does not automa-—
tically ensure that adequate health care and services will
result. The services required to satisfy the community’s

wanis do not necessarily, if at all, ensure  adequate
attention being paid to the fundamental steps required to
eliminate 111 health. Most communities are well aware of
the benefits of modern medical care and clamor for them,
but they are as yet hardly aware of +the benefits of
rreventive and promotive care. The village health work in
primary care mostly consists of rendering small  curative
services - dispensing of medicines, undertaking monitoring
activities, and to a certain extent providing health care
information to  the community. The creation of village
health committees sometimes does not work because existingg
internal gstructures were not taken into considerations.

Voluntary Village Health Worker

The use of volunteer village health workers is
considered an essential feabure of primary health carve.
Their selection, training, mobtivation, and supervisions
are crucial to success as is the system of incentives and
rewards. Motivation, the desire to  provide voluntary
service for its own sake, is obviously critical as is oA
demonstrated interest in health, and is probably  botbler
appreciated by the community than by oublsiders  from
knowledge of the individual. Priority should be given Lo
traditional health practitioners and members of  their
families since village occupations tend Lo be familial
and villages tend to turn to their own traditional healers
for advice and counselling as a first resort. Whatever
tasks and functions are allotted, how Lhey are actually
carried out by the village health workers will depend  on
many factors such as their calibre and sustainability for
Lhe job both of which their own people will know. Ye:bo gt
is often in the ares of recruitment and selection that
community participation is ignored for several reasons:
(1} the community cannot express its views or  act  upon
thew if there are no proper channels through which to  do

505 (2) women, who traditionally play the main role in the

3
;
H
H
i



7.13

rromotion and taking of responsibility for family - health
may have 1little voice in village affairs; (3} poverty
itself discourages cooperation becsause the prior commit-

ment. i to family rather +than the community; and
(4) suspicion  is often aroused among the villagers by
those who attempt to organize themn. These difficulties
are surmountable. While commitment to service +to the

community is essential, also needed is the intelligence to
undergo the required training program and the recognition
to keep within the acquired limits of competence.

The 1list of tasks and functions drawn up for com-
munity health workers in the primary health care program
have been based on the eight cvssential components oullined
in the Alma Ata declaration. They are often expechted Lo
take responsibility for a wide range of functions - home
visits, environmental sanitation, provisions of a safe
water supply, first aid for injuries, treatment of simple

and cCommon ailments, health education, natrition
surveillance, maternal and child health, fTamily planning
referral, and record keeping. A list of this kind can
daunt many & professional health worker. It may be absurd
to expect village health workers to  shoulder it

considering their level of general education, the type and
duration of their training, and the health needs of the
community. A closely relasted misconception is  that
villagers can be taught to change theic ways. Certainly
in the health field, the demonstration approach does not
lead to improved ways to illustrate while western drugs
produce the desired effects there is no effective way Lo
demonstrate the benefits of immunization.

Many community health workers have been taught in the
"talk and chalk"” methods of learning. Others  lack tLhe
intelligence to adapt what they learn for use in the field
such as health education. The  opportunities for
encouraging self knowledge and self care are lost and the
people’s understanding of health continues o be bhased on

their knowledge of illuness. The manuals and learning aids
are frequently irrelevant to the specific problems and the
souciocultural circumstances of  the  communi Lios, The

clarion cry "translate and adapl” has not been  taken atb
the local level. The essential inconsistency in the
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preparation of the community health worker lies 1in  the
magnitude of the results expected and the meager resources
and efforts invested. Too much is expected from little
input. Initial preparation 14 scanty with too Jittle
attention to the comminity aspects and too mich 1o the
technical. As community health work is usually additional
daily commitments, the preparation for it needs to  be
organized for the convenience of the worker so  that the
routine of a busy life is as little disturbed as possible.

Continuing education is crucial. Inspection is  often
substituted for education, criticism {or consulbtabion and
irritation for understanding. ¥illage tribal 1life i

corporate  living snd each age group has a role to play.
In traditional societies, the elderly still have status
and respect. Their potential contribution surely arises
from their traditional role as experienced counsellors and
decision makers. This could be harnessed  for healtbh
development. The elderly can play a role in counselliog,
motivating, and marshalling voluntary comounily eftforts,
The +training of the traditional health practitioners ig
also crucial in determining the acceptabilily and effecti -
veness of  any  proposals for change in healbh,

Incentives and Rewards

Community health assignments  are regarded as;
temporary and stepping stones Lo promotion  resulling in
little prestige of the village health workers. 1t has

been pointed out that the payment of village health
workers creates a nunmber of problems from recruitment and
even changes the behaviour of the workers. Yolunteerism,
howevever, will indicate that they will be able to  work
only part time for primary health care because they have
to continue in their original occupalions to support their
families. The scope of work must be limited. In the
provision of incentives, there 15 a need to mobilize
the latent capital of human resources. oporadic efforltyg
can often be achieved for specific individual projects.
Even &a series of such projects can be sustained with
falling enthusiasm. For the continuity of effort in
which public health progress so much depends, an informed
community will patently be more productive. Voluntary
cooperation through education and persuasion 15 a slow
process where poverty is paramount, the concept that

onffers the best solution and promise  of sustained
activity is the incentive schewme for the voluntary
worker - i.e., the provision of a nominal payment or

payment in kind but not to the extent that the worker will
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abandon his customary village occupation. The reward
system should be traditionally based.

Supervision and Support

To ensure the smooth operations of primary health
care, the health system is required to provide technical,
supervisory, referral and logistic support. These factors
together with a communication system that is efficient are
indispensable. Reliable back-up and continuing education
are essential for their credibility in the community as
membeyrs of the health care team. Supervision, if it is to
be constructive, must be regular, frequent, informative,
patient and given willingly, without sappropriate and
adequate preparation followed by supportive supervision
from informed professionals, commanity health work is
bound to fail.

Community Response

The large sections of the underserved populations
have been led to expect adequate and competent coverage

through the community health worker activities. Failure
to meet thegse expectations will destroy the image  and
credibility of the primary health care approach. The:

ambiguous social status of bthe health worker emanates from
the perception of the villagers that the use of  the
villayie health worker is a top-down solution since  their
internal organization is questioned and the solution is
imposc:d upon them. Because  of theilr tasks of dispensing
medicines, the workers feel powerful and have high
expectations. After a short time, the frustrations appear
- he is not recognized by the community which expects more
of his services. The sociological complexities of the
primary health care program need to be understood. People
should have been given more encouragemend at the initial
stage of the program to verbalize their problems and be
assured that the program can seek appropriate assistance
for the health-related problems However, the  project
lifetime precludes such activities since specific periods
are allotted for each phase and the pace of the community
was not well taken. It. can be possible that there 150 a
diviorgonce of  the concept of health and disesse bebween
the project team and the villager:s. The: projoect. Lakes a
broad view with many factors contributing Lo Lhe Lobal
wellbeing of the individuals while Lhe villagers® concepl
of good health may have beoen the sabsence of 0 dodividaal




illness. There are often too many opinions on Lhe health
priorites in the minds of the villagers and these mnay
diverge from the more uniform and established views of the
health professionals. Consensus is possible  through
prolonged initial dialogues in which the community members
are urged to help identify health problems, set
objectives, and decide on strategies.

Health professionals view the use of the village
health worker as a bottom-up approach. A community needs
to have & representative to provide low cost basic health
services to the villagers for assuming the social res-—
ponsibilities that the community has assigned to him.
Village health workers are now considered as the extension
of the rural health centers. This new auxiliary becoumes
partt of the adwministrative structure of the existing
network of health services and 1s advised +to refer

patients beyond his capacity within the traditional
referral system. The midwife from the health center
becomes the worker’s immediate supervisor. In return, the

midwife is expected to supervise the workers, provide them
with supplies and materials, and hold regular refresher
sessions. One of the reasons for the focus on the village
health worker 1is the belief that people can help them-

selves. The idea of self reliance becomes an important
principle. The utilization of volunteer health workers if
carried out according to correct principles can serve as
“opening wedge” projects leading to other development
activities. Health may not be considred a top community
priority. However, health activities involving the

maximoum number of people can enhance the people’s capacity
to organize and manage their own community affairs.
Without this capability of the people, no real sustained
development can take place.

Besides, fifteen months may have been insufficient
for significant changes in attitude and alterations of
behaviours to have occurred in these communities. How--
ever, some seeds may have been sown. Subsequent studies
may reveal that they have cowe into fruition.

H
H
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CONFIDENTIAL

Information to be
used for research
purposes only

GUIDE QUESTIONS/ITEMS
RURAL HEALTH UNIT STAFF

A. Backdround Information

1.
2.

[N

o> TN & S . S

Name

Position at RHU

Sex

Ade (during last birthday)

Address |

Birthplace

Number of years at RHU% present position

Work history -- position, location, years of
service

General Jjob description

9
B. RHU Information

10.
11.
12.

13.
14.

Facilities of the RHU

- Number of personnel; salary scale

Catchment area (number of barangays; proportion
of Mangyan to non-Mangyan communities)

Clinic hours
Qutreach program and projects to include fre-

quency of visit to Mangyan communities, particu-
larly DLSU research site




O

Knowledge/Awareness and Participation in DLSU-PHC

Project
15. Check how R learned about DLSU-PHC oproject;
whether' R has been to research area/site
16. Determine R and RHU’s involvement/inputs in the
PHC project particularly: in:
a. Training (include type, methods, duration of
training)
b. Preventive health care (e.g., immuniéation)
2. Curative health services (e.g., cases brought
to RHU for emerdency/crisis intervention)
d. Promotive services (e.d., family planning
campaidgn)
17. Determine R’s assessment of the inputs extended

to the PHC project’

a. Training - preparation, content of training,
training materials, participation and perfor-
mance of the Hanunuoc Mangyarnn BHW/DSB; prob-
lems encountered and how these were resolved;
partivipation of DLBED project team; what
should be an adequate (training program for
DSBs .

b. Preventive health care - feedback regarding
imma- nization, malarial spray, and other
inputs; what should be an adequate preventive
health care by MOH standards.

C. Curative health services - check aysessment
of procedures in bringing patients for crisis
intervention, referral system, difficulties
encountered; what should be ab adequate cura-
tive health services for Mangyans by MOH
standards.

d. Promotive health services — strengths and
weaknesses /difficulties; adequate promobtive
health services by MOH standards.




18.

19.

Perception of the adequacy of DSBs health servi--
ces; perceived problems in health care delivery
by DSBs and proposed solutions for the program.

Linkage between RHU and the Mangyan BHW/DSB
comminity -—-- check system of linkage, referral
system, assessment of linkage (strengths and
weaknesses ).

Prospects

20.

Willingness of RHU to link up with the Mangyan
comminities - nature of linkage, expected MOH
input, community counterpart.

Perceival advantages of having trained Mangyan
BHWs /DSBs.

Determine how the RHBHI help sustain the BHWs/DSBs
in Umabang.




CONFIDENTIAL Sitio
Information to be DSB No.
used for research

purposes only

II. INTERVIEW SCHEDULE

Barangay Health Workers/Doktor sa Barangay (DSBO

A. Background information

1. Name of BHW/DSB

Sex 1 Male 2 Female

2
3. Age (during last birthday)
4

Highest grade completed

5. Duration of renidorice in cuarronl commani by

(IF DSB LIVED ELSEWHERE PRIOR TO CURRENT RESIDENCE,
ASK FOR SPECIFIC PLACES, DURATION) _

8. Catchment area/households being served

- fe- —

B. Participation in BHW/DSB project

7. Why did you volunteer to become a DSB?

8. Who encouraged you to volunteer as DSB?

9. What are your responsibilities as DSB?




C.

10.

What are your current activities as DSB?

10.1.

Training

11.

As a DSB, how did you participate in the
health care project?

a. Planning

b. Inplenentation (providing 1labor, in-
forming people ofproject activities)

c. Decision-making

d. Sharing in benefits (immunization,
health education, medicines)

Have you participated or are yvou participating in
the retraining sessions that are being conducted
at the health clinic? .

11.1.

1 Yes 2 No

(IF YES) What is the difference between
the initial training and retaining
sessions? -

What are the most effective and least
effective methods utilized during the
initial training and retraining sessions?




Most Least

effective effective

a. Initial
training

b. Retraining

12. During the initisl or first training, which
topics did you understand without difficulty,
with some difficulty, and with great difficulty?
READ OUT EACH TOPIC.

12.1. Im the retraining, wvhich among the
following topics did you understand with-
out difficulty, with some difficulty, and
with great difficulty?

| : o
' Initial Training : Retraining
t ]
] ]
P33 (2 . (1) P (33 (2} (13
i With- With | With— With
1 out With great | out With great
' diffi- diffi- diffi-} diffi- diffi- diffi-
Topic Y eulty culty eulty | culty culty culty
[] . ]
R E | E
1. Primary H i
Health
d52e | :
] ]
] i
2. Maternal | i
Health ' i
Care ] i
i ¥
] ]
3. Child H i
Care H i
] ]
] 1]
4. Family ! i
Planning | H
] ]
§ ]
5. Nutrition | H
] ¥
] ]




Topic

Initial Training

Retraining

(3) (2)

With- With
out With great
diffi- diffi~ diffi-
culty culty culty

(1)

(3)
With-
out
diffi-
culty

(2)

With
diffi-
culty

(1}
With
great
diffi-
culty

10.
11.
12.

13.

Kespira-
tory tract
infection/
TB

Diarrhea
Farasites
Malaria

Skin
Diseases

Curative
treatment

Herbal
medicine

Jse of
modern
drugs

—— - ——— - - - - e h e . A e e w e mm e SR A A WA e A e A e T LA M A e A A e

- s A e A o A G T G T e e A e A - A B e A A e M T A T er T A e A wma 8P

13.

Among the
re-training which are the most

useful,

topics covered in the D3B training and

useful, somevhat

and less useful in your tasks as DBS?




S A 5 o 00

medicine

1] 13
] ]
! Initial Training ! Retraining
] ]
1] ]
f (1) S(Z) (3} E (3) S(2) (1)
! ome— ! ome —
_ iLess what Very { Less what Yery
Topic tuseful useful useful | useful useful useful
1] 1]
E :
1. PFPrimary | i
Health ! i
Care ! :
i H
2. Maternal | :
Health H H
Care ' ;
1 ]
1] H
3. Child H H
Care H '
H '
4. Family H |
Flanning | i
] \
1] ]
5. Nutrition| :
] )
] ]
6. Respi- H H
ratory H i
Tract ! H
Infec~ ! i
tion TB | H
1 1
{ f
7. Diarrhea | H
] ]
] ]
8. Farasites)| H
] ]
] ]
9. Msalaria | H
1] 1]
[} f
10. Skin 1 :
Digseases | H
] ]
1] ¥
11. Curative | i
treatment ! )
t ]
] f
12. Use of H H
. herbal H i
{ H
13 1]
11 ]




Initial Training Retraining
(1) (23 (3 (3) (23 (1)
Some- Some-
Less what Very less whiat Yery

- - e e A e = mae -

Topic useful useful useful useful useful usetul
13. lse of
modern
druds
13.1. What are your recommendations to improve
the overall training of the DSBs?
a. Content . . R
b. Method of training
c¢. Duration/length of time
D. Implementation

14, What were your initial difficulties when you
first became a DSBY? How did the households in
your catchment area receive you? FPROBE.

15. How were you able to overcome such initial
difficulties?




16.

17.

18.

19.

Have you had any experience or difficulty in
undertaking your task in both curative and pre-
ventive health care?

1 Yes 2 No

(IF YES), What are these?

Curative health care Preventive Health care

Please give me five illnesses or health problems
that you were able to treat and unable to treat
in the past year?

Able to treat Unable to tbreat

t
]
)
§
]
]
t
H
]
]
t
¥
t
]
t
[}

17.1. What were the other problems encountered
in the past year?

In case of difficulty in illness manadement, whom
do you approach for assistance?

What were the common health problems presented by
the households in your catchuent area in the past
year?
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20. In the past year, what do you think were some of
your rewvarding experiences as a DSB?

21. What are your current problems/difficulties as
DSB. PROBE. :

22. How can these difficulties/problems be minimized
or solved?

23. Are there some changes in some health practices
among the households that you serve in the sitio?

1 Yen 2 No

(IF YES , What are these changes? PROBE.

24. Can you say that your relationship with the fol-
lowing are satisfactory, somewhat satisfactory or
not satisfactory and why?

(1) (2) (3)
Some~
what Not
Satis- - Satis- Satis-

factory factory .factory Remarks

Nurse-
consul-
tant

Other
DSBs
from
YOur
sitio

- s A E e A e A A A AR MRS s T A e e e e A
e A e A e A dm e B A A e A A e Em A e A e




(1} (2) (3}

Some- :
what Not
Satis- Satis-— Satis-—
factory factory factory Remarks

3. llHs in
your
cateh-
ment
area

A e A A e A e A e A e A o
e e e i RS anar e e A wmew T n e A am e e

25, In the past year, how often did you meet the
following. :

No. of

times Purpose

1. MHurse-~
consultant

2. Other DSBs
from your
5itio

3. HHs in your
catchment
area

- s e e e M Sm A M A A A e - e e

E. Health Clinic

26. Have you participated in the management of your
sitio’s health clinic?

1 Yes 2 Mo



F.

30.

31,

32.

(IF YES), What training d4id you receive prior to
your participation in the nmanagement of the
health eliniec? v

What were your responsibilities in the health
clinic?

e e e e e PR —

How often did you report Lo the clinic®

What were the problems of the health clinic?

How were these problems resolved?

Do you think that few, a fair number, or more
community members wsed the clinic in the past
year?

1 Few
2 A fair number/just right
3 Many

Why?

l.inkage with RHU

33.

How often did you meet with the RHU personnel
after the initial training (in the past year)}?




Personnel Frequency Purpose

Nurse
Midwife

secretary
inspector

Others

- s o e e W - ——

34. Have you referred patients directly to the RHU?
1 Yes 2 Mo

(IF YES), For what purpose?

(IF NO})}, Why not?

35, Did you have problems in dealing with  the RHU
personnel?

1 Yes 2 No

Why<?

36. Do you think that the DSBs would be in a
position to deal with the BHU on the following.

a. Referral 1 Yes 2 No Reason ___

b. Procurement
of supplies 1 Yes 2 No BReason _________

c. Assistance
in training 1 Yes 42 No Reason ______



3
:
i
H
H

H.

d. Others (SPRCIFY)

I'rospects for community participation

8.

40.

Are you satisfied with the nature of your parti-
cipation in the project?

1 Yes 2 No .
How were decisions made in the health care
project?

health committee

by the community

by the DSBs

by the nurse

by the nurse with the DSBs

@ROTP

Showld decisions have been made the way?
Why /Why not?

Is community participation important in order for
you to be able to do your duties as a DSB?
Why /Why not?

Sustainability of the project

41.

Do vou intend to continue as DSB even though the
DLSU project team will no longer be based in your
commanity?

1 Yes 2 Mo

Why<




42.

43,

44.

Name of interviewer
Date of interview

Time interview: Started

Place of interview

Other persons present during interview

How will the community/sitio sustain the follow-
ing? PROBE. INQUIRE ABOUT THE IMCOME-GEMERATING
PROJECT WHICH UTILIZED THE CLIMIC DONATIONS.

a. DSB

b. Health Clinic

How about the Botika sa Barangay? Do you think
the community members will support this?

1 Yes 2 No

Why?

How will the other comsunity members be involved
in the delivery of health care services?

NOTES

Finished

Other comments




QUESTIONS FOR VILLAGE HEALTH CARE COMMITTEE OFFICIALS

1. What is your position in the BPHCC?

2. Why did you join the BPHCC?

3. As a member of the BPHCC, how did you participate in
the health care project?

4. How did the BPHCC contribute to the health care
groject?

Did the BPHCC have any problems in doing its tasks?
What were these problems?

o

" 6. What can the BPHCC do to contribute to the health care
nf the community?




N

MGA TANONG PARA OPISYALES NG BPHCC

Ano ang inyong katungkulan sa BPHCC?

Bakit kayo sumali sa BPHCC?

Bilang kasapi ng BPHCC, paano kayo nakilshok sa
proyekto ng kalusugan?

S W

Paano nakatulong ang BPHCC sa proyekto ng kalusugan?

e ——— e e

Ang BPHCC ba ay nagkaroon ng mga sulirasnin ukol sa
padpapatupad ng kanilang mga tungkulin? Armu—-ano ang
mga ito?

Ano ang magagawa ng BPHCC para sa kalusugan ng
kumunidad?




LABORATORY EXAMINATION FORM

Mame of subject:

Specimen collected:

Age/iex Date of collection: __
Address Date examined:
Date reported:
Report:
EXAMINATION RESULTS

e em s S Em e A e A e R e a A a e e A ae A A e de e

Examiner



MANGYAN TERMS8 FOR VARIOUS ILLNESSES

In the following list, the English and Pilipino terms
for a particular illness are given first and are followed
- by the Mangyan term in the following format: English
term/Pilipino term - Mandyan team. Symptoms of the
illnesses according to Mandyans also are noted.

1. Asthma/Hika - Hapo.
- attack of difficult breathing
- hissing sound while breathing
~ sometimes with fever and cough
2. Urine Retention/Hindi Makaihi - Baos
-  painul “puson”
- difficulty in urinating
~ painful urination
3. Diarrhea with nausea/Pagtatae’t pagsusuka - Kurso
- stomachache
- diarrhea and vomitting at the same time
- feeling
4. Measles/Tigdas - Tipdas
- fever and headache
- feeling cold but not shivering

- appearance of skin rashes

Diarrhea/Pagtatae - Pag-ipot-—-ipot

on

- stomachache
- loose bowel
- warm stomach
- feeling weak

Source: Alicia Manlangit, Field Notes, September 1985.



5. Cough with cold/ubo’t sipon - Pageapho’ /Pagbulduhon

-  coughing

- phlegm (throat)

- Ssheezing

- sgometimes with fever

-~ headache and aching chest

7. Fever and Flu - Trangkaso

- high fever
- headache
- painful joints

8. Malaria - Malarya

- fever and headache

- feeling cold and shivering

- no painful joints

- gometimes accompanied with vomitting

9. ™ - TB

- weak and thin body
- coughing
- spitting blood/vomitting blgod

10, Intestinal Parasites/Bulate - Kayang

- big stomach
- thin body
- constant occurence of fever (especially among
children) o
-  constant stomach ache
defecating worms

11. Open wound/Sugat - Bangbang

- painful sometimes itchy (affected area)
- sometimes with fever

12. Abecesses or boils/Pigsa - Kayapos

swollen part in the skin
- reddish color ,
- hot and painful (affected area}
- gsometimes with blood and pus
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13.

14.

15.

16.

17.

18.

19.

20.

Goiter - Bakron

- swelling in the throat

- thin body and weight loss
- difficulty in swallowing
Bungang Araw - Burak-—-init

- tiny rash on face, chest and back
- reddish and itchy rashes

- skin feels burning hot especially with

persparation
Fungal infection/buni-Buni

- white spots on skin
- sometimes itchy

Burns /Napaso— Napalian

- reddish and burning hot when newly-burnt

- results in wound
Pilay - Nabarian

- aching in affected part
- sometimes with fever

Swelling/Neamaga - Baga (naumaga)
- reddish skin

- swollen skin

~ painful (affected area)

Diarrhea with blood - Mag-ipot dugo

~  gstomachache
- loose bowels, with blood

Sore eyes - Tagu-mata

- reddish eye
- painful and itchy eyes




MANGYAN MEDICINAL PLANTS

Some of the medicinal plants used in basic home
renedies by Mangyans are given below. Mangyans are not
very particular about the exact amount to be taken and the
time to take medicinal plants. According to one of the
praramedics in sitio Bailan, "in taking medicinal plants,
there is no danger of being overdosed.”

1. Bayabas - Guava

a. for stomach ache
- boil a handful of leaves in one to two
glasses of water and drink

b. for stomach ache and diarrhesa
~ mix some pieces of bark with duhat bark;
heat over fire or under the heat of the
sun; when dry, pound and mix with water

and drink.
2. Lumboy— Duhat/Java Plum

a. for stomach ache
- boil a few pieces of bark and drink

b. for diarrhea
-eat as much ripe fruit as needed

for stomach ache and diarrhea
-~ mix some pieces of bark with guava bark;
heat and when dry, pound and mix with
water and drink.
- boil a small piece of bark in one glass of
water and drink. '

Q

3. Bunga — Betel nut Palm

a. for cough/colds
- chew a few pieces with ikmo leaves; apply
on the throat (externally}.

b. for TB
- pound a few pieces, boil and drink.
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10.

Dite

a. for malaria
- boil some pieces of bark and take as tea

Gumamela
a. for boils (pigsa)
~ pound some pieces of flowers into a paste
and place on the affected ares.
Alusiman
a. for swollen skin (namamaga)
- soften a handful of leaves and stem, wrap
with banana leaves and heat; sprinkle a
little salt and place on the swollen area.

Kugon - Cogon grass

a. for urine retention
- boil some pieces of roots and drink

Banaba
a. for fever

- heat young leaves and place on the forehead
b. for headache

- same as for fever
~ boil a few pieces of bark and drink

Bawang - Garlic

a. for toothache
-~ peel a piece and put on tooth

b. for fever
- burn some pieces and pound, add to water

and drink
Andaramay

a. for fever
- boil some pieces of bark and drink

b. for chest pain due to coughing
- goften some pieces of leaves and put on the

chest



11.

12.

13.

14.

c. for headache
- pound some pieces of bark and place on the
forehead

d. for backache
- soften some pieces of bark and place on the
aching part

Tawa-tawa

a. for red eyes/sore eyes
- press out sap and apply in the eyes

Panyat

a, for sore/red eyes
- press out and apply in the eyes

Alibon - Sambong

a. for headache
- goften some pieces of leaves and put on the
forehead

b. for colds v N §
- beil some leaves and after cooling, bathe '
the patient with then

C. for stomach ache
- boil somes leaves and drink

d. for cough and cold
- eat some pieces of young leaves
- boil some pieces of leaves and take as tea

Barayong
a. for stomachache _

- boil some leaves and drink
b. for deworming

- eat some soft, uncooked seeds
Sambariba - Kataka - taka
a. for fever

- pound some leaves and rub on the forehead
and the whole body




18.

17.

18.

19.

20.

21.

- soften some leaves, add s5i1li leaves and

ginger and rub on the forehead and body

Bankal '
a. for fever
- put heated young leaves on the forehead
b. for malaria
- boil some pieces of bark and drink
Tanglad
a. for painful joints
- boil some pieces of leaves and stems and
bathe the patient
Rasla

a. for pilay
- gsoften and heat picces of bark and put on
the affected area

Mangga — Mango

a. for stomach ache and diarrhea
- bnil come  pleces of bark mixed with
barayong bark and drink
b. for diarrhea
- boil some leaves or bark and drink

Hagonoy
a. for stomach ache and diarrhea
~ put heated leaves on the stomach
b. for hilab - tiyan
- pound some pieces of leaves, add some drops
of kerosene and put on the stomach
Anapla
a. for stomach ache

- boil some pieces of bark, mix with g5ili
bark and put on the stomach
- gsoften some bark and pul. on the sbomach




b. for swelling (namamags)
- pound some pieces; of bark, wrap with banana
leaves, heat over fire and put on the
affected area

C. as forest leeches repelant
- crush some pieces of bark and rub on the
skin to produce bubbles

Malado

[aV]
™)

a. for diarrhesa
- boil some pieces of bark and drink
- gsoften young leaves and put on the forehead

23. Li-a -Ginder/Luya

% a. for swelling
‘ - pound some pieces, soak in coconut oil and
rub/put on the affected area

b. for stomach ache
- boil some pieces and take as tea
- boil some pieces, soak in coconut o0il or
kerosene and rub on the stomach '

for muscle pains
- pound some leaves or tuber, drop some
kerosene and rub on the aching part of the
body

0

. d. for sipon - colds
- eat a few pieces (raw)

e. for aching throat due to coughing
- pound a few pieces and rub on the throat

24. Pasbakon

a. for malaria
- boil some bark and drink

b. for mothers who have given birth and have namuong

dugo in the stomach
- put heated leaves on the stomach
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26.

27.

28.

29.

30.

Tan-awan

a. for swelling
- s0ften pileces of leaves and put on the
swollen area

Alum
a. for high fever
- to make the patient perspire, boil some
bark and let him drink it
Luusan
a. for diarrhea
-~ boil some bark and drink
Sahing
a, for asthma

- accumulate some sap and let the patient
inhale the smoke from the lighted sap

Kasoy - Cashew

a. for headache
- soften young leaves and put on the forehead
- boil some bark and drink

Apaya — Papaya

a. for high fever
- pound some pieces of bark and rub on the
forehead and whole body

b. for deworming
- eat ripe fruit including seeds

Kalamunding - Calamansi

a. for cough
- squeeze Juice, let stand overnight and
drink the next morning (with or  without

sudar)




32.

33.

34.

36.

37.

38.

Mais - Corn

a. for urine retention (difficulty in urinating )
- burn hair of young corn, put in tap water

and drink
Sampalok - Tamarind
a. for cough
- boil some bark, 1let stand overnight

drink the next morning

b. for cold
- boil young leaves and drink

Cayo - cayo - Cassava/ Kamoteng kahoy

a. for headache with dizziness

a

nd

- soften some leaves and put on the forehead

Niyog - Coconut
a. for diarrhea
~ burn some pieces of hush, pound
powder, and water and drink

b. for stomach ache
- eat very voung (soft) coconut

Okra

a. for diarrhea
- boil some roots and drink

Katuray

a. for diarrhea with blood
- boil some roots and drink

Atis

a. for stomach ache
- boil some roots and bark and drink

- goften some Yyoung leaves and put on
stomach

into
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39.

Anahaw
a. for aching veins (at naninigas na ugat )

- mix a few pieces of leaves, sahing sap and
cotton, burn the mixture in a coconut
shell, and inhale the smoke

- this process is called tucdb

b for relapse (binat)

- also Luob

The following information on home remedies used by

Mandyan families for various common illnesses was obtaiped
through informal interviews and participant-observation.

1.

For =swelling of part of the skin

- Tan—-awan leaves are softened and placed on  the

affected area. This should be repeatod as many
Limor  an noodad oo anb il Lhe owolling and 1P

yubs lde.
For fever

- Young banana leaves are softened and put on the
forehead.

- The patient is made to drink much cold water.

- The patient should avoid eating cassava because,
according to Mangyans, it is warm or hot to the
human body.

For headache

- The forehead, neck, shoulders and back are
nassaged.

- A small portion of hair rubbed (paglut-on +ti
buhok) .

- Young kasoy leaves are crushed, softened and put
on the forehead.

—~ Bankal leaves are softened and put on the

forehead.
- For adults, a child is made to sit on their head

to assuagde the pain.

For cleaning open wounds

- Young guava leaves are boiled, and the wound is
washed with the mixture.
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For stomachache

- Young leaves of alibon are softened and put on
the stomach.
~ Scrapped papaya bark is rubbed on the stomach.

For diarrhea

- Softened young banana leaves are put on the
stomach.

- Boiled guava leaves are taken as tea.
- Ripe pakol fruit (wild banana with many seeds)
is eaten.
For asthma

- Chewed lubigan root is rubbed on the stomach and

throat.
- Lubidgen stem is cut into pieces and made into a
necklace; this is worn by children so that when

they breathe, they will inhale its aroma, thus
helping in loosening phlegm.

For colds

- Chewed betel nut with lime is placed on the
forehead accompanied with slight massage.
- Alibon leaves are boiled and, after cooling, the

mixture is used to bathe children.
~ Lubigan root is boiled and drunk.

For relapse (after giving birth)

sap and cotton; the mixture is burned in a
coconmit shell, and the patient is made to inhale
the smoke (this process is called tu-ob. )




CLINICAL ASSESSMENT FORM

IDENTIFICATION: Code Number

Name of subject: Family Subject

Date of Birth: H H i i

For preschoolers: Male Female

Father’s name: 2 . . .

Age: ___ years(s)
Mother’s name: ___ month (3)

Address:

1. G@Gensral Appearance:

1. Healthy ___ 2.1. Apathetic e
2. Irritable L
3. Cachexia S
4. Pale .

5. Mental Retarda- | “:
tion

6. Opisthotonus
3.1. Cyanotic

2. Dyspneic H H

3. Icteric N

I1. Hair:
1. Normal ::: 2.1. Dry/thin/spafse :i;::
2. Lustreless L

3. Dyspigmentation |




Face/Head:

Normal! _

= W

[

Normal !

AN

Fasily plucked

Flag sign

Diffuse depig-
mentation

Maso-labial
dyssebacia

Moon . face
Crabuitabes
Persistently
open anterior

fontannel

Frontal/parietal!
bossing

Head drop
Malar and

supra—-orbital
promentation

Fale con-—
junctivae

Bitol’s spot

Conjuntival
Xerosis

Corneal xerosis
Keratomalacia

Angular
palpebritis

Nebula/leucoma

Blindness
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™

Norm&l::_:

Normali— :

0N

Ieterus

Infection
Specify

Epistaxis
Rhinitis

Others
Specify

Otitis externa
Otitis interna

Others
Specify

Angular stoma-
titis

Angular scars
Cheilosis
Magenta tongue
Scarlet tongue

Atrophic
rapillae

Bleedind guwus
Gingivitis

Pale lips
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VIII. Teeth

1. Normal

HE

Tonsillitis i H
Pharyngitis : H

Others H !
Specify

Mottled enamel ! !

3. Caries H H

Number of Deciduous Teeth: (For preschoolers)
v Iv 111 11 I I 11 II1 1V Y
v Iv 111 11 I I IIT II1T 1Iv V¥
IX. @Glands:
1. MNormal|___{ 2.1. Thyroid )
Enlargement
2. Parotid b
enlargement
3.1 Gynecomastia }:::2
2. Lymph node !
enlargement
X. Skin:
1. Normal!___}{ 2.1. Xerosis b
2. Follicular !
hyperkeratosis
3. Petecchea o
4. Pellagrous ‘Lt
5. Flaky-paint L

dermatosis



Fart
Py
-

XIT.

XIII.

Nails:

1. Normal'"mv:

Thorax:

1. Normal! !

Cardiovascular:

1. Norm&1'> H

2.

W

o

[a\J

ale]

Scrotal/vulval
dermatosis

Pallor
Scabies
Pyoderma
Ulcers
Fungal
Excema

Others
Specify

Koilonychia

Winged
Scapula

Others
Specify

-
|
!

Rosary

Pigeon breast/
funnel chest

Epiphseal

enlargement
{(painless)

Cardiac
enlargement

Tachucardia

Murmar
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XIV.

XY.

XVI.

Respiratory Tract:

1. MNormal! V2.

Abdomen:
1. Normal::::: 2.

Extremitis:

1. Normal! HE-

L

Wheezing L
REhonchi :::::
Hemoptysis L
Others b
Sprecify

Hepatomegaly b

Pot belly ! :

Ascitis ! H

Splenomegaly -
t 1
| QR |

Others

Specify

Oedema L

Muscle wasting ::::}

Diminished L

subcutaneous

fat

Knock-knees :::::

Bow legs H i
Eprhiphysel
enlargement
{pailnful}
Areflexia

Hyporeflexia i

e o o s oms < rapafs i £ 0 15 5 T



9. Purposeless
movements : !

10. Sensory loss H H
11. Calf tenderness | !
' 3.1. Clubbing o]

2. Others ! H
Specify

Clinical disgnosis:

ORLANDO C. MARINAS, M.D.



SKILLS EVALUATION OF HEALTH WORKERS BY
EXTERNAL EYALUATOR (MEDICAL DOCTOR})

Name of HW ‘ Evaluator

Age Sex Date

Cat.chment Area

Adequate Inadequate Deficient

A. Communication

Skilla:

1. Clinical
hisotry taking

=
|
t

|

|
[

|
l

!
|
=
|
|
|

2. Recording of
clinical data

]
i
!
i
‘
1
i
{
|
i
|

3. Referral of cases | __

B. Diasgnostic Skills:

--
|
r
]
|
)
|
l

1. Pulse taking

2. Temperature
taking and
reading

)
|
[
|
r
|
|

3. BP taking and
reading

."
|
]
|
r
|

|

4. HWeight taking i L o
5. Ability to L L L
identify sidns
and symptoms of:

a. Tuberculosis |
b. Malaria :

c¢. Parasitism

d. Skin disorders



Adequate Inadequate Deficient

d.1. wounds | 1 ! ! ! !
(types)

d.2. wulcers ! ' ‘ ' ' | i

d.3. boils/ ! ___ ! : ! P
abscess

d.4. scabies | b H H ! ¢

d. b, fungal ! ! H H H !

[ JSS—

infection
d.6. allergy !|___! L L
§ d.7. others |___! L L
: (Specify)
e. Malnutrition o . .
(PEM) L b L
f. Anemia v Ct Cot
g. Vitamin A . ! L L
deficiency

h. Endemic
goiter

i. Upper res-

)
|
[
f
v
|
!

piratory

infection

Diarrhea e R I
k. Urinary I R P
1. Other R b .

infections

(Specify)
m. abnormali- R I HI

ties during
pregnancy




Adequate Inadequate Deficient

6. Abdominal exam-
ination of
rregnant mothers
(applicable for

; trained tradi-
§ tional birth
: ' attendants only)

a. fetal pre- H !
sentation/
position

b. approximate H : §
: age of |
j gestation

7. Preparation of H H
malarial smear

C. Prescriptive Skills:

1. Therapeutic (treat-
ment of):

a. Tuberculosis | ;

b. Malaria H H HE f

C. Parasitism 1

d. Skin disorders:

--
|

)

|
|

d.1l. wournds | H

d.2. ulcers | !

d.3. boils/ | H
abscess

d.5. fungal | i I o
infec-
tion

d.6. allergy !___| I .



. Adsquate Inadequate Deficient

da.7. others |__ | ! ' H H

(Specify)
e. Malputrition | __ ! T L
( PEM)
f. Anemia L L L

g€. Vitamin A ' ' ' i | i

deficiency

h. Endemic L o L
: goiter
| i. Upper respi- |___| (o Lt
; ratory
§ infection
| Diarrhea L b S
| k. Urinary L L S
j infection
| 1. other S I !
; infections
: (Specify)
§ 2. Preventive:

a. Immunization for:
a.1. BCG | : N Vo
a. DPT H N b I

2
a.3. POliO : i :___1 § i o
4

Others | ! o b

{Specify)




.

Health counseling
in the prevention

and control of:

a.

b.

Q

Adequate

Inadequate

Deficient

Tuberculosis | !
Malaria L
Parasitism S
Skin disorders:
d.1. wounds |__ !
d.2. ulcers |___ !
d.3. boils/ |___!
abscess
d.4. scabies .::::
d.5. fungal | ___|
infection

d.6. allergy

d.7. others

(Specify

1
[
Y
/

Malnutrition
(PEM)

Anemia

Yitamin A
deficiency

Endemic goiter|_

Upper respi-
ratory
infection

Diarrhea
{including

use of Oresol)

)
l
!

[
|
|

!
!
i




Adequate Inadequate Deficiept

k. Urinary r L L
infection :
1. Other L L ! C
infections g
(Specify) }
| 3. Use of herbal
! medicines as:
a. antihel- L o L
minthics
b. anti- L L S
diarrheals
c. antimalarial ::::1 C !
d. antipyretics |__ ! L L
e. antitussives 1:::} C L
(for cough)
f. anti-inflamma-
tory for:
| boils/ L L b
; abscess
: g. antiseptics L bt N
| (wounds)

h. skin ulcers H ‘ I b d




PROJECT NURSE’S EVALUATION OF HEALTH WORKERS’
: PARTICIPATION IN PHC PROGRAM

Name of DSB

Date of Assessment

Meetings
1. Regular DSB
meetingds

2. DGB meetingds
with BPHCC and
community

3. Participation
during meetings

B. Participation in
Trainingd Activities

1. Clinical
management

2. Review sessions
3. Retraining

4. Nutrition
education

1. In the health
clinic

<. In catchment
area

Adequate
(3)

Inadequate
(2)

Deficient

{1y

r-
|
|



Other Health
Related Activities

1.

w

4.

Participation
in income-gene-
ratind project

Linkage with
RHU and other
lowland agencies

Inauguraiton of
health clinic

Araw ng Kalusugan

Leadership Qualities

{ability to mobilize

catchment area)

Qver-all Performance
DSB

as

Adequate Inadequate Deficient
(3) {(2) {1)
L S b
l_.—-—l l_—_—l l—‘—l
b f | R [ R |
l—_—l l—_—l l—‘_l
| R | J——— | | I |
] - 1 ] T 1 t - t
| J | | R | | N |
l__—l (—l——-l l——— ]
i i J SO J P
N P Y



MANGYAN HEALTH SURVEY
HOUSEHOLD SURVEY FORM

Respondent’s Nase

Household No.:

Barangay:

"""ifipality:

[. Household Composition
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II. Income Generating Activities

1.

3.
4.

In the past year, what activities did you
undertake to generate cash income?

Activities

Amount of Income

1. Wage Labor

2. Farwm Production

3. Others (specify)

TOTAL

Do you own the land where your house is situated?

Ownership of Livestock? (Specify)

Ownership fo VYegetable Garden? (Specify) _____

I1II. Environmental Sanitation Facilities

1.

Toilet Facilities

Flush

Water Sealed

Pit Privy

Others (Specify)

Sources of Drinking Water Supply

Artegsian Well

Dug Well

Springds, Streams, Rivers
Others (Specify)




A S s s e

Source of Water Supply for Washing and Bathing

Artesian Well

Dug Well

Springs, Steams, Rivers
Others (Specify)

Waste /Garbage Disposal Facilities

Burying

Burning

Pit

Others (Specify)
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Date of
! termination !

2

3

Outcome
i (living still) !

R Pregnancy!

i Survival Status
i Death

' Sex

mo./year
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1f stil) birth, abortion or miscarriage, indicate as such under Name

Livebirth, abortion, miscarriage, stiilbirth

Male/female

Alive/Dead




1. I can see that you have children with
males and females,

How may children do you want?

(If the number wanted exceeds the actual numbeqr had):

‘Why would you like to have more?

i
¥
3
H
H

2. Do you prefer more boys or girls,

more boys. Why?
more girls. Why?

3. Do you perceive that there are more children dying in
infancy and childhood in this community?

§ Health Reliefs and Practices

A. Prednancy

1. How did you determine that you were pregnant?

- 2. Did anyocne provide advice or care during your
prednancy?

Type of Advice/Care Given

3. Did you take herbs or concoctions for your health
or ease in delivery?

Types of Herbs Purpose Source




B.

4. Was there any specific foods that you avoided or
took during your pregnancy?
H | H
Food Avoided | Reasons | Food Taken | Reasons
i ‘ i
] + ]
1 ] [}
) ] ]
] i ]
5. Are there specific practices that you followed
during pregnancy? :
;
Practices H Implications
]
1
i
]
s m = i v mmen e e et e | e et ¢ e et et i o e pe s e ot 3 et e e
6. Did you go to any particular health resource to
ensure a safe delivery and a healthy infant?
Specify
Delivery
1. How did you know that you were going labor?
2. What did you do next?
3. Where did you deliver your last child?
Home -
Others (Specify)}
4. Who attended in your delivery?

MD/Nurse
Traditional Midwife

Relative (Specify) _ __
Others (Specify)




4. Was there any specific foods that you avoided or
took during your pregnancy? :
i i '
]
Food Avoided | Reasons ! Food Taken i Reasons
| i H
H _ ‘ H
] i H
5. Are there specific practices that you followed
during pregnancy?
H
Practices b Implications
]
e —— - _:.; o B e e @ b eemam e v s e eae e e e
[ |
- i e e _
6. Did you go to any particular health resource to
ensure a safe delivery and a healthy infant?
Specify
elivery
1. How did you know that you were going labor?
2. What did you do next?
3. Where did you deliver your last child?®
Home
Others (Specify)} —
4. Who attended in your delivery?

MD/Nurse
Traditional Midwife
Relative (Specify)

Others (Specify)




Describe the mode of delivery undertaken by the
attendant. .

a. How was hte umbilical cord cut? How soon was
it undertaken? '

Did you have any problems in your delivery (e.g.,
labor painsg, uncontrollable bleeding? '

Did you have any specific diet after delivery?

What practices did you follow after delivery?
Who supervised htese?

Pogt Natal Care

1.

After delivery, how often did you breastfeed your
child? /day.

How long did you breastfeed your child?
months.

Did you receive any advice on breastfeeding?

Yes No

Source Type of Advice




(o1

Did you have any problems concerning your breast
millk?

Yes (Specify)

Did you give other types of milk?
brand

Where processed?

At what age did you introduce solid foods?

Type of solid foods given:

What food(s) do you give your children during
illness?

Illness Foods Given

Diarrhea

Fever

Cough/Colds

Skin Disesases

Others

- e e mm T A e A dm M T e e o e e -




D. Perception of Health and Illnesses

1. How are the following specific illnesses caused?

f { Cause how | i Perceived
; Illness i Contracted | Symptoms| Management
H \ \ \
H 1 ' 1
! Gastro H ! !
| enteritis H H H
f {Diarrhea) i i H
i H H i
) ] {
H 1 ]
Coughs/colds | ; H .
H i H
] t ]
; . ! ] '
: Malaria i ‘ i
; i i H
8 t ] t
' ! 1
] Fever ' ‘ i
i ¢ ] \
V ] A } 1]
] ] {
4 ) [] 1
B : i i
i ! t |
] 1 ]
H ] i ]
s } i ] \
; Others i i :
H [ ] t
i ] 1

E. Femily Planning

i. What is the ideal interval between births?

2. Are there practices in the comminity aimed at
preventing conceptions?

3. Are you using any family planning method now?

Method Source _




HEALTH SEEKING BEHAVIOR

1. Are there ways by which you can prevent specific
illnesses?

Respiratory

; (Gastro-intestinal
: (diarrhea)

Parasitism

Yiral (Mumps,
Measles)

3kin Diseases

Others

2. Onece the following illnesses occur, what do you do?

Management

Respiratory

GGastro-intestinal

Parasitism

Yiral

3kin Diseases




What are the health resources available in your commi-
nity? How often did you utilize them in the past year
and for what purpose?

Frequency

of visit Purpose

DSB

Bapa Wayak

Bapa Luhay

Health Center

Others

[}
]
]
1
[}
1
]
'
t
|
t
|
]
¥
]
i
t
]
]
1
t
t
t
1
)
1
t
]
t
¥
]
]
)
]
)
|

How do you decide on which person to go to?

Have you taken your last child for immunization? How
often did you take your child in the past year? For
what purpose?

Type of Imunization

Purpose

lw)
Q
4
®
7

Have you attended any health education program?

No Yes

If yes: Content of the prodram .




7. Are you aware of the DSB in your area?

If yes: What are their tasks?

8. How often did they visit you in the past year?

Purpose

]
$
t
1
t
]
i
Initially H
i
]
1
Later p

]

]

9. Have you uged any of their services?

fes ____ No Why notY

Do you intend to use their services in the future?

l '

For those who have used hte DSB’s services:

Purpose Satisfaction Reason

]
t
t
t
)
'
)
!
]
t

10. How do you think would the D3Bs be of service to :
improve the health of the community in the future? ‘

11. Whet are the tasks that you would want the DBSB to
undertake in health care in the future?




COMMUNITY PARTICIPATION

1.

Did you participate in the health care project? If
ves, how? If no, why not?

Are you satisfied with the nature of your participa-
tion in the project? Why/Why not?

[low were decisions make in the health care project?

a. by the community

b. by the DSBs

. by the nurse

d. by the nurse with the DSBs

should decisions have been made that way*®? wWhy/Why
not? ‘

Did you have any problems with your DSB’s services to
you? What were these problems? .

How did the community contribute to the health care
project?

Is community participation important for the success
of the health care project?

What are the problems in obtaining the partioipation
of the community?




9. Can the community continue providing health
services when the project ends?

care

SUSTAINABILITY QF THE PROJECT

1. Do you think that the DSB’s can provide the health

services that you need?

Areas where DSBs are:

Compentent Incompetent

2. Would you be willing to participate in a training
program to provide health services in the community

(as a DSB)7
Yes No

In which specific area would you like to focus?

3. Do wyou intend to continue the use of the D5B’s in the

future?

4. Do you think that your community can sustain
present health prodram?

Yeso Ho Why not?

Specify How?

the

-
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